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Abstract

This article highlights spatial segregation’s role regarding African American COVID-19 vulnerability and social inequity
and efforts of these disadvantaged communities to mitigate these vulnerabilities via community health ambassadors and
community-based organizations. Through a sub-contract award to Creighton University’s Center for Promoting Health and
Health Equity and the Department of Health Sciences-Multicultural and Community Affairs, community health
ambassadors/advocates (CHAS) in Omaha, Nebraska were trained to increase the communication of the Centers for Disease
Control and Prevention and other messaging about COVID-19 Prevention Guidelines in Omaha minority communities. CHAs
were educated and trained in COVID-19 messaging and surveillance, the latter to assess COVID-19 public health guideline
adherence in their communities. In centers with existing social cohesion, such as faith-based organizations, adherence
increased. Where social cohesion was lower, less adherence ensued. CHAs successfully assessed guideline adherence in public
spaces and encouraged local citizens in CDC COVID-19 prevention adherence. Community-based organizations can positively

impact these minority communities and may help mitigate hypersegregation.

Keywords: Hypersegregation; Community health ambassadors/advocates; Community-based organizations; COVID-19

Abbreviations

CBO: Community-Based Organization, CHA: Community
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U.S. Department of Housing and Urban Development, IP:
Implementation Plans, OHA: Omaha Housing Authority, PHI:
Protected Health Information, REACH: Racial and Ethnic
Approaches to Community Health

Introduction

As United States COVID-19 cases increase, African
Americans, who make up 13% of the population in the United
States, are disproportionately infected at higher rates,
according to data released by several states and big cities [1].
And their higher prevalence of underlying chronic conditions
predisposes them to higher rates of morbidity and mortality
when infected [2].
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This article highlights how African American spatial
segregation, a social inequity, enhances their COVID-19
vulnerability, and the efforts these disadvantaged
communities employ to mitigate these vulnerabilities via the
roles of community health ambassadors/advocates (CHAS)
and community-based organizations (CBOs). CHAs in
Omaha, Nebraska were trained to increase Centers for Disease
Control and Prevention (CDC) messaging to their
communities about COVID-19 Prevention Guidelines.
Training and education support was through a sub-contract
awarded to Creighton University’s Center for Promoting
Health and Health Equity (CPHHE) and the Office of Health
Sciences-Multicultural Affairs by the Douglas County Health
Department in Omaha, Nebraska. The hypersegregation and
its consequences involve various racial/ethnic communities.
However, this paper’s focus is Omaha minority community;
the majority of the trained CHAS were representatives from
predominantly African American communities. Therefore,
conclusions drawn from our data most accurately represents
these areas.

The CHAs also assessed their local community
members’ adherence to COVID-19 CDC guidelines, using an
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instrument that the lead author of this paper and the project
evaluator Jeffrey Smith, PhD’ designed: the Contact
Observation Tracking System (COTS), a visual surveillance
instrument (Figure 2). This paper’s specific focus is COTS’s
purpose and effectiveness. The results illustrate CHAs’ and

community-based organizations’ (CBOs) outcomes as
COVID-19 prevention messengers.
Background

Hypersegregation: COVID-19 outcomes for

racial/ethnic minorities correlate with their
“hypersegregation” that generates major needs for CHA and
CBO prevention efforts. Closely reviewing
hypersegregation’s definition, a form of residential
segregation, helps highlight its presence in COVID-19
disparities in Omaha, Nebraska. It is common knowledge that
“Racial residential segregation occurs when two or more
groups of people are spatially separated and occupy different
areas of the same city, a pattern that can be shaped by
discriminatory outside forces and/or the social organization of
the group itself” [3]. Massey and Denton [3] developed the
concept of hypersegregation in 1989 to describe metropolitan
areas in which African Americans were highly segregated on
at least four of the 5 dimensions they identified. To qualify as
hypersegregated, metropolitan areas had to score high on at
least four of the five distinct dimensions of segregation:
evenness,  isolation,  clustering,  concentration, and
centralization.  “Evenness indicates the  differential
representation of blacks and whites across neighborhoods;
isolation refers to the likelihood of blacks sharing
neighborhoods with whites; clustering measures the degree
that black neighborhoods form a contiguous enclave;
concentration describes the extent to which blacks reside in a
relatively small geographic area; and centralization
determines whether blacks are located at the urban core” [4].
Massey and Denton found that from 1970 to 2010, 52
metropolitan areas, including Omaha, Nebraska, met the
criteria for hypersegregation.

African Americans in highly segregated areas generally
have lower health outcomes [5], as racial discrimination leads
to spatial stratification, spatial concentration of poverty, social
exclusion, and health inequality [6]. These spatial effects can
create social vulnerability and dismantle community capacity
as a result of these highly segregated, disenfranchised
neighborhoods. These existing structural and health
vulnerabilities contribute to the current racial inequality in the
COVID-19 outcomes [7].

Spatial  Segregation Effects and COVID-19
Implications: The effects of spatial inequalities are evident in
Douglas County, the most populous county in Omabha,
Nebraska. Here we see a highly segregated county, with
Caucasians the major demographic in the western zip codes
and African Americans the majority or predominant
demographic in the north eastern zip codes of Douglas
County. The modified map (Figure 1), from the University of
Nebraska Medicine Center for Reducing Health Disparities,
highlights that the zip codes with the highest proportions of
African Americans are also the areas of lowest life
expectancy.
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Figure 1: Map of Life Expectancy Divided by Zip Code and
Demaographics [8,9].

Massey and Denton state that groups that occupy a small
share of the total of a city are said to be residentially
concentrated, which qualifies as one of the dimensions for
hypersegregation [3]. It is known that populations with
disadvantage tend to live in denser neighborhoods. Given the
mechanics of person-to-person viral transfer, in areas of
spatial segregation, the spread of COVID-19 may be even
more pronounced, as dense housing arrangements create
conditions that are very conducive to much greater COVID-19
infection rates. These spatial facts probably explain why
68111, the zip code with the highest percentage of African
Americans (64.1%) also has the highest level of community
spread transmission (44%) compared to any other zip code
[8]. However, other reasons may contribute to the 44%.
African Americans disproportionately lack the luxury of
working from home, which can place them at a higher risk for
contracting COVID-19 in transit or at work [1]. Further,
African Americans report lower adherence to COVID-19
public health recommendations for hand washing, social
distancing, and mask wearing [10]. And larger proportions of
lower educated individuals report riskier behaviors such as
leaving the house, hand shaking, and participating in
gatherings when compared to high educated individuals [11].
African Americans in 68111 on average are less educated than
comparative local zip codes. Further, African Americans are
more likely to hold low-wage jobs with frequent public
contact. Finally, their work sites are less likely to enforce
safety precautions [12].

Community Response Strategies: Given such
hypersegregated,  disadvantaged communities’  greater
susceptibility to COVID-19 infection and adverse outcomes,
targeted prevention efforts are crucial. Key strategies are
education campaigns and consistent messaging from African
American community members, for example, to improve
adherence to prevention recommendations and mitigate risk
[5]. Studies confirm CBOs’ success in promoting positive
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public health outcomes [5]. Moreover, McGuire [13] notes
that “strategic collaboration between public, private, and
nonprofit organizations is the first principle that the U.S.
Department of Homeland Security lists for emergency
management.”

Many communities have turned to “community-forward”
or “community-based” approaches using trained community
individuals to advance community health [5]. These
individuals provide health education that promotes healthy
lifestyles. They also educate peers about addressing specific
health conditions like hypertension and diabetes as well as
help community members navigate through healthcare
systems. In Creighton University’s CPHHE initiative, CHAs
(ambassadors and advocates) are knowledgeable community
members that can (1) assess health needs, (2) develop
programs and materials, (3) teach health condition
management, (4) help people find services, (5) advocate for
improved health services/resources, (6) discuss health
concerns with individuals and the community, and (7) collect
data [14].

CPHHE Initiative: Community Health
Ambassadors/Advocates and COVID-19. Founded in 2008,
the CPHHE initiative is a community-academic partnership in
Omaha, Nebraska that “identifies health disparities and
effectively promotes health equity and health improvement in
a collaborative community-Creighton partnership in accord
with Ignatian values”. CPHHE has partnered with community
organizations and entities to address specific health needs in
primarily underserved and underrepresented minority
communities. CPHHE is a center “without walls” in the
Department of Health Sciences Multicultural and Community
Affairs at Creighton University (CU). A private Jesuit
university, CU was founded in 1878 adjacent to the north
eastern region of Douglas county, where the majority of
African Americans in Omaha reside [15]. Also, CU is north of
a community where many in the Latinx community live.
Recognizing the potential for negative and inequitable
outcomes treatment that the COVID-19 pandemic has
rendered on these communities, CPHHE sought and was
awarded a sub-contract by the Douglas County Health
Department (DCHD) to enhance COVID-19 prevention in
African American and Latinx communities. For this purpose,
the goal of the project was to train, educate and coordinate the
activities of 50+ CHAs from those communities.

Training and Education Procedure and Content

After each previously CU certified CHA was invited,
contracted and consented to participate, the training project
began. CHAs agreed to a six-month grant commitment,
including attendance at eight (8) formal sessions for education
and training in COVID-19 Communication messaging and
surveillance. During the training, CHAs were informed about
current CDC COVID-19 Prevention Guidelines. Updated
CDC epidemiological public health information on the
pandemic was regularly provided, including prevalence,
morbidity, and mortality data locally and nationally. Project
leaders also infused cultural factors and ethical considerations
into every session, coupled with discussions about how to
ensure humanistic, caring, respectful and compassionate CHA
approaches.
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The training culminated with an introduction to the
COTS instrument-the “Contact Observation Tracking
System.” The design of the instrument correlated with the task
of the CHAs. COTS was created expressly for this project;
validity and reliability testing are forthcoming. The instrument
was developed to collect data regarding whether people in
their communities were adhering to CDC COVID-19
prevention guidelines before and after the messaging
campaign. COTS was created in Microsoft Word and then
printed and distributed to the CHAs by their assigned
coordinators. This distribution method was conducted to assist
CHAs who may not have readily available or reliable internet
or smart phone services, or who feel more comfortable using
physical materials for data collection.

The COTS form was transferred to a digital surveying
software (Qualtrics, LLC) to provide CHA accessibility
through their smart phones, easing the burden of managing
paper copies and improving efficiency [16]. COTS forms
completed on paper were collected by coordinators and sent to
the COVID-19 project coordinator for input into the digital
COTS survey system.

After the penultimate training session, CHAs designed
Implementation Plans (IP) for their local communities. With
IPs in place, CHAs began introducing their messaging
strategies in their local communities and surveilling their local
areas.

The instrument, (COTS) is divided into 3 distinct
categories of surveillance (Figure 2):

. PEOPLE=the number of people assembled in a
specific area

. SOCIAL  DISTANCING=the number of
PEOPLE in that specific area meeting social distancing
guidelines

. MASK WEARING=number of PEOPLE in that

specific area wearing masks and how many were not
wearing masks.

This paper separates CHAs’ surveys, using COTS, by
the local communities they observed. The communities are
Faith-Based Organizations (FBOs), Omaha Housing
Authority residential towers (OHA), and the General
Community. FBOs are defined as a nonprofit organization,
founded by a religious congregation such as a church, or
religiously motivated organizers and board members [17]. The
FBOs were churches located predominately in north Omaha,
many African American. OHA contracts with the U.S.
Department of Housing and Urban Development (HUD) to
provide low and moderate-income individuals with safe and
stable housing through rent subsidies. OHA has administered
over 2,700 public housing units and up to 4,300 housing
choice (Section 8) vouchers to the underserved community
[18]. The general community in our study was defined as
observations made by CHAs that were not performed at either
a church or residential tower, but rather out in the community
of north Omaha, as well as other areas of Douglas county.
These locations included grocery stores, gas stations, and
social gatherings. CHAs were required to complete 2 surveys
weekly over 3 months. A total of 64 FBO surveys, 94 OHA
surveys, and 536 General Community surveys were
completed by the time of this data analysis. The data was
transferred to an excel spreadsheet, where calculations were
performed.
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COTS-1
DIRECTIONS: After completing the demographic data at the top of the form, station yourself to surveil the focused
area for COVID-19 prevention adherence.

Advocate Name:

Advocate Home Site:

Advocate Coordinator:

Date Time: Location:

Setting/Event:

How Many/Yes or No

Additional Information

Number of People

Social Distancing (Yes or No)

Number Wearing Masks

Figure 2: COTS Survey Instrument.
Data

Table 1 includes the three communities observed by
CHAs. Categories for responses have been separated as “yes”

ELINNT3

and “no” for mask wearing, and “yes”, “no”, and “some” for
social distancing. Percentages are derived by dividing (1) the
number of observed individuals performing the specific action
by (2) the total number of participants observed for each
designated observational event.

Location Wearing | Wearing Masks | Social Distancing | Social Distancing Social
Masks (No) (Yes) (Some) Distancing (No)
(Yes)

Omaha Housing Authority 69.2% 30.8% 53.6% 5.1% 41.2%

(OHA)

Churches (FBO) 91% 9% 84% 7.8% 7.8%

General Community 87% 13% 79% 10.4% 10.5%

Table 1: COTS Survey Data.

Discussion

Our results found differing levels of adherence
depending on location. The highest rates of mask wearing and
social distancing were found in FBOs, followed by the general
community. The OHA towers had the lowest percentage of
individuals wearing masks and social distancing, with only
about half of observed residents social distancing in public
apartment spaces. Compared to COTS observations in the
general population, OHA individuals had worse public health
guideline adherence. In contrast, FBO members had greater
adherence. A 2014 to 2018 CPHHE study suggests reasons for
lower OHA adherence. In 2014, CPHHE was awarded a 3-
year CDC grant, Racial and Ethnic Approaches to Community
Health (REACH). The project employed a CHA model to
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promote physical activity for residents (OHA) and members
(FBOs) to reduce cardiovascular health disparities and its risk
factors.

A REACH observational study, which conducted focus
groups in the north Omaha FBO and OHA communities,
similarly ~ found that FBO  members followed
recommendations more frequently than OHA residents. OHA
residents were concerned about drugs, alcohol, fighting, and
disrespect for tower community items/infrastructure,
increasing their sense of insecurity and isolation. These
concerns decreased motivations for following physical
activity guidelines despite CHA-provided education about
possible adverse consequences. In communities where
individuals feel unsafe, such as OHA residential towers,
residents may be more likely to “look out for themselves” or
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may be so overwhelmed with other life stressors and their
own survival, that practices such as social distancing, hand
washing, and mask wearing are not their priorities.
Concentrated disadvantage in neighborhoods is one of the
most reliable predictors of high rates of violent crime, and this
disproportionate exposure to violence in specific racial groups
can be explained by differences in neighborhood disadvantage
[19]. Also, residence in residentially segregated areas is
associated with a detrimental effect on mental health and
higher rates of antisocial behavior [20].

In the REACH project, FBOs exhibited social capital,
defined as “connection among individuals,” serving as a
social network to facilitate reciprocity and trustworthiness
[21]. Religiosity and spirituality are defining features of
African American life that shape individual and communal
behaviors. It has been found that religion and spirituality play
crucial roles in promoting prosocial attitudes and behaviors
among adults [22]. When individuals feel they are part of a
community they trust, they may be more sensitive to how
their actions affect others. In contrast to the OHA towers, the
heightened sense of community in FBOs facilitated social
cohesion and self-efficacy. The collective sense of comradery
encouraged and motivated them to be more physically active
and feel more accountable for their own actions [23].

Social capital and its influences should also lead to
increased adherence to public health COVID-19 guidelines
that CHAs promulgated. Richard Wood, in A Faith-based
Journey: Faith-Based Organizing for Racial Equity and
Ethical Democracy [24], discusses the growth of faith-based
organizations regarding mobilizing systemic change, arguing
that FBOs have sufficient institutional scale to make
differences in civil and political society, moving towards a
future closer to ethical democracy and away from economic
inequality, policy paralysis, and racial injustice. In our study,
we have seen how FBOs can change community members
behaviors and attitudes, confirming FBOs value in reducing
health and economic disparities in the north Omaha
community,

Although OHA residents’ adherence to COVID-19
prevention guidelines was less than hoped, OHA officials
report that OHA CHAs felt empowered and are seen as
invaluable leaders by residents of their respective towers.
These CHAs believe they have positively impacted their
communities by protecting neighbors through both COVID-19
Prevention information and tangible resources like masks,
hand sanitizers, and educational materials (personal
communication, 2020). Although OHA results showed less
mask wearing and social distancing compared to the other two
communities, OHA officials added that during a three (3)-
month period, positive COVID-19 test results declined. A
possible explanation for this reduction may be improved
adherence, but less compared to the other two communities.

Overall, this evidence of improved COVID-19
prevention adherence is further support that CBOs can play a
positive role in these African American communities.
However, to meet CBOs’ true potential, how to combat
hypersegregation must be addressed and has no easy solution.
However, continued community engagement and community
involvement, such as programs created by the CPHHE, are a
great start.
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Conclusion

This article aimed to highlight (1) spatial
hypersegregation’s role in enhancing African American
COVID-19 vulnerability and social inequity, and (2) CBOs
and CHAs effectiveness in mitigating these vulnerabilities.
Employing COTS, CHAs successfully observed CDC
COVID-19 Prevention adherence in their communities’ public
spaces and encouraged guideline adherence. In FBO centers
with high social cohesion adherence was greater than in areas
with social cohesion. The COTS form and method was found
to be an effective tool and process for surveilling COVID-19
adherence in those communities where CHAs were employed.
Although hypersegregation characteristics could describe the
communities, CHA training and implementation of the COTS,
provided much needed education and COVID-19 Prevention
resources to community members. Evidence suggests that
CHA s positively impacted those micro sub-groups where they
provided COVID-19 Prevention service. The community
members were surveilled, educated, informed and resourced
with COVID-19 Prevention information and supplies; thus,
preventing its spread. Community Health Ambassadors were
the COVID-19 Prevention cavalry coming to the rescue of
their local community members.
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