Volume IX, Number 1 Spring 2023

Journal of Health and
Human Experience

The Dream Marches On...
1o Awakening!

‘ .

y -



Special Attributions

This edition of the Journal raises up this year’s 60th anniversary of Dr. Martin Luther King, Jr’s, “| Have a Dream”
speech during his leadership of the March on Washington on August 28, 1963. The photograph used for the
front cover of this edition is that of Dr. King during his speech. It is a colorized version of the original. It is listed
as in the public domain on Wikimedia Commons where attributions are found: https://commons.wikimedia.org/
wiki/File:Martin_Luther_King_-_March_on_Washington_colorized_photo.jpg.

The divider page photograph is of the 1963 March on Washington. Accredited to Warren K. Leffler, it is from
the U.S. News & World Report at the Library of Congress; and is in the public domain per: https://commons.
wikimedia.org/wiki/File:March_on_Washington_edit.jpg.




Journal
of
Health and Human
Experience

The Journal of Health and Human Experience is published by The Semper Vi Foundation.

Journal of Health and Human Experience Volume IX, No. 1 i



General Information

The Journal of Health and Human Experience is published by The Semper Vi Foundation,
a501(c)(3) public charity. The Journal is designed to benefit international academic and
professional inquiry regarding total holistic health, the arts and sciences, human development,
human rights, and social justice. The Journal promotes unprecedented interdisciplinary
scholarship and academic excellence through explorations of classical areas of interest and

emerging horizons of multicultural and global significance. ISSN 2377-1577 (online).

Correspondence

Manuscripts are to be submitted to the Journal Leadership. Submission of a manuscript is
considered to be a representation that it is not copyrighted, previously published, or concurrently
under consideration for publishing by any other entity in print or electronic form. Contact
the Journal Leadership for specific information for authors, templates, and new material. The
preferred communication route is through email at JHHE@sempervifoundation.org.

Subscriptions, Availability and Resourcing

The Journal is supported completely by free will, charitable donations. There are no
subscription fees. Online copies of all editions of the Journal are freely available for download
at: hetp://jhhe.sempervifoundation.org.

To make a donation, contact: JHHEDonor@sempervifoundation.org. You will be contacted
in reply as soon as possible with the necessary information. All donations are made to The
Semper Vi Foundation, a 501(c)(3) public charity. Such donations are therefore tax deductible.

The Journal’s outreach and resourcing is enriched by a very special group of experts who
generously volunteer their efforts. The Journal leadership and its readers give special thanks to
these and other various volunteers whose charitable dedication of time and effort is central to
the Journal’s successful international impact.

Copyright Information

As a private sector publication, authors retain copyright for their articles. Authors grant
to the Journal an irrevocable, paid-up, worldwide license to use for any purpose, reproduce,
distribute, or modify their articles in their entirety or portions thereof. Articles prepared by
employees of the US Government as part of their official duties are not copyrighted and are in
the public domain. The Journal retains the right to grant permission to third party requestors
for the use of individual articles provided that such usage is for educational, non-commercial
purposes only. Third party grantees, however, cannot further delegate their approved usage
to others etc. Third party usage must give credit to the Journal and the author(s). Opinions
expressed in the Journal represent the opinions of the authors and do not reflect official policy
of the institutions they may serve. Opinions in the Journal also do not reflect the opinions of the
publishers or the institutions served by members of the Journal Editorial Board.

Special Notation

The photographs in this edition are either in the public domain or are used with
permission. Public domain photographs/images used in the Journal are obtained from
a variety of online resources such as US federal agencies, Wikimedia Commons, Pexels,
Unsplash, PxHere etc. Public domain citations and/or attributions are provided where
required in accordance with Creative Commons or other agreements.



Library of Congress Registration
January 27, 2015
ISSN 2377-1577 (online)

The Journal of Health and Human Experience is published by The Semper Vi Foundation,
a501(c)(3) public charity.

The Journal is registered with the Library of Congress. ISSN 2377-1577 (online)

The Journal is an interdisciplinary, academic, peer reviewed international publication. Its
mission is to explore the full expanse of holistic and integrated health within the nature and
meaning of human experience. Its scholarly and professional explorations richly convene all
possible areas within the arts/humanities and the sciences, cultural and social concerns, diverse
technologies, ethics, law, civil rights, social justice, and human rights. The Journal invites the
reader into the fullness of our human nature, our history, and the expanding futures before us.

The Editorial Leadership enthusiastically welcomes academic and research investigations,
reviews, commentaries, creative writing such as poetry/short stories, new and emerging scholar
submissions, and other possibilities.

The Journal makes use of a highly innovative four-stage academic mentoring review process.

A full description of the Journal’s mission, expanse, leadership, author requirements and
additional general information can be obtained at: http://JHHE.sempervifoundation.org

For direct contact, email Journal leadership via:JHHE@sempervifoundation.org.



Prepared by Graphic Arts and Publishing Services at
The Henry M. Jackson Foundation
for the Advancement of Military Medicine, Inc.



Table of Contents

Mission: The Semper Vi Foundation ................ccccooooiiiiiininiincee, 1
Journal Editorial Board...................ccoooiiiiiiiii e 5
Special Edition Gold Patrons ................ccccooiieieeiineeee e 10
Author Biosketches ... 13
Prelude
The Soul-dourney Before US All ........ooeiiiiiiiiiiiiee e 19
Edward F. Gabriele

Articles & Commentaries

The Japanese American Incarceration and Its Continuing Effects.............. 25
Shirley Ann Higuchi, Ray Locker

Efficacy of Self-Assessment Interventions During COVID-19
QUATANTINE ...ttt et e et et eenae e sreeeneeeenneenneeas 46
Elizabeth Loika, Joshua C. Watson, Yen Murray

A Local Government Response to COVID-19 and Health Disparities ......... 57
Charles Brown, Mary I. Lambert, Lauren Franklin, Chastity Sutterfield

COVID-19 Vaccines: Perception and Reality..........cccccoeeiiieeniieiiieeeee 64

Maria Benito

Health Care Outcome Disparities: A Cause to Infuse Health
Care CUITICUIUM ...t 88
Akili Nkechi Smith-Washington, Michael A. Washington

Profiles In Courage: The Next Chapter

From Army Private to Navy Vice Admiral: Honoring the Life of
Vice Admiral John M. Mateczun 1946-2022 ............cccoocvvveeiiiinieeenniieeenn 109
Jan K. Herman

The Critic’s Choice

Film Review: Till. A Film By Chinonye Chukwu ........c..cccoviiiiiiiineeeeee. 119
Ty Young
Book Review: The Light We Carry. A Book By Michelle Obama................ 127
Janis Riccardelli

(cont.)

Journal of Health and Human Experience Volume VIX, No.1 v



Table of Contents

Under City Lights
A POCM: DIVISION ..ottt 133
Susan Rachlin
Poem: UniNVItEA VISITOL ...........euveeeeeeeeeee et 135
Amy Grossblatt Pessah

vi Volume IX, No. 1 Journal of Health and Human Experience



Z
O
)
2
=







The Semper Vi Foundation

“From Victim to Survivor to Victor”

Mission: The Semper Vi Foundation is a 501(c)(3) tax exempt public charity dedicated
to the design, development, implementation, and promotion of social justice and human
rights resources, programs, and diverse opportunities in education, publishing, research, and
services that help the suffering find healing and meaning in their lives. Of particular interest
for the Foundation’s mission is Wounded Warrior Care and, equally, the care of all those who
suffer in our wounded world.

Vision: Semper Vi reaches out to all who have known the many forms of life’s suffering
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communities who have experienced violence and terrorism, victims of assault and destruction,
those who have suffered discrimination and the loss of their human or civil rights due to
religion and values systems, race, gender, sexual orientation, socio-economic status, national
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Values: Those who become involved with Semper Vi programs practice the Foundation’s
three core values: Learning, Healing, and Serving. Foundation participants seek to show those
who have suffered that healing can be theirs especially when their stories and experiences
become sources of comfort and care for others

Programs: Semper Vi Foundation activities are organized into four programs.

Education: The Semper Vi Foundation convenes a community of international,
interdisciplinary scholars and professionals who develop and promote a wide range
of educational programs and resources for enrichment in the humanities, health and
healthcare, the physical and social sciences, human development and human rights



across the globe. This Founation designs and provides workshops, seminars, webinars,
podcasts, full conferences and continuing education courses at various international
ocations. Depending on resources, events are filmed and posted on the website.

locat D d t filmed and posted on the websit

Publication: The Semper Vi Press publishes the Journal of Health and Human
Experience. It also publishes a wide variety of academic and professional books,
periodicals, newsletters, and other resources serving the Foundation’s mission and
constituents.

Research: The Foundation serves as a sponsored projects college for investigators
looking to promote a wide variety of academic and professional domains of inquiry.
The Foundation promotes such programs in collaboration with various global
universities, centers and institutes.

Social Justice Services: The Foundation serves as a gathering point for individuals
and communities who design and promote diverse social justice services and resources
supporting human and civil rights. The Foundation supports already existing
approaches and promotes the invention and launching of new services to meet
emerging social justice needs across the globe.

Reflection: Tales of heroes abound throughout world literature. Our attention is always
captured by the stories of those who accomplish great deeds that benefit others and the world.
Yet what is it that we mean by the term, “hero?” When is something “heroic?” A hero is one
who, despite danger and weakness, musters the courage to sacrifice herself or himself for the
needs of others. Sometimes this comes at the price of the hero’s life. However, in all instances,
the hero vanquishes the danger and rises above it as victor. Yet there is another nuance. The
work of the hero often goes deeper. In many tales, the hero not only fights the oppressor, but
also suffers grievous wounds in doing so. The hero embodies the suffering and takes it into
her or him self. The hero endures and survives. Yet even more amazingly, in these stories the
suffering and pain are transformed from curse to blessing. The hero matures from victim to
survivor to victor! The hero becomes emper victorius!” Always the victor!

Invitation: Join us as we build Communities of Victors, for today and tomorrow!
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The Soul-Journey Before Us All

Dr. Edward Gabriele
Editor-in-Chief and Executive Director,
Journal of Health and Human Experience
President and Chief Executive Officer,
The Semper Vi Foundation
Email: egabriele@mac.com

I have a dream that one day every valley shall be exalted, and every bill and mountain shall
be made low, the rough places will be made plain and the crooked places will be made straight and
the glory of the Lord shall be revealed and all flesh shall see it together. This is our hope.”

— Martin Luther King, Jr.

“I Have A Dream”
The March on Washington
August 28, 1963
Dreaming...
We all dream...

Whether it be the stories that enter our minds while we are asleep, or the vastly diverse
images that highlight and move us in mind and heart during each day, our lives are filled with
dreams. In fact, scholars and professional experts move us to understand that dreaming is
intrinsic to the entire human experience --- whether it be our individual experiences or the
experiences of family, community, society, and human culture. As we know, what constitutes
dreams is vast and diverse. It is certainly a moment, whether asleep or awake, when we or our
world come to wonder about who and what we are. It is also 2 moment when the possibilities of
life can arise.

At the same time, the dream can force us to face the real failures that are also part of the
human experience whether ours individually or society’s in general. Naturally, some of these
failures are true nightmares that raise up the horrors of evil that can and do invade and infect
our world. Indeed, all of these are part of our experiences both as individuals and members
of our various communities and societies. As we mature and develop, we come to know that
dreams are more than just stories or blank images. In fact, especially as we often learn in
literature and the arts, dreams are actually powerful doorways to understanding. Most deeply,
they are true metaphors through which we enter into the very nature of the human experience
--- realizing what is possible in what lies before us.

Ultimately, all of us live our lives as people on a journey --- a pathway not only of what
lies before us in the events of our lives, but even more deeply what lies within our very selves.
Our common journey as human beings is the pathway into the very meaning of who we are,
both as individuals and as socio-communal citizens. The journey ultimately leads us to discover
continually and with increasing depth who we are, what is the very meaning of our lives and
what is the meaning of life itself. In other words, the pathway we all take in this life is our soul-
journey. And the dreams we experience, including the nightmares, help us to continue on this



incredible soul-journey that is the pathway for developing into who we are called to be and all
that we called to do for ourselves, for others, for The True, and for The Good.

This year, we remember Dr. King’s powerful words about dreaming. This year marks the
60t dual anniversaries of his “I Have a Dream” speech and his August 28, 1963 March on
Washington during which the speech was given --- an incredible dual moment in the history of
social justice and human rights in America. These dual anniversaries are also deepened by this
year’s 160™ anniversary of the implementation of the Emancipation Proclamation that struck
an important blow for the eventual full ending of slavery. These anniversaries are raised up with
honored remembrance in a most special way in this edition of the Journal. The remembrance of
Dr. King’s Dream and the March on Washington is powerfully important and significant for us
all today. In his time, Dr. King raised up the nightmare of racism and segregation. And today as
we travel the pathway of our own soul-journey, our lives have been suffering under nightmarish
realities that stir up our awareness of the fears within us all.

For the past several years, we have been suffering from COVID-19. We have lost untold
numbers of our sisters and brothers to the horrors of this pandemic. And this same disease
has made us all painfully aware of the disturbing ambivalence some have expressed toward the
expert guidance and direction from our health leaders. We also have been suffering from a wide
range of other various horrifying pandemics. We have been seeing the nightmare of war and
violence especially as it continues in the Ukraine. Syria and Turkey have suffered the deaths
and woundedness of thousands upon thousands due to the earthquakes there. Gun violence
and murders have been robbing us of and decimating the lives of so many including in our
schools. And all across our world we are seeing the pathways of our human lives being infected
and invaded by a most shocking resurgence of hatreds and discriminations as we have suffered
from so many times in history. These include all forms of anti-human prejudice, violence and
brutality against vastly diverse individuals and communities such as but not limited to: Women,
Blacks, Latinx, Native Americans, Asians, Jews, Muslims, Hindus, LGBTQIA+ women and
men of all ages, senior citizens, the poor, the homeless, the diversely-abled, those suffering from
diseases whether emotional or mental or physical, and so many more.

Indeed, these are all pandemics. Pandemics. An interesting word. Its origin is in the Greek
pandemos, meaning “everybody.” The nightmares of our times have truly been pandemics.
Certainly, they affect the millions who suffer directly at the hands of these horrors. And they
affect us all --- everybody --- every single one of us --- whether we are those directly brutalized
or those who learn of these horrors. We suffer from what we may experience ourselves, and also
by what invades our consciousness both as individuals and as families, communities, societies
and cultures. One way or another, all of these pandemics make an impact on our lives. In fact,
such awareness becomes the first step in what is our common calling to do all we can to end the
nightmares and bring the healing that is needed.

Truly, the pandemic nightmares of hate continue to pervert the pathways of our lives.
Today more than ever Dr. King’s Dream and The March to raise up social justice and human
rights must continue. And it is for us, for everybody, to lead the way on the soul-journey
pathway now and forever!

Within all this, the dream-metaphor prompts us with deep and important questions.
Is there any way that within ourselves we do not do enough to stop these nightmares from



becoming reality? Is there any way in which they mar our own soul-journeys without our fully
realizing it? By ambivalence, do we let the nightmares continue? This could happen to any of
us. And so the soul-journey’s dreams call us to look within ourselves and see where we need

to change who we are and all we stand for so that we contribute in the most powerful way to
making The Dream come true. This indeed was Dr. King’s hope. And it must be ours to bring
into reality.

Are we ready to take the soul-journey within to see who and what we really are?
Are we ready for the pathway within and beyond ourselves?

Are we prepared to stand up and march for The True and The Good so that Dr. King’s

Dream always comes into reality in every moment and every place of human existence?

Do we see the soul-journey before us? The pathways opening up?

Are we ready for The March?

Are we ready to end the nightmares and make The Dream come true?

Special Notation

The photograph used at the beginning of this Prelude is that of Sunset in Israel. It is in
the public domain per Wikimedia Commons: https://commons.wikimedia.org/wiki/
File:Sunsetinisrael.jpg. The photograph at the conclusion is of Dr. King at the Lincoln
Memorial on the March on Washington. It is also in the public domain per Wikimedia
Commons: https://commons.wikimedia.org/wiki/File:Martin_Luther_King Jr._
addresses_a_crowd_from_the_steps_of_the_Lincoln_Memorial,_USMC-09611.jpg
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Abstract

In the 80 years since President Franklin Roosevelt authorized the incarceration of 120,000
Japanese Americans because of unfounded fears of potential espionage and sabotage, the

act has become known as one of the most egregious human rights abuses in U.S. history. Yet
multiple myths about the incarceration remain, primarily that the incarcerees rebounded with
little effect and that they went into the concentration camps with little resistance. In fact, the
incarcerees resisted on multiple occasions, often with dreadful effects on the community, and
they were left with long-lasting mental health trauma that has affected later generations that
never experienced the incarceration personally.

Keywords: Incarceration, racism, multigenerational trauma, disobedience, resistance, Model
Minority

Introduction

Of the many myths that still surround the incarceration of 120,000 Japanese Americans
solely because of their ethnic origin and appearance, perhaps the most pernicious are that
they went without complaint and then rebounded after the war because they were somehow a
Model Minority.



Neither myth was ever true. Thousands protested, either by declining to sign a flawed
loyalty oath, by resisting the military draft or by dozens of acts of civil disobedience behind
the barbed wire. Thousands more, including the generations of descendants of the original
incarcerees, suffered through multigenerational mental health trauma and the loss of community.

These myths were created and perpetuated by the people and institutions, inside and outside
government, that sought to justify their conduct during the war and to minimize its effects.

The wartime incarceration ripped people from their homes and livelihoods, forcing them
first into hastily built assembly centers and then isolated concentration camps. Those who left
the camps had to move to parts of the country where they knew no one and had to assimilate
into white-dominated cultures rife with racism and hatred. Survival depended on submerging
personal and cultural identities as the nation fought with the country of their ancestry. That loss
of identity still remains.

Many Japanese Americans whose parents and grandparents were incarcerated grew up
knowing little while growing up. Their relatives never talked about their imprisonment, how they
were forced from their homes and schools, and had to live in tarpaper shacks without running
water or indoor plumbing. Instead, younger generations could only guess at the causes of their
elders’ behavior, such as why grandmother hoarded toilet paper or dad insisted on privacy while
in the bathroom. For some families, home became a fortress, while for others, home had little
meaning. Why get attached to a building when it could be taken from you so easily?

And for thousands of others, their very appearance caused doubt, fear, or shame. At the
very least, it meant uncertainty, but also, as was even more likely, rejection.

This article shows the real costs behind the myths and how ignoring the truth threatens
not only the mental health of Japanese Americans but other marginalized groups of Americans
who want only to enjoy the benefits of living in a country that bills itself as a beacon of liberty
and equality.

Legacy of Racism

Asian immigrants started arriving on the West Coast shortly after the start of the California
Gold Rush in 1849. Mostly from China and almost all men, they worked in gold fields and
performed the most arduous work. They also encountered immediate racial hostility (PBS, 2006).

Caucasian workers resented the Chinese immigrants who worked harder for less money.
Many whites began to lic about the alleged dangers posed by the Chinese, such as how they
brought rare diseases to the mainland (Kaur, 2021). Chinese immigrants were routinely
attacked and subject to racist abuse.

But without them, the transcontinental railroad that opened up California to the east
would never have been finished. Hundreds of Chinese immigrants died blasting the railroad
through the Sierra Nevadas (National Park Service, 2022). They were paid for their sacrifice
by being eliminated from the official photos taken when the two legs of the railroad met at
Promontory Point, Utah, in 1869 (Young, 2014).



Anti-Chinese rhetoric increased until 1882, when Congress passed and President Chester
Arthur signed the Chinese Exclusion Act. That law wiped out the source of cheap labor from
Asia, which forced businesses hungry for new workers to look toward Japan.

Japanese workers, almost all of them younger sons with little to look forward to in Japan,
began immigrating to Hawaii to work in the pineapple and sugar fields. From there, many sailed
to the U.S. mainland, where they worked on farms, in mines, and on the railroads.

The Higuchi and Saito families were among the 125,000 Japanese who made the journey
from Japan to the United States or Hawaii--until 1898 an independent nation--between 1868
and 1924. They left Japan because of the economic and social upheavals of the Meiji Dynasty
and came to the United States in search of riches and work, often after reading glowing reports
in books like How to Succeed in America (Yoshida, 1909). Unlike European immigrants, they
were of a different race, spoke an unfamiliar language with an unrecognizable alphabet, and
practiced a religion--Buddhism--that clearly marked them as “the other” White Americans,
many of them recent immigrants themselves, saw the Japanese as a new type of Yellow Peril

following the Chinese.

The racist cycle then repeated itself. Fears over Japanese immigration accelerated after
Japan’s victory over Russia in their war in 1905. A San Francisco Chronicle editorial in 1905
called the Japanese “the worst immigrant we have,” citing no reason but clearly indicating the
root cause was pure racism (San Francisco Chronicle, 1905). Whites created anti-Japanese
leagues to discourage immigration and sought to deny the newcomers the rights of citizenship
and land ownership. “I am opposed to the Japanese immigration, just as I am opposed to the
coming in of any race that injures our working man,” a local businessman said in March 1905
(San Francisco Chronicle, 1905).

States passed laws banning the sale of land to Japanese immigrants, which forced many to
put the ownership of the family farm in the hands of their minor children. White-dominated
farming groups accused Japanese farmers of cheating the system as the Japanese generated
higher profits from their farms than the Caucasians (Commission on Wartime Relocation and
Internment of Civilians, 1983). As early as 1907, the all-white Native Sons of the Golden West
organization was calling for the exclusion of all “orientals” from California (Robinson, 2015).

Immigrant Experience

By the time Iyekichi Higuchi prepared to leave the country of his birth in 1915, California
had already passed its Alien Land Law. But he came to the United States anyway. He knew,
however, that he would have to leave his home in Saga on the southern island of Kyushu,
because times were hard and opportunities limited for all but a family’s first-born son. When
they landed in California, Iyekichi and Chiye Higuchi joined the tens of thousands of other
Issei, first-generation Japanese immigrants, trying to coax a living out of the state’s rich soil

(Higuchi, 1990).

They, like thousands of other Japanese immigrants, gravitated to Santa Clara County, a lush
agricultural region south of San Francisco. What the world now knows as Silicon Valley was
then marked by small vegetable farms and orchards.



The Higuchis and other immigrants, known as Issei, and their children, the second
generation, or Nisei, began to thrive. However, banks still refused to lend money to Japanese
businesses, and Issei and Nisei alike still needed help navigating a legal and political system
rigged against them. They created dozens of organizations to help them cope, and by 1929 the
Japanese American Citizens League (JACL) was created by merging three groups. The JACL
aimed to protect the citizenship rights of Japanese Americans, and its leader was Saburo Kido,
a San Francisco lawyer and Hawaii-born Nisei (Daniels, 1962). However, the organization that
started as a vehicle to advocate for the rights of Japanese Americans would take a less charitable
turn after the start of the war.

Pressure on Japanese immigrants accelerated after World War I, as it did for all immigrants
from countries other than Northern Europe. The Ku Klux Klan reemerged from the shadows
of American political life and the false science of eugenics gained respectability among elected
officials and intellectual leaders (Yang, 2020).

Nothing showed the racist underpinnings of American immigration law than the case
of Takao Ozawa, who first immigrated to California to attend the University of California
in 1894. In 1914, then a resident Hawaii, a US. territory, he filed for citizenship under the
Naturalization Act of 1906 (Yang, 2020). That law allowed “free white persons” and "persons of
African nativity or persons of African descent” to become naturalized citizens (Yang, 2020).

Ozawa argued that his skin was as white as any Caucasian, but a series of courts ruled that,
as a Japanese immigrant, he was not a white person and was therefore ineligible for citizenship.
In 1922, a unanimous U.S. Supreme Court agreed.

The ruling in Ozawa v. United States was used as evidence to justify the banning of
immigration rights to Asians in the ruinous 1924 Johnson-Reed Act, which eliminated the
right of any Asians to immigrate to the United States and established restrictive quotas for
immigrants from any county other than those in Northern Europe. Based on eugenics and the
erroneous theory that Asian immigrants could not assimilate into American society, this law-
controlled U.S. immigration policy for almost 30 years (Imai, 2013).

Lack of Understanding

This was the atmosphere in 1940, when the start of the war in Europe and Japan’s alliance
with Germany and Italy raised concerns about the Japanese community in the United States.

Although second-generation Japanese Americans had assimilated widely into American
culture, the US. government as a whole knew little about the community, and government
leaders were willing to believe the worst. Already, the FBI under J. Edgar Hoover was relying on
a network of informants and agents to monitor the community, keeping a bank of index cards
with information on community leaders (Gage, 2022).

It seems inconceivable now that the president of a budding superpower would officially
sanction, as President Franklin Roosevelt did, having a syndicated newspaper columnist take
on an official role as an intelligence officer. John Franklin Carter was a forty-three-year-old



author of thrillers and a column called “W, the People,” which he wrote under the name Jay
Franklin, when he enthusiastically supported Roosevelt’s unprecedented run for a third term in
1940. After Roosevelt’s victory, Carter was repaid for his support by being made an unofficial
intelligence clearing house with about a dozen agents funded by the State Department. Carter’s
eclectic assortment of operatives carried out assignments in the Caribbean and South Africa

(Higuchi, 2020).

In the summer of 1941, Roosevelt asked Carter to study the Japanese community on
the West Coast. Carter assigned the job to an unlikely agent--Curtis Munson, a Republican
industrialist from Detroit. No expert in Asian affairs or anthropology, Munson had a gift
for gathering information and reporting it back clearly and colorfully. On the West Coast,
Munson visited with Saburo Kido of the JACL, other community leaders, and Naval
Intelligence Lt. Cmdr. Kenneth Ringle, who told Munson the local community was not
dangerous. Munson also detected the Nisei’s strong desire to prove their patriotism and the
Issei’s general lack of pro-Japanese sympathies. Munson (1941) did note that “there are still
Japanese in the United States who will tie dynamite around their waist and make a bomb out of
themselves,” but the overall tone of his report was that the Japanese community in the United
States did not pose a threat. When Carter passed the report to Roosevelt, he highlighted in a
one-page cover sheet the sensational finding about dynamite. It is not clear whether Roosevelt
read much more, particularly the part of the report that spelled out that “there is no Japanese
‘problem’ on the coast. There will be no armed uprising of Japanese.” Neither Munson nor
Carter knew of Roosevelt’s long-held suspicion of the Japanese, evidenced by a 1936 memo to
the Chief of Naval Operations in which he recommended the establishment of concentration
camps for Japanese Americans in Hawaii who were suspected of collaborating with the

Japanese (Irons, 1983).

Munson himself saw a Japanese community intensely loyal to the United States, one that
was motivated to prove itself despite decades of suspicion and ostracism. Japanese Americans,
Munson reported, knew that they were “in a spot” between their love for their new home and
their ethnic origin. Munson (1941) observed that the Issei “...have made this their home. They
have brought up their children here, their wealth accumulated by hard labor is here, and many
would have become American citizens had they been allowed to do so. They are for the most
part simple people” (Munson, 1941). The overwhelming majority of Japanese Americans just
wanted to work, provide for their families, and be treated as Americans, he noted.

Most Japanese Americans had no inkling of how much of a spot they were in. The FBI was
already compiling lists of suspect members of the community, starting with Buddhist priests,
Japanese-language teachers, and leaders of various social organizations. Munson did single out
one group of Japanese Americans--US-born Nisei who had been sent by their parents to Japan
for school. These students were known as the Kibei, and Munson said they were “considered
the most dangerous element and closer to the Issei with especial reference to those who received
their early education in Japan.” His opinion foreshadowed the tougher treatment of the Kibei
during wartime, as they fell under suspicion as potential saboteurs. Munson noted, however,
that insular Japanese society often rejected the Kibei as tainted by foreign influence. “In fact, it
is a saying that all a Nisei needs is a trip to Japan to make a loyal American out of him” (Munson,
1941). This was the best intelligence Roosevelt had at his disposal on December 7, 1941.



Pearl Harbor and Fear

Higuchi’s maternal grandfather, Yoshio Saito, was working in his Oakland store, the
Golden Pagoda, on December 7, 1941, when he heard about the attack on Pearl Harbor. He
called his wife at home, and Fumi Saito knew that any man with a Japanese face was at risk of
being attacked by an angry mob. She grabbed her children, Setsuko, who was ten, and her two
brothers, twelve-year-old Al and eight-year-old Hiroshi, and headed for Oakland. She knew that
escorting her husband with three children would protect him, because she believed vigilantes
would not hurt a family with small children. “When we finally got over to Oakland,” Al Saito
remembered 70 years later, “my mother had a brisk, a very brisk walk and she told us not to look
left or right, just walk straight ahead and follow quickly.” They found Yoshio and escorted him
home without incident (Saito, 2009).

Fears of violence against Japanese citizens were confirmed almost immediately by actions
taken of FBI agents, who had long tracked suspected Japanese American saboteurs or spies. They
swooped in to detain community leaders, such as Buddhist priests, members of pro-Japan groups,
and men such as Clarence Uno, the secretary of the San Gabriel Valley Japanese Association, who
spent most of his days helping local farmers translate documents and navigate the US bureaucracy
(Higuchi, 2020). The FBI, which had already detained Clarence’s older brother, George, soon
descended on Clarence’s home, witnessed by ten-year-old Raymond, who saw the bulge of a
gun in one agent’s pocket (Higuchi, 2020). The agents took sixteen receipt books from the San
Gabriel Valley Japanese Association, lists of Japanese American organizations, a copy of Ter
Proverbs for a Good Lifé, a pamphlet for a Showa Japanese textbook, and two copies of the family
census (United States War Relocation Authority, 1943). Clarence Uno remained free, however,
while other Japanese Americans, such as his brother, would spend years in FBI detention centers
without trial. The main criterion for FBI detention was a person’s status in the community,
so Buddhist priests, teachers, community group leaders, and others were taken away, which
effectively decapitated the Japanese American population when it needed its elders the most.

The next day, a Monday, Roosevelt entered the chamber of the House of Representatives to
address a joint session of Congress, where he said the United States was at war with Japan.

Fear surged through the Japanese American community during the weeks between the
attack and the executive order. In Southern California, Bacon Sakatani’s mother put away
anything Japanese and placed a picture of Abraham Lincoln on the mantel (Sakatani, 2010).
Inside the Higuchi farmhouse in San Jose, Chiye Higuchi stuffed large newsprint photographs
of Emperor Hirohito in the wood-burning stove, along with anything else that indicated loyalty
to Japan. She wanted FBI agents who came knocking on her family’s door to see an all-American
home. Iyekichi Higuchi had already noticed signs of vandalism around their fourteen-and-a-
quarter acre raspberry farm, and a family owning neighboring land had already asked whether
the Higuchis wanted to sell their farm. Around San Jose, other Japanese farmers felt the same
pressure (Higuchi, 1990). His wife Chiye was right to worry. No person of Japanese descent
living on the West Coast could count on the white politicians to save them.

Assembly Centers and Camp

Officials inside the Roosevelt administration resisted the demands to force Japanese
Americans into concentration camps or even deport them entirely. FBI Director J. Edgar Hoover



believed his raids on community leaders had rendered the forced removal from the community
superfluous. Hoover considered a wide-scale incarceration unnecessary and an attack on his
agency’s effectiveness. Hoover found an ally in Attorney General Francis Biddle, who also
considered an incarceration a blight on civil liberties. But they were overruled by military leaders,
such as Gen. John DeWitt of the Western Defense Command, who believed that the “Japanese
race is an alien race” incapable of assimilation (Gage, 2022). On February 19, 1942, Roosevelt
signed Executive Order 9066, which authorized the military to remove those it considered a
security risk. Japanese Americans were not singled out by the order, but they did not have to be.
Everyone in Washington and on the West Coast knew who was targeted by the new order.

Evacuation orders were shaped by Census Department records that identified Japanese
Americans living on the West Coast. At the time, the census listed residents by their country of
origin. The Higuchi family’s 1940 Census listing details where Iyekichi and Chiye lived in San Jose,
along with their nation of origin--Japan--just as it also listed the Italian origins of their neighbors.
The census also showed that three of the Higuchi children--Kiyoshi, William, and Emily--lived
at home with them (Bureau of the Census, 1940). Using census records enabled the military to
identify quickly how many Japanese Americans lived in each town. A February 7, 1942, New
York Times article reported, “The census data . . . would be of material aid in mopping up those
who eluded the general evacuations orders” (Trussell, 1942). Though the federal government had
promised as recently as 1940 that census information would not be used to pry into the personal
lives of Americans, Congress passed the Second War Powers Act in March 1942, specifically giving
the government the power to use census information to help round up Japanese Americans. While
previous census directors had blocked law enforcement accessing their data, the new leadership had
no objections. Census officials backed the new law and turned over the data to the military.

Tom Clark, a future Supreme Court justice who was then the Justice Department’s civilian
coordinator of the Enemy Alien Control Program on the West Coast, said he worked with
DeWitt’s team on the evacuation plans with census officials.

We took over this hotel and put these people in there and the census people began to ask
where the citizens of Japanese descent lived,” Clark said. “Fortunately, the census had only
been taken the year before, 1940, and so they brought their own files out there. We got
some big sample tables like salesmen use and they put the raw reports out on the table.
Inside of, oh, sixty days they could tell us exactly the city blocks where the people of
Japanese descent lived. It was amazing, their office figures from the 1940 census was within
half of 1 percent of the actual figures (Clark, 1972, 1973).

Despite admissions like Clark’s to historians, the Census Department and its leaders lied
about these actions for decades, until academic researchers proved otherwise in 2000 and forced
a formal apology from the Census Bureau (Aratani, 2018).

Once the orders to leave were issued, Japanese Americans had a week to get their affairs in
order. Many, such as the Higuchis, sold their homes and businesses for pennies on the dollar.
They were then sent to assembly centers, a series of horse tracks and fairgrounds turned into
prison camps.

Families from San Jose, such as the Higuchis, arrived at the huge racetrack at Santa Anita in
Arcadia, California, about twenty miles from downtown Los Angeles. Many families from Los



Angeles went to Pomona, about twenty miles from Santa Anita and forty miles from downtown
Los Angeles. The Saito family was an anomaly. As San Franciscans, they should have gone to the
assembly center at the Tanforan racetrack south of the city and then to the camp at Topaz, Utah.
But Tanforan was too crowded, and they were diverted to Pomona.

They arrived to conditions that few could have imagined. The earliest arrivals at each
center were stuffed into quarters that had only days earlier held the horses that raced at the
tracks. Decades later the stench of the horse stalls remained stuck in their nostrils.

The families that arrived later received quarters in hastily built barracks located in the
parking lots at each center. These were far preferable to the stalls reeking of manure and urine.
However, the construction crews used green wood that shrank as it matured, leaving gaps
between the planks that allowed people to see into the barracks from the outside. The barracks
had only one light bulb, “no screens on the window, open ceilings where you could hear the
noise of your neighbors, and in fact they had those boards that you could see through to your
neighbor,” said Bacon Sakatani (Sakatani, 2010).

For the Higuchi family, the Santa Anita camp was so vast and so confusing they
immediately faced a crisis soon after their arrival. Five-year-old Emily Higuchi went to the
latrines shortly after the family arrived. Having grown up on an isolated fourteen-and-a-
quarter-acre farm in San Jose, Emily had never seen so many Japanese. When she walked out
of the latrine, she did not see her brother Kiyoshi and started walking to the family’s barracks
alone. But the rows of barracks all looked the same, and so did the thousands of Japanese
American faces. Overwhelmed and confused, Emily got lost. “My mother was in really bad
shape,” William Higuchi remembered. “She was scared to death of what could happen. She
was going crazy.” When Bill finally spotted Emily and ran toward her, she ran away, unable
to recognize him amid the crowd. It was an inauspicious start to their time at Santa Anita

(Higuchi, 2018).

Fumi Saito faced her own scare not long after arriving at Pomona. Around 5 p.m. on July 3,
she began vomiting, having trouble breathing, and feeling numbness in her hands and feet. She
was rushed to the center’s hospital, where the doctor, Wilfred Hanaoka, a thirty-four-year-old
Nisei from Hawaii, diagnosed her with a serious reaction to the medicine she had taken earlier.
“This patient,” Hanaoka wrote in Fumi’s chart, “was perfectly well until tonight at 5:10 p.m. She
had some headache so she took some white pills which were prescribed for her in San Francisco,”
her home until six weeks earlier. “She also became extremely nauseated, began to vomit. She
also became very dyspeptic and also became deaf in both ears” (Hanaoka, 1942). Yoshio, her
husband, told Hanaoka that Fumi’s face had turned blue, and the doctor noted that she was
sweating profusely.

This was one of the thousands of traumatic experiences faced by children during the
incarceration. Away from home, confined to a hastily built shack in the infield of a fairgrounds,
Setsuko Saito had to watch the mother she loved so dearly wracked by vomiting and numbness.
This moment, amid the stench of manure and sweat at Pomona, is when the posttraumatic stress
that may have affected Setsuko Saito Higuchi later in her life got its start. The helpless feeling
that Setsuko felt, knowing that she could not help her own mother, was most likely the impetus
for her need to control everything around her and for her hypervigilance.



The terrifying episode at Pomona when her mother had fallen ill, writhing in pain on the
barracks floor, led Setsuko to stay close to her mother’s side as they left the fairgrounds for the
train trip. She mostly kept a watchful eye on her mother as they rode in the darkness, afraid that
something bad would happen to her. Setsuko grew up living with fear that started the moment
she and her family left San Francisco for Pomona and then Heart Mountain.

Meanwhile, the first signs of resistance emerged in the assembly centers. Incarcerees
incensed by the conditions and their treatment at Santa Anita rioted on Aug. 4, 1942. The
riot “was sparked on August 4th by a surprise inspection of all barracks, and by rumors that in
addition to the removal of hotplates, dishes, books, and record albums, internal security were
also taking money and jewelry. In response, some Nisei attacked a number of Internal Security
Police and threatened others” (Lyon, 2015).

Enablers

Forces inside the Japanese American community made it easier for the government to
incarcerate 120,000 people. After the Issei leaders were rounded up in the hours and days after
Pearl Harbor, they were replaced in the government’s eyes by members of the Japanese American
Citizens League.

The JACL was a Nisei-led organization and emphasized shedding old world values for
those of their new country. JACL leaders, such as Mike Masaoka of Utah, had no real legitimacy
among the community as a whole, but the government either did not realize that or did not care.
It granted the JACL and Masaoka the legitimacy they wanted.

Shortly after the forced removal started, a House committee led by Rep. John Tolan,
a California Democrat, conducted hearings on the alleged security threats posed by the
Japanese American community. Tolan anointed Masaoka as a leader of the Japanese American
community, although the JACL represented only a fraction of those subject to forced removal.
The group’s leadership believed it was inevitable that the government would force Japanese
Americans to move, so resistance would be futile, and since most of the community’s longtime
leaders had already been arrested and imprisoned, the JACL was the only organization left
to provide some veneer of credibility for claims that Japanese Americans had been allowed
to testify. Masaoka told the committee and federal authorities what they wanted to hear. He
willingly traded away the rights of Japanese Americans in the name of shared sacrifice, which he,
as a resident of Salt Lake City, Utah, did not have to make. He lived outside the exclusion zone.

Masaoka was desperate to separate the JACL and himself from those of Japanese descent
who could be considered suspicious. “Just to show you how Americanized we are I have an
English name,” Masaoka said, before entering into the record his support of an evacuation based
on national security needs, even if it targeted Japanese Americans. When asked if Japanese
Americans would cooperate with being removed from their homes, “Oh, yes; definitely;” he said.
“I think that all of us are called upon to make sacrifices. I think that we will be called upon to
make greater sacrifices than any others. But I think sincerely, if the military say, ‘Move out, we
will be glad to move, because we recognize that even behind evacuation there is not just national
security but also a thought as to our own welfare and security because we may be subject to mob
violence and otherwise if we are permitted to remain” (Tolan Committee, 1942).



At Heart Mountain, the Sentinel, the camp newspaper, was edited by another JACL
member Bill Hosokawa, who had helped run Camp Harmony, the assembly center for Japanese
Americans ousted from their homes in the Seattle area. Hosokawa had testified against two
community leaders in a loyalty trial before he was sent to Heart Mountain (United States War
Relocation Authority, 1943). Throughout the war, the Sentinel hewed closely to the JACL line,
and after the war, Hosokawa would write several books that would perpetuate the JACL version
of the incarceration. One, Nisei: The Quiet Americans, would firmly establish the myth that the
Japanese American community accepted its incarceration willingly.

A New Home

After spending four days and nights riding in darkened train cars from the assembly
centers, the incarcerees bound for Heart Mountain arrived at their new home. With almost
11,000 residents, it was immediately the third-largest city in Wyoming, a reality that alarmed
the residents of nearby Cody and Powell.

Stretching over one square mile of land in the shadow of the mountain named by the
Native American Crow Nation that had once lived there, Heart Mountain featured row after
row of hastily built barracks without running water or indoor plumbing. The tar paper covering
the planks did little to keep out the wind and the dust that swirled across the plain. Heart
Mountain was a camp--a dusty, wind-whipped prison that filled its residents with despair. They
wondered when or if they would leave. “We got off that train and looked up there at the camp
that was to be our home for the next--I don’t know how many months--and most of the people
who got off the train shed tears like you've never seen before,” said Amy Uno Ishii, who was
twenty-two when she and her husband arrived at Heart Mountain (Ishii, 1973).

The Higuchi family arrived at Heart Mountain from Santa Anita on September 14. “We
got to Heart Mountain in the late afternoon,” William Higuchi said. “We got off the train and
our family was on a truck going to our barracks. We started out on block 6. That day my father
fell ill” The family thought Iyekichi had suffered a heart attack. “He was lying on the floor of
the barracks for a while,” William said. “The ambulance came and took him to the hospital.
That started our first day at camp.” Iyekichi, however, had only acute gastroenteritis, not a
heart attack (Higuchi, 2018). Even though Setsuko Saito and William Higuchi did not know
cach other at the time, they were almost simultaneously experiencing their parents’ distress at
their new conditions; Setsuko had watched her mother collapse, while William witnessed the
physical effects of the incarceration on his father.

Resistance and Harassment

Once inside camp, the incarcerees struggled to build a community. They scrounged
building materials to add insulation to their barrack walls and find some level of privacy.
But they were forced to eat substandard food and faced a steady stream of propaganda from
the Sentinel to follow the government line. The War Relocation Authority, run by longtime
Agriculture Department official Dillon Myer, wanted to use the incarceration to “scatter”
Japanese Americans from their West Coast enclaves to cities around the country to force their
assimilation (Higuchi, 2020).



Meanwhile, the military realized it had a pool of eager Japanese Americans, particularly
from Hawaii, who wanted to fight for the country that was imprisoning members of its
community. They created a campaign at the beginning of 1943 to encourage voluntary
enlistment in the Army, the only service in which they would be allowed to serve.

To facilitate enlistment and relocation, the military and the WRA created a loyalty
questionnaire to determine which incarcerees were safe to allow to serve or move outside the
camps. But the questionnaire was written without understanding the cultural dynamics inside
the Japanese American community. Two questions in particular, numbers 27 and 28, created
the most difficulty.

Question 27 asked, “Are you willing to serve in the armed forces of the United States on
combat duty, wherever ordered?” To men imprisoned without trial by the United States, such a
request seemed more than unreasonable. Many answered no. At Heart Mountain, 18-year-old
Takashi Hoshizaki answered, “Qualified no. When my citizenship rights are restored and land-
owning rights must be cleared.” Question 28 asked, “Will you swear unqualified allegiance to the
United States of America and faithfully defend the United States from any or all attack by foreign
or domestic forces, and forswear any form of allegiance or obedience to the Japanese emperor or
any foreign government, power, or organization?” To that, Takashi answered “yes.” So did many
young Nisei men. But for Issei men who were denied the ability to become citizens by U.S. law,
the question was especially difficult. Many feared that answering yes would render them stateless.
Forbidden by law from becoming U.S. citizens, they would also be writing off a chance to return
to their former country (Higuchi, 2020).

Whatever the War Department and Myer thought the questionnaire would help them
accomplish, “It became rapidly apparent that the government had not thought through the
implications of the loyalty review program,” said the Commission on Wartime Relocation and
Internment of Civilians in its 1983 report, Personal Justice Denied. “Not only was the program
forced on the evacuees with no notice and with few answers to important questions, but the
documents themselves were flawed.” Answering no to either question 27 and 28 meant drawing
the immediate scrutiny of military and WRA authorities with the possibility of detainment at
another facility, perhaps one of those run by the FBI. Many of those who answered no to one or
both questions did so out of confusion or resentment toward the government. “The temptation
to declare a ‘no’ ‘no’ position [to Questions 27 and 28] just to maintain the dependent lifestyle
in the camps was very strong indeed,” former Heart Mountain incarceree Carnegie Ouye said in
1981. “In such cases the issue is survival not loyalty” (Commission on Wartime Relocation and
Internment of Civilians, 1983). At the time when the questionnaire was released, young Nisei
men were generally classified for the draft as 4C, the category for “enemy aliens.” Many could not
understand why the Army would want them to serve if it considered them the enemy. If they knew
their rights would be returned to them, many gladly would have entered the Army to fight for
their country. But they did not believe they had a country to fight for. Many young men answered
yes to both questions because they believed their enemy alien status meant they would not have to
serve in the Army. Others, however, believed a yes answer could be interpreted as volunteering, to
which they objected, because they did not want to volunteer while imprisoned or while their aging
parents had no one else to help them. They feared that if they answered yes, they would be drafted
and their aging, non-English-speaking parents would be left alone to fend for themselves.



As incarcerees throughout the camp struggled to determine the correct answers to the
questionnaire, many young men of military age declined to enlist. The reluctance to serve was
particularly acute in Heart Mountain (Nelson, 1976).

The failed enlistment campaign aimed at the Nisei and the turmoil over the questionnaires
spurred outrage from the predictable quarters of Congress. The Military Affairs Committee
chaired by Senator Albert “Happy” Chandler of Kentucky somehow concluded that as many
as twenty thousand prisoners were loyal to Japan, not the United States, and that the camps
were a failed experiment that needed to be turned over to the Army, which presumably would
impose harsher discipline on the prisoners. Dillon Myer and other top WRA leaders, Chandler
claimed, were “God-fearing, honest, well-meaning American citizens, but they are theorists,
they are professors, they are making a social experiment of this thing.” Myer appealed to
Eleanor Roosevelt, and the First Lady set up a meeting between Myer and the president, who
agreed to talk to other senators to persuade Chandler to accept a plan to segregate all suspected
“troublemakers” into a separate camp, which would be the one located at Tule Lake in northern
California near the Oregon border (Higuchi, 2020).

Myer reluctantly agreed, and once again found an ally in Mike Masaoka and the
JACL. Masaoka pointed to the Kibei, the US-born Japanese Americans who had been sent
for schooling in Japan before they returned to the United States, as particular targets for
segregation. But Myer and most WRA leaders also believed that singling out the Kibei for
segregation solely because they had lived in Japan was a blanket accusation of guilt without any
real evidence. They successfully argued that anyone removed to a segregation camp from Heart
Mountain or the other camps had to be removed for just cause, such as answering no to both
questions 27 and 28 of the loyalty questionnaire (Reeves, 2015).

The privations of wartime--the rationing of food and gasoline, along with the shortages of
staples, such as sugar--—strained the entire country. Those lucky enough to get some hard-to-
find item drew envy and suspicion from their neighbors. Even locked away in remote pockets
of the West, the Japanese Americans did not escape such suspicion. In January 1943, Senator
Robert Reynolds, a North Carolina Democrat and virulent racist, gave a speech on the Senate
floor that called for an investigation of the WRA, claiming “...the Japs are getting everything,”
including fine bathrooms, “and our people aren’t getting anything” (Nelson, 1976). That news
came as a surprise to the Heart Mountain prisoners, who had to walk through the subzero cold
to use the latrines with no privacy.

Around this time, a fired Heart Mountain food service worker gave the Denver Post a tip
that food was being wasted at Heart Mountain and that the incarcerees were living in relative
luxury. He found an ally in Wyoming’s newly elected Republican senator, E.V. Robertson, who
cagerly fed the Post lies, which he later trumpeted when the lies were repeated in the paper.

Although the Post stories were eventually debunked, they had done enough damage.
Political harassment of the incarcerees continued. Robertson continued to exploit the Japanese
American issue until fewer and fewer people paid attention. Wyoming voters responded by
ridding themselves of him at their first opportunity in 1948, replacing him by a landslide with
the Democratic candidate for senator, Governor Lester Hunt.



Mind Games and Resistance

The segregation program that ripped a thousand people from Heart Mountain and
deposited them in Tule Lake “broke apart the community of evacuees by forcing each to make
a clear choice--a choice that could be made only by guesswork about a very uncertain future,”
according to a 1983 federal report. “It divided families and friends philosophically, emotionally
and, finally, physically, as some went east to make new lives and others were taken off to the
grimmer confinement of Tule Lake” (Commission on Wartime Relocation and Internment of
Civilians, 1983).

The segregation experience had scarred the incarcerees at Tule Lake and their children.
They carry the anger from their double mistreatment by the government, first their forced
evacuation and incarceration and then their placement in the worst of the ten camps. At Tule
Lake, which suddenly held all the people considered “malcontents” in what was now the largest
of all camps, there was a series of protests and strikes. Unlike the prisoners at the nine other
camps, those at Tule Lake were deemed disloyal and condemned to remain behind the barbed
wire for the duration of the war. Their one chance to leave would come if they renounced their
citizenship and sailed back to Japan. They were treated with increased suspicion by the guards,
which led to continued protests and riots and which led only to further isolation. After a strike
by agricultural workers, the administration replaced them with “loyal” prisoners, including one
hundred from Heart Mountain who were allowed to leave even though they had previously
been denied leave clearance. Myer visited in late October and early November, just in time to
witness a full-blown riot among the population. As in Santa Anita, where the prisoners rioted,
the military police swept through the barracks, threw incarcerees in the stockade, and clamped
down on those suspected of sympathizing with Japan.

Resistance inside Heart Mountain started with the Army’s 1943 enlistment campaign
and the appearance of the loyalty questionnaire. The Heart Mountain Congress of American
Citizens, led by Frank Inouye, who had been a senior at the University of California, Los
Angeles, when he was forced into the camp, met with a small group of fellow prisoners to
protest the questionnaire.

This core group would turn into a bigger problem for the camp administrators, particularly
throughout the coming year, when the military began to draft Nisei men in the camps. Three
other Nisei leaders in Inouye’s group would also play major roles in the opposition--Kiyoshi
Okamoto, Paul Nakadate, and Frank Emi. Okamoto was a fifty-five-year-old Nisei from Hawaii,
forced into the camp because he lived in California in 1942. His fellow prisoners considered
him an eccentric jailhouse lawyer, who talked constantly about constitutional rights and legal
theories challenging the incarceration. Sometime in the second half of 1943, he created the
Fair Play Committee of One, a solitary crusade against the government that had imprisoned
him (Nelson, 1976). Many of the Heart Mountain prisoners considered Okamoto, a bachelor,
an eccentric. They could not understand him or his causes or the growing audience he would
develop among the younger Nisei men. Regardless, the environment remained ripe for dissent,
as the attitudes against enlistment and segregation continued to harden.

At the beginning of 1944, the government reclassified all of the Nisei men in camp as
eligible for the draft. Leaders of the Fair Play Committee urged young men facing the draft to
refuse to report for induction on the grounds that they were being forced to fight for a country



that had forced them into prison camps. Most of the draft resisters said they would willingly
fight for the country if they were given their freedom.

Inside the Japanese American community, opposition to the resisters was stoked by the
JACL, which had enabled the incarceration and segregation, and allied media, such as the
Heart Mountain Sentinel. The JACL managed to enlist the help of the American Civil Liberties
Union (ACLU), which had previously represented other critics of the forced removal and
incarceration. A study of the JACL released in the 1990s indicated that the JACL had asked
the ACLU to tell the draft resisters they had few legal options, leaving them to cope with law
enforcement on their own (Lim, 1990). The “men who have refused to accept military draft
are within their rights,” wrote Roger Baldwin, the national director of the ACLU, to Kiyoshi
Okamoto, “...but they of course must take the consequences. They doubtless have a strong
moral case, but no legal case at all.” The letter appeared in one of the JACL's bulletins, strong
evidence of the ACLU’s collusion with the JACL. It also appeared in the April 15, 1944, edition
of the Sentinel (Heart Mountain Sentinel, 1944). Baldwin’s legal interpretation may have been
correct, but from a moral and ethical standpoint the ACLU failed to protect the resisters.

Eventually, 63 men openly resisted the draft and were placed on trial in the state capital of
Cheyenne. Encouraged by their defense attorney, they decided to bypass a jury and take their
chances with Judge Thomas Blake Kennedy, the sole federal judge in the state of Wyoming.
When the case of United States v. Shigeru Fujii et al. came into his court on June 12, 1944, the
resisters hoped for the best.

The group soon learned their optimism had been misplaced. “The first day, he called
us “You Jap Boys,” said Takashi Hoshizaki, one of the resisters on trial. “Oh, that S-O-B)
Jack Tono, another resister, said to Hoshizaki. “We just don’t have a chance with that guy”
(Hoshizaki, 2010).

Tono was right. After a six-day trial, Kennedy found all 63 defendants guilty and
sentenced them to three years in federal prison. “If they are truly loyal Americans,” Kennedy
said at sentencing, “they should, at least when they have become recognized as such, embrace
the opportunity to discharge the duties of citizens by offering themselves in the cause of our
national defense.” The resisters received no solace from the Sentinel, which dubbed them
“slackers.” “Had any of the 63 held the interest of all Japanese Americans at heart they would
have offered themselves, as have more than 400 other Heart Mountain youths now in the army,
and relied upon proper authorities to determine their positions,” the Sentinel editorialized
(Heart Mountain Sentinel, 1944).

The Heart Mountain resisters were all sent to federal prison, which many considered no
different than living in camp. They were released in 1946 and pardoned a year later by President
Harry Truman. Takashi Hoshizaki, age 97, is a member of the board of directors of the Heart
Mountain Wyoming Foundation.

Returning Home

On December 17, 1944, the government declared the exclusion of the Japanese Americans
from the West Coast would end at the beginning of the new year. While that meant the



incarcerees had the chance to return home, many had no homes to which to return. That
created a new wave of stress and uncertainty that further traumatized many of the incarcerees.

One was Iyekichi Higuchi. In May 1945, he was eating in the mess hall when he felt a
tightness in his chest and numbness in his arms. He was having a heart attack. The medical staff
rushed him to the camp hospital, where his condition stabilized. The Higuchis had to pause and
determine what to do once Iyekichi recovered (United States War Relocation Authority, 1945).

By carly June, three hundred people were leaving Heart Mountain each week, a pace that
no other camp had reached so quickly. Each departing prisoner received a train or bus ticket to
his or her final destination and $25 once it had been determined where the person was going.
Dillon Myer congratulated camp director Guy Robertson, who said the departures represented
“the desires of the progressive and loyal residents of the center. The part played by the
administration is simply one of assistance--we are the means to the residents accomplishing their
desires” (New Pittsburgh hostel opened, 1945; Project director urges early relocation plans,
1945; Three hostels serving as temporary lodgings for Seattle relocates, 1945).

Fourteen-year-old Setsuko Saito also dreamed of a new home. Her father, Yoshio, was
preparing a trip to San Francisco to look for work and a place to live for him, his wife, and their
four children, ages two to sixteen. By early August, however, Yoshio Saito still had not found a
new home, and he asked the WRA for an extension. Shortly afterward, he found a home in a
residential hotel called Yoshimoro's. It would be months before they found a permanent home.

A Divided and Traumatized Community

In the Higuchi home in Washington is a black-and-white photograph of William and
Setsuko with their three children taken sometime in 1962. William is wearing a dark jacket with
a narrow bow tie, while Setsuko looks like a Japanese American June Cleaver, in a sleeveless dress
with a string of pearls. If white faces were placed on the bodies in the photo, they would have
looked like any other American family photographed at a studio anywhere in the country. It
represents the ideal that Setsuko sought during her life, a constant striving to have their family
blend into the white American mainstream. In their home of Ann Arbor, Michigan, however, if
there were Japanese Americans, the Higuchis did not know them, and that, it seemed, was fine
with Setsuko, who burned with the desire to assimilate into white American society.

Setsuko did not tell her children about the incarceration or what motivated her,
but something clearly drove her to put her stamp on everything in their lives. Experts in
multigenerational trauma say victims display their trauma in three ways--perfectionism,
caretaking, and workaholism, in efforts to obsess, care, and work their way through their
problems. That fit Setsuko. Her home was generally perfect, beautiful, expansive with upscale
furniture. She meticulously maintained our home’s landscaping and cared about its curb appeal.
Any messy part of the home remained behind closed doors. She shunned friends or neighbors
who did not meet her standards, just as she did not visit or discuss relatives with inconvenient
lives. Setsuko hovered over her husband and her children.

Psychologists have developed entire practices studying the effects of the incarceration on
Japanese Americans. Therapists such as Amy Iwasaki Mass; Satsuki Ina, who was incarcerated



at Tule Lake and the FBI camp at Crystal City, Texas; Donna Nagata, of the University of
Michigan; and Nobu Miyoshi have shown the disabling and durable impact of the incarceration
on the Sansei, detailing how younger Japanese Americans are crippled by a trauma they did not
experience personally. Much of that, Mass wrote, comes from how the Nisei handled their own
trauma. “I came to realize that we lulled ourselves into believing the propaganda of the 1940s

so we could maintain the comforting image of a benevolent Uncle Sam,” she wrote. “The insult,
the pain, the trauma, and the stress of being imprisoned were so overwhelming, we used the
psychological defense mechanism of repression, denial, and rationalization to keep from facing
the truth” (Mass, 2014).

Many Sansei feel lost, in part because they do not understand the events that shaped
their parents and grandparents and that directed their behavior. They do not know why
their parents were obsessed with propriety, worked all of the time, or carried an unspoken
shame. Miyoshi said, however, that the Sansei could eventually determine their identity needs
“through open dialogue between themselves and their Nisei parents. The process by which
such a goal is achieved in family therapy sessions requires mutual striving, giving, and trusting”

(Miyoshi, 1998).

Sansei children often had to endure years of wondering why their parents acted as they
did. Darrell Kunitomi and Kerry Cababa, whose parents, Masa and Jack Kunitomi, were
incarcerated at Heart Mountain, know the same experience. All of the members of their large
extended family had been incarcerated, but they never talked about it. Darrell Kunitomi said
he drove his silent father around their native Los Angeles for twenty years. “We used to call him
‘Old Stone Face,” Darrell said (Kunitomi, 2018).

The Kunitomis practiced a familiar form of coping similar to many families. The
evacuation and camp experiences had disturbed them so much that they, like tens of thousands
of other Japanese Americans, rarely discussed them. They participated in Japanese American
events in Los Angeles, such as the Nisei festivals in Little Tokyo, but they said little about the
central shame of the Nikkei experience on the West Coast. It was only after Masa Kunitomi died
from cancer in 1985 and her children started having kids of their own that Jack Kunitomi begin
to tell his own stories. “We thought our father never talked,” Kerry Cababa said, “but once my
mother died, he started talking and he never stopped” (Cababa, 2018).

The Sansei generation that came of age in the 1960s helped the Japanese American
community evolve, confront its past and try to heal. Encouraged by the civil rights movement
of African Americans and the anti-Vietnam War movement, Japanese Americans began to learn
more of their history and wonder why more had not been done. Gradually, they learned of
the incarceration of which their parents had said little. They demanded more Asian American
studies on college campuses and they pushed the Nisei generation to argue for redress for the
incarceration that had stripped the community of much of its wealth.

The push for redress for the incarceration gained strength during the 1970s as a new
generation of JACL leadership, which included former Heart Mountain incarceree Raymond
Uno, led the way. In 1980, Congress passed a law creating a commission to study the
incarceration, and the commission’s hearings in 1981 led to a report two years later that urged
for the payment of reparations and a government apology to those who were incarcerated. It



would take until 1988 for Congress to pass and for President Ronald Reagan to sign the Civil
Liberties Act.

Even after the Civil Liberties Act, the Japanese American community remained split
over the actions of the draft resisters. It would take the activism of former incarcerees, such as
members of the extended Uno family and former Heart Mountain incarceree Paul Tsuneishi,
that the resisters were brought back into the greater community. The Heart Mountain
Wyoming Foundation has been particularly active in telling the accurate history of the resisters.

The Shackles of a Myth

Much of the postwar reputation of Japanese Americans comes from a continuation of the
misunderstanding of the Japanese culture that has existed from the moment the first immigrants
arrived in this country. Characteristics such as reserve, quiet and consensus secking never meant
that Japanese Americans did not want or could not assimilate into wider society, as many of the
racists insisted, just as these characteristics did not mean that Japanese Americans accepted or
were not affected by their unjust imprisonment during World War I1.

Many second—generation Japanese Americans were deeply traumatized by their
incarceration. They buried their shame in workaholism, believing that only through obsessive
work could they gain acceptance by wider society. Higuchi’s father spent so much time in his
rescarch laboratory that his family rarely saw him. He was not alone.

The community’s hard work and relative silence led social scientist John Petersen to dub
them the Model Minority that gained its acceptance by white-dominated society through hard
work and good cheer. They endured and overcame their unfair treatment by simply working
harder than everyone else. Their children kept quiet, studied harder and sublimated their
ethnicity by acting whiter than even their fellow white students.

“Barely more than 20 years after the end of the wartime camps, this is a minority that has
risen above even prejudiced criticism,” Petersen wrote in a 1966 New York Times Magazine
article. “By any criterion of good citizenship that we choose, the Japanese Americans are better
than any group in our society, including native-born whites. ... there is no parallel to this success
story” (Petersen, 1966).

What Petersen clearly intended as a compliment has, over the last 56 years, become a
misleading and debilitating characterization. It stigmatizes African Americans by unfairly
comparing their experiences to those of Japanese Americans. It places undue pressure on Asian
Americans to live up to false standards of conduct and performance. Asian children who do not
enjoy math are made to feel as if they are letting down an entire culture. Asian Americans who
do not fit into the white-constructed myth of the Model Minority are made to feel that they are
failures or troublemakers.

These beliefs perpetuate the harm created by the Japanese American incarceration and the
racism that caused it. Policy makers who fell into the racist trap of abusing Asian immigrant
cultures, first the Chinese and then the Japanese, shifted to lauding these cultures’ work ethic as
a way of denigrating other cultures, such as African American and Hispanic. Too often, Japanese



Americans played along, criticizing other races or ethnic groups just as they had been criticized
(Yamato, 2020).

Those attitudes are changing as Japanese Americans have learned more about the
incarceration experiences of their parents, grandparents, and great grandparents. They are
teaching their history to each other and the wider population. The Japanese American Citizens
League, once the tool to enable the incarceration, has become one of the most critical of anti-
immigrant policies and a supporter of studies of reparations for African Americans. States are
increasingly requiring the teaching of Asian American history to help a changing population
understand itself and its fellow citizens.

Breaking the misperceptions and stereotypes that have affected the Japanese American
community has taken the 80 years since 120,000 people were incarcerated for the crime of
looking like the enemy. It will take even longer before it ever truly goes away, but eradicating
these myths can only happen if our culture understands what happened starting on December
7, 1941, and resolves that it never happens again.
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Abstract

Noncompliance with healthcare treatment is a significant issue in rural communities, further
exacerbated by coronavirus pandemic. Engaging patients in self-assessment practices may

be the key to improving healthcare compliance rates. This study reports on the efficacy of

a telehealth-based self-assessment program implemented with a sample of 20 COVID-19-



positive patients who were receiving services at a Federally Qualified Health Center (FQHC)
in South Texas that were asked to quarantine at home. The results indicate that participation
in the telehealth intervention resulted in a statistically significant decrease in depressive
symptomology and a marked improvement in compliance with healthcare directives and
attendance at follow-up appointments with primary care providers.

Keywords: COVID-19, self-assessment, telehealth, rural communities, mental health

Introduction

The novel Coronavirus disease 2019 (COVID-19), a disease caused by the severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2), was first discovered in December 2019
in Wuhan, China (Centers for Disease Control and Prevention [CDC], 2021). Since its
identification, COVID-19 has transitioned from a localized epidemic outbreak to a global
pandemic infecting millions of individuals worldwide (Terpos et al., 2020). Although it
primarily manifests as a respiratory tract infection, researchers have found evidence suggesting
COVID-19 also can be regarded as a systemic disease involving cardiovascular, respiratory,
gastrointestinal, neurological, hematopoietic, and immune systems (Bangash et al., 2020;
Driggin et al., 2020; Mehta et al., 2020). While the impact of COVID-19 has been felt by all
(CDC, 2020), its influence on vulnerable rural counties is more pronounced as these counties
often face a higher burden in terms of deaths per capita and reduced availability of medical
resources (Knocke et al., 2021). These adverse conditions have been particularly evident in
South Texas.

The COVID-19 pandemic dramatically altered primary care processes and the delivery
of healthcare services for many individuals across South Texas. Adjusting to pandemic
restrictions, the changing incidence of COVID-19 in the communities, abiding by public
health recommendations, and facing the plethora of health care obstacles is, inevitably, an
ongoing challenge. Circumstances such as effective communication, lack of insurance, access to
care other than emergency services, cultural vulnerabilities, patient anxiety, lack of education,
and financial instability are hindrances to healthcare. Consequently, South Texas recently was
spotlighted as a national hotspot for the consistently increasing incidence of COVID-19, with
local officials positing that they are at the epicenter of the coronavirus in the United States
(Villarreal, 2020). Exacerbating the problem is the chronic underutilization of healthcare
services throughout the area.

The uninsured population in the United States, particularly those in the rural regions of
Texas, often experience delays to receiving their healthcare needs. Due to a lack of healthcare,
the healthcare consequences vary in clinical magnitude. While primary care provides healthcare
consistency, there are numerous explanations for primary care avoidance. Commonplace are
cultural barriers, communication difficulties, transportation limitations, or financial hardships
due to the economic challenges of poverty. Unfortunately, the resulting costs of emergency care
for the uninsured population fall disproportionately on federal, state, and local communities,
creating a financial burden for the taxpayer and consumer of healthcare services (Institute
of Medicine, 2003). To address this issue, the federal government established Federally
Qualified Health Centers (FQHC:s) to provide care for lower and uninsured socioeconomic
populations in these areas. The option for FQHC healthcare access for the underserved avoids



costly, sporadic, or inconsistent interventions provided by urgent care or emergency care
facilities that the primary care option could have provided. However, for those uninsured with
primary healthcare support from community health centers, the failure to attend primary care
appointments is a significant problem. The inability to comply with primary care appointments
contributes to poorer health outcomes, poor chronic disease control, and continuous healthcare
quality difficulties (Kaplan-Lewis & Percac-Lima, 2013).

Research on medical compliance behavior to secure organizational scheduling
and treatment processes requires emphasizing efficiency and effective use of resources.
Unfortunately, a no-show trend, particularly in rural communities, is an ineffective use of
healthcare provider time, resulting in a potential loss of healthcare funding that may reflect on
the community’s overall health status. For the underserved population, COVID-19 further
magnified the inherent difficulties, such as communication, transportation, healthcare access,
and funding. Quarantine requirements are complicated with the inherently limited resources
of the underserved. The authors designed a telehealth-based self-care management protocol
for COVID-19-positive quarantined patients to understand these challenges. Furthermore,
this month-long intervention program was designed in a manner that empowers patients to
participate proactively in their recovery and long-term primary and behavioral healthcare.

After opting to use a telehealth intervention, the authors implemented this healthcare
platform to provide quality patient care to meet COVID-19 healthcare requirements.
Telehealth can avoid accessing emergency services and provide a patient-centered approach
to meet their needs (Elliott, et al., 2020). The primary goal of the patient-centered approach
was to provide optimal healthcare for the patients and treat their COVID-19 symptoms safely
and effectively. Establishing a healthcare relationship by incorporating telehealth interventions
was vital, thus increasing optimal patient engagement, active participation, and a personal
investment in primary care for healthcare services. The goal was to decrease patient anxiety or
depression and increase future primary care appointment adherence.

Additionally, this study focused on self-assessment because patients’ ability to self-
manage increases feelings of empowerment, thereby building self-confidence. Specifically,
the participants were asked to monitor their vital signs and report their oxygen saturation
levels, body temperature, and blood pressure using provided tools (pulse oximeter, digital
thermometer, and blood pressure monitor). Their behavioral health also was assessed to
understand how quarantine may have been impacting their mental health. Quarantine
restrictive experiences can aggravate feelings of social isolation, loneliness, anxiety, or depression.
Researchers have shown that a lack of social visitation also can result in a lack of belonging,
which can lead to feelings of anxiety, depression, resulting in poor patient outcomes (Miller,
2019). Ongoing assessment for adverse mental health symptoms may provide insight into
managing risk determinants and appropriate referral options for potential further treatment.

With our intervention, data was collected to address the following research questions:
(1) Do regularly scheduled telehealth consultations assist in mitigating depressive symptoms
among COVID-19-positive patients in quarantine? and (2) Will a relationship with the
primary care provider, through routine scheduled telehealth consultations, improve self-
assessment interventions and increase patient investment to comply with future primary
care appointments?



Method
Participants and Procedure

After receiving a determination from the local IRB in November 2020 that the project was
exempt under Category 2 because it constituted only minimal risk, the researchers sought to
recruit a sample. It was determined that outpatient management would be the most appropriate
venue to recruit participants to engage in the project’s telehealth consultation intervention.
Therefore, the research team partnered with a local federally qualified health center (FQHC)
in Corpus Christi, Texas. The FQHC'’s patient population is predominantly Hispanic and low-
income, increasing the levels of racial and ethnic disparities in the sample.

Given the nature of COVID-19 and the complications associated with requiring patients
with a positive diagnosis to attend unnecessary in-person medical visits, the research team
mitigated risks by transitioning the continuum of care to home self-management with regularly
scheduled telehealth appointments. Additionally, to ensure quality care for patients during their
quarantine period, the researchers determined it essential that their intervention incorporated
holistic interventions with comprehensive physical and behavioral healthcare components,
until the patients fully recovered. This plan included an option for patients to schedule follow-
up visits with their FQHC primary care provider to safeguard the continuity of care. They
recruited 20 positive COVID-19 patients for this study using a convenience sampling approach
at their local federally qualified health center (FQHC).

Since these patients presented with mild symptoms, the local FQHC primary care provider
sent them home to recover in quarantine. Prior to clinic discharge, the primary care provider
communicated the intent to monitor and track the patient in the home setting, using the
equipment provided by the FQHC. The use of the telehealth platform was addressed with the
patient. Further, FQHC staff verified that of the 20 participants, all owned a personal computer
and there were no expressed difficulties accessing Telehealth options for healthcare. Discussion
regarding the frequency of the telehealth appointments, contact information, and ability to
access with their own personal computer was confirmed, as well as no access issues for ongoing
FQHC telehealth monitoring. The patients verbalized no language difficulties. One patient
lived alone and revealed no discomfort with the home computer.

An FQHC RN accomplished a home visit within 24 hours of the initial appointment,
confirming the positive COVID-19 diagnosis. The patients with underlying medical conditions
were prioritized on the RN’s home appointment schedule, due to their elevated risk of
developing COVID-19 complications. The patients were thoroughly screened for fever, cough,
shortness of breath or difficulty breathing, fatigue, muscle or body aches, headache, loss of smell
or taste, sore throat, congestion, nausea or vomiting, and diarrhea. A PHQ—9 screening was
included along with the pulse oximeter, temperature, and blood pressure recordings to assess for
changes in their mood and affect associated with the disease and subsequent quarantine. The
visiting RN provided instructions for use of the equipment provided by the FQHC (a pulse
oximeter, thermometer, and electronic BP cuff). To ensure the participants were competently
using the equipment for their self-care, the RN monitored their initial use of the equipment by
the patient to confirm accuracy of self-monitoring.

Prior to departing the patient’s home, telehealth appointments were scheduled with the
patient. Accessing the telehealth platform and ensuring continuity of care, the same FQHC,



Advanced Nurse Practitioner (APN), was scheduled to assess the patient daily for five days
and weekly for one month. It was also emphasized to the patient, if worsening, to immediately
contact the FQHC, or access emergency services.

Most patients had a history of nonadherence to previous healthcare recommendations
and noncompliance with their primary care appointments. Each participant was an established
FQHC patient for greater than one year. Medical record review accessing the EHR, was used to
audit the appointment compliance record for each of the patients.

For the purpose of this study, the research team defined appointment noncompliance
as a patient who demonstrated a missed appointment or no-show, did not call 24 hours in
advance to cancel their appointment, and/or did not to obtain necessary labs one week prior
to said appointment. Of the 20 established FQHC participants, 16 met the definition of
noncompliance at least three times in a one-year period.

Overall, the patients in the sample (10 female, 10 male) ranged from 18 to 71 years of age,
with an average age of 41.3 years (SD = 18.02). Regarding cthnicity, 85% (7 = 17) of the patient
sample identified as Hispanic/Latino(a). Three (15%) patients had to be hospitalized due to
their presenting COVID-19 symptoms.

The researchers scheduled daily telehealth sessions with the patients in quarantine for
five days to determine their ongoing physical and behavioral health status. During the first
telehealth session, the primary care provider (APN) assessed the patient’s disease progression
and symptoms and inquired about their ease of instrument use with the data collection tools
previously provided by the FQHC. In addition to collecting the data recorded with the self-
assessment tools, the APN engaged each patient to discuss their experiences. These discussions
focused on illness, physical and emotional status, and the appropriate use of the instrument
measurements. These measurements were accomplished by the patients during the telehealth
visit with APN visual oversight. Patient education was included in each visit, incorporating
descriptive adjectives into our discussions. Effort to avoid patient description difficulties, garner
further patient details, avoid generalities, and increase patient engagement was a priority for the

APN. For each telehealth visit, the APN also accomplished a PHQ-9.

The researchers also documented each telehealth appointment appropriately for entry into
the electronic health record. They recommended referrals for pulmonology evaluation or to
emergency care services if they assessed reported data as evidence of minimal improvement or
worsening. Upon completing their quarantine requirements, the team followed each patient
with monthly appointments for six months at the FQHC clinic. To ensure continuity, the same
primary care APN, following the patient routinely since the initial telehealth appointment, was
scheduled with the patients.

Measures

The research team provided all patients with the self-assessment tools needed to evaluate,
track, and manage their disease during quarantine. They reviewed their options carefully as
they wanted to avoid exceeding patients’ capacity, openness to telehealth, or literacy levels.
Ultimately, the team determined that each patient would receive a pulse oximeter, digital
thermometer, and blood pressure monitor as researchers have identified oxygen saturation



levels, body temperature, and blood pressure as potential markers correlated with COVID-19
(National Health Service [NHS], 2021; Pasha et al., 2021; Tharakan et al., 2020). To ensure the
fidelity of the data they collect, the research team educated the patients on the effective use of
each tool and how to record their results.

In addition, the researchers assessed patients’ mental health using the Patient Health
Questionnaire-9 (PHQ-9, Kroeke et al., 2001). The PHQ-9 is a nine-item scale used to
measure depression severity based on the diagnostic criteria listed in the Diagnostic and
Statistical Manual of Mental Disorders, 4 edition (DSM-IV) for major depressive disorder.
The team opted to include the PHQ-9 to assess the impact enforced social isolation and stay-
at-home recommendations might have on a patient’s mood and affect because it is a quick and
easy measure with strong psychometric properties. Among primary care patients, researchers
noted strong internal reliability for the PHQ-9 with a Cronbach’s alpha of .86 (Kroenke et
al., 2001). Additionally, the diagnostic validity of the PHQ-9 has been established across
multiple studies in various medical settings (Gilbody et al., 2007). Tracking these outcomes can
provide early indicators of potential increases in the demand for mental health services and the
healthcare providers needed to treat persons with clinically significant symptoms. With the
PHQ-9, participants respond to each item using a 4-point Likert-type scale with values ranging
from O (not at all) to 3 (nearly every day). For each item, individuals are asked to consider how
often they have been bothered by the problem specified over the last two weeks. Item scores are
summed to produce a total score. Total scores range from 0 to 27, with higher scores indicating
greater depression severity. Scores between 5-9, 10-19, and 20-27 represent mild, moderate, and
severe levels of depression, respectively.

Results
Research Question 1

To assess for statistically significant differences in PHQ-9 scores across the three
administrations of the instrument, the researchers conducted a repeated-measures analysis of
variance (r-ANOVA). Before running the analysis, they tested normality and sphericity model
assumptions. Because Mauchly’s Test of Sphericity indicated that the assumption of sphericity
had been met, X*(2) = 4.94, p =.085, no corrections were made to the test statistic. A significant
effect of time on PHQ-9 scores, F(2, 36) = 6.50, p = .004, with a large effect (partial V]Z =.265)
was noted. Follow-up pairwise Comparisons (using the Bonferroni correction method) revealed
no significant difference between the first (M = 7.32) and second administrations (M = 6.95)
but significant differences between the third administration (M = 4.79) and the first two
administrations. By the third administration, patients’ depression severity scores had decreased
to a level consistent with the experience of minimal depression.

Research Question 2

To determine whether self-assessment increased the likelihood that patients would actively
participate in their healthcare, the research team examined follow-up activity six months
following the quarantine period and intervention. Participants in the sample had an 85%
compliance rate with scheduled healthcare provider appointments at their local FQHC. This
rate marks a significant increase over the 50% average for the FQHC. By actively participating
in self-assessment and engaging in meaningful therapeutic relationships with providers, patients’
desire to continue seeking medical care improved.



Discussion

At the onset of the COVID-19 pandemic, FQHC primary care providers increased
their use of telehealth communication. To effectively use this medium, providers were
required to embrace flexibility, establish interpersonal continuity, understand the sources
of patient anxiety, and develop an inter-reliant patient-provider relationship conducive to
optimal healthcare outcomes. Due to the novelty of quarantining, the lack of human contact
and regular communication left many patients experiencing feelings of loneliness and social
isolation. Furthermore, the lack of socialization can lead to anxiety, depression, and poor patient
outcomes (Jia et al., 2021). Therefore, recognizing these adverse experiences is critical for
providers to communicate genuine empathy for their patients. Throughout this study, the initial
FQHC RN and subsequent APN interviewing our sample patients were open to the patients’
emotional experiences and fully understood the validity of the feelings expressed.

Physical Health Outcomes

Opverall, the researchers found that for COVID-19-positive patients, healthcare monitoring
tools, educational instructions provided by the FQHC, and regularly scheduled telehealth
communication with the primary care provider optimized the self-management of their
disease. Regularly monitoring respiratory, blood pressure, and oxygen levels were invaluable for
healthcare providers who were better able to engage in continuous patient tracking by closely
following the data and information received. Additionally, remote management opened the
window of the patient’s home experience, allowing the healthcare provider to better view and
evaluate the patient’s health status, including any environmental factors that providers might
also need to address. Assessing mental health status to navigate self-management in the patient’s
immediate surroundings offered a more comprehensive evaluation of the patient’s experience.

Behavioral Health Outcomes

During quarantine, participants in this study completed a series of PHQ-9 screenings
during each encounter. Scores on these screenings decreased over time. While negligible
decreases were noted between the first and second administrations, we found a statistically and
clinically significant decrease in the third administration. At this point, patients had more than
a two-point decrease in PHQ-9 scores on average. In addition to being a statistically significant
difference, the large effect noted highlights the clinical significance of our findings. The scoring
directions for the PHQ-9 indicate that scores between 5-9 correspond with a case of mild
depression. Average scores on the first and second administrations of the PHQ-9 fell within this
range. However, in the third administration, the average score dropped below 5. A score at this
level is consistent with experiencing minimal depressive symptoms that would likely not warrant
clinical attention. Although a causal relationship could not be determined, we hypothesize that
the personal interactions with the RN and APN, combined with a more intentional focus on
self-assessment, positively contributed to patients’ improved mental health scores.

In addition to data supporting the efficacy of our intervention, most of the patients
we worked with verbalized greater comfort and ease as they became more familiar with
their provider, engaged in more consistent equipment usage, took ownership of tracking
and reporting their data, and engaged in subsequent discussions with our team member. As
telehealth communication progressed, patient statements began highlighting specific trends,
revealing a decrease in patient anxiety because of the ongoing communication with the



primary care provider. The patients demonstrated responsiveness to the provider nurturance
demonstrated by timely responses to the scheduled telehealth appointments, data preparation,
and asking pertinent questions about their self-management. The primary determinants of
attachment behavior were invested in the provider approach (e.g., expressing empathy, warmth,
trust, and, most importantly, respect for the patient’s circumstances).

For many patients, isolation impairs psychological well-being and happiness. As
social beings, humans are programmed to seck social contact and engage in interpersonal
communication (Heffernan, 2021). Telehealth encounter preparation is crucial to incorporate
seamless communication effectiveness. The success of the provider-patient interaction depends
on developing the relationship over time and including a patient-centered care plan tailored
to the individual. It also is essential to understand and maintain empathy for the patient
experiencing isolation due to a lack of family and friends during the quarantine period. Patient
satisfaction garnered from the telehealth relationship is based on trust with widespread
implications for further outpatient healthcare participation upon completing the quarantine
recommendations.

Post-Intervention Outcomes

After quarantine, patients were tracked for six months to evaluate appointment compliance
for their follow-up in-person appointments in the primary care clinic. A consistent compliance
pattern was evident across our sample participants. Before their positive COVID-19 diagnosis,
the primary care clinic accomplished an EHR audit of the sampled patients, revealing less
than 50% appointment compliance rates. After participating in the telehealth consultation
intervention and having the opportunity to establish an authentic and therapeutic provider-
patient relationship, patients’ appointment compliance rates rose to 85%. A consistent
compliance pattern was evident across all participants.

Conclusion

Researchers identified three key themes in this research: 1) using the tools for self-
assessment for COVID-19 patients for in-home treatment and self-care management is optimal
with telehealth technology as an alternative to face-to-face encounters as another dimension of
care; 2) using the instruments such as the PHQ-9 to assess the behavioral health of patients at
defined intervals was an effective assessment of mental health status and underlining challenges;
3) maximizing the patient’s ability to manage home-based care, with scheduled telehealth
appointments, improved communication, optimized patient attachment, and the maintenance
of a solid therapeutic relationship resulted in improved appointment compliance in the primary
care clinic after the completion of quarantine recommendations. It is noteworthy to appreciate
the value of telehealth as an effective method of healthcare assessment, treatment, and
communication, but there are technology challenges.

The participants were fortunate to have equipment and internet access and technology
infrastructure, thus avoiding technology challenges for this research project. Technology
challenges in rural and non-rural communities may be the result of the lack of resources for
telehealth such as equipment access, financial constraints for technology infrastructure or the
cognitive barriers with hearing or vision disabilities. During the COVID pandemic, emergency
legislative laws or policies to support telehealth implementation increased, thus increasing



opportunities in rural communities to expand telemedicine. Several state governors issued
emergency orders to increase access to telehealth services and increase the pool of available
healthcare providers (American Psychological Association [APA], 2021).

Upon Reflection

The cost of no-show appointments is widely studied and evaluated in the healthcare
industry. Most noteworthy, no-shows potentially pose health risks for patients, decreasing
healthcare quality. Automated reminder procedures, penalization, and overscheduling methods
do not significantly improve no-show levels, as no-shows continue to negatively plague the
healthcare system.

Our research investigated the use of telehealth technology to better support the
healthcare needs of COVID-19 patients during quarantine. The study further confirmed
increasing provider-patient communication by the use of telehealth technology significantly
improved clinic appointment compliance for those patients with a past history of appointment
noncompliance.

On reflection, we concluded it is crucial for healthcare providers to comprehensively
understand the value of personalized healthcare for their clinic populations. The design
and delivery of telehealth interventions not only increased the health status of COVID-19
quarantined patients but channeled our patients into returning to the healthcare organization
after quarantine. We concluded the importance generating improved provider-patient
relationships and focusing on familiarity had on improved clinic patient compliance and
employed optimal health outcomes.

Monitoring the participants for key physical changes during COVID quarantine and
accessing the clinic telehealth system reduced the risks of hospitalization due to disease
progression. Success of participant self-management was supported by these baseline
components: essential supplies for self-assessment, consistent clinic staff guidance provided for
the participants to safely use the physical assessment tools during quarantine and scheduled
telehealth contact with the primary care provider to proactively follow the participants.
Understanding the stress quarantine, uncertainty and anxiety for the participants was of
upmost importance. Recognizing and addressing potential physical and mental health problems
associated with home confinement was paramount, necessitating timely implementation of
telehealth communication and participant engagement. The blend of these components was
fundamental for positive and successful healthcare management.
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Abstract

Efforts to address COVID-19 disparities in an urban city present their own challenges,
especially if the city does not have a local health department. This article reviews emerging
public health strategies that state and local government leaders can use to mitigate
COVID-19 related health disparities. Specific strategies that have been identified to address
COVID-19 health disparities among racial and ethnic minority communities and support the
establishment of a local health department in an urban community are also discussed.

Keywords: COVID-19, health disparities, local health department, healthcare

Introduction

Racial disparity in health has been a long-standing issue in our society that has lasted
through generations and continues to affect the health of millions of people. The Office of
Disease Prevention and Health Promotion (OASH, n.d.) of the United States Department of
Health and Human Services defines a health disparity as:

A particular type of health difference that is closely linked with social, economic, and/
or environmental disadvantage. Health disparities adversely affect groups of people who
have systematically experienced greater obstacles to health based on their racial or ethnic
group; religion; socioeconomic status; gender; age; mental health; cognitive, sensory, or
physical disability; sexual orientation or gender identity; geographic location; or other
characteristics historically linked to discrimination or exclusion.

In recent times, the COVID-19 pandemic has highlighted health disparities across groups
based on social, racial, ethnic, economic and environmental characteristics (National Conference
of State Legislatures, 2021). Persistent racial disparities in health status, access to healthcare,
wealth and income, employment, housing, and poverty all contribute to greater susceptibility
to the COVID-19 virus among minority populations (Wilson, 2020). Furthermore, Rubin-
Miller et al. (2020) reported that Black, Hispanic, and Asian patients in 399 hospitals across
21 states had higher hospitalization rates due to social and economic inequities and barriers
to care associated with the COVID-19 virus. Across the United States, the lack of access to
healthcare has been a major contributing factor to the spread of the COVID-19 virus among
minority populations. In fact, Magesh, John, Li, et al. (2021) noted that decreased access to care
was positively associated with COVID-19 positivity among Hispanic and African American
individuals. Access to healthcare with timely COVID-19 testing and mitigation measures (e.g.,
public health prevention practices and vaccination) for all segments of the population is critical

(Weiss & Paasche-Orlow, 2020) in reducing COVID-19 rates.



To meet the needs of the community, many local government leaders have established
a sense of urgency to improve access to COVID-19 services and public health information
among racial and ethnic minority populations at the highest risk for experiencing disparities
in COVID-19 outcomes. Examples of severe outcomes of COVID-19 include hospitalization
with a diagnosis of acute respiratory failure, admission to the intensive care unit (ICU), need
for noninvasive ventilation, mechanical ventilation, or death (Yek et al., 2022). Significant
improvements in public health and healthcare practices are needed in order to adequately
address these emerging disparities across racial and ethnic minority populations.

An overview of six public health strategies that local government leaders can use to
reduce COVID-19 health disparities among minority populations are discussed. This article
also presents public health strategies that were developed by local government leaders and
community-based partners to improve access to COVID-19 services and reduce COVID-19
health disparities among racial and minority populations in an urban community.

Responding to COVID-19 and Health Disparities
The COVID-19 virus has required leaders in government to respond quickly to health

disparities in order to minimize the threat to public health in their local communities
(Wilson, 2020). Through this effort, many government leaders are focused on identifying
effective strategies to reduce COVID-19 disparities among minority populations within their
communities. The following strategies have been identified as possible activities that state and
local government leaders could implement to mitigate COVID-19 related health disparities
(Health Management Associates, 2021):

1. Develop a health equity strategy focused on reducing disparities within specific target
communities.

2. Establish partnerships to unite efforts to address health inequities in the community.

3. Use of community health workers to disseminate health information, promote public
safety measures, share knowledge on preventive care and healthy lifestyles, and help
communities overcome vaccine hesitancy.

4. Conduct community assessments to help identify communities of focus for
implementing intervention strategies to increase vaccine confidence.

5. Evaluate and improve race and ethnicity data flow to identify gaps of health disparities in
the community.

6. Assess the status of the COVID-19 response to date in order to determine what has
worked well, what has not worked, and what can be done differently moving forward.

Government leaders must see the importance of implementing public health strategies on
an ongoing basis to mitigate the impact of the COVID-19 virus. In cities without a COVID-19
response, minority populations are put at greater risk of suffering health disparities.



Addressing COVID-19 Disparities Within an Urban City

In most cities without a local health department, the county’s health department is
responsible for coordinating the COVID-19 response efforts in hopes of reaching individuals in
the community. Normally, this may be enough; however, during the COVID-19 pandemic, it
has become apparent that additional COVID-19 response efforts are needed to meet the needs
of racial and ethnic minority populations in the community. It is critical that local government
leaders commit to establishing a local health department and designating leaders to oversee the
COVID-19 response among underserved racial and ethnic minority populations in the community.

Just recently, local government leaders within an urban city received federal funds to
support the establishment of a local health department to coordinate the city’s COVID-19
response and address health disparities. To this end, local government leaders and community-
based partners identified the following public health strategies to improve access to COVID-19
services and address health disparities among racial and minority populations in an urban area.

1. Disparities Impact Strategy: During the initial phase of receiving grant funds for this
initiative, the HHS Office of Minority Health required grant recipients to prepare a
Disparity Impact Statement to identify and address health disparities among racial and
ethnic minority populations within the specified communities. Consequently, to help
create a strategic focus with the goal of addressing COVID-19 health disparities among
minority populations in the community, the local government leaders and partners
developed a Disparity Impact Statement. The local government department also used
the Disparity Impact Statement as a framework to monitor the extent to which the
target population was reached regarding access to COVID-19 vaccination, testing, and
other related healthcare services.

2. Community Engagement: The United States has a long history of unethical medical
studies and laws that have created mistrust among racial and ethnic minority populations.
Two of the most infamous medical studies are the Tuskegee study that tested the long-
term effects of untreated syphilis in African American men (Jones & Reverby, 2022)
and the case of Henrietta Lacks’ cells being used for research without her or her family's
consent (Khan, 2011). The consequences of these studies can be seen clearly when
the vaccination rates for COVID-19 are analyzed by race and ethnicity in various
communities throughout the United States. With this in mind, a primary focus of
this initiative entailed mobilizing local community stakeholders and leaders in the
development and implementation of culturally appropriate strategies that the community
could embrace to support the delivery of COVID-19 services among the various targeted
communities. In addition, with the aim of gathering input and building relationships with
individuals in the local community, the local health department established a community
advisory council consisting of community members, professional experts, and partners
representing several community-based organizations. The primary role of the advisory
council members includes offering guidance and supporting the implementation of
community outreach events, vaccine clinics, and health education workshops.

3. Community Awareness Campaign: At a time when citizen trust is of utmost importance,
a surge in disinformation is undermining government responses to the COVID-19
pandemic and putting people’s health at risk (Organization for Economic Co-operation



and Development, 2020). To communicate accurate information about COVID-19
and ensure equitable awareness of vaccine eligibility and accessibility, the local health
department created an awareness campaign among the targeted communities. The
campaign utilizes social media, billboards, radio ads, informational webinars, and
culturally appropriate COVID-19 educational materials in an effort to reach individuals
in the community.

. Community Health Navigators: The integration of registered licensed nurses that are
employed by the local health department was identified as a tangible way to improve
COVID-19 service delivery within the local communities. The local health department
hired Community Health Navigators (i.c., licensed registered nurses) to provide
COVID-19 related services to individuals in the targeted communities and work
with partnering community-based organizations to conduct outreach in accessible
locations, including the local community centers, churches, libraries, schools, nonprofit
organizations, and medical clinics.

. Training: From time to time, when registered nurses are transitioning from clinical to
community-based settings, they may feel the need to obtain specific training associated
with reducing health disparities among diverse racial and ethnic minority populations.
At the onset of providing services on this funded initiative, some of the registered nurses
indicated that they find it difficult to have meaningful conversations with various racial
and ethnic minority populations in the community. Without appropriate training
for the registered nurses, it became apparent that the services offered by this initiative
would likely not result in the improvement of health outcomes among racial and ethnic
minority populations. To this end, in alignment with the evidence-based practices and
the National Culturally and Linguistically Appropriate Services (CLAS) Standards
to advance health equity, improve quality, and reduce health disparities, workforce
development training (i.c., cultural competency, health literacy, teach-back method)
were identified to support the on-going professional development activities of the
Community Health Navigators and community-based partners. Every six months, the
local health department seeks to provide professional development training to support
the delivery of services and strategies implemented within the targeted communities.

. Quality Improvement: As a grant recipient of the HHS Office of Minority Health,
awardees are expected to establish and implement an ongoing quality improvement
process to determine progress in addressing identified health disparities and possible
needs for corrective activities. The quality improvement process also serves as a means
to ensure that the policies and procedures of Title VI of the Civil Rights Act of 1964 are
adhered to. Title VI states that recipients of federal funds must ensure that individuals
are not discriminated on the basis of race, color, or national origin in any program
activity, services, or benefits. The employees at the local health department have met
weekly to make certain that services and activities are in compliance with Title VI and
activities are provided to all of the service recipients equally. Topics of the meetings
included several tasks such as creating educational materials and postings both in English
and Spanish, discussing the need for language translation services at various events, and
evaluating problems and solutions to support the improvement of projected outcomes
among the target population.



Conclusion

Although there are several communities that continue to see improvements in COVID-19
health outcomes, many racial and ethnic minority communities are still experiencing
COVID-19 disparities. There is no doubt that local government leaders must continue to
give attention to implementinga COVID-19 response that focuses on improving COVID-19
outcomes and reducing health disparities among racial and ethnic minority populations.

In response to meeting the needs of urban communities, the establishment of a local
health department may be critical. It has been well documented that local health departments
are considered the experts on their regions and understand not only the science, but also the
unique needs of their communities (National Association of County and City Health Officials,
2020). Therefore, this article describes public health strategies that can be used to support the
establishment of a local health department or local government leaders in planninga COVID-19
response and addressing health disparities among racial and ethnic minority populations.

The authors of this article would like to end with two concluding reflections. Firs, it
has been previously mentioned that the local health department hired Community Health
Navigators (i.e., registered nurses) to work with partnering community-based organizations to
provide COVID-19 related services and conduct outreach events in the targeted communities.
Due to the acute shortage of experienced registered nurses, there have been delays in conducting
a significant amount of outreach events in the targeted communities. To alleviate this challenge,
local health departments are encouraged to offer hiring incentives such as signing bonuses and a
longevity bonus to fill vacant registered nursing positions.

The second reflection concerns the area of community engagement. The local health
department established a community advisory council to allow community members the
opportunity to support the implementation of community outreach events, vaccine clinics, and
health education workshops. Council members must make a sustained commitment to meet as
a group on a regular basis throughout the calendar year to provide assistance with planning and
implementing local outreach activities focused on addressing long-standing health disparities in
the community.
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Abstract

The COVID-19 pandemic erupted in early 2020. Vaccine is so far, the best weapon available
to combat SARS-CoV-2. However, many elements, including public perception and seemingly
contradictory scientific results, have influenced vaccination acceptance. This article aims

to depict what is known about vaccines from a scientific perspective, as well as provide an
overview of the public perception and acceptance of the vaccines. Different types of vaccines
will be explored, and their benefits and side effects described. COVID-19 has evolved through
multiple mutations, thereby giving birth to new variants that have spread worldwide, caused
differing symptoms and, in some cases, escaping from vaccine protection. A comparison of
differing vaccine efficacy will also be discussed. In addition, differences in perceptions between
the population in Europe and United States regarding vaccines will be explored.

Keywom’s: SARS-CoV-2, COVID-19, vaccines, perception, variants, adverse reactions,
thrombosis, myocarditis/pericarditis

Introduction: COVID-19 Vaccines and Public Perceptions

SARS-CoV-2, also known as COVID-19, was first detected in December 2019. After three
years, over 753 million confirmed cases and over 6.8 million deaths reported globally (WHO,
2023), and many research and clinical trials later, the best way to be protected from the virus
is through vaccination. The vaccination program started in early 2021 worldwide, initially
targeting healthcare workers, followed by the rest of the population starting with those of age
and high risk. Vaccines, which started with Edward Jenner, who developed the smallpox vaccine
in 1796 (Ellis, 2021), provide active acquired immunity by stimulating an immune response to
an antigen from the pathogen (Sell, 2019), while provide protection through herd immunity to
those unvaccinated (Chu & Liu, 2021; Motta, 2021).

The race to get COVID-19 vaccines, in which many pharmaceutical companies
participated, was productive, and currently there are several effective vaccines available, using
different technology such as inactivated virus, messenger ribonucleic acid (mRNA), protein



subunit, and vector vaccines (Kaur & Gupta, 2020). Some of the COVID-19 vaccines available
in the market include Pfizer, Moderna, AstraZeneca, Johnson & Johnson, and Sinovac, among
others. COVID-19 vaccine names can be confusing; see end note 1. A mixture of accurate
information and misinformation led to particular vaccine preferences by the population, and

in some cases led to rejection of certain vaccines. Studies have addressed possible COVID-19
treatments, and while there seem to be some potential candidates, vaccines seem to hold the key
to ending the pandemic in the near future.

However, one of the difficulties in managing the pandemic is the constantly emerging
variants that escape the vaccines and are responsible for the fluctuating incidence of the disease.
As aresult, continuous research is required to address this issue and improve the existent
vaccines to protect against the new mutations.

According to the European Centre for Disease Prevention and Control (ECDC, 2023),
at the end of January 2023 in EU, the distribution and predominant variant in Europe -by
genotype sequencing- is estimated to be 48.5% for BQ.1, 20.2% for BA.2.75, 17.6% for BA.5,
4.2% for XBB.1.5, 3.6% for XBB.1.1, 1% for BA.2 and 0.2%—1% for BA.4. Viral variant names
can be confusing; see end note 2.

In early 2023 in the USA, there is a 12% positivity rate with more than 46,000 cases
reported daily; currently, the omicron variants have replaced previous variations, and XBB.1.5
is the dominant variant nationwide with 49% of cases and rapidly spreading according to the
Centers for Disease Control and Prevention (CDC, 2023; ECDC, 2022). Before Christmas,
this variant accounted for 21.7% of COVID-19 cases, followed by BQ.1.1, with 27% of cases.
XBB.1.5 is a hybrid of the BA.2 and the new XBB variant that surged in Singapore in the
autumn 2022 and has replaced other subvariant including BA.5 and BE7.

It has been recently suggested by Borau et al., (2022) that public authorities should have
shifted the focus away from protecting the most vulnerable towards a less sensitive demographic
such as single men because of the higher vulnerability of this population in following protective
measures such as social distancing and mask wearing. Yet, married people in general were
more careful in terms of contagion and propagation of the disease, which could be linked to a
stronger sense of social belonging and morality. This is an important element in places where

COVID-19 s still highly active and could be key to stopping the surge of new variants.

One of the aspects that distinguishes this pandemic from any previous disease is the
polarizing effect of politics, which is greater in the United States than in Europe. COVID-19
skepticism and anti-vaccine advocates may reflect current socio-economic and political culture.

So why, despite the known scientific data, have governments failed to sell vaccines to
the public? It can be argued that public distrust in the vaccine is associated with the lack of
coherence in the story and recommendations presented by government spokesmen. In the
US. Dr. Anthony Fauci has been extensively criticized. Concealment of information about
vaccine side effects by government agencies such as CDC or FDA has also eroded public
confidence (CNN Health, 2023). In defense, it can be argued that everyone was catching up
after COVID-19. Even scientists were learning “on the go,” and recommendations needed to be
adapted and changed according to new discoveries. It is more difficult to justify concealment



of information by government agencies about what they knew about the vaccines and their
possible negative side effects. In addition, the public perception that big biotechnological
companies are the great beneficiaries of COVID-19 and the accusations of possible benefit for
the members of the scientific community further eroded public trust. The highly publicized
association of European Commission President Ursula von der Leyen’s personal connections
with Pfizer (The Guardian, 2022) and her possible conflict of interest has been criticized for the
high prices negotiated for the acquisition of mRNA Covid vaccines.

It can also be argued that government paternalism, people’s feeling of losing their autonomy
as individuals, and the view of being controlled by the government without a clear explanation
are important factors. The direction from the scientific community was sometimes perceived
as incoherent and may have played a role in the rejection of vaccines. The simplistic confidence
in social media and the messages and opinions portrayed there, not always based on truth or
science, contributed to fuelling public perceptions and questioning the efficacy and benefit, or
even the real need, for vaccines.

COVID-19 Vaccines: What is New?

Until COVID-19 surged, traditional vaccines were the only ones in use. COVID-19 made
possible the use of new technology that was already available but had not yet been tested in
vaccines. A controversial argument and point of misinformation among the population is the
belief that a vaccine that took less than a year to develop cannot provide the same guarantee as
vaccines whose approval can take up to 10 years. However, the explanation is simple: unlike the
vectors that require very laborious work, the mRNA vaccine technology allows a direct target
for activation of the immune system because it introduces the exact coding for the pathogen
protein. Another point of polemic is the belief that mRNA vaccines introduce the viral genome
and can cause mutations in DNA. This, of course, is not true. Not more than when a viral vector
or the virus itself is inserted.

So far, there are several COVID-19 vaccines already approved and in use in the general
population, and many more are under study as possible candidates. However, they all fit in one
of these four categories: 1) whole virus, 2) protein-based, 3) viral vector, and 4) nucleic acid
vaccines. And for the first time, mRNA vaccines against SARS-CoV-2 have been approved for
emergency use (WHO, 2021).

Whole virus vaccines use an inactivated or attenuated form of SARS-CoV-2, whose
genetic material has been damaged so is not able to infect cells or cause disease, but still able to
replicate, to trigger immunity (Gao et al,, 2020). Some existing examples include the traditional
vaccines against measles, oral poliovirus, and yellow fever vaccines with attenuated virus, or the
inactivated polio and seasonal influenza vaccines (Rodrigues et al., 2015).

Although they can trigger strong cellular immunity (Frederiksen et al., 2020), the
disadvantage of live-attenuated SARS-CoV-2 vaccines include the risk of infection to
unvaccinated individuals and the risk of viral recombination generating new viral variants.
Additionally, this type of vaccine requires strict quality controls, and the large-scale production
can be stalled.



Protein-based vaccines involve easy to produce recombinant proteins of viral antigen
fragments (Hsich et al., 2020). They are relatively safe, but they have the limitation of producing
low immunogenicity, so they usually require adjuvants. Examples of this type of vaccine include
vaccines against whooping cough, Streptococcus pneumoniae, and Haemophilus influenzae type b

(Nagy & Alhatlani, 2021).

Some of the candidates for protein-based SARS-CoV-2 vaccines use empty virus shells that
induce immunogenicity but cannot infect cells because they lack genetic material (Callaway,
2020). Human papillomavirus vaccine is an example of these vaccines (Mavundza, et al., 2020).

Viral vector vaccines, also called chimeric virus vaccines, are based on the survival and
replication of the virus that invades their host’s cells and makes new viruses (Chen & Li, 2020).
The replication-defective adenovirus-vectored vaccines use the adenovirus double-stranded
DNA to infect cells and express the SARS-CoV-2 viral spike S antigens; these antigens can then
trigger an immune response safely (Chen & Li, 2020, Rauch et al., 2018). The virus inserted
is weakened, so it can induce immunity but not cause disease, such as the case of adenovirus,
measles virus, and vaccinia virus (VACV), or Ebola virus disease (Tomori & Kolawole, 2021).
Regulatory authorities have approved various viral vectors for SARS-CoV-2 as candidate
vaccines for emergency use (WHO, 2021).

Nucleic acid vaccines are relatively new and used for the first time with SARS-CoV-2.
They use deoxyribonucleic acid (DNA) or ribonucleic acid (RNA) to produce a SARS-CoV-2
protein that induces an immune response. In the case of DNA vaccines, DNA encoding the
antigen is inserted in a circular plasmid, widely used in genetic engineering. The host cell can
then translate it into proteins (Rauch et al., 2018). In the case of RNA vaccines, the antigen
is encoded in a nucleoside-modified messenger RNA (mRNA) that will be transcribed into
proteins (Frederiksen et al., 2020; Rauch et al., 2018). The mRNA vaccines therefore contain
a mRNA encoding the viral spike S glycoprotein of SARS-CoV-2, lipid nanoparticles, salts,
sugars, and buffers (FDA, 2020a, 2021b). In any case, once the antigen proteins have been
produced by the cell, they are displayed in the surface and recognized by the immune system,
triggering a response by T cells and B cells (Rodrigues, 2015).

mRNA Vaccines Against SARS-CoV-2

Between December 2020 and January 2021, the Food and Drug Administration (FDA)
United States (US) and the European Medicines Agency (EMA) dispensed Emergency Use
Authorizations for the mRNA Pfizer-BioNTech and Moderna COVID-19 vaccines (FDA,
2020b, 2020c, 2021a). Two vectorised vaccines, Janssen COVID19 —a replication-defective
human adenovirus type 26 (Ad26) (Ad26.COV2-S) (EMA, 2021a)- and COVID-19
AstraZeneca vaccine (re-branded as Vaxzevria) in the European Union (EU) —a replication-
defective chimpanzee adenovirus (ChAdOx1-S) - have also received Emergency Use
Authorizations. All SARS-CoV-2 vaccines currently approved are based on the different
sequences of the spike S glycoprotein of SARS-CoV-2, which plays essential roles in virus
attachment, fusion, and entry into the host cell.

So far, phase 3 clinical trials for the main mRNA COVID-19 vaccines -BNT162b2
(Pfizer-BioNTech) (Polack et al., 2020) and mRNA-1273 (National Institute of Allergy and



Infectious Diseases [NIAID]-Moderna) (Baden et al., 2021) — have proven a safety profile

and high efficacy against severe disease. Other clinical trials in phase 3 of COVID-19 vaccines
include a non-replicating chimpanzee adenoviral vector vaccine (ChAdOx1 nCOV19; Oxford-
AstraZeneca), a non-replicating adenovirus 26 vector vaccine (Ad26COV2S; Janssen), and an
adjuvanted prefusion spike nanoparticle vaccine (NVX-CoV2373; Novavax) with different
efficacy (Rapaka et al., 2022).

Both mRNA COVID-19 vaccine ~Pfizer-BioNTech and Moderna- encode the spike
protein of SARSCoV-2 but differ in the mRNA content —100 pg for Moderna vs. 30 g for
Pfizer-BioNTech- and the lipid composition of the nanoparticles, as well as the different time
for boosts (Polack et al., 2020; Baden et al,, 2021). These differences may account for the
discrepancies in antibody response between both vaccines and may be translated into different
vaccines’ outcome, which in both cases reaches more than 90% efficacy for both mRNA
vaccines against COVID-19 (Dickerman et al., 2022). Early randomized trials showed 95%
effectiveness for BN'T162b2 (Pfizer-BioNTech) and 94% for mRNA-1273 (Moderna) (Polack
et al., 2020; Baden et al,, 2021) demonstrating that messenger RNA (mRNA) based vaccines
have a strong efficacy in prevention of symptomatic COVID-19, with similar levels of efficacy
in the vaccination campaigns (Dagan et al., 2021).

The mode of action of both type of vaccines against SARS-CoV-2 is slightly different.
mRNA vaccines induce the immune response due to the activation of antigen-presenting cells
after the cellular internalization of the lipid nanoparticles containing the mRNA encoding the
spike S glycoprotein of SARS-CoV-2 and the production of immunoglobulin antibodies against
the spike S protein (Granados-Riveron & Aquino-Jarquin, 2021). Chimeric virus vaccines, on
the other hand, base their mode of action on the ability of the chimeric adenovirus to infect
human cells and induce the expression of the S spike protein and the development of antibodies
against this S spike protein via antigen-presenting cells as a result.

SARS-CoV-2 Variants

Viruses are constantly evolving and changing because every time a virus replicates, there
is the potential for structural changes or mutations that generate variants of the original
virus. Some mutations are innocuous, but others can affect its ability to infect or replicate
and increase its ability to spread or cause more severe illnesses. This is the case of the highly
mutable virus of SARS-CoV-2, which has already produced a significant number of variants
from the beginning of the pandemic including Alpha, Beta, Delta, Gamma, Epsilon, and
Omicron so far (WHO, 2023).

The rapid predominance of highly transmissible Gamma variant P.1 with three mutations
in the spike glycoprotein (Faria et al., 2021), originated in Brazil; it had an initial prevalence of
45% in February 2021 but rapidly reached 98% in subsequent months; it has been associated
with a greater frequency of deep vein thrombosis (DVT) (Hungaro Cuhna et al., 2022).

The Delta variant, responsible for many cases and deaths worldwide, developed into the
dominant variant globally as mutations allowed it to spread more easily than eatlier strains of
the virus. Luckily, according to WHO (2023), all approved COVID-19 vaccines are effective in
preventing severe disease and death against this variant.



Omicron variants B.1.351, with increased transmissibility (Rapaka et al., 2022), and
B.1.1.529, with many mutations that have caused detrimental changes in COVID-19
pathology and immunology (WHO, 2023), were first discovered in South Africa and have
been identified in the United States. The Omicron subvariant of COVID-19, BA.S, became
one of the dominant strains of the virus in the fall of 2022 in the U.S; it seems able to evade
immunity from COVID infection and vaccination. Currently, the dominant variant nationwide
is Omicron XBB.1.5, with 49% of cases, followed by BQ. The B.1.1.7 variant, associated with
increased spread and virulence (Horby et al., 2021), first identified in the United Kingdom
(Rambaut et al., 2020), is quickly spreading throughout the U.S. The Omicron variant quickly
mutated into other sub lineages, from BA.1/BA.2 to BA.4/5 (Khan et al., 2022; Lyngse et
al., 2022) and can evade vaccine and infection-induced immunity due to the large number of
mutations; BA.2.75, BQ.1, and XXB are currently circulating.

Because of these viral mutations, vaccines have a different effect on different strains and
variants, and symptoms also change ranging from the classic loss of taste and smell, high fever
and fatigue, to new symptoms with the latest Omicron variant XBB.1.5 and BE7, including
muscle pain, headache, sore throat, and nasal congestion (ECDC, 2022).

Currently, there are 14 authorized COVID-19 vaccines: BNT16b2, mRNA-1273,
AZD1222, Ad26.COV2.S, Sputnik V, NVX-CoV2373, Ad5-nCoV, CoronaVac, BBIBP-CorV,
COVAXIN, Wuhan Sinopharm vaccine, QazCovid-In, Abdala and ZF200, with two vaccines,
CVnCoV and NVX-CoV2373, in review. These vaccines have different efficacy against different
variants. BNT162b2, mRNA-1273 and Sputnik V had the highest efficacy (>90%) in phase
III trials. Efficacy ranged from 10.4% for AZD1222 to 50% for NVX-CoV2373 in South
Africa and S0 % for CoronaVac in Brazil, where the 501YV.2 and P1 variants were dominant
(Dejnirattisai et al., 2021; Faria et al., 2021). In observational studies, mostly with Pfizer and
Moderna vaccines, nRNA vaccines are effective in prevents SARS -CoV-2 infection against the
Alpha and Beta variants.

Typical and Less Common Reactions to COVID-19 Vaccines

COVID-19 vaccines are generally safe and well-tolerated. However, some of the common
adverse reactions include local skin reactions, numbness, soreness, pain, swelling, redness, itch,
and erythema at the injection site; systemic reactions include sore throat, tiredness, fever, chills,
sweating, cough, headache, malaise, muscle pain, joint pain, pain in limbs, abdominal pain,
diarrhea, drowsiness, nausea, vomiting, poor appetite, insomnia, or feeling unwell.

Less common reactions observed include enlarged lymph nodes, rash, temporary one-sided
facial drooping, and severe allergic reactions including hypotension, dizziness, itchy skin rash,
swelling of face or tongue, and wheezing or shortness of breath. Besides the common or even
less-common reactions, anaphylaxis and myocarditis have been observed.

Public Perceptions on Vaccines in EU and USA

COVID-19 pandemic has spread globally and has infected millions of people with
hundreds of thousands of deaths (Malik, 2020). Governments all over the world have
prioritized a message supporting the vaccine acceptance, with special emphasis in the vulnerable



population, including not only people with underlying conditions but also low-income
neighborhoods and communities of color (Yancy, 2020). Lockdown, restrictions, bans on travel,
and massive testing and contact tracing are some of the policies initially put in place before
vaccines were available.

Despite the overall positive support towards vaccines and the increase in the American
population vaccinated, social media data have exposed that a negative sentiment still exists
amongst those who are vaccine hesitant (Ali et al., 2021). Between 10% to 40% of people
in the US. are COVID-19 vaccine hesitant, a percentage that can be predicted with high
accuracy according to demographic traits. The success of COVID-19 vaccines depends on the
public acceptance over misinformation, hesitancy, and fears of negative side effects (Karlsson
etal., 2021; Schwarzinger et al,, 2021). Social media such as Twitter, Facebook, etc., play an
important role in shifting public opinion regarding vaccines.

Large number of adults are hesitant to take the vaccine, which may be detrimental to
obtaining herd immunity induced by vaccination. Initial research indicated that herd immunity
could be achieved in the US. if between 58 and 85% adults were fully vaccinated with 2 95%
vaccination efficacy. Two mRINA vaccines, Pfizer-BioNTech and Moderna have shown 95%
(Polack et al., 2020) and 94.1% (Baden et al., 2021) efficacy, respectively, in clinical trials.
However, with an estimate that vaccinations can only reduce 75% of transmissions, in order to
achieve herd immunity, a larger percentage of the population —between 78 and 94%— would
need to be vaccinated (Ali et al., 2021).

Approximately 22% of people with low education levels and income (Khubchandani
etal., 2021), and 23% of medical students in the U.S. (Lucia et al., 2021) were hesitant to be
vaccinated after the FDA approval; the willingness to receive a vaccine amongst U.S. population
increased with the efficacy results and approval from CDC and WHO (Kreps et al., 2020),
which substantiate the vaccine hesitancy among people in the U.S. (McCabe et al,, 2021).
However, this willingness was significantly reduced when the vaccine was from outside U.S., and
even more so if it came from China.

A study noted that the demographic characteristics of people with a more positive view
of the vaccines and more inclined to receive it included married men, white and non-Hispanic
people, college graduates, Democrats, people with underlying conditions, health care workers,
and those who took the influenza vaccination in the same year. Viewers from CNN/MSNBC
also were more inclined to get vaccinated (76.4%) than Fox News viewers (57.3%), reflecting
how the polarization of vaccines was linked to politics (Ruiz & Bell, 2021). On the other hand,
female, younger generation, Black/Hispanic Americans, low educational and socio-economic
background, unemployment, anti-vaccine attitudes, and religiousness were negatively associated
with an inclination to accept the vaccine.

Research in France revealed that almost 25% of people refused to be vaccinated, and the
main reason for distrusting the vaccine ~64% of participants— was their belief that the vaccines
were developed in a rush and were unsafe (Ward et al., 2020). The research also pointed out that
people ideologically close to the government had a more positive view of the vaccines. Similar
results in other study suggested that three in four people were certain or probable to undergo
vaccination (Detoc et al., 2020).



In a review about COVID-19 vaccination acceptance across several countries, Troiano &
Nardi (2021) found that safety concerns and the rush in the vaccine production, lack of trust
or doubts about its efficacy, and ultimately lack of vaccine availability, were responsible for the
acceptance or non-acceptance by the population.

Differences in non-acceptance of the COVID-19 vaccine in European countries ranged
from 6.4% of adults in Spain to 61.8% in Bulgaria. Conditional benefits of being vaccinated
increased the willingness in Germany and the UK (Steinert et al,, 2022), as well as the trust
in government and higher education in most European countries. The type of vaccine also
influences hesitance rate in EU, with a high acceptance for BioNTech/Pfizer and Moderna
mRNA vaccine, and more contradictory support for AstraZeneca —highly trusted by UK
participants compared with 5% in Germany or Italy (Reno et al,, 2021; Freeman et al., 2021;
Soares et al., 2021). In a wider study in 2022 of vaccine hesitancy among 23,000 respondents in
23 countries worldwide (Lazarus et al., 2022), the favorable opinion about vaccination increased
to 79.1% but one in eight (12.1%) vaccinated people are hesitant about booster doses. However,
vaccine hesitation increased in eight countries ranging from 1% in United Kingdom to 21.1% in
South Africa. Lower education, mistrust in science and governments (Shakeel et al., 2022), and
misinformation (Pierri et al., 2022) drive vaccine hesitancy.

Comparison of Efficacy Among Different Vaccines

COVID-19 infections have a wide range of clinical manifestations, from asymptomatic to
severe, mostly due to the different variants and the individual’s response to the infection. As was
explained in previous sections, COVID-19 vaccines administered include inactivated whole virus,
lipid nanoparticle-encapsulated mRNA, adenovirus-vectored and protein sub-unit vaccines.

Despite the number of vaccines available at the moment, due to the simplicity of
using synthetic nucleic-acid and the easy production process, nRNA COVID-19 vaccines
manufactured by Pfizer-BioNTech (BN'T162b2) and Moderna (mRNA-1273) were the first
on the market and the ones that obtained Emergency Use Authorization by the FDA in ecarly
December 2020. They both have shown high efficacy against infection and hospitalization in
randomized controlled trials and observational studies (Polack et al., 2020; Baden et al., 2021)
against the very dangerous Alpha and Delta SARS-CoV-2 variants (Ioannou et al., 2022); less
is known about their efficacy against Omicron variant. Pfizer-BioNTech and Moderna vaccines
both include full-length Spike protein-encoding mRNAs but use different content, intervals
between doses and composition of the lipids nanoparticles vehicles.

The data suggest that Moderna may elicit greater immune responses than Pfizer-BioNTech,
because it maintains better vaccine efficacy levels over time and is slightly more effective
against infection and hospitalization (Dickerman et al., 2022), although both offer very similar
protection (95% and 94.1%, respectively) (Polack et al., 2020; Baden et al., 2021; Dagan et al.,
2021). Novavax (NVX-CoV2373), a recombinant S-protein vaccine, gave 89.7% protection
against SARS-CoV-2 infection (Heath et al,, 2021). Viral-vector vaccines Sputnik (Gam-
COVID-Vac), Janssen (Ad26.COV2.S), and AstraZeneca (ChAdOx1), were all effective in
protection against symptomatic COVID-19 (91.6%, 66.9%, and 66.7%, respectively; Voysey et
al., 2021; Sadoff et al., 2021).



CoronaVac (Sinovac) vaccine has recently been approved for emergency use by the World
Health Organization. Phase I/II and phase III clinical trials studies comparing post-vaccination
adverse reactions between CoronaVac and Comirnaty (Pfizer-BioN'Tech) (Lai et al., 2022) showed
a positive safety profile in phase I/II and phase III clinical trials (Tanriover et al., 2021; Zhang et
al., 2021) and efficacy against COVID-19. CoronaVac and mRNA vaccines are developed on a
different platform and more widely used in Western countries (Chodick et al., 2021).

A comparison of vaccines among the population indicates a clear preference for the Pfizer
mRNA vaccine with 95% efficacy and having 1% side effects; the least preferred was Sinovac
with 50.4% efficacy and 50% side effects. Pfizer and Moderna had the highest efficacy rates of
95% and 94.7%, respectively (Katella, 2021); AstraZeneca had an efficacy rate of 70%, Johnsons
and Johnsons with 72%, and Sinovac oscillated between 50.38% and 91.25% in different
clinical trials (Terry, 2021).

Other vaccines are in use or in process of development. Chinese companies Sinopharm
and CanSinoBIO are currently developing vaccines. Sinopharm is producing two different jabs
based on an inactivated form of SARS-CoV-2, while CanSinoBIO -like the Russia’s Sputnik
V vaccine— uses a human adenovirus, Ad5, to deliver SARS-CoV-2 proteins. CoronaVac,
created by the Chinese company Sinovac, is also based on an inactivated form of SARS-CoV-2
(Baraniuk, 2021), and results seems to indicate that is generally safe and well tolerated, with
few adverse effects. Zifivax, a protein subunit vaccine developed by Anhui Zhifei Longcom,
requires three doses and uses proteins based on the receptor binding domain of the SARS-
CoV-2 virus. The Spike Ferritin Nanoparticle COVID-19 vaccine (SPFN_1B-06-PL) is
a SARS-CoV-2 spike fused to H. pylori ferritin nanoparticle vaccine candidate developed
internally at the Walter Reed Army Institute of Research (Joyce et al., 2021) and is currently
being tested in a clinical trial.

CoronaVac efficacy differs in several trials but ranges from 86% efficacy reported by the
United Arab Emirates to 91.25% in Turkey and 78% effective in Brazil at preventing mild
cases according to a phase III trial involving 12,000 healthcare workers, suggesting that the
vaccine was only 50.4% effective against symptomatic COVID-19, and 65% effective in very
mild cases in Indonesia (Baraniuk, 2021). CanSinoBIO’s one dose jab was found to be 75%
effective in Pakistan, and is currently being tested in Argentina, Chile, Mexico, and Russia
(Baraniuk, 2021). T-cell immune responses occur after natural infection and correlate with
reduced disease severity and reduced viral loads (Rodda et al., 2021; Rydyznski Moderbacher
etal.,, 2020; Tan et al,, 2021). Comparison of the humoral and cellular responses to Comirnaty
(Pfizer-BioNTech) and CoronaVac (Sinovac) showed that Pfizer induces stronger humoral
responses; nevertheless, CoronaVac induces higher CD4+ and CD8+ T-cell responses to the
structural protein (Mok et al., 2022).

AstraZeneca (ChAdOx1 nCOV19) vaccine efficacy from Brazil and the United Kingdom
trials reach 70.4% efficacy against symptomatic COVID-19, with 66% in moderate-to-severe
disease, ranging from 64% in South Africa to 72% in the United States. However, the efficacy
against severe disease, hospital admission, or death was 85%. Meanwhile, Pfizer-BioN'Tech and
Moderna, the two mRNA vaccines authorized for use in the United States, were approximately
87% effective for preventing COVID-19 hospitalizations and near 100% protection against
severe COVID-19 (Braden et al., 2021; Dragan et al., 2021).



Rare Adverse Effects of COVID-19 Vaccines

Since COVID-19 vaccines have been in use in the European Union and the United
States after December 2020, adverse reaction caused by the main vaccines ~manufactured by
AstraZeneca, Janssen, Moderna, and Pfizer-BioN'Tech— have been reported, and EMA and
FDA have recognized so far about 30 to 40 types of adverse reaction. The negative effects
associated to COVID-19 vaccine encompass allergic, dermatological, gastrointestinal, and
neurological reactions; localized and non-localized pain; lymphadenopathy, arthralgia, myalgia,
arthythmia, and cardiovascular events, including myocardial infarction, cardiac or respiratory
arrest, neurosensory disruptions, cerebrovascular accidents, hemorrhages, coagulopathy,
pulmonary dysfunction, and thrombosis, myocarditis, and pericarditis (EMA, 2021b, 2021c).

Opverall, although not statistically significant, there seems to be a slight increase in the
number of adverse reports of females associated with Oxford-AstraZenaca (50.6%) and Pfizer
(53.2%) vaccines, while the Moderna vaccine has more reports linked to males.

Branda & Tosi (2022) did a comparative analysis of the adverse effects and the influence
of age and sex in the four most well-known vaccines. Results showed 43% of the serious adverse
events occurred in the Comirnaty vaccine (Pfizer/BioNTech), 72% in women and 27% in men.
Spikevax (Moderna) accounted for 49% of the serious effects, 69% of them in women and
30% in men. The most reported adverse events with Vaxzevria (AstraZeneca) refer to general
disorders and administration site conditions (26%), followed by nervous system disorders
(21%), and musculoskeletal and connective tissue disorders (15%); 71% of them were related
to women and 27% to men, while 58% of reports involve women and 41% men with Janssen
(Janssen-Cilag). Adverse events matched the results presented in all vaccination, and most
of the notifications involve generalized disorders and administration site conditions (25%),
followed by nervous system disorders (from 17% to 21%), musculoskeletal and connective tissue
disorders (12% to 15%), and gastrointestinal disorders (8%) as the main side effects.

EudraVigilance —the system for managing and analyzing information about suspected
adverse reactions to medicines— and VAERS —the CDC and FDA’s Vaccine Adverse Event
Reporting System— showed that the risk estimates of adverse reactions by vaccine type were
larger for the Pfizer-BioNTech vaccine, followed by AstraZeneca and Moderna. The Janssen
vaccine presented lower risk in both databases. However, the mRNA and vectorized vaccines
displayed comparable risk estimates of deaths, hospitalizations, and life-threatening reactions
(Montano, 2022). The incidence of those acute life-threatening conditions seemed to be more
frequent among individuals aged 65 years and older and happened, for the major part, within
the first seven days post-vaccination.

Among the most serious and very rare adverse event linked to COVID-19 vaccines,
anaphylaxis and myocarditis have been described after mRNA vaccination; thrombosis
with thrombocytopenia syndrome after Janssen and AstraZeneca vaccines, and neurological
Guillain-Barre syndrome after Janssen vaccine have also been reported.

Occasional cases of Stevens-Johnson syndrome (SJS) or toxic epidermal necrolysis (TEN)
—severe cutaneous adverse reactions— related to COVID-19 vaccination have been reported
after the Moderna vaccine in the United States (Elboraey et al., 2021; Dash et al., 2021); and a



case of erythema multiforme (EM) in an elderly patient after receiving the BNT162b2 mRNA
COVID-19 vaccination in Germany was also recorded (Gambichler et al., 2021).

Recent studies have also reported possible associations between mRNA COVID-19
vaccines —higher with mRNA-1273 compared to BNT162b2- and the risk of myo-pericardial
inflammation. The majority of myopericarditis developed after the second dose of the vaccine,
particularly among younger males, has been shown in several studies including those from Hong
Kong (Chou et al., 2022), France, and Canada (Abraham et al., 2022).

Widespread vaccination with adenoviral vector vaccines against COVID-19 raised
different safety concerns. A few rare cases of cerebral vein thrombosis (CVT) associated with
thrombocytopenia have been observed after the first dose of the adenoviral vector vaccines
CHADOX1 NCOV-19 (Vaxzevria; AstraZeneca) and AD26.COV2.S (Janssen; Johnson &
Johnson) (Schultz et al., 2021; See et al., 2021). Blood clots and thrombocytopenia are very rare
side effects. The thrombotic adverse drug reactions were more prevalent among the age group
65 and younger, with a 55% prevalence in females; and a lower rate of unusual site thrombosis
was observed for the mRNA vaccines (3-5%) compared to the adenoviral vaccines (31-44%)
(Abbattista et al., 2021).

In March 2021, some concerns were raised about an increased risk of thrombosis associated
with thrombocytopenia in people who had received the AstraZeneca and Jenssen vaccines. These
patients exhibited thrombosis at unusual sites, thrombocytopenia, elevated d-dimer levels, and
reduced fibrinogen levels (Greinacher et al., 2021; Scully et al,, 2021). Even more strange, most
of them were fit and healthy young people, mainly women (Greinacher et al,, 2021). In these
cases, cerebral venous thromboses and ischemic stroke dominated the clinical presentation. Other
pathological events included deep veins thrombosis in legs and pulmonary embolism. Portal- and
splanchnic-vein thrombosis, cardiac or cerebral arterial events, with myocardial infarctions and
cerebrovascular accidents, were also common in people younger than 50 years of age (Simpson et
al,, 2021). The high mortality (22%) associated with Vaccine-induced immune thrombocytopenia
and thrombosis was highest among patients with a low platelet count and intracranial hemorrhage,
and especially those with cerebral venous sinus thrombosis (Pavord, 2021).

Another study identified deep venous thromboses (DVTs) and pulmonary embolism
associated with the Moderna and Pfizer vaccines in the same study period (EMA, 2021d).
A substantial difference, however, was the age of the subjects. Thus, while the majority of
thrombotic adverse events linked to the Oxford-AstraZeneca vaccine were reported in the age
group 18-64 years (53.8%), these events reported for Moderna (48.2%) and Pfizer vaccines
(47.3%) took place in the older age group of 65-84 years (Tobaiqy et al., 2021).

Although these are serious side effects, it is worth mentioning that they are very rare
(between 2 and 8 cases per million doses), and therefore, all health agencies worldwide agree
that COVID-19 vaccine benefits outweigh risks.



Potential Pathophysiological Mechanisms of Adverse Reactions

One of the main concerns about COVID-19 vaccines is the lack of data in prophylactic
vaccination, particularly from the use of nucleic-acid-based technology (Feldman et al,, 2019).
There is, however, enough research and information to allow the identification of three
pathophysiological pathways of COVID-19 vaccines leading to adverse reactions.

1t pathway

COVID-19 vaccines based on nucleic acid technology cause a strong immune response via
Toll-like receptors (TLR) and involve many inflammatory mediators, including interleukins
(IL) IL-6, IL-12, interferon type 1 (IEN-1), and tumor necrosis factor a (TNFa), and processes
like maturation of dendritic cells, or induction of CD4+ and CD8+ T cell responses, among
others (Vallazza et al., 2015; Ritter et al., 2002; Kramps & Probst, 2013; Polard et al., 2013).
These strong immune reactions linked to COVID-19 seems to be age-dependent associated
with degenerations of hemodynamic and cardiovascular structures (Ageno et al., 2008; Aujesky
et al., 2005) and may increase the risks of pathophysiological mechanisms related to tissue
damage and thromboembolic events (Lazaros et al., 2021).

Results from clinical trials indicate that adenovirus proteins from the adenovirus-vector
technology, provoke an acute-phase immune responses involving IL-6 and TNFa and activation
of innate immunity cells —mast cells and neutrophils— (Ritter et al., 2002). The cytokine cascade
activation can lead to an acute shock-syndrome, which can induce acute respiratory distress,
alter the intravascular coagulation and cause multiorgan failure (Lazaros et al,, 2021). Thus,
pro-inflammatory environments related to TNFe, matured dendritic cells and the receptors
TLR3 and TLR?7 has been associated with progression of autoimmune diseases such as lupus
erythematosus and rheumatoid arthritis (Kim et al., 2015; Thibault et al., 2009).

2 pathway

The second pathway involves the known spike S pathogenicity of the of SARS-CoV-2
which has been implicated in the endotheliopathy and coagulopathy observed in severe
COVID-19 cases. The spike S protein is a strong activator of the alternative pathway of
complement which may contribute to the endothelial damage observed in COVID-19 patients
(Yu et al,, 2020), and enhance aggregation of platelet and formation of thrombus (Zhang et al.,
2020), or cross the blood-brain barrier and is taken up by the neural cells, the lung, liver, kidney,
and spleen (Rhea et al., 2020). The spike protein can also cross other types of blood endothelial
barriers like the spinal cord, ovaries, testes, and eyes, and can induce innate immune responses.
This pathophysiological pathway involving transduction across blood barriers and immune
response could explain some of the neurological and inflammatory reactions.

39 pathway

A final pathway for the pathogenicity of mRNA vaccines involves possible anaphylactic
reactions by complement activation and enhanced platelet aggregation (Verhoef et al.,
2014) due to lipid nanoparticles used to deliver the synthetic mRNA, which prevents
the metabolization of the nucleic-acid and increase the blood and plasma concentrations
(Christensen et al., 2014). This effect may contribute to the pro-inflammatory responses and
the increased risks of thromboembolic or anaphylactoid outcomes. Reactions of this type,



including pulmonary embolism, thrombosis, cerebral hemorrhage, myocardial infarction, or
cerebral venous sinus thrombosis have been reported in autopsies and identified as mechanisms
involved in COVID-19 vaccines negative outcomes.

The increased risk in population over 65 years old may be related to age-dependent
alterations in biological structures and functions such as the increase of pro-inflammatory
cytokines (Franceschi et al., 2007) and clotting factors in serum (Mari et al., 2008), not to
mention the increased cardiovascular and cerebrovascular risk due to pathogenic alterations of
the vasculature (Ungvari et al., 2018). All these elements may influence the negative outcomes
of COVID-19 vaccines in some cases.

Conclusion

This article attempted to summarize the current knowledge of COVID-19 vaccines and
portrayed some of the negative effects and, in some cases, outcomes of the vaccines. However, as
is true for any tool in healthcare, vaccines are not without risks. In most cases adverse effects are
attributable to other factors such as age or comorbidities and not solely to the vaccine itself. It
should not be ignored that COVID-19 vaccines have saved millions of people’s lives worldwide
and so far, are the only effective weapon to fight and defeat the pandemic. Once again, information
is key in this battle. However public perception and politics cannot be ruled out to play a role and,
in some cases, a crucial role in the acceptance of vaccines by the general population.

One thing that transpired from this pandemic and how it has been handled is the need
to educate the public about science to their level of understanding; also, the importance of
transparency and honesty from governments and government agencies in fostering trust. It is
not possible to ignore situations in which information has been concealed, an example being
the Anthrax vaccine and how the FDA violated its own rules by failing to seck public comment
on an experimental vaccine before approving the vaccine (Dyer, 2004), or how the Department
of Defense maintained that the vaccine was safe, even when many service members did not
believe the information that was being given to them about it (Black, 2004). Providing accurate
information and truthful reporting to the public, offers individuals control over their own lives,
something lacking when governments take control. Information is key, and in this case, less is
more. Clear, simple, and straightforward evidence give back power to the public. Regulation
of social media and all the gibberish posted and passed for truth can also help to mold public
opinion in circumstances like the one discussed in this article. But finally, personal responsibility
and seeking the truth based on scientific findings independent of political opinions is something
available to us that should be pursued.



End Notes

End Note 1: Vaccines are known by their commercial name, their manufacturer, or
vaccine name. Below is a list of the current vaccines along with their commercial name and
manufacturer.

* AD26.COV2.S (Janssen; Janssen-Cilag or parent company Johnson & Johnson)
* AD5-nCOV (Convidecia Air™; CanSinoBIO)

* BBIBP-CorV (VeroCell; Sinopharm)

* BNT162b2 (Comirnaty; Pfizer/BioNTech)

* CHADOX1 NCOV-19 (Vaxzevria; AstraZeneca)

* DB15806 (CoronaVac; Sinovac)

* Gam-COVID-Vac (Sputnik V; Russia's Gamaleya Institute)

* mRNA-1273 (Spikevax; Moderna)

* SPFN_1B-06-PL (SpFN; Walter Reed Army Institute of Research (WRAIR)

* ZF-UZ-VAC-2001 (Zifivax; Anhui Zhifei Longcom)

End Note 2: Below is a list of some of the more relevant variants of COVID-19. It is worth
mentioning that this list is not a complete compilation of all know variants:

* Alpha: B.1.1.7

* Beta: B.1.351

* Delta: B.1.617.2

* Delta Plus: AY.4.2

* Gamma: P.1; B.1.1.28.1

* Epsilon: P.2; P.3; B.1.427; B.1.429; B.1.617.1; B.1.526; B.1.525; C.37; B.1.621

» Omicron: BA.1; BA.2; BA.3; BA.4; BA.5; BQ.1; BQ.1.1; XBB.1.5; BE7; XBB.1I;
BM.1.1.1; BN.1; BE11; B.1.1.529; BA.2.75; CH.1.1; XBF; XE (recombinant BA.1/
BA.2)
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Abstract

This article explores the manifestation of healthcare outcome disparities based on racial, gender,
and socio-economic factors. A recent examination of healthcare outcome disparities illuminates
the consequences of a long and painful history of discrimination against minority populations
in the United States. This article advocates the construction of interdisciplinary research

teams that harnesses expertise from multiple areas outside of STEM (Science, Technology,
Engineering, and Math) fields and that can craft solutions to address the social impact of
medical advances. Such teams can infuse new perspectives and awareness of the broader
consequences of medical research at all levels of academia. Healthcare outcome disparities
represent a complex concern with no easy solutions. However, integration of this subject

matter into the curriculum at every level of training for healthcare professionals may inspire

a diverse response from a wide range of insights and interests to ameliorate these persistent
issues. The literature reviewed for this article postulates that interdisciplinary research teams
(including patients and community members) may foster innovative paradigm shifts creating
breakthroughs in clinical methods (e.g., treatment procedures for a variety of ailments).

Keywords: healthcare disparities, curriculum, racial, gender, socioeconomic demographics,
interdisciplinarity



Introduction

This article focuses on the criticality of building awareness of health disparities, their
implications, and critical mitigations or interventions in the educational venues for healthcare
professionals at all levels. The track record of healthcare in this country regarding ethnic,
gender, and socio-economic demographics represents a case study of injuries from neglectful
ignorance at best and monstrous disregard for the sanctity of human life at its worst. These
medical disparities have their roots in the fabric of this country from the eighteenth century
onward.

A recent book by Harriet Washington includes numerous accounts of the malevolent
treatment of African Americans (viz., healthcare in the United States). She opens her book by
contrasting two competing perspectives on Dr. James Marion Sims, considered a pioneer in the
field of obstetrics and gynecology, who also serially mutilated the bodies of enslaved Black women.
Washington (2006) recounts the brutal and tortuous genesis of the gynecological discipline:

Betsy's [an enslaved woman depicted in portraits of Dr. Sims as a subject of his
experimentation] voice has been silenced by history, but as one reads Sims’s biographers
and his own memoirs, a haughty, self-absorbed researcher emerges, a man who bought
black woman slaves and addicted them to morphine in order to perform dozens of
exquisitely painful, distressingly intimate vaginal surgeries. Not until he had experimented
with his surgeries on Betsy and her fellow slaves for years did Sims essay to cure white
women (Washington, 2006, p. 2).

The variety of disparities in healthcare outcomes based on racial/gender and
socioeconomic factors appear across the spectrum of illnesses experienced in the human
family. The general postures of society, whether governmental, educational, medical,
industrial, or theological have conceived and perpetuated these disparities. Ameliorating these
inequities necessitates recognition of their existence, revision of the practices that foster their
perpetuation, and individual and communal engagement in continuous improvement aimed
toward more balanced healthcare outcomes. It is critical that both the overall reduction in
illnesses for all populations and an improvement in the likelihood that clinical research and
treatments are grounded in the potentially impactful and unique demographic variables that
affect healthcare outcomes.

The mistrust that remains a pervasive element of the psyche in many sectors of African
American community exists from the vast and considerable legacy of “Medical Apartheid” well-
articulated by Harriet Washington and forward through the relative recency of the Tuskegee
Experiments. Since the turn of the 21st century, governmental efforts appear to have increased
regarding the study and documentation of healthcare and treatment outcome disparities.
Studies reviewed for this article articulate the increased effort by the U.S. government to
document these disparities (Arday et al., 2000). identified a variety of inaccuracies in healthcare
databases regarding the information on race and ethnicity critical to assessing outcome
disparities. Their article discusses incremental efforts, from 1978 to the present, to minimize
information gaps. These authors note the following regarding a presidentially focused effort:

In February 1998, President Clinton committed the Nation to eliminate the disparities in
six areas of health status experienced by racial and ethnic minority populations: (1) infant
mortality, (2) cancer screening and management, 3) cardiovascular disease, 4) diabetes,



5) human immunodeficiency virus infection/acquired immunodeficiency syndrome, and
6) immunizations (US Department of Health and Human Services, 1999) (Arday et al.,
2000, p. 109).

The unfortunate reality of disparities in healthcare treatment outcomes exists throughout
the human life cycle from pediatrics to post-mortem. It is well established that there are
numerous inaccuracies in the forensic sciences impacting aspects of identification related
to African Americans and other ethnic groups, (Washington, 2018). A recent article
contextualizes the manifestations of disparities in the outcomes of the readings of arterial
oxygen saturation in African American patients versus white patients. Valbuena et al. (2022)
articulate the troubling results as follows:

Compared to White patients, critically ill Black patients receiving mechanical ventilatory
support had increased risk of occult hypoxemia defined as low SaO, despite a pulse
oximetry reading within ranges of 92% to 96%. Similarly, higher odds of occult hypoxemia
amongst Black patients were noted even at higher SaO, levels. Bland-Altman plots similarly
demonstrated racial differences in bias, precision, and (consequently) root mean square
error--all worse in Black patients. There was no evidence of such diminished detection of
occult hypoxemia in Hispanic and Asian patients compared with White patients (Valbuena
etal., 2022, p. 974).

Extrapolating the potential delay in secking medical attention related to COVID-19
infection based on inaccurate pulse oximeter readings has catastrophic implications for African
Americans in particular. In many ways, this apparent design flaw represents the fundamental
lack of acknowledgment of the diversity of patients in medical device design and engineering.

This contemporary example illustrates the persistent manifestation of disparate
outcomes. The intent of this discourse revolves around the need to: a) acknowledge the
ubiquitous presence of these disparities at all levels of clinical research and practice, b) to
study these manifestations in an integrative or interdisciplinary manner, ¢) determine the root
causes, mitigations, and d) integrate the subject matter into the mainstream of curriculum
for healthcare professionals at all levels and disciplines of education. As outlined herein,
the manifestations and causes for these disparities frame the quintessential application of
interdisciplinary mental modeling and mixed methodological approaches.

Herein, the authors advocate an increase in interdisciplinary research, the infusion of
awareness of the disparities in clinical treatment outcomes in the general curriculum for every
level of clinical education, and a focus on the proliferation of clinical methods focused on
improving outcomes. An interdisciplinary approach integrates the mix of quantitative and
qualitative data utilized to understand and define root causes. Moreover, these disparities are
rooted in complex human cultural contexts in addition to nominally scientific and clinical data;
hence a singular analytical approach or research methodology has limitations.

Ultimately this notion of interdisciplinarity research flows from an epistemological
orientation: how do we know something and what is the best process to gain that knowledge?
As will be discussed later, a way of knowing is rooted in cultural, social, and colloquial habits.
These habits impact what is seen or perceived and, by extension, what can be understood



and gleaned from the process of research. Repko & Szostak (2017) frame a definition of
interdisciplinary research as follows:

Interdisciplinarity involves a set of practices: asking research questions that do not
necessarily constrain theories, methods, or phenomena; drawing upon diverse theories
and methods; drawing connections among diverse phenomena; evaluating the insights
of scholars from different disciplines in the context of disciplinary perspective; and
integrating the insights of those disciplinary scholars in order to achieve a holistic

understanding (Repko & Szostak, 2017, p. 9).
Razzaq et al. (2013) quote the following from the National Academy of Sciences:

Interdisciplinary research (IDR) is a mode of research by teams or individuals that
integrates information, data, techniques, tools, perspectives, concepts, and/or theories
from two or more disciplines or bodies of specialized knowledge to advance fundamental
understanding or to solve problems whose solutions are beyond the scope of a single
discipline or area of research practice (Razzaq et al,, 2013, p. 153).

Torraco et al opine that an integrative process facilitates an elevated research agenda by
including paradigms outside of the current standard unilateral literature review methods. In
recognition of the limitations of randomized control trial (RCT) methods to excavate the
sources of healthcare disparities, this article parallels the conclusion that a more inclusive search
mitigates those blind spots.

Finally, in looking at the complexity of racial and socioeconomic factors in terms of health
outcome disparities, many assumptions, values, and interpretations have to be challenged. Lau et
al., (2016) caution researchers in terms of assumed equivalency of efficacy of interventions:

Researchers also cannot assume that interventions will have equivalent effects on symptoms
and functional impairment outcomes across ethnic groups. For example, the impairment
associated with depression symptoms appears to differ between Latinos and Whites
(Huang, Chung, Kroenke, & Spitzer, 2006) and less improvement in impairment has been
observed in African Americans receiving CBT [cognitive behavioral therapy] compared to
other groups (Miranda et al. 2003). A combined quantitative and qualitative approach may
help identify the relevant dimensions of symptoms and impairment that are meaningful to
ethnic minorities in clinical trials (Lau et al., 2016, p. 408).

The propensity for researchers and clinicians to postulate that treatment methods and
outcomes based primarily on data from a myopic demographic view, that is, white and male,
must be mitigated by treatment methods that incorporate a diverse, equitable, and inclusive
frame of reference. Incorporating diverse and inclusive frames of reference can provide a source
of disruptive and innovative insights increasing the likelihood of improved outcomes. The
educational and training curriculum necessarily, as a matter of life and death, incorporate these
diverse views.

This article approaches the subject by sharing some background perspectives and the case
for change. A discussion section follows to elaborate on the implications garnered from a variety
of perspectives. The section outlines five themes that articulate the basis for the insights herein.



Lastly, we reiterate the advocacy for the infusion of awareness of these and other disparities
into the general curriculum for every level of clinical education. Further, there must be a focus
on increasing interdisciplinary research to create new or enhanced clinical methods directed at
improving outcomes.

Background and Case for Change

Healthcare disparities in the U.S. supervene from oncogenic practices entrenched in the
history of cultural, ethical, and socioeconomic systems of this country. The litany of examples,
ranging from simple ignorance to calculated subjugation, underscore the brutal consequences
borne by marginalized populations vis a vis disparate healthcare outcomes over time. While
these problems are certainly not unique to the U.S,, this article focuses on the retarding domestic
effects of these systems. Washington (2006) quotes Dr. Martin Luther King Jr. as follows in
regard to healthcare disparities:

“Of all the forms of inequality, injustice in healthcare is the most shocking and the most
inbumane.” In 1965 Martin Luther King Jr. spoke these words in Montgomery Alabama,
at the end of the Selma to Montgomery March...

(Washington, 2006, p. 3).

Healthcare disparities are present in nearly every area of the healthcare delivery system. Along
the continuum from the various healthcare institutions (e.g., hospitals, medical schools, insurance
companies, research institutions, clinics, etc.) to individual patient attitudes, habits, and practices,
there are a plethora of independent and confounding variables that impact these disparities.

Valdovinos et al. (2020) tackle the thorny issue of affordable access to healthcare and the
implications for treatment outcomes. These researchers endeavored to study the impact of
expanding Medicaid eligibility through the Affordable Care Act and the attenuated outcomes
related to acute myocardial infarction (AMI). These researchers looked at two states, California
and Florida between 2010 and 2015. California, a state that expanded Medicaid, was compared
with Florida, a state which did not expand Medicaid. They set the context as follows, describing
the outcome for AMI generally:

Despite advances in care for acute myocardial infarction (AMI), or heart attack, racial

and ethnic minorities have experienced decreased access to care and worse outcomes than
white patients after AMI [1-10]. These racial inequities exist across the entire spectrum
of care after AMI, from access to care, to acute treatments, to long-term outcomes. African
American patients with AMT are less likely than white patients to be admitted to hospitals
that pcrform invasive procedures to treat AMI (e.g., percutaneous coronary intervention
(PCI)), [5] and less likely than white patients to be transferred to receive these procedures
[6,11] (Valdovinos et al., 2020, p. 2).

These researchers outline a context that thematically resonates with a variety of healthcare
disparities in terms of outcomes across different disease categories. Moreover, reflecting on the
six areas of focus articulated by the Clinton administration, the narrative looks at four of the six.

There is a range of concerns regarding the root of healthcare disparities in terms of
outcomes and treatment efficacy. To name a few: a) access to affordable healthcare providers



and institutions; b) effective communication, translation of the focus and responsibilities of
treatment regiments, multilateral cultural attitudes, habits, practices, values, and interpretive
lenses; c) research methods and theoretical models that are narrowly focused (e.g., with regard
to DEI (diversity, equity, and inclusion), with regard to RCT, etc.); d) disparities in educational
attainment and perspectives; ¢) issues of mistrust, clinicians educational attention to healthcare
disparities and implications; and other concerns.

An important outcome of the work of Valdovinos et al. (2020), related to some
improvement as a function of improved access (viz the Affordable Care Act) but these
improvements are limited in scope. The authors note as follows:

Our study found that Medicaid expansion was associated with a decrease in racial
disparities in transfers to PCI-capable hospitals for patients who initially presented to
non-PCI hospitals and rates of PCI after AMI. Our results did not identify an association
between the Medicaid expansion and changes in racial disparities for the overall likelihood
of admission to PCI hospitals, 30-day readmissions, or in-hospital mortality (Valdovinos et
al,, 2020, p. 10).

However, the authors confirm that other confounding variables exist that impede
mitigation of healthcare disparities in their specific case and generally:

Additionally, as other studies have demonstrated, not all types of insurance are treated
equally [28]; because both being uninsured and having Medicaid insurance (versus private
insurance) are associated with decreased access to care and rates of PCI for AMI, the
expansion of Medicaid alone may not be sufficient to address racial disparities in care and
outcomes after AMLI. Finally, while access to care is fundamental to improving outcomes
after AMI, years of literature have demonstrated persistent racial disparities in treatment
and outcomes after AMI even among individuals with the same type of insurance. This
suggests that structural racism is a factor that must be directly addressed if eliminating
decades-long racial inequities in access, treatment and outcomes after AMI is to be
achieved (Valdovinos et al., 2020, p. 12).

As this discourse progresses, more specificity about some of the other factors needing to be
considered come to the forefront. For example, systemic thinking is required, which connects
with the concept of interdisciplinary approaches to mitigate this problem. Innovation in this
space will flow from humility in regard to dogmatic paradigms toward a vacillation between
other ways of knowing, divergent and convergent discourse, in a manner advocated by Thomas
Kuhns in The Structure of Scientific Revolutions. Humility or more open-minded considerations
of cultural habits and practices of various demographic groups (e.g. gender, socioeconomic,
ethnic, and racial) and the potential impact on healthcare outcomes, that is clinical research/
practice and potentially improved healthcare outcomes.

One set of researchers noted the extra resources required in terms of labor, sourcing of
patients for clinical trials, methodological complexities, and financial costs, as impediments
to expanding the scope of clinical trials and other treatment modalities to be more inclusive.
Clearly, the cost of not addressing these hurdles proves staggering on its own, particularly in
light of the medical burden endured by patients who remain left behind as a consequence. Such
an opinion eschews the moral imperative that should form the basis of medical research. It is not



simply about the financial costs, it is about the lives saved and medical burdens lessened. This
complaint allegorizes the introduction of the lunar space mission by President Kennedy

President Kennedy asked the nation to embark on a journey to the moon. Was it expensive?
Yes. Was it challenging? Yes. Did it have a quantifiable return on investment with a high bond
rating? No! He based his rationale on national interest. What can be more in the interest of
the nation than equitably and equally caring for the citizenry without regard for racial and
socioeconomic standing? What more powerful life-affirming stand could the nation take? His
remarks contextualize the importance of eliminating healthcare disparities in terms of quality of
life and economic prosperity. Space.com (2011) quotes President Kennedy’s perspective on the
level of interdisciplinary and systemic thinking required:

This decision demands a major national commitment of scientific and technical manpower,
material and facilities, and the possibility of their diversion from other important activities
where they are already thinly spread. It means a degree of dedication, organization and
discipline which have not always characterized our research and development efforts. ...
New objectives and new money cannot solve these problems. They could in fact, aggravate
them further--unless every scientist, every engineer, every serviceman, every technician,
contractor, and civil servant gives his personal pledge that this nation will move forward,
with the full speed of freedom, in the exciting adventure of space (Space.com, 2011).

President Kennedy garnered support for the lunar mission even with a beneficial-
but-esoteric outcome for the American public. Although the advocacy for investment in
interdisciplinary research application reflects this example, what differentiates the two is the
result certainty: the outcome of investing in new research methods is easily quantifiable. In spite
of this knowledge, however, resistance to improvement remains.

In closing the dialogue for the case for change and the foundation of the advocacy for
impacting clinical training to incorporate awareness of the issues associated with disparities
in healthcare outcomes, two researchers frame the context for the dialogue: Bao et al (2007)
and Stevens & Shi (2002). In the discussion section of this article, the authors relay first-hand
experiences that align with the scholarly literature. Further, citations relaying insights from
podcasts and documentaries substantiate this perspective.

Bao et al. (2007), discuss the contrast in cancer screening “between” versus “within”
physician differences based on racial/ethnic/socioeconomic status and how those biases manifest
when patients are cared for by different physicians than their white counterparts or with higher
SES (socioeconomic status). The “within physician” differences manifest when patients are cared
for by the same physician as their white counterparts but receive different care. This perspective
illustrates some of the variables related to the approach and interactions with patients regarding
cancer screening. Additionally, it illuminates some of the complications associated with patient
and physician cultural and socio-economic paradigms as they impact disparities. The researchers
used surveys from trials conducted by the “Communication in Medical Care” research series in
Southern California. The impact of physician attitude had bearing:

... physicians may perceive minority or low-SES patients to be less interested in cancer
screening and/or less likely to adhere to screening (van Ryn and Burke 2000) and thus
may be more likely to forgo discussing cancer screening in the first place. ... Finally, patient



preferences and physician attitudes and perceptions may interact to reinforce each other
over time (Bao et al., 2007, p. 953).

As noted earlier, at every stage of life, these healthcare disparities are present. Stevens &
Shi (2002) conducted research relating to health disparities in the quality of primary care for
children. Their research indicated a lack of attention to the quality of primary care quality for
children. They conducted inquiries via structured telephone interviews utilizing the “Primary Care
Assessment Tool.” The sample population came from a school district in San Bernardino County,
California. They reviewed the “cardinal features of primary care quality” and found the following:

After controlling for family demographics, socioeconomic status, and health system
characteristics, minority children experienced poorer quality of primary care across
most domains of care compared with white children. Asian Americans reported the
lowest quality of care across most domains, but particularly in first-contact utilization,
interpersonal relationship, and comprehensiveness of services received. (Stevens & Shi,

2002, p. 573).

Overall, historical inequality in healthcare affects a wide range of groups across the divisions
and intersections of race, gender, and socioeconomic identifiers. Contemporary manifestations of
these inequities reflect the insidious effects of the medical burden endured by these communities
and their exclusion from research inquiry. The expansion of curriculum across healthcare
educational disciplines will build awareness of disparities, and their implications and frame a
sturdy foundation for critical mitigations (in terms of healthcare disparities).

Discussion

This article review outlined five primary elements flowing from the aforementioned
references for this discussion. However, there are additional elements and intricacies beyond the
taxonomy noted. The primary themes outlined in this article are:

a) Access to affordable healthcare providers and institutions,

b) Cultural factors (e.g., effective communication, translation of the focus and
responsibilities of treatment regiments, multilateral cultural attitudes, habits, practices,
values, and interpretive lenses)

c) Research methods and theoretical models that are narrowly focused (e.g., with regard to
DEI, with regard to RCT, etc.),

d) Healthcare professional awareness of cultural dimensions,

e) Issues of mistrust, clinicians’ educational attention to healthcare disparities and
implications, and other concerns.

Access to Affordable Healthcare

Two studies reviewed contextualize the impact of access to healthcare. The studies indicate
persistent disparities in healthcare outcomes. Valdovinos et al. (2020) focused on the impact
of access to healthcare in regard to the treatment of acute myocardial infarction. Lynch et al.
(2015) focused on patterns of multimorbidity in the context of patients with type 2 diabetes.
Valdovinos et al. (2020) demonstrated improvement in outcomes based on accessibility to



healthcare insurance. Recall, Valdovinos et al. (2020) compared two states, California and
Florida. California is representative of a state that expanded the ACA. Florida is representative
of a state that did not expand the Affordable Care Act. Two points about the impact of access
to affordable healthcare insurance are striking. First, there was some improvement in treatment
based on a narrow element, but the net impact overall was negligible. Moreover, the researchers
found that there was variability in treatment even with patients with private insurance coverage.

Turning to Lynch et al,, (2015), these authors interestingly point to challenges in
multimorbidity in the context of patients with type 2 diabetes. One of the sample populations
was patients in the Veterans Administration healthcare system. The researchers came to a
common conclusion (viz healthcare disparities):

Among individuals with diabetes, traditionally disadvantaged groups, including non-
Hispanic blacks and rural patients, appear to bear the greatest burden and risk of
multimorbidity. Significantly greater odds with increasing number of comorbidities were
seen by race/ethnicity, rural residence, and geographic region (Lynch et al,, 2015 p. 27).

Importantly, the patient base had similar access to healthcare and thus offers an important
point of research relative to other factors and variables that account for disparities. They noted
the following:

There are important advantages in showing the pattern of multimorbidity in a very large
population of patients who have similar access to healthcare, such as in the VA healthcare
system. The paradigm shift in the focus of care toward patients rather than their disease,
combined with provisions from the Affordable Care Act that increase access to healthcare
across the broader US. population, should enhance the ability of various healthcare systems
to improve the management of multimorbidity. However, the shifting demographic toward
racial/ethnic minorities who bear a heavier burden and higher risk of chronic disease, with
poorer control, calls for greater focus on comprehensive patient-focused interventions that
empower patients for greater self-management (Lynch et al., 2015, p 30).

This study along with the AMI study indicate a far more complex issue in terms of
mitigating healthcare disparities than access to affordable healthcare might otherwise provide.
Increased access is a critical element of the eventual algorithm.

Cultural Factors

Cultural factors impact the communication and interpretation of healthcare information
and treatment plans. These complex factors can also impact trust and therefore disclosure.
From the aspect of dimensions of diversity, many constructs can be used to articulate these
complexities. A common metaphor is that of an iceberg. Above the waterline, one can see more
obvious elements of diversity (in both patients and healthcare providers). Above the waterline are
elements like racial dimensions, gender dimensions, generational dimensions, and so forth. Below
the waterline are less obvious elements like nationality, religious or spiritual beliefs, educational
background, communication styles, cultural traditions, and so forth. Elements of power and
cultural implications of power dynamics play a role. Again, this is a multimodal dynamic between
patients, healthcare providers, and insurance providers; in short, a systemic context.



Revisiting the cancer screening study, the researchers noted the following in terms of
screening disparities:

However, disparities in cancer screening utilization exist even among people with a usual source
of care or who regularly visit their physicians (for example, McMahon et al. 1999; also see Table
2). Studies have examined patient reported barriers to cancer screening and found that a greater
proportion of minority and low-SES persons cite “lack of awareness” and “not recommended
by a doctor” as the main barriers (Finney, Nelson, and Meissner 2004), suggesting that racial/
ethnic and SES disparities in physician—patient communication regarding cancer screening
may have contributed to disparities in screening rates (Bao et al,, 2007, p. 952).

In particular, examining educational levels, Bao et al. (2007)) found three important
insights related to cultural dynamics:

First, patients with low education may have had less exposure to various health topics
including cancer screening from sources other than one’s health care providers and are thus
less likely to initiate discussion with their physicians about cancer screening. ... Second,
deficits in comprehension and cognitive abilities and in health literacy in particular
associated with lower education may have put these patients at a disadvantage when it
comes to cancer screening (IOM 2004). The decision about cancer screening necessarily
involves tradeoffs between future benefits and current costs, which is likely an important
clement of physician—patient discussion. ... Third, physicians may hold stercotypes of
low-education patients (c.g., “low-education patients are less interested in screening”), and
interact with their low-education patients in a different way, forgoing opportunities of
discussing cancer screening during a clinical encounter (Bao et al., 2007, p. 965).

In reviewing methodologies for conducting healthcare research, Lau et al., (2016) note
some of the limitations of RCT’s (randomized control trial) in regard to real world application,
particularly in a mental health context. Regarding language, a critical cultural dimension, they
note as follows:

It is imperative that trials provide assessment and treatment in the appropriate language(s)
and dialect(s) spoken by the ethnic group under study. However, a metanalytic review of 76
studies evaluating interventions culturally adapted for ethnic minorities revealed that 40%
of the studies included only native English speakers (Griner & Smith, 2006). Of those trials
including non-native English speakers, 25% provided treatment only in English (Lau et al.,

2016, p. 405).

Lastly, Song et al. (2014) clearly described the point herein articulating the relevance of
cultural diversity and healthcare outcomes and approaches. Their study sought to articulate
the relationship between patient-provider communication and social-cultural factors related to
prostate cancer treatment. The ultimate conclusion was that race was not the controlling factor
in terms of differences in patient quality of care between African American and Caucasian men.
The view of race as a cultural construct was acknowledged by the researchers. Furthermore,
and uniquely, these researchers parsed various attributes within various dimensions of diversity
outside of race and found that positive communication in terms of patient-provider was
associated with high school education or higher, greater religious beliefs, physician trust, and
less perceived racism.



The authors concede and even support the conclusion that inclusive behavior, infused
with respect, empathic and active listening, along with concurrent axiological or values frames
should produce positive outcomes. This does not mitigate the impact of race as a social
construct. The likelihood of having lower socioeconomic status, educational levels, and higher
levels of perceived racism do fall out along racial lines. For example, even in their results, the
researchers found a higher level of perceived racism among African Americans versus their
Caucasian counterparts. Now, fold in higher levels of education, and like Bao et al. (2007),
improved outcomes are anticipated.

Communication is an undisputed element of cultural paradigms, and communication
dynamics play out in both racial and ethnic frames of reference. Nobles, Goddard, and Cavil
(1985) define culture’s prime characteristic as that it frames the basis for interpreting reality.
Further, culture is the medium wherein the nine areas of human activity, outlined by Fuller (1971)
are expressed as actions and reactions to white supremacy as a cultural paradigm (e.g. education,
politics, economics, etc.). Nobles, Goddard, and Cavil (1985) define culture as follows:

When culture is defined as a scientific construct it becomes by definition, “the process
which gives people a general design for living and patterns for interpreting reality” As such
nothing human happens outside of culture. Culture is the medium of human functioning

(Nobles, Goddard, and Cavil, 1985, p.5).

Cultural paradigms act as a superstructure in which research, analysis, clinical practice, and
healthcare education all exist and frame meaning. Culture outlines what values get primacy;
and what epistemology is preferred. The United States represents a multicultural society that
requires a compound lens to integrate perspectives. No single discipline has the analytical
dexterity to frame all the things that subsume human activity and fundamentally necessitates an
interdisciplinary modality

Collins (1998) as well as other authors (Ore, 2008); Gans, 2005)) speak to what can
be framed vis a vis race and socio-economic constructs. The analysis by Song et al. (2014)
is admirable but falls short in terms of dealing with the complexities of cultural differences
regarding race, gender, and socio-economic dynamics. These authors help outline an interpretive
lens for analysis, but the analysis falls short of root cause identification. In fact, Gans (2005)
asks and answers the question of the persistence of racial constructs and hierarchy as a function
of reinforcing the “country’s socioeconomic pecking order” Yet the question of why that
pecking order exists, seemingly universally, as witnessed by Trask (1999), remains unanswered.
Pecking order is a euphemism for power dynamics. In the physician-patient paradigm, all the
pressures and implications of social power dynamics manifest between these two parties. While
communication can generally be enhanced by polite and even engaging dialogue, the dynamic of
effective physician-patient communication rests on navigating those differences.

Within unjust power relations, groups remain unequal in the powers of self-definition
and self-determination. Race, class, gender, and other markers of power intersect to
produce social institutions that, in turn, construct groups that become defined by these
characteristics (Collins, 1998, p. 204).

Furthermore, the focus of that pecking order, aimed generally at indigenous people of color
around the world, leaves much for contemplation. Thus, the root cause of structural injustice-



particularly that based on race, class and gender-represents a uniquely controversial and thorny
subject, in the context of healthcare as in other elements of human interaction.

Research Methods

Research methodology in the context of healthcare fundamentally anchors in the
randomized control trials. It is acknowledged that this methodology is powerful and has
broad application. The intent herein revolves around augmentation of current approaches
rather than refutation. The authors have first-hand perspective in terms of the intention of
some pharmaceutical corporations to include more ethnic minorities in clinical trials based on
documented differences in the efficacy of some pharmaceuticals based on race, gender, or other
demographic. Clearly, this task is quite challenging based on numerical representation, study,
budget, and timing among other factors. To reference President Kennedy, the payoff is measured
in the forward advance of humanity.

Lau et al. (2016) articulated at least four challenges with including ethnic minorities in
RCT. They are paraphrased as:

* Specialized organization for building sampling protocols, participant interactions, and
recruitment efforts

* Potential adverse impact on RCT results in terms of useful analytics
* Socio-economic impact (e.g. “SES is a confounding variable with minority status”)

* The potential to fortify “deficit views” of underrepresented groups viz “multiethnic” RCTs

Lau et al. (2016) point to the promise of integrating additional methodologies into the
research process in addition to significant patient input and consideration in methodology
and design.

A major critique leveled against the use of RCTs as the gold standard for validating
treatments for ethnic minorities involves their relevance to the exigencies of “real-world”
clinical practice and the broader socioecological context of service delivery. Ethnic
minorities have less access to mental health care and the care they do receive is less likely to
reflect current best-practices. (USDHHS, 2001); (Lau et al., 2016, p.409).

This is an example of the intention to augment rather than refute an “open trial” with
Latinx adults related to Culturally Competent Relaxation Interventions. This was a mental
health treatment protocol. The researchers took an allocentric view and used culturally
appropriate guided imagery linked to interpersonal connection rather than forcing the
“canonical solitary, peaceful imagery.”

Lastly, Lau et al. (2016) offer community-based participatory research (CBPR) as a
methodological frame to augment hypothesis-driven research. CBPR is posited to drive
discovery orientation. They see the benefits as follows:

CBPR involves collaboration between multiple stakeholders to identify community
problems and resources, set research agendas, develop measurement tools, implement study
results, and build capacity to for sustaining change (Israel, Eng, Schultz, Parker, & Satcher,
2005). Influenced by principles of action research, CBPR seeks to critically examine



dynamics of power and privilege in the research partnership, give voice to individuals’ lived
experiences, dismantle traditional hierarchies of knowledge, and promote community
ownership of the research endeavor (Wallerstein & Duran, 2006); (Lau et al., 2016, p.410).

This perspective on methodology integrates quantitative and qualitative ways of knowing.
It is in essence grounded in “action research” designed to add texture and meaning to research
outcomes. Additionally, this approach impacts the effects of power dynamics and engenders trust.
As discussed earlier, putting the interest or cultural proclivities at the center of clinical practice in
addition to RCT and other methodologies can positively impact healthcare outcomes.

Healthcare Professional Awareness of Cultural Dimensions

Navigating across cultural differences presents a daunting challenge under the best of
circumstances. Having a conscious perspective of both personal and interpersonal elements of
dimensions of diversity is a starting point. From the starting point, the healthcare professional
embarks on an educational focus to engage difference in the service of mitigating disparities in
healthcare outcomes across racial, ethnic, and socio-economic differences. Bao et al. (2007),
articulate several points of concern in this space. In describing some of the challenges with
cancer screening, they point to physicians’ lack of appreciation for the dimensions of diversity
represented by the patients they serve-as noted earlier.

These researchers also point to the lack of awareness of physicians serving “different racial/
ethnic or socioeconomic backgrounds” in terms of physician communication and interaction.

Physicians treating patients of different racial/ethnic, or SES backgrounds may differ in their
training in physician-patient communication and preventive care. There is evidence that
physicians who treat black patients are less likely to be board-certified and more likely to see
themselves as unable to provide high-quality health care (Bach et al. 2004). Also, physicians
serving in low-income, minority communities are more likely to be graduates of foreign medical
schools and less likely to be board certified (Mitchell and Cromwell 1980; Perloff, Kletke, and
Neckerman 1986; Bellochs and Carter 1990; Fosset et al. 1990; Mitchell 1991). Ashford et al.
(2000) found that inner-city physicians were not as knowledgeable about national guidelines for
preventive care as physicians in general. Disparities in the quality of training and knowledge of
prevention are likely to result in less frequent discussion of cancer screening among physicians
treating patients of racial/ethnic minority and/or low-SES (Bao et al., 2007, p. 953).

This is a very strong observation and correlates well with other researchers’ conclusions
(c.g., good communication article). The main point centers on awareness and insurance of
understanding of key elements associated with inclusive and equitable engagement between
healthcare professionals and patients.

Issues of Trust

Many of the issues of disparities in outcomes combined with the issues of navigating
cultural differences, and not the least, historical issues of “Medical Apartheid” combine to
create a more or less intense feeling of mistrust. The construct articulated by Maister et al.
(2004) regarding trust provides a powerful lens for reviewing the subject in the healthcare
context. These authors describe trust as the sum of credibility, reliability, and intimacy divided
by self-interest. Credibility is the sense that what you articulate has veracity. Reliability is the



sense of keeping one’s word. Intimacy is the sense of familiarity. Self-interest speaks to the idea
of working for the greater good.

In terms of the healthcare interaction across the dimensions of diversity, there are and
continue to be concerns related to trust. Based on the brief literature review, concerns about
credibility, intimacy, and self-interest (connected to the trust equation noted above) seem to
manifest most. An elementary example related to credibility is the oximeter issue discussed
carlier in this article. Many people depended upon an accurate reading of blood oxygen levels to
determine the need for more acute care. For a person of color to have an inaccurate reading as a
function of the design of the medical device represents a failure of the system, either benign or
otherwise, it is neglect. The oximeter is a contemporary example.

This article has provided a broad discussion of the issue of intimacy between the healthcare
community and people of different racial/ethnic and socio-economic backgrounds as well as
gender. The hallmark of this issue lies in cultural competency and a sense of cultural humility
on the part of the researcher. Song et al. (2014) noted that when patients and physicians share
a common racial background, patients rated their visits as more participatory. To be clear, other
factors play into the notion of intimacy. Those factors have been articulated as dimensions of
diversity (e.g., education, gender, generational, etc.).

Self-interest is the last consideration. This issue revolves around the tension amongand
between the healthcare professional, the healthcare institution, the pharmaceutical company,
and or medical device company. This concern transcends many racial/ethnic, socioeconomic,
or gender boundaries. The profit motive, the prestige motive, and the ego-centric motive are
all elements of self-interest that impact the level of trust. Here there is a thin barrier of ethical
standards that must be fortified in the interest of the common good--the patient. A clear
element of mitigation in the context of healthcare disparities is awareness, transformed into
understanding and empathy, fused with action research. This combination of items ought to
inform curriculum and educational experiences across the spectrum of healthcare mechanisms.

The NIH among other institutions is recognizing at an increasing level the importance of
leveraging awareness of disparities in healthcare outcomes. As the country seems poised to take
a new direction regarding diversity, equity, and inclusion, due consideration must be given to
the mitigation of healthcare disparities. Specifically, the nation is becoming more diverse along
a number of demographic axes. Fundamentally, race, gender, and socioeconomic factors can
impact healthcare outcomes.

Implications and Conclusions

The legacy of healthcare disparities pervades both historic and contemporary contexts
at all levels of the healthcare system and the reach and impact of these disparities cannot be
underestimated. Although there is pain on all sides of these issues, enduring the short-term
growing pains leads to long-term victories across multiple fronts that address many of these
hang-ups: study costs, increasing study participant diversity, communications, research team
composition, expanding the scope of outcomes being studied, etc. Many of these hurdles
are being addressed as recognition for the need for interdisciplinary research permeates all
STEM fields. As time has moved on, even within STEM fields, there is increasing recognition
for the need for interdisciplinary research. Today, on a research team, one can find a software



engineer, a mathematician, and a physician working to solve the same problem. As we become
more conscious of the benefits of intra-disciplinary collaboration, we hope to see similar
understanding for the importance of inter-disciplinary collaboration: It must be kept in mind
that the consequences of this research and its conclusions will be endured by other human beings,
particularly those doomed to dwell within the lower socioeconomic castes. Cross-pollination
with fields within social sciences and humanities facilitates more complete exploration of research
questions and includes more investigation of what happens outside of the clinic.

Failure to diversity perspectives within the research team led us to a place that limits the
scope of research questions to be explored. This debilitates researchers’ and clinicians’ ability
to create a fulsome view of problems being studied and creates redundant solutions to complex
clinical issues that do not exercise any meaningful improvement to the overall condition of the
population; and even less so for those already underserved members of society. The source of
this quandary links to historic disdain for those deemed less socially valuable and erroneously
presumed separation of clinical outcomes and life outside of the doctor's office.

Without these considerations well upstream of the educational curriculum during the
research and clinical practice which informs the curriculum, healthcare professionals broadly
will lack awareness and sensitivity to practice across differences. The authors' experience
with the manifestations of the current ideological zeitgeist ranges across the commercial and
academic research spaces in STEM, social science, and humanities genres of study. In all spaces,
minority groups were rarely adequately represented on any level of the study construction.
When the topic of disparities is broached, discussions are often superficial and presented as a
charcuterie board of topics rather than a robust meaningful exploration of cause and effect. The
social or structural determinants of these disparities is therefore not covered in a way that leaves
students learning about these disparities without appropriate context. This leaves the curriculum
without mention of the cultural implications of practicing across differences.



Special Attribution

The above photograph is that of former President Bill Clinton greeting a survivor of
the Tuskegee Syphilis Study. It is the 1997 artistry of Sharon Farmer. A White House
photograph, it is in the public domain per: https://commons.wikimedia.org/wiki/
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From Army Private to Navy Vice Admiral:
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“We were sent to clear a road where . . . a truck bad hit a mine. . . . I actually found a mine
in the middle of the highway. We had to render it safe. . . . It was basically [an] explosive they
[Viet Cong] had dug out of one of our bombs--a 25-pound chunk of explosive and the fusing was a
C-ration can. They had wired a battery to it with a contact at one end and a contact at the other
end, so when a truck ran over the can, it would bring the contacts together and act as a fuse. It was

Jfairly primitive but effective. My teammate was holding the wires coming out of the C-vation can
fusing device. He put his wire clippers over them and I found myself saying, ‘Stop!” What he had
been about to do was cut both wires at the same time, which would have shorted the battery and
triggered the device. You cut one wire at a time! Later I thought, well, it was a good thing that my
brain somebow did that. I was still alive”

— John Mateczun
2019 Oral History

* * %

Defusing landmines and shells was an unlikely beginning to a military career that would
span 46 years and take John Mateczun from Army private to Navy vice admiral. During
my own career as Historian of the Navy Medical Department, I was privileged to spend
professional time with John Mateczun when he served as Acting Surgeon General of the Navy
in 2005. I distinctly remember one conversation I had with him when he concentrated on his
Vietnam experience serving in the Army as an enlisted explosive ordnance disposal (EOD)
technician. Deactivating mines and unexploded artillery shells is a job that definitely requires
focused attention, or as John said in his oral history, “coming to trust intuition in dangerous
circumstances.” Quite an understatement.

What fascinated me most about the Admiral’s highly unusual career was the circuitous
path he took that eventually encompassed four military services: Air Force, Army, Navy, and
Marine Corps. Yet despite his high-ranking leadership positions, John Mateczun came across as
understated and introspective, certainly not a “backslapper.” I always sensed there was so much
more to this extraordinary man than what I was seeing. He had built up a seemingly inner personal
wall I couldn’t quite penetrate. I wanted to get to know him better, but with all his commitments
as a senior officer and physician, I never had the opportunity to dig deeper. And I regret that I
didn’t make a greater effort to try to understand this complex and very remarkable man.



John Mateczun: His Beginnings

John Mateczun was born, raised, and educated in New Mexico, a state not noted for its Navy
culture. On his mother’s side, he was descended from pioneers of Irish heritage who settled in New
Mexico as homesteaders in the late 19 century. John’s paternal grandfather had emigrated from
Lithuania and settled in Chicago. The name Mateczun (pronounced “Mattison”), according to
family lore, was anglicized from “Mataciunas,” most likely when John’s grandfather entered the
US. through Ellis Island. John’s father, Alfred, a college graduate and a skilled welder, moved to
Albuquerque where he met Margaret Costello. They married on the eve of World War II.

World War IT affected the Mateczuns as it did everyone else either in uniform or on the
home front. John’s father, already 40, enlisted in the Navy after Pearl Harbor, brought his welding
talents to the Seabees, and helped construct bases in the South Pacific. His mother and her three
sisters moved from Albuquerque to California to seek work in the wartime aircraft industry. Her
three sisters worked shifts turning out airplanes while Margaret kept house for them and cared
for her young son, Alfred. The Mateczuns and other members of the family survived as a unit
until the war ended and returned to New Mexico. John was born in 1946 after his father was
discharged from the Navy. Alfred senior, who had already been to college, took advantage of the
GI Bill to procure a doctorate in education. He then taught industrial arts with welding as his
specialty, and eventually became a school principal and education administrator until he retired.

John Mateczun attended high school in Albuquerque and participated in football,
basketball, and track. When he graduated in 1964, his options seemed limited. As he put t,
“This was an environment where there wasn’t a lot of money to pay tuition. So I tended to think
about opportunities for higher education in a more limited way. The traditional way out of a
small town was through education via a potential sports scholarship or joining the military”
(Mateczun, 2019).

Because a knee injury put the sports route out of reach, the military was John’s next option.
With his father a veteran and his older brother, Alfred, having already attended the Air Force
Academy in Colorado Springs, military service “was part of the context of our life” (Mateczun,
2019). With his excellent academic record, John followed in his brother’s footsteps. He was
nominated and accepted into what was the youngest of the service academies, the Air Force

Academy, barely a decade old.

But an Air Force career was not to be. After his freshman year, John applied the brakes. An
engineering-based acrospace career was really not what he had in mind, and engineering was
the Academy’s main focus. And with the Vietnam War simmering but not yet at a boil, John
Mateczun wanted to see action before that conflict ended. He feared the end of that distant war
would happen before he graduated from the Air Force Academy. “Combat was seen as the real
test of proving yourself, of being initiated into the American inner sanctum, and being accepted
culturally by all the older veterans” (Mateczun, 2019).



Private Mateczun: Soldier

John Mateczun joined the Army in 1966 to prove himself in time of war. But the other
reason was to take advantage of GI Bill benefits so he could eventually finish college. He
ended up in the Ordnance Corps and was soon deployed to Vietnam. Ironically, his brother,
then an Air Force aviator, also received orders to the battle zone at the very same time, flying
reconnaissance missions out of Tan Son Nhut airbase near Saigon. The troop buildup was
already in progress, and the January 1968 Tet Offensive was just months away.

John was stationed at Cu Chi near Saigon. Unknown to him and the Army at that point
was what lay beneath them. The Viet Cong had dug a network of tunnels to house weapons,
food, medical supplies, communications equipment, and even hospitals. Many times during the
Tet Offensive, the base came under fire. “Close to a quarter of our base camp was destroyed in
rocket attacks” (Mateczun, 2019).

While at Cu Chi, John worked with several EOD personnel and became intrigued by their
mission. He noted that these men had earned a great deal of respect from other Army personnel.
But at the same time, many thought those technicians, the ones who actually defused mines and
booby traps for a living, were out of their minds for the chances they took. But bomb disposal
was just the kind of dangerous challenge John craved. Not surprisingly, he volunteered for EOD
training shortly after the Tet Offensive, which thereby extended his enlistment. He was then
assigned to the Fifth EOD Detachment in Okinawa, deployed to Thailand, and then again to
Okinawa where he volunteered for another tour in Vietnam.

John Mateczun was discharged in 1970 with the rank of staff sergeant and having earned a
Bronze Star. But he recalled, “I had it in my head that if they were going to want me back in the
military again, they were going to have to drag me there in chains. Of course, that’s not the way
it worked out” (Mateczun, 2019).

A civilian once again, John attended the University of New Mexico on the GI Bill. “The
experience in Vietnam left me with a real thirst for things that I hadn’t known about before I
went--in psychology and history and all of the other vectors that go into our journey in life”
(Mateczun, 2019).

When John graduated in 1973, he had already set his sights on his next goal--becoming
a physician. But when he applied to the University of New Mexico School of Medicine, he
learned that some of the faculty members were suspicious, not because he hadn’t majored in
chemistry or biology but because of his previous military background. Divisiveness over an
unpopular war, as well as lingering distrust of Vietnam veterans, was common at the time.

While John was still in medical school and growing short on funds, a Navy recruiter
entered the picture. Following a tour of the Naval Hospital in Oakland, California, he and
several of his fellow med school students, also veterans, entered the Navy’s Senior Medical
Student Program. Ironically, one of those veterans was his brother Al, who had resigned from
the Air Force when that service refused to support his own application to medical school.
Despite the rebuff, Al plowed ahead, joining his younger brother in earning a medical degree.
Now both Mateczun brothers were Navy medical officers.



Lieutenant Mateczun: Navy Physician

A full-fledged member of the Navy Medical Corps, John Mateczun did his internship and
psychiatry residency at Naval Hospital Oakland, also earning a master’s degree in public health
from the University of California, Berkeley. Even as he added knowledge and other medical
skills to his inventory, psychiatry fascinated him most.

In 1982, he received orders to the Marine Corps as Division Psychiatrist and Assistant
Division Surgeon, 3rd Marine Division on Okinawa. This assignment added yet a fourth
military service to John Mateczun’s still young career. That one-year tour with the Marines
gave him a leg up when he returned. With his enlisted background, he stated, “I knew a lot
more about where enlisted people, and operational people in general, were coming from than
anybody else in the department” (Mateczun, 2019). That assignment with the Marines would
not be his last.

Opver the next several years, Mateczun served in many Navy medical facilities, including the
National Naval Medical Center in Bethesda, Maryland. As he moved up in the Navy Medical
Department, more responsibility naturally came his way. One duty was supervising staff in
training with all its accompanying nightmares, such as overseeing “all those inexperienced
residents in the middle of the night to decide if somebody’s suicidal or not, and if you can send
them back to their duty station, or their home, or wherever it is you're going to send them. That
can be terrifying in and of itself” (Mateczun, 2019).

By 1987, John Mateczun was Chairman of the Department of Psychiatry at Naval
Hospital Portsmouth, Virginia, located near the headquarters of the Atlantic Fleet. In that role,
he dealt with several incidents in which personnel required mental health interventions. One
such instance was a tragic explosion and fire in April 1988 aboard the submarine USS Bonefish,
which took three lives and injured many more crewmen. In April 1989, a turret explosion
aboard the battleship USS Jowa resulted in the deaths of 47 crewmen. On John’s watch, Special
Psychiatric Rapid Intervention teams, headquartered at Portsmouth, provided much needed
mental health support to the survivors of the Bonefish tragedy and the crewmen of the Iowa
disaster.

John Mateczun recognized early on that he couldn’t simply rely on his medical degree. He
was on an endless quest to develop expertise in order to become a more effective physician. In
court martial proceedings, Navy psychiatrists are often called upon as expert witnesses to testify
as to a defendant’s mental responsibility. This merger of psychiatry and military law could be
confusing to the uninitiated, but it was not in John Mateczun’s nature to be unprepared. The
solution: a law degree. After taking courses in night school at Georgetown University Law
Center, he earned his law degree in 1988. Shortly thereafter, he became board certified in
forensic psychiatry, a subspeciality of psychiatry related to criminology, which connects law and
psychiatry. His legal training also had a side benefit. It gave him the skill “to understand a lot of
surrounding issues, because you can translate between organizational languages and sometimes
cultures. . .. For me, it became an asset in dealing within organizations” (Mateczun, 2019).



Rear Admiral Mateczun:
Consultant, Special Assistant, and Deputy Surgeon General

Assignments and titles that followed his tour at Portsmouth are too many to list, but
John Mateczun quickly became a recognized leader within the Navy Medical Department.
He could handle any task thrust upon him. During the Desert Storm phase of the Persian
Gulf War (January-February 1991), he deployed to Saudi Arabia as a special consultant to
the Marine Forces Central Command. His mission was to assess the organization and quality
of in-theater mental health support for the Marines and Navy personnel. He recognized that
anticipated amphibious operations required coordination between the Navy and Marine Corps
staffs. Members of those staffs “did not agree how to split up the mental health mission. ... It
was chaotic; it was hectic. Had I not had combat experience, it would have been much more
daunting” (Mateczun, 2019). John Mateczun’s management skills and subtle diplomatic touch
resolved the issue. Yet through it all, the perceptive psychiatrist was not oblivious to those
who would provide that mental health support. As he later pointed out, “Who cares for the
caregivers?” (Mateczun, 2019).

John Mateczun’s organizational prowess was now widely recognized even outside the
Navy Medical Department. He found his job completely transformed from clinician to full-
time administrator, often playing the role of “special assistant” He served as Special Assistant
to the Assistant Secretary of Defense for Health Affairs and Chief Medical Officer for the
TRICARE Management Activity. In 2001, while serving as the Joint Staff Surgeon in the
Office of the Joint Chiefs of Staff, he witnessed firsthand the September 11 attack on the
Pentagon and its aftermath. He joined other medical personnel in treating some of the initial
casualties brought to the DiLorenzo Pentagon Health Clinic, then helped evacuate them to
other local medical facilities.

John Mateczun, a one-star rear admiral by 2003, then did a stint as Commanding Officer of
the Naval Medical Center San Diego. He then returned to Washington to serve at the Bureau of
Medicine and Surgery (BUMED) as Deputy Surgeon General from 2005 to 2007. For several
months in 2005, he oversaw a major reorganization and led the Bureau as Acting Surgeon
General. His steady, competent hand at the helm did not go unnoticed by those who worked at
BUMED at that time. But soon enough, the recently promoted two-star Rear Admiral’s talents
were needed elsewhere.

Base Realignment and Closure (BRAC) was about to happen and Rear Admiral John
Mateczun would play an important role. “Base Realignment and Closure” was a term that
struck terror in the hearts of many who worked in the Department of Defense, cither as military
personnel or civilians. Twenty-two major military bases were to be shuttered with the enlarging
or shrinking (realignment) of another 33 bases. The Secretary of Defense was required to begin
carrying out the recommendations by the fall of 2007 and complete the process no later than
the fall of 2011.



Vice Admiral Mateczun:
Commander, Joint Task Force

In response to BRAC, Rear Admiral John Mateczun suddenly found himself the newly
appointed Commander of Joint Task Force National Capital Region for medical facilities. His
mission, perhaps the most complex and trying in his military career, seemed mind-boggling.
He was tasked with consolidating four inpatient military hospitals--Walter Reed Army Medical
Center, the National Naval Medical Center, Malcolm Grow Air Force Hospital, and Dewitt
Army Hospital--into two inpatient facilities. Walter Reed and the National Naval Medical
Center combined to become the “Walter Reed National Military Medical Center.” Malcolm
Grow Air Force Hospital closed as an inpatient facility, and was redesignated the “Malcolm
Grow Medical Clinic and Surgery Center” Dewitt Army Hospital became “Fort Belvoir
Community Hospital.”

In carrying out this seemingly impossible order, John Mateczun had to deal with the
Secretary of Defense, Assistant Secretaries of Defense, Secretaries of the Army, Navy, and Air
Force, the governors of Maryland and Virginia and their staffs, senators, congressman, and even
local politicians. In recognition of the complexity of his mission, John Mateczun was awarded
his third star. Up to this point, the only Navy physicians, that is, those who could attain this
active duty rank, were Surgeons General of the Navy.

This herculean undertaking was contentious and often aggravating, with competing
interests, meddling by individual members of Congress, and interservice rivalries trying his
patience on a daily basis. During this time, his wife, Elizabeth “Betsy” Holmes, recalls, “He
was respected by people from all the services because he wasn’t committed to just having it
be Navy. Although he was accountable not to the services but to the Department of Defense
and Congress, he spent years being mistreated, harassed, challenged, and threatened. One
CNO [Chief of Naval Operations] told him, If I could fire you, I would.” Every night, John
would come home exhausted and I'd ask him, ‘Have you been fired yet?” And he would laugh”
(Holmes, 2023).

After a four-year ordeal, all newly merged hospitals were up and running, ready to serve
military personnel and their families in the National Capital Region for medical facilities. John
Mateczun had accomplished his mission, and, after 44 years serving the nation, he was ready to
retire and begin the next chapter in his life as a civilian.

John Mateczun’s retirement was short-lived. From 2013 to 2019, he worked for United
Healthcare Military & Veterans Services, a managed care support contractor. He served first as
the company’s chief medical officer and then as president and CEO.



Travels with John

Then there was John the man--not John the son, the husband, the father, or the Admiral.
John Mateczun was a multifaceted “renaissance man,” who loved theater, opera, music,
literature, the humanities, and sports. “Those interests made him who he was,” mused his
wife, herself a retired naval officer and psychologist. The Kennedy Center for the Performing
Arts and Baltimore’s Center Stage were frequent destinations. And although his operatic
interests were many, Betsy pointed out that he devoured Wagner’s works most of all. “John
went through the four operas of Wagner’s Ring Cycle at least three times, going by train to
New York’s Metropolitan Opera for each performance.” He was on a relentless quest to unravel
the sometimes heavy and overarching complexity of Wagner’s operas. “You really have to love
Wagner to do this;” she said. “In his case, it wasn’t really a love but a commitment.”

John Mateczun also had a knack of combining travel with literature. When he, Betsy, and
their three children traveled, those vacations often were literature-inspired pilgrimages. “He
created everything for us so it could be enjoyable but valuable in terms of learning. For a trip to
Cuba, he arranged everything for a Hemingway theme,” Betsy called to mind. Family members
prepared by reading The Old Man and the Sea. She added, once there, “We even went to the bars
Hemingway frequented and the writer’s home near Havana where he wrote several of his best-
known novels.” A subsequent vacation to Ireland likewise became a James Joyce experience. In
Rome, John arranged a private tour of the Colosseum, the Vatican, and the Sistine Chapel.

John also had a spiritual side. When Betsy was stationed in Rota, Spain, she learned about
St. James and the Camino de Santiago, the pilgrimage through northwestern Spain leading
to the shrine of Saint James in the Cathedral of Santiago de Compostela in Galicia. She made
the 500-mile-long trek with her sister in 2006. In the intervening years, John also developed
an interest in doing the walk but never mentioned it to his wife. As he neared retirement in
2012, he declared his intention to walk the Camino as a rite of passage or transition from the
Navy. Accompanied by daughter, Laura, he completed the pilgrimage, a physical and spiritual
experience that enhanced the bond between father and daughter.

Betsy and John later compared their experiences, each teasing the other. “Well, you didn’t
have it as hard as I did. You let someone else carry your bag? I carried my bag the whole time!”

“I got blisters and you didn’t”

“I got bitten by bedbugs and you didn’t”

But beyond the good-natured repartee, both partners could not deny the enhanced internal
spirituality they each experienced. Together they shared this religious experience walking the
Camino de Santiago, even though they did so at different times.

Vice Admiral John Mateczun passed away on November 7, 2022, after a long illness. By
all measure, his “soup to nuts” career from U.S. Army private to US. Navy vice admiral was
extraordinary in what he achieved along the way. Always focused on the task at hand, whether it
was cautiously defusing a landmine, treating a patient with genuine compassion, providing sage
advice to his superiors, commanding a naval hospital, or leading his family on a literary tour,
he accomplished it all competently in his quiet, efficient way. The legacy this great man left his
family and the nation speaks for itself.
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Introduction

Sixty-seven years ago, Emmett Till, a Black 14-year-old teenager, was brutally lynched in
Mississippi for speaking to a White woman, Carolyn Bryant. His body was carelessly dumped
in a river and went missing for three days before being found. When the body was discovered,
Emmett’s uncle, Moses Wright, at first could not identify it due to how swollen Emmett’s
features were. His face was unrecognizable. An initialed ring that Emmett wore was the only

way his body could be identified.

No mother would ever wish to face the same adversity as Mamie Till-Mobley, Emmett’s
mother. Through her bravery, Mamie pushed America toward civil rights and voter rights
for Black Americans. Mamie and the National Association for the Advancement of Colored
People (NAACP) brought much awareness to Emmett’s case, leading to a trial in Mississippi
against the Bryant brothers for lynching Emmett. Unfortunately, they were found not guilty.
Meanwhile, Carolyn Bryant is still alive today and has not faced justice. However, Mamie’s
actions were hardly futile. Just two years after Emmett’s lynching, the Civil Rights Act passed
in 1957. Although much belated, 67 years after the lynching, Congress passed the Emmett Till
Anti-lynching Act, making lynching a federal hate crime.

While the story of Emmett Till is one that may make some people uncomfortable, 77/
(2022) reminds us how deeply rooted racism has been in America. Discrimination has plagued
not only the minds of people, but also the sacred American justice system. The fact that the
unsensible lynching of a 14-year-old only happened 67 years ago is terrifying. Additionally, it is
a stark reminder of the cruel and brutal violence amongst Americans that occurred solely due to
skin color. With that in mind, it is crucial that Americans remember the stains of onée’s history,



and 77/ (2022) directed by Chinonye Chukwu and written by Keith Beauchamp, is a poignant
reminder of these stains. Deborah Watts, Emmett’s cousin, applauded the film when she said, “A
story that Mamie Till-Mobley wanted told back in 1955 is finally going to be told to the world.”

T#ll (2022) is the story of a grieving mother who is cheated of a son and justice. Mamie
Till-Mobley never wanted to be a figure for social justice, but her tenacity led her to be an
instrumental figure during the Civil Rights Movement. 7i// pays respect to her actions and the
brave journey she set upon, but the film also reminds us about the importance of legislation
and fair trials that must never hinder a human’s rights and freedom. If America had had laws to
protect Emmett, he might still be alive today. To look more closely at T7//s message, the film will
be deconstructed for further analysis.

Film Summary

The film opens with Mamie (Danielle Deadwyler) and Emmett Till (Jalyn Hall) listening
to music and smiling while enjoying a mid-day drive. At first glance, this may seem like a
wholesome interaction between a mother and her son, but as the scene continues, the music
becomes distorted, and Mamie’s face conveys worry. They walk into a clothing store, and we see
the stark reminders of a pre-civil rights America. Mamie and Emmett are the only Black people
in the store, and the White customers glance at them as though they are aliens from another
planet. Almost immediately, a store employee confronts Mamie and informs her that there are
also shoes in the basement. Mamie replies, “Do your other customers know about those shoes?”
Emmett then calls for his mother and asks if she can buy him a wallet. At first, his mother denies
him the wallet, but he begs that he needs a new fancy wallet for his trip to Mississippi.

At Mamie’s home in Chicago, it is revealed that Emmett is planning a trip to Mississippi
with his cousins to pick cotton. Mamie expresses her disapproval, saying that Mississippi is
too dangerous for a Black youth. She thinks he would be better off in Chicago. Alma Carthan
(Whoopi Goldberg), Mamie’s mother, assures Mamie that her son will be fine. Later that
night, Emmett puts a polaroid photo of an actress into his new wallet. Mamie walks into his
room, and Emmett asks if he can wear his father’s ring on the vacation. Cautious at first, Mamie
eventually gives in and allows her son to wear it. She tells Emmett to be careful in Mississippi,
“Be small down there, Bo.” Little does Mamie know that his father’s ring would be significant
in later identifying her son’s disfigured body. The film follows Emmett and Mamie to a train
station where his uncle, Moses Wright (John Douglas Thompson) nicknamed “preacher,” and
his cousins meet them. Joyous music accompanies smiles and happy faces. Mamie and Emmett
share one last hug, and Mamie tells her son one more time to be “extra careful” As the train
departs the station, an accompanying bittersweet tune becomes abruptly distorted, transitioning
into a screeching violin. The camera focuses on Mamie who, while watching the train depart,
expresses panic and distress, almost as though she is reliving a choice she could have altered.

After the train scene, the film displays the title card, “T7// and the film then focuses on
Emmett’s time in Money, Mississippi. The story takes its audience to a field where Emmett and
his cousins are picking cotton. It is evident Emmett is not like all the other boys. He pulls pranks
and rebels against the work. Emmett and his cousins later go to a convenience store where all the
customers are Black. As Emmett browses around the shop, he meets the shop keeper, Carolyn
Bryant (Haley Bennett). Emmett is starstruck by Carolyn and compares her to the actress in his
wallet. Emmett’s nephew notices Carolyn’s discomfort and gets Emmett to leave. All Emmett’s



cousins quickly exit the store and enter their respective cars as Carolyn Bryant grabs a gun and
aims it at Emmett. Later the four boys attend an all-Black party. After much deliberation, they
decide that “no one needs to know.”

Later that night, Carolyn Bryant’s brothers, Roy Bryant (Sean Michael Weber) and his half-
brother JW Milam (Eric Whitten), approach Moses” home. They barge into the house looking
for “the boy that did the talking in Money.” They eventually find Emmett and abduct him at
gunpoint, all the while patronizing him by calling him “boy.” Although Emmett’s uncle and
aunt beg the Bryant brothers to let go of Emmett and cry that he is a young boy, the brothers
insist that Emmitt is going to learn a lesson. One of the brothers aims his gun at Moses Wright,
Emmett’s uncle, as he follows the brothers outside. His captors throw Emmett in the back of a
truck, where other Black farmhands employed by the Bryant family pin him down.

Once the Bryant brothers depart the farmhouse with Emmett, the film depicts what occurs
later that night. The camera pans across a dwelling in the fields, the house lights illuminating
the dark night. It is implied that the building is the Bryant’s farmhouse, and while it is not
explicitly shown, whipping, pleas for help, and laughter are audible. Emmett cries for forgiveness
and for mercy, but the brothers show no sympathy. They continue to torture the young boy in
their farmhouse for simply speaking to their sister. While the lynching is not actually shown,
hearing Emmett’s yelps and cries for help could sink anyone’s heart, especially when one realizes
that this atrocity occurred in relatively recent times. Not illustrating the violence was a very
intentional decision by film director Chukwu, who explained, “This story needs to be told in a
way that is humanizing, empowering, and necessary. There will be no physical violence against
Black people on screen because I'm not interested in relishing in that kind of physical trauma.
We're going to begin and end in a place of joy.” The choice not to show Emmett being beaten
consciously avoids sensationalizing Emmett’s killing. Indeed, such a scene would come across as
unnecessary and distasteful.

The following morning, Mamie awakens to a phone call from her brother. Mamie’s deep
anguish is evident as she informs her family that Emmett is missing. Mamie’s father is connected
to a man named Rayfield Mooty (Kevin Carroll), the Chicago Labor Union leader who
connects Mamie with the NAACP. The NAACP assists Mamie in finding the whereabouts of
her son through local newspaper articles about Emmett’s sudden disappearance. The film shows
a montage of newspapers thrown in front of homes, depicting how the news is quickly being
spread. Then, the viewer sees Mamie with a large number of friends and family as they anxiously
await news about Emmett. Eventually, Mamie’s friend enters her home and breaks the news that
her son was found dead in the river. The camera records Mamie’s reaction--a blank stare from
someone unable to digest the tragic news. Mamie then collapses.

Not long after Mamie receives this tragic news, America learns about Emmett’s fate. As
a White suburban family watches I Love Lucy, the show is quickly interrupted by a “Breaking
News Bulletin.” Emmett Till’s murder is the headline news. The film then moves to another
scene in which a Black family listens to a radio news broadcast about Emmett’s lynching. The
radio hosts discuss the possible indictment of the killers.

The film then returns to the Till family. Mamie and her family sit in the living room
watching the news. Mamie retreats to the front porch. Rayfield Mooty visits and tries to sell her
a plan that would influence lawmakers to pass a bill outlawing lynching because of Emmett’s



death. Mamie gets upset with Rayfield. At this point, politics are not on her mind. She just
wants to see her son.

Much later, Mamie arrives at a train station where many journalists are waiting with their
cameras. To keep from passing out, Mamie sits in a wheelchair, accompanied by her father and
fiancé. Mamie cries when she sees a giant cargo crate carrying her son, a very uncompassionate
way of transporting Emmett’s remains. Mamie rushes to the crate, holding onto it and begging
God for mercy. The pain-ridden mourning is accompanied by journalists taking photos of the
distraught mother. If one were to search Google “Mamie Till at train station,” actual photos of
this scene can be found.

Later, Mamie is at a funeral home with her deceased son, accompanied by her fiancé, Gene
Mobley (Sean Patrick Thomas) and the funeral director. After requesting she be alone with her
son, she removes the covers concealing her child. Emmett’s body is almost without skin. His
muscles and veins are exposed, and his limbs are swollen. As Mamie traces her son’s enlarged
legs, we can see that they are bigger than her hands. She later returns to Gene and asks that
he get Emmett’s favorite Christmas suit. She emphasizes, “It’s how he'd like to be seen.” Gene
questions Mamie, “Seen?” Mamie insists that the whole world needs to see what happened to
her son. The funeral director asks if he can clean up the body, but Mamie believes everyone
needs to see his body as she did, or else no one will believe her.

Another iconic moment in history is reenacted in the following scene. Mamie and Gene
stand near Emmett’s corpse before a photographer. Gene holds Mamie, and Mamie stares at her
son while Gene looks into the camera. Below them is Emmett’s body in a suit, his swollen head
is most visible. This photo was taken for the cover of Black-owned Jer magazine. Till recreates
the photo, but one can see the original picture by doing a Google search of “Emmett Till
Photo.” As the photo is taken, a radio report gives news of an open casket funeral for Emmett.

There are reactions from the general public. Some believe Mamie is brave, while others
think it is a “freak show.” Mamie gets her say in the radio interview, stating she wants to see
Carolyn Bryant and those involved prosecuted, “I won’t stop until that happens, even if I have to
go down to Money, Mississippi myself.” Once more, we see the news quickly spread throughout
America about the open casket funeral and the call for prosecution of the Bryant family.
Hundreds of people attend the funeral to convey their condolences and witness for themselves
the frightening condition of Emmett’s body. The choir sings “Ir is Well With my Soul” as the
camera zooms out from Emmett’s body in the casket. The film shows thousands of people lined
up to the casket to pay their respects. It was reported that 100,000 people attended the funeral
(Waller, 2021).

After the funeral, Mamie looks at the newspaper headlines, “2 Men Charged for Murder of
Chicago Boy.” She is angry that Carolyn Bryant was not charged, but Rayfield reminds her that
even indicting two White men is not an easy feat. The NAACP arranges for Mamie to go to
Mississippi for the trial, but first she is to meet with Dr. Howard in Mound Bayou, an all-Black
town where Black people who are attending the trial are staying for safety.

Dr. Howard (Roger Guenver Smith) is a Black chief surgeon and entrepreneur who
founded a successful life insurance company. Dr. Howard founded many businesses in Mound
Bayou and works closely with the NAACP. In fact, his mansion is known as the “Black



Command Center” because of the many Black reporters who work in his mansion. These same
reporters are also investigating the murder, looking for willing witnesses for the trial.

Mamie and her father are accompanied by NAACP first field secretary Medgar Evers
(Tonsin Cole) to the courthouse in Sumner, Mississippi. Sumner is a predominantly White
town, and the film makes clear that the setting is vastly different from Chicago. Not surprisingly,
Mamie, her father, and Medgar Evers are quickly subjected to discrimination. As White
journalists pressure Mamie to make a statement, a White child shoots a fake gun at Mamie to
startle her. Furthermore, only Blacks are subjected to a search. Before entering the court room,
Mamie and her company are patted down. The scene at the court room does not seem to
reflect the gravity of the situation; all the White people happily talk to each other with smiles.
In no way does it resemble a trial for the killing of an innocent youth. Again, Mamie faces
discrimination as the sheriff patronizes Mamie and her company. While the Whites can sit,
the Blacks are made to stand. As the trial begins, early red flags rise when the jurors enter. All
the jurors are White. Soon after the jurors enter, the lead prosecutor calls for a recess. Mamie’s
lawyer objects to the recess, but the objection is quickly overruled. It does not seem the judge
will be impartial.

During the recess, Mamie travels to Money, Mississippi, and visits the convenience store
where Emmett met Carolyn. Afterwards, she visits Emmett’s uncle, Moses Wright. Mamie
speaks with Moses sons, who all beg for her forgiveness and express their regret. As Mamie
hugs the boys, she notices a double-barreled shotgun hanging from the wall. Mamie gets angry
with Moses, demanding that he explain why he did not defend her son when he had a shotgun.
Moses retorts that if he had done anything, his own family would have been hunted down.
Furthermore, Moses indicated that he has no plans to testify against the killers: “No Negro in
Money has ever spoken out against a White man and lived.”

Later, the NAACP sends activists to “convince” Moses and Willie Reed, a farmhand for
the Milam family, to testify in court. Among the activists is Ruby Hurley, who knocks on Moses’
front door with a revolver. After a chase on foot, Willie Reed gives in, and he agrees to be a
witness in court along with Moses. Moses gives a compelling testimony of the events, and even
points out J.W. Milam in the court room. Willie Reed then speaks before the court; he gives his
account of hearing screaming from the Milam’s shed. Despite Willie’s account, he is grilled by
the lead prosecutor, “Why didn’t you cry help? Are you sure that’s what you heard?” By the end
of his testimony, Willie Reed seems defenseless.

Then the lawyers question Mamie who describes how she knew that the disfigured body
was her son. The actress for Mamie, Danielle Deadwyler, gives a beautiful performance. “But
these were the same parts of a boy that I nurtured and loved. Nothing and no one could hide
him from me. A mother knows.” But despite Mamie’s beautifully spoken monologue, the
prosecution is quick to paint a bad picture of Mamie and her son. The prosecution immediately
accuses Mamie and the NAACP of conspiracy when they learn from Mamie that she had an
insurance policy for Emmett in the case of accidental death or murder. Then the prosecution
accuses Emmett of being more unruly than the average youth. Finally, the prosecutor startles
Mamie by showing her a photo of Emmett’s lifeless body. Her voice breaks, and she can hardly
conceal her emotions. However, Mamie answers every question. Before leaving the witness
stand, Mamie says to herself, “They killed my son again.” The following night, Mamie stares at
the night through her bedroom window. Her reflection reveals a mother who feels defeated.



The next day, Carolyn Bryant testifies in the court room. The testimony seems out of
place, as the judge acknowledges her testimony is irrelevant to the case, and the jury is not
present in the courtroom. Carolyn Bryant fabricates a story about how she met Emmett on a
“dark night.” The lies continue as she describes Emmett sexually assaulting her. Carolyn claims
Emmett aggressively pinned her hands behind her back and bent her over as he made sexual
comments about her. It becomes clear that the testimony is used to redirect the focus and make
Emmett appear malicious. Before Carolyn continues, the camera follows Mamie as she exits
the courthouse. Her father asks why she is leaving before the trial is over. Mamie already knows
what the verdict will be. She does not want to hear what she already knows. As she is driven
away from the courthouse, the radio makes it known that the two Bryant brothers on trial were
found not guilty.

After the trial, Mamie gives an eloquent speech before the members of the NAACP in
Harlem, New York. Mamie criticizes not only the Mississippi criminal justice system, but also
the federal government as they stood “idly by, doing nothing to bring Emmett’s killers to justice.
Mamie continues by criticizing the country: “If this country fails to protect the Black body from
hate, America has yet to meet their promise. Either freedom for everyone or freedom fails.”
Mamie goes on to say that she never thought she would be an activist for others, but when her
son was lynched, it woke her up to the injustices in America, “When something happened to the
Negroes in the south, I said ‘well that’s their business not mine” Now I know how wrong I was.”
Mamie goes on to say that the lynching of a Black person anywhere in the world better be “the
business of us all.” This speech truly reveals the change in Mamie through her journey, from a
mother with a son to an activist fighting for civil rights.

The final scene shows Mamie coming home after delivering her speech. She removes
her jewelry and sits in silence. Years before, the house was more lively with her son’s presence.
She plays a tune on her turntable before walking into her son’s room. The dim room gets
progressively brighter and changes into a more vibrant yellow color. Mamie’s expression also
changes from gloomy to content and smiling, an expression the viewer hasn’t seen since her son
was alive. The camera pans from Mamie to another side of the room where Emmett is smiling
back at her in silence. The camera moves back to Mamie as she chuckles and smiles. The film
ends with a fade to white. Is this symbolic of Mamie and Emmett reuniting in an afterlife, of
Mamie believing her son would be proud of her fight, or of Mamie finally feeling acceptance
that she did all she could for her son? Chukwu keeps it ambiguous.

What is not ambiguous is the epilogue. It is simple white text on a black background stating
what happened to the characters after the events shown in the film. Notably, the epilogue informs
the viewer that a year later JW. Milam and Roy Bryant confessed to killing Emmett Till for
$4,000. Before dedicating the film to Mamie Till-Mobley, the epilogue explains, “The Emmett
Till Anti-Lynching Act was passed on March 29, 2022, 67 years after Emmett’s murder” While
some may find solace that Emmett Till is remembered through legislation, others may consider it
disturbing that it took 67 years for such a basic human right to become law.

Reflection

T#l[ (2022) is not afraid to push boundaries. While the film is a reenactment, and the
violence is reproduced, these are real people who suffered from backward ideology, oppression,
and a corrupt system. While some may understandably want to avoid viewing 77/l because of the



graphic topics and the disturbing imagery of Emmett Till’s body, it is crucially important for us
to be aware that these events happened just 67 years ago.

Till echoes sentiments about fighting for human rights and encourages us not be
complacent when threats to anyone’s rights occur. During Mamie Till-Mobley’s address
in Harlem, she says, “When something happened to the Negroes in the south, I said ‘well
that’s their business not mine” Now I know how wrong I was.” This message about watching
discrimination occur on the sidelines is reminiscent of the message of the German Lutheran
pastor, Martin Niemaoller, when he witnessed the destruction of human rights in Nazi Germany:
“First they came for the socialists, and I did not speak out--because I was not a socialist. Then
they came for the trade unionists, and I did not speak out--because I was not a trade unionist.
Then they came for the Jews, and I did not speak out--because I was not a Jew. Then they came
for me--and there was no one left to speak for me”

Till’s message is so well-delivered because it does not need to exaggerate the events.
Chinonywe Chuku’s direction ensured the film was made tastefully and respectfully by avoiding
sensationalism and relying on extensive research. Screenwriter Keith Beauchamp is greatly
responsible for this research. In fact, Beauchamp is a subject matter expert on the Emmett Till
case. Beauchamp interviewed witnesses and accomplices who had never been interviewed and
worked closely with Mamie Till-Mobley when he wrote his documentary, The Untold Story
of Emmett Louis Til{ (2005). This thorough research is evident throughout the film, as even
characters with smaller roles such as Ruby Hurly, Medgar Evers, and Rayfield Mooty make
appearances in the film.

Moreover, it requires a talented and conscientious cast to appropriately execute such a
sensitive topic, and the cast certainly delivers. Danielle Deadwyler’s portrayal of Mamie should
especially be applauded. Deadwyler is well suited for this role. She grew up as a volunteer at
Martin Luther King Jr’s Christian Leadership Conference and is a mother who can fully relate
to the experience of having conversations about racism with her son as a Black mother. One
must wonder if Deadwyler’s background helped prepare her to play a mourning mother and
passionate activist. Deadwyler had much weight on her shoulders, as not only was her role
emotionally tolling but she also held the responsibility of honoring the Till-Mobley family and
helping convey generations of grief. As of this writing, there is a lot of social media buzz that
Danielle Deadwyler should receive an Oscar award for Best Actress for her role in the film.

It is important that movie-goers who leave the theater after watching 77/ apply what
they learn from the film to the real world. Although America has come a long way from Jim
Crow, Americans continue to fight for improved fundamental rights like healthcare. When
Roe v. Wade was overturned, many Americans felt their rights were suddenly stripped and were
concerned if any further rights would be altered. On December 13, 2022, Congress voted on
H.R.8404, the Respect for Marriage Act, which protects same-sex and interracial marriage.
While the bill was passed, it is startling to think 36 members of Congress voted against the bill
and thus threatened the protection of marriage equality. However, outside of the social context,
one would argue America has not done enough to ensure the human right to healthcare.
According to several studies, medical bills are the number-one cause of U.S. bankruptcies, with
up to 62.1% of bankruptcies being caused by medical issues (Amadeo, 2022). Obviously, the
human right to healthcare is not being met if Americans are sacrificing a trip to the emergency
room for financial reasons.



Today, the United States of America is more progressive socially than it has ever been,
and that is thanks to civil rights heroes such as Mamie Till-Mobley. In modern times, when
unjustified violence occurs against a nonthreatening man, America is quick to protest such
transgressions and be politically active. But 77/ reminds the viewer to never be complacent in
protecting human rights. Until the basic needs and rights of every American are protected, as
Mamie Till said, “Either freedom for everyone or freedom fails.”

References
Amadeo, K. (2022, January 20). Medical bankruptcy and the economy: Do medical bills

really devastate America's families? The Balance. Retrieved from https://www.thebalancemoney.
com/medical-bankruptcy-statistics-4154729

Waller, A. (2021, August 27). Church that hosted Emmett Till’s funeral is designated
‘endangered. The New York Times. Retrieved from https://www.nytimes.com/2020/09/26/us/
emmett-till-church-endangered.html

Emmett Till and his mother, Mamie Till-Mobley

Special Attribution

The photograph at the beginning of this review is that of Emmett Till’s grave taken by

Nick Number in 2022 and is permissible to be used freely per Creative Commons: https://
commons.wikimedia.org/wiki/File:Grave_of_Emmett_Louis_Till_(1941-1955)_at_Burr_
Oak_Cemetery.jpg. The photograph at the conclusion of the review is from 1955 and is
used in a 2021 article by Matt Lebovic in The Times of Israel where it is listed as in the public
domain: https://www.timesofisrael.com/child-martyrs-to-national-evils-frank-and-tills-
legacies-increasingly-tied/.




Book Review
The Light We Carry

By Michelle Obama
Crown Publishing Group
New York City
2022

Janis Riccardelli, ATHM, BA
Deacon
Birdsboro, PA 19508
Tel: (610) 462-1993

Email: arrows4u2@gmail.com

Author Note

The insights and views expressed in this review are those of the author and do not reflect official
g p
policy of the institutions she serves. The author has no conflicts of interest.

By Way of Introduction

In November 2008, Barack Obama was elected the 44th President of the United
States. Within nine weeks the Obama family boxed up their lives in Chicago and moved to
Washington, DC to prepare to move into the White House. Michelle not only came along with
Barack and their family and possessions, but also brought along her doubts and insecurities
about whether she would be adequate for her new position as First Lady. But instead of dwelling
on it, Michelle reached into her personal toolbox for the strength and support to carry on.

This book is meant to offer companionship to those entering a phase of uncertainty in
their lives. Its purpose is to steady, comfort, and support, and its author is a person who has been
there and done that. As the last several years have shown, everything that we have known and
taken for granted has changed, and we have all been touched by uncertainty and fear.

It is during these challenging and uncertain times that, instead of asking when will it all
end, we need to ask ourselves the following three questions: How can we adapt? What do we
need to sustain ourselves and continue? What can we achieve if we all work together?

This is the conversation that Michelle would like to have with us throughout this book. In
it she points to the tools that she developed for herself, and that we all have within us to use. She
reminds us to stay faithful, be understanding, and continue to do the work.



Summary

The Light We Carry introduces us to Michelle Obama’s personal toolbox that she has
learned and accumulated during her life. She begins with the concept of “starting small” when
we feel overwhelmed with the enormity of a situation. She uses the analogy of learning how to
knit. Every knitting project begins with casting a single stitch and then continuing with each
stitch until there is a row, a second row and so on until the garment is completed. The same
thing can be said about whatever challenge we face. One step at a time, like knitting one stitch at
a time, until the task is completed.

As Michelle explains each of her tools, she introduces us to members of her family, such as
her father who had multiple sclerosis and had to use a cane for support...or her “Mamaw” who
raised two children as a single parent by mending other people’s clothes...and of the sacrifices
they made so their children’s children could have a better life. We see Michelle and her brother
Craig sitting on their couch watching Creature Feature, a show that played cult monster movies
on Saturday nights. In this analogy she introduces us to the concept of facing our fears. What
makes us afraid? She also discusses how her brother loved these horror movies although she did
not, but she watched them anyway. She suggests that when we are fearful, we look at what is
causing us to be afraid and why. Is it change, or the unknown, or is our own safety at risk? When
we break down the problem and analyze our fear we are able to coexist with it. As Michelle
describes it, if she had let her fear override her, she would have objected to Barack running for
president. But she did not, because she knew it was what Barack wanted to do and that he would
be a good president.

Michelle encourages us to “start kind” with ourselves. She talks about the husband of a
close friend, who every morning looks at himself in the mirror and says “Heeey, Buddy!” as his
daily greeting to himself. Michelle, herself, deliberately begins each new day by making a positive
thought to herself. As she describes it, it is nothing grand...just a simple positive affirmation to
begin the day and to push out the negativity. Start your day by being kind to yourself and that
will lead to being kind to others.

The next tool Michelle addresses is friendship, and she is deliberate in her friendships. She
defines her friends as real, one on one, in your face, IRL (in real life) friends, not Facebook or
Instagram friends. Your real friends know the real you, the messy you, and what you look like
in sweats and without makeup. These are the people that support you at your worst times and
that you support in theirs. These are the people that form Michelle’s Kitchen Table...the people
beyond her family that she trusts and relies on and for whom she would do anything. These are
the people that she has invited to pull up a chair to her kitchen table and sit. Friends keep you
from isolating yourself from others, and keep you from feeling lonely.

Along with being deliberate in your friendships, Michelle also suggests the same for your
committed relationship. She says to “Partner Well.” Marriage/ Commitment is not the answer to
life’s issues. It is a relationship that must be tended and worked on together. She reminds us that
you are linking two lifestyles together that are probably very different from each other. This isa
relationship that needs attention from both sides, not just one; and it should not be rushed-into.

In the middle of Michelle’s book, we meet her mother, Marion Robinson. Mrs. R, as she
was affectionately referred to by the White House staff, was talked into accompanying Michelle



and Barack to the White House to assist in settling Sasha and Malia in their daily routines. It
was planned that she would then go back to Chicago; instead, she stayed the whole eight years.
Mrs. R kept the President and First Lady grounded by her consistent low-key, undramatic way
of life. She maintained a presence, kept tabs on the family and was there to support them as
needed. And when Michelle would panic about not being a good parent to her daughters, Mrs.
R would quietly tell her to leave the girls alone; they were fine and learning to live life. And she
reassured Michelle that she was a good mother.

Michelle points out that what we see is not necessarily the whole story or even the truth.
Everyone has a story which they share with others in bits and pieces. For example, the successful
woman who claims she is the CEO of a Fortune 500 company, is a mother and spouse who single
handedly maintains her household and children and has time to write a self-help book about
what she does. What we do not see is all the people in the background that make it happen. No
one becomes successful on their own; it is just part of the story and we need to become more
comfortable with our own story and with when and how we share it. Another part of ourselves
is the armor we wear. In Michelle’s case, her adaptability and preparedness are parts of her armor.
She shares an incident from the Democratic National Convention when Barack was nominated
as the presidential candidate. Michelle was tasked to give the prime-time address, but the left
teleprompter was non-functional and the center confidence monitor was blocked by the signs
everyone was waving. Thankfully, Michelle was prepared; she had memorized her speech.

Before she moved into the White House as the First Lady, Michelle learned everything she
could about what was expected of her. She knew that all eyes would be on her and she wanted to

be prepared.

The last tool that Michelle pulls from her toolbox is a simple motto: “When others go low,
we go high!” Going high, or taking the higher road, is a choice. Work harder; tell the truth; do
your best; keep your perspective; stay tough. Michelle uses this motto to draw a boundary, to
pause and be thoughtful. She also sees it as a test. But with all mottos, it is easier to wear the
words on a t-shirt than it is to live them, and to put them actively and thoughtfully into practice.
As Michelle reminds us, a motto stays hollow if we only repeat it and place it on products to sell.
Michelle continues to live by her motto of “Going High.”

Upon Reflection

When you first begin this book, Michelle introduces you to knitting. She uses the concept
of learning to knit as an analogy of life. She shows the reader a project begins by casting of
the first stitch. As with everything in life, it begins with the first step. When life becomes
overwhelming, step back and cast that first stitch.

Michelle shows us through the different stories in her book that she faces the same doubts
and insecurities that we all do, albeit on a different stage. But she takes the comparison one
step further, by showing us how she was able to face these doubts by her choices. She talks to
us about her choices in friendships, who she trusts and who she invites to her kitchen table.
Michelle encourages us to be deliberate in our friendship choices and why that is important. She
also talks to us about her family and the support she receives from them, especially her mother.
Mrs. R was a huge support to both Michelle and Barack during their White House years.



She also talks about partnering well. Do not be in a rush to enter a committed relationship,
just because you think it is expected of you. Be sure before you say yes. Michelle uses the analogy
of going to a farmers’ market and looking at all the products for sale. How everyone walks
around and looks to see what is available before making a purchase. By using this analogy, she
is instructing us to do the same...look around the farmers’ market a little longer and see what is
available. Ask questions and do not be in a hurry to buy the first thing you see.

Michelle discusses how she prepared to be the First Lady before Barack took office. She said
there was no “How To” book on being the First Lady. She looked at what the past First Ladies
did and why, and decided what she would do the same, and what she would do differently. This
story is an example of her being prepared and how she went about it. Like her story about the
Democratic Convention speech and the teleprompter being unusable, she was prepared.

She also talks about being kind, first to ourselves and then to others. If we start off by being
kind to ourselves, we are setting up our day to be kind to those around us. There is enough
negativity in this world, and everyone needs to be kind to themselves first.

The last tool Michelle discusses is her life motto: “Go High” When others go low and
negative, she goes high. What Michelle is saying is: Do not lower your standards. Keep them
high. This will ensure that others will rise up to your standards.

Each of these tools creates the light that is within each of us. And it is with this light
that we are able to help and support others and they, in turn, can support and help us. There
is nothing mystical or
magical about these tools.
They are all commonsense
actions that we can
develop and use if we take
the time to learn and do.
As we do so we can and
will make our world a
much better place.

As Michelle states
“When we are able to
recognize our own light,
we become empowered to
use it. This is the power of
the light we carry.”

First Lady Michelle Obama
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Introduction: A Time for Unity

One hundred sixty years ago, on January 1, 1863, President Abraham Lincoln issued
the Emancipation Proclamation as the nation entered the third year of the Civil War. The
proclamation declared: “that all persons held as slaves”...in the rebelling states..‘are, and
henceforward shall be free.” The dispute over slavery was one of the main driving forces of the
Civil War. We now face a time where once again our country seems to be at odds with itself.

Two halves of a whole that should be striving to act as one are instead driving each half
further apart. Two hundred and thirty-four years ago the Constitution of the United States
was written to Establish Justice and to ensure Domestic Tranquility. Domestic Tranquility, the
second driving force of the Constitution. The number two. It is the divisor. Take two sides and
divide by two and they become one; yet dividing any number by zero is undefinable.

What is happening in our country, and in the world is undefinable. We should recognize
our similarities rather than our differences. We should recognize what binds us together rather
than what drives us apart. Two famous people observed the course of humanity and came
up with very different viewpoints. Karl Marx stated, “There is no good in humans. They are
inherently bad.” It is hard to think at its core this could be true. Yet, Anne Frank, a young
woman who faced indescribable cruelty and persecution was still able to look at humanity and
state “In spite of everything I still believe that people are good at heart.” One situation, two
viewpoints. Two divided by itself is one. Unity.

Two hundred and thirty-four years ago our forebearers strove to form a more perfect
Union. One hundred and sixty years ago Abraham Lincoln recognized the importance of this
unity. Sixty years ago, Martin Luther King, Jr. in his “I Have a Dream” speech stated, “It would
be fatal for the nation to overlook the urgency of the moment.” No words could be truer today
and we must not overlook the urgency of this moment in time. It is to see our similarities and
not what divides us. A time to see what makes us all one. A4 Time for Unity.



Division
Division, a simple math problem designed to separate into equal parts.
From the beginning there was separation, there was division.
Darkness; then creation. Day and Night, light versus dark.
First Man, then Woman; created in G-d’s image made to be equal yet different.
Differences and separation created with intent and good purpose.
Over time, differences became more recognized, identified and highlighted.
My appearance versus yours, my beliefs versus yours.
Differences begin to further the separations.
Sides are chosen, lines are drawn, the Maginot Line, the Mason Dixon line.
North versus South, Axis versus Allies, Collaborators versus Resisters.
Beliefs became motivators for separation and eventually for hatred.
We began as one and over time sought out differences as reasons for Division.
Division, a math problem that takes two numbers on opposite sides of a line to become one.
Two that become one. The divisor creates unity.
Opver time rather than unity the division worsens.
The divisors begin to cause disagreements and hostility amongst people.
Dividends versus Divisors, Numerators versus denominators, Catholics versus Protestants,
Aryans versus Jews, White versus Non-White, Heterosexual versus not, namely LGBTQ+.
Despite having been created in G-d’s image, people saw separation.
Differences became right versus wrong; determined to stay on opposite sides of the line.
Two numbers that cannot find the answer. Two numbers that cannot become one.
Two numbers that cannot find Unity.

Division. A simple math problem gone awry, going unsolved without an answer.

Author Note

The author is solely responsible for the contents of this poem and reflection. The contents
do not necessarily reflect the position of the organizations and communities that the author
serves. The author has no financial conflicts of interest.
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The Story Begins

We lost our oldest son, Josef (Yossi), on February 14, 2019. Josef was a freshman in the
College of Engincering at the University of Miami; and was a healthy 18-year-old embarking
on his future... until one day he wasn’t. Yossi began feeling dizzy when he worked out, lifting
weights at the UM gym. What began as dizziness ultimately was revealed to be inoperable brain
cancer. From diagnosis to death was nine months, the longest nine months of my life. During
that time, I was unable to process my experience, as I was deeply entrenched in each moment
and being present for my son and family.

Uninvited Visitor

Grief rarely shows up by invitation.

She doesn’t call in advance saying,

“Ill see you at 3 pm on Thursday,”

nor does she send a quick text,

“Stopping by in five...” or “Can you meet me for tea this afternoon?”

She doesn’t knock on the door,

or announce her arrival.

Never has she asked, “Is this a good time for you, if not, I'll come back later?”
Rather,

she barges right in.

Without a care for what you happened to be engaged in,
disregarding whether or not you have the time or the space to sink into
the depths of your mourning, the expanse of your sorrow.

Her arrival is swift and unanticipated.

Perhaps it is a photograph that catches your eye,
or the lyrics to a song that play on the radio,
maybe it is the smell of a warm cinnamon bun,



or the heart-shaped leaf that falls to the ground,
you suddenly find your heart cracked wide-open,

once again.

A stream of tears flows from the well
you believed to be dry.
The aching of longing and loss

and love
once again

consume you
like a tsunami.

You cannot breathe,
keeled over in pain.

once again.

You think to yourself, “Well, I didn’t see this coming.

I thought I had prepared for your arrival on the day of his death
and on the day of his birth

but not today,

not on this random Monday morning.”

And then you hear the wise words of your teacher,

Grief doesn’t show up by invitation. It’s not how she operates.
She is a reminder of love

and love is always present

and if love is always present

then grief, too, is always present.

So how to live with this uninvited visitor?

By leaning into her presence,

welcoming her with a cup of tea and a warm scone,
accompanying her outside among the trees and the birds,
and reminiscing with her about the one you so love.

Stepping into the present moment
with what is
and not what you wish could have been.

And feeling,

deeply feeling,

the loss and the love
of eternity.



The Journey Continues...For Us All

Only after Yossi died was I able to reflect upon how this trauma had impacted me, my
family, and our community. As I revisit those nine months and all that they entailed, I know
this unpacking will be a lifelong process. Early on in my mourning, I set aside time to grieve and
wail and scream and as the months passed, I found that despite my best efforts to create time
and space for my grief, she seemed to play by different rules. With great resolve, I tried to tame
my grief, to prepare myself for her entry, and yet, time after time, I was unsuccessful. I remember
thinking to myself, “There are no safe spaces, anymore.” I would walk down the supermarket aisle
and see his favorite cereal and begin to cry. I would be listening to the radio and a favorite song
of his began playing and begin to cry; I would drive by a soccer field and think back to all of his
games that I attended and begin to cry. Wherever I turned, there he was. Until it finally hit me-
~Yossi’s absence is now his presence. I'm grateful to Francis Weller whose words about grief and
love allowed me to sink more fully into my grief, no longer striving to tame or shrink her.

“Grief and love are sisters, woven together from the beginning. Their kinship reminds us that there
is no love that does not contain loss and no loss that is not a reminder of the love we carry for what
we once held close.”
— Francis Weller
The Wild Edge of Sorrow: Rituals of Renewal and the Sacred Work of Grief
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Henry M. Jackson Foundation
Special Military Health Film Series Continues...

The new YouTube series on military medicine and healthcare continues to be produced and
directed by the Henry M. Jackson Foundation for the Advancement of Military Medicine.
Information for the first two short episodes that have been completed thus far is found below.
These episodes are immensely powerful. They demonstrate how military medicine/healthcare
enriches healthcare for all people across the globe. For more information or for submitting
suggestions regarding future topics, pleasc contact the Creative Design Department at

HJF c/o (240) 694-2000.

2018 Heroes of Military Medicine Ambassador Award

The Air Force’s 99th Medical Group was awarded the Hero of Military Medicine Ambassador
Award for its heroic response to the October 2017 Las Vegas mass casualty shooting.

Web Address: https://www.youtube.com/watch?v=907sL5WPPV0

The Veterans Metrics Initiatives

TVMI—The Veterans Metrics Initiatives is a novel public-private collaboration that unites
multi-disciplinary research experts from the Departments of Defense and Veterans Affairs, academic
medicine and social science, and industry to develop an evidence-based

Web Address: https://www.youtube.com/watch?v=U2PP1QqFFSM
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