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Abstract: Background: Previous studies of minority groups in times of emergency have tended to
focus on risk reduction or on individual resilience, overlooking the community factors that could be
bolstered to promote better health and safety outcomes. The current study aimed to examine the role of
health-care services in the perceived community resilience of urban and suburban Arab communities
in Israel during the COVID-19 outbreak. Method: The study included 196 adults age 17–76 years,
who filled out on-line questionnaires in May 2020; 112 participants lived in an urban community
and 84 lived in a suburban community. Community resilience was evaluated using the Conjoint
Community Resiliency Assessment Measure (CCRAM), a validated five-factor multidimensional
instrument. Results: Residents of the suburban community reported higher community resilience than
residents of the urban community. This difference was related to increased preparedness levels and
strength of place attachment in the suburban community. Residents of suburban communities were
also more satisfied and confident in health-care services than those of urban communities. Regression
analysis showed that the satisfaction with primary health-care services, and not community type,
significantly predicted community resilience. Conclusions: Our results support the pivotal role of
primary health care in building community resilience of minority communities in times of emergency
and routine.
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1. Introduction

The COVID-19 pandemic, like other disasters [1–4], exposes and exacerbates social, economic,
and health-care inequalities [5]. Being in a minority group is associated not only with higher risk of
hospitalization and deaths due to the Corona virus [5], but also with lower levels of resilience and
well-being [6]. Previous studies of minority groups in times of emergency have tended to focus on
risk reduction or on individual resilience, overlooking the community factors that could be bolstered
to promote better health and safety outcomes [7]. The aim of the current pilot study was to examine
the role of health-care services in the perceived community resilience of urban and suburban Arab
communities in Israel during the COVID-19 outbreak.
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1.1. Community Resilience and the Role of Health-Care Services

Community resilience is a multi-dimensional concept, describing the ability of a community to
cope with changes or crises [8,9]. Community resilience usually encompasses a set of interlinked core
competencies—economic development, information and communication, social capital, and community
competence [10]. While individual resilience is a well-established concept within the field of emergency
preparedness, the enhancement of community resilience is a relatively new approach [11,12]. According
to the community resilience framework, resilience lies at the intersection of routine and emergency
periods [13,14]. As such, resilience-building interventions are often conducted during routines and
have a double impact—they facilitate the community’s capacity to deal with emergencies and at the
same time strengthen public-health services and health-care outcomes in routine [11]. Community
resilience is the community’s capacity to use its resources in order to adapt to a sudden disturbance,
and eventually to overcome the disturbance, return to routine, and even improve its pre-disturbance
functioning [15]. Community resources include social, political, financial, and cultural infrastructures,
as well as social capital and shared values [16,17]. Such resources are inherent to the community and
are constantly developed and reproduced through interactions between community members and the
social institutions [18].

Strong local public health-care systems are the cornerstone of an effective public health response [19,20].
According to the National Health Security Strategy [21], resilient communities are composed of healthy
individuals, families, and communities with access to health care and the knowledge and resources
to know what to do and care for others in both routine and emergency situations. Previous studies
showed that continuity and availability of health-care services during an emergency situation may
have more implications than the provision of medical help [14,22]. For example, a study that examined
how citizens evaluate hospital responsibility in times of emergency revealed that there is a high
public expectation that hospitals will provide significant nonmedical disaster relief, including family
reunification and long-term shelter [22]. Furthermore, the confidence that health-care facilities will
be available during emergencies was strongly related to factors of community resilience [14], so that
when the public is informed and confident that there will be access to health services after a disaster,
the community is more resilient. It is noteworthy that the role of health-care services in predicting
community resilience did not differ between healthy and unhealthy people, suggesting that the level
of trust in health services is largely independent of the actual use of such services [14].

Studies of the role of health-care services in rural vs. urban communities portrayed a complex
picture. While rural residents were found to have more limited access to health-care services than
urban residents [23], rural communities were less vulnerable to disasters due to their dense social
relationship and interactions, which were based on kin and neighbors [15,24]. Building on interview
data with 21 survivors of 11 mass emergencies, Druri et al. [24] suggested that shared identity, which in
part resulted from the shared experience of the emergency itself, enhances expressions of solidarity
and reduces panic behavior. Similarly, Rapaport et al. [15] found that rural communities and smaller
townships, which are characterized by intense relationships between their members, demonstrated
higher levels of community resilience than did large cities and towns that were characterized by
urbanization and social alienation. These findings suggest that high social cohesion may attenuate the
adversities related to social and geographical periphery, thus buffering against the consequences of
disasters [25,26].

1.2. Community Resilience of Minority Groups

While all populations are affected by disasters, research findings show that racial and ethnic minorities
are more likely to be affected by their physical, financial, and psychological effects [4,27–29]. This increased
vulnerability was attributed to general factors related to class, such as lower socioeconomic status and
disparities in health care, as well as to specific factors related to ethnicity, including language and
cultural barriers, community isolation, and distrust of health-care systems [30–32].
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Despite an increasing awareness for the vulnerability of ethnic minority groups to disasters,
research on minority resilience is limited [7,26], primarily because most resilience theories were
developed in the individualistic Western world [33]. However, research has emphasized that individual
models of resilience are not sufficient and at times may even be harmful [34,35].

Mirroring findings of studies of US minority groups [8,36–38], studies conducted in Israel
to compare the resilience of Arab minority communities and that of the Jewish dominant group
showed that Arab children and adults reported lower resilience and well-being in face of trauma,
political violence, and mass casualties [39–41]. These studies suggested that members of the Arab
minority have fewer economic, political, and socio-cultural resources, making them more vulnerable
to adversity [39,42]. Although data on the community resilience of Israeli Arabs is very limited [41],
a recent study comparing distress and resilience in Jewish and Arab Israeli citizens during the COVID-19
outbreak revealed that Israeli Arabs reported a higher level of distress and lower levels of individual
and community resilience than their Jewish counterparts [6]. The authors suggested that the increased
levels of anxiety expressed by the Arab participants could indicate their overall permanent concerns
and social inequality, rather than health-related anxiety during COVID-19.

1.3. The Current Study

The current study aimed to examine the role of health-care services in the perceived community
resilience of urban and suburban Arab communities in Israel during the COVID-19 outbreak.

Israel is a multi-cultural country, with clear ethnic disparities in the use of health-care resources [43].
The Arab minority comprises about 20.95% of Israel’s population and includes several different,
primarily Arabic-speaking groups; Muslim Arabs, Bedouin Arabs, Druze Arabs, Christian Arabs,
and Circassian Arabs. The Israeli Arabs are mostly Sunni (over 1.2 million people), who reside in small
towns and villages mainly in the North of Israel. The majority of these identify themselves as Arab or
Palestinian by nationality and Israeli by citizenship [44]. The Muslim Arab population is an ethnically
homogeneous group that has a high birth rate, an unusually high level of consanguinity, and a low
rate of intermarriage compared with other population groups in Israel [45]. While systematic research
on ethnic differences in perceived satisfaction of health-care services is still scarce, studies suggest
that Arabs suffer from poorer health status compared to Jews and reported higher number of visits to
primary care physician [46–48].

In the current study, we analyzed two case study communities located in Israel. The first is a
midsize town, with a population of 55 thousand; the second—a suburban community with a population
of close to 12 thousand. Both communities are part of the Triangles area, a group of Israeli Arab towns
and villages in central Israel. Israel has a socialized health-care system in which all citizens are free
to choose between four health maintenance organizations (HMOs). All HMOs provide equivalent
medical services, based on national health regulations. The urban community in our study was served
by two different HMOs. The sub-urban community was served by one HMO.

Data was collected in May 2020, during the COVID-19 outbreak. At that time, the number of
confirmed cases in the urban community was 80 per 10,000, compared to 23 confirmed cases (per 10,000)
in the suburban community [49]. In the adjacent Jewish city, there were 60 confirmed cases (per 10,000)
at that time.

During the time of the study, Arab and Bedouin cities and villages reported a surprisingly low
number of cases, raising concerns about underdiagnosis. Generally, Arab minority groups in Israel
experienced serious delays in complying with the formal health instructions, resulting in high infection
rates and lockdowns of big Arab cities. For example, at the end of March, the ratio of people under
quarantine in two large Arab cities was less than 1:1000. A month later, these cities were under local
lockdown following a sharp rise in the number of COVID-19 cases [50]. This high infection rate
in Arab communities reflects multiple socio-cultural factors including lower socioeconomic status,
kinship-based family fabric, high-density housing, distrust in governmental authorities, and limited
access to information about the virus [51,52].
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Our research hypotheses were:

1. Higher levels of community resilience will be scored in the suburban community, a smaller local
council that may be more socially cohesive than the urban community.

2. Community resilience would be positively associated with increased confidence and satisfaction
with health-care services (primary and specialized).

3. Community type would play a unique role in community resilience, over and above the
perceptions of health-care services as a provider of medical treatment.

2. Materials and Methods

2.1. Study Design, Setting, and Participants

The study was a cross-sectional study conducted among residents of two Arab communities in
Israel one urban, the other sub.

Data was collected in May 2020. Eligibility criteria for study inclusion were: (a) Age above
17 years, (b) ability to understand and complete self-report questionnaires, and (c) living and receiving
health-care services in the investigated communities. Electronic questionnaires using a web-based
survey software (Qualtrics; www.qualtrics.com), were sent out through social networks. To have
adequate power to detect a medium effect size in multiple regression, using a two-tailed test, with three
predictors, α = 0.05, and power = 0.80 [53], a minimum of 76 participants was required.

2.2. Instruments

Background variables included age, gender, education level, marital status, religious affiliation,
number of children, and employment. Community resilience was assessed by the short version of
the Conjoint Community Resiliency Assessment Measure (CCRAM-10; [54]), which is a self-report
questionnaire with ten items covering five significant constructs of community resilience: Leadership,
Collective Efficacy, Preparedness, Place Attachment and Social Trust. The questionnaire also addresses
demographic details and information on relevant personal experience of the respondent. Responses
are rated on a 5-point Likert scale. The CCRAM-10 was found to be reliably capable of assessing the
original five factors [55].

Self-rated health (SRH) is a simple, easy to administer measure of general health [56], which was
initially developed to replace clinical assessments in survey research [57]. SRH is typically measured
as a single item, the most common wording of which is “In general, would you say your health is”
with the response items “excellent,” “very good,” “good,” “fair,” or “poor”.

Satisfaction and confidence in primary, secondary, and national health-care services:
The questionnaire was based on a survey instrument developed and used by the Myers-JDC Brookdale
Institute (MJBI) for a national satisfaction survey typically conducted every 2–3 years [58]. It consists of
about 70 questions with sections that focused on access to health care, patient satisfaction, health services
use, branch and staff hours, health status, and demographics. Respondents were asked to rate their
level of satisfaction for a variety of services as “very satisfied,” “satisfied,” “not so satisfied,” or “not
satisfied”.

2.3. Data Analysis

First, descriptive statistics were analyzed for all study variables, by community type. Next,
the variables for the two communities were compared, using a multivariate analysis of covariance
(MANCOVA). Demographic variables that differed between the two study groups, including age,
education level, marital status, and level of religiosity, served as covariates. Furthermore, correlational
analysis examined the relationships between community resilience and satisfaction and confidence
with health-care services. Finally, the roles of community type, satisfaction and confidence with
health-care services in predicating community resilience were examined using hierarchical linear
regression analyses. In the regression analyses, participants’ age, gender, and health status were

www.qualtrics.com
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entered at Step 1, community type at Step 2, and the three health-care measures (satisfaction with
primary services, satisfaction with specialized services and confidence) at the last step. Data analyses
were carried out using IBM SPSS (the statistical package for the social sciences), version 26 [59].

2.4. Ethical Approval

Ethical approval was obtained from the Institutional Review Board (IRB) of the Faculty of
Health Sciences at Ben-Gurion University of the Negev (13-2020). Respondents were informed that
participation was voluntary without remuneration and that the responses would be collected and
analyzed anonymously.

3. Results

3.1. Demographic Characteristics of Study Participants

The study included 196 adults (63% females), of whom 112 lived in the urban community and
84 lived the suburban one. Participants ranged in age from 17 to 76 (mean age = 35.03 years, SD = 14.34).
Most of the participants were married (60%). Table 1 presents a comparison between the two study
communities in background and study variables. T test for independent samples and Chi-Square tests
revealed that the suburban community was older and more religious than the urban one. No differences
between the two communities were observed in the distribution of gender and education level.

Table 1. Differences in urban and suburban communities in study variables.

Variable
Urban

Community
(n = 112)

Suburban
Community

(n = 84)
Difference

Age
M (SD) 31.46 (15.13) 39.73 (11.89) t (194) = −4.176, p = 0.000

Gender
Male 34 27

χ2 (1) = 0.03, p = 0.85Female 76 57

Religious
affiliation

Religiously observant. 36 41
χ2 (1) = 7.04, p = 0.03Traditional 70 42

Secular 6 1

Years of
education

<8 16 7
χ2 (1) = 3.40, p = 183Highschool 29 17

Academic 64 59

Community resilience
M (SD) 3.08 (0.71) 3.37 (0.58) F (1,185) = 3.98, p = 0.048

Satisfaction with community health services
M (SD) 3.99 (0.62) 4.12 (0.57) F (1,185) = 7.20, p = 0.008

Satisfaction with specialized health services
M (SD) 4.03 (0.73) 4.28 (0.66) F (1,184) = 7.77, p = 0.006

Confidence in health services 3.45 (0.69) 3.47 (0.77) F (1,184) = 3.75, p = 0.054

3.2. Community Resilience and Community Type

After controlling for age, education level, marital status, and level of religiosity, a MANCOVA
showed that, in line with our first hypothesis, the community type had a significant effect on overall
community resilience: F (5,168) = 3.145, p = 0.010, Pillai’s Trace = 0.86.

As seen in Figure 1, members of the suburban community were significantly higher on their
preparedness level F (1,178) = 11.604, p = 0.001 and the strength of place attachment F (1,178) = 4.332,
p = 0.39 than members of the urban community.

No differences between community types were identified in leadership, F (1,178) = 0.645, p = 0.423;
collective efficacy F (1,178) = 0.950, p = 331; and social trust F (1,178) = 1.130, p = 0.289.
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Figure 1. Differences between members of urban and suburban communities in the CCRAM factors.

3.3. The Role of the Health-Care Services in Predicting Community Resilience

As a first step, a correlation matrix was conducted. Table 2 presents Pearson correlations between
study variables. Supporting the second hypothesis, results showed that community resilience was
positively associated with satisfaction with primary health-care services (r = 33, p < 01), satisfaction
with specialized health-care services (r = 28, p < 0.1), and confidence in health-care services (r = 18,
p < 0.5), but not with self-rated health (r = 0.8, p > 0.5).

Table 2. Pearson correlations between main research variables (N = 196).

Age Gender Community
Type

Satisfaction
with Primary

Health
Services

Satisfaction
with

Specialized
Health Services

Confidence
in Health
Services

Community
Resilience

Self-Rated
Health

Age 1 −0.32 ** 0.27 ** 0.16 * 0.09 0.11 0.09 −0.36 **

Gender 1 −0.01 0.16 * 0.17 * 0.08 0.01 0.11

Community
type 1 0.12 0.17 * 0.09 0.19 ** −0.02

Satisfaction with
primary

healthcare
services

1 0.60 ** 0.56 ** 0.33 ** 0.18 *

Satisfaction with
specialized
healthcare

services

1 0.40 ** 0.28 ** 0.14

Confidence in
healthcare

services
1 0.18 * −0.001

Community
resilience 1 0.08

Self-rated health 1

* p < 0.05; ** p < 0.01.
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Results of the regression analysis, presented in Table 3, showed that satisfaction with primary
health-care services was the only predictor of community resilience (β = 0.31, p < 0.1).

Table 3. Multiple regression analyses predicting community resilience by satisfaction and confidence
in health-care services.

Step
Unstandardized

Coefficients
Standardized
Coefficients F

B Std. Error Beta Adj. R Square

1
Age 0.01 0.01 0.12

1.20 0.004Gender 0.01 0.14 0.01
Self-rated health 0.06 0.04 0.155

2

Age 0.004 0.01 0.08

1.85 0.20
Gender −0.00 0.14 −0.01

Self-rated health 0.06 0.04 0.12
Community type 0.25 0.13 0.16

3

Age 0.01 0.01 0.13

4.40 *** 0.124

Gender −0.07 0.14 −0.04
Self-rated health 0.03 0.04 0.07
Community type 0.15 0.13 0.09

Satisfaction with primary
healthcare services 0.41 0.14 0.31 **

Satisfaction with
specialized healthcare

services
0.08 0.11 0.07

Confidence in healthcare
services −0.003 0.10 −0.003

** p < 0.01; *** p < 0.001.

4. Discussion

The aim of the current study was to examine the role of health-care services in the perceived
community resilience of urban and suburban Arab communities in Israel during the COVID-19
outbreak. Our results showed that residents of the suburban community reported higher community
resilience than residents of the urban community, and that this difference was related to increased
preparedness levels and strength of place attachment in the suburban community.

Members of suburban communities were also more satisfied and confident in health-care services
than those of urban communities. However, when examining the relative contribution of these variables
to the variance in community resilience, only satisfaction with primary health-care services, and not
community type, had a significant contribution.

Our results are in line with previous studies in non-minority groups [15,55], which demonstrated
an inverse relationship between the perceived community resilience and community size. For example,
in two studies involving small to medium size Jewish towns in Israel during non-emergency periods,
members of small urban communities and local authorities reported lower community resilience
compared to villages, planned communities, and collective communities [54,55]. Recently, Rapaport et
al. [15] found that rural communities showed the highest levels of community resilience factors, followed
by suburban and then urban communities. These findings suggested that rural communities translate
their strong social resources, such as shared ideology, close relationship, and social homogeneity,
into perceived resilience.

While these studies focused on the role of socio-cultural resources in explaining community
resilience, the current study focused on the role of perceived health-care services. Specifically, our results
showed that members of the suburban community reported higher satisfaction and confidence in
health-care services and that a such sense of satisfaction may be one of the underlying mechanisms
linking community type and community resilience. These findings are surprising, given that small
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communities have inferior access to resources and emergency aid [60,61]. One possible explanation for
our findings is that perceived high-quality primary health-care services provides participants with a
strong sense of security, preparedness and belonging, which may compensate for other disadvantages
associated with living in a small town. There is evidence to suggest that primary health-care services
play a key role in social, political, and international community development, particularly in low-income
minority groups [62,63]. Several studies in minority populations, including Arabs in Israel, have shown
that minority groups tend to use primary health-care services more often than non-minority ones,
partly due to health literacy [62]. For example, a recent Israeli study indicated that Arabs have
reported receiving health promotion advice (e.g., physical activity, diet) from their primary doctor
more commonly than Jewish patients [64].

Another possible explanation for the higher satisfaction with health-care services in the suburban
community may be related to the type of the current emergency. Previous studies of community
resilience were conducted during non-emergency periods [11,15,54] or during mass traumas (e.g., war,
terror) [65–67], whereas the current study examined community resilience during a health crisis. While
this crisis may potentially increase communities’ needs of health services, one consequence of the
COVID-19 pandemic has been under-use of important medical services for patients with urgent and
emergent health needs that were unrelated to COVID-19 [68,69]. Such decreased load on health-care
services may improve the perceived availability of primary and specialized health-care services and
contribute to patient–doctor communication, leading to increased satisfaction with health services.

Finally, the key role of primary health-care services in community resilience during the COVID-19
crisis might be explained by the dynamics of community resilience. Studies exploring the changes in
perceived community resilience between routine and emergency periods, revealed that community
resilience levels were higher during times of emergency and lower in times of non-emergency [66,70].
This increase in community resilience shortly after a disaster is typical of many types of emergencies
and reflects a sudden increase in community cohesion. For instance, a study of social cohesion and
perceived community resilience in four rural communities in Canada that had experienced wildfires
and floods, showed that the link between social cohesion and community resilience became weaker
over time [71]. Furthermore, perceived community resilience fluctuated with time following a disaster,
showing high scores in the first year, and then a decrease on the second year, followed by increase at
the 6th year, and subsequent decrease at the 10th year. Another study which examined fluctuations in
community resilience in times of emergency and routine found that at least three factors of community
resilience—preparedness, leadership, and collective efficacy—consistently increased in response to
an emergency [66]. This dynamics of community resilience indicates that acute disruptions in life
are accompanied by a quick and efficient allocation of individual and community resources, such as
adequate function of local authorities and emergency services, increased availability of shelters and the
public’s awareness, mutual support and solidarity [72]. It is, therefore, possible that due to enhanced
social cohesion, suburban communities were more effective in translating their community resources
to increased resilience shortly after the COVID-19 outbreak. Nevertheless, the long-term effects of the
relative inferiority of health-care services on the community resilience of small communities is yet to
be resolved.

Several limitations should be noted when considering the finding in the current study. First,
the cross-sectional nature of this study does not allow us to draw any causal relationships between
variables. Thus, inferences about the direction of the relationships were based on conceptual rather
than empirical considerations. Additionally, our cross-sectional design does not allow the monitoring
of changes in community resilience over time. As previous research has shown [66], community
resilience tends to increase shortly after disasters and then gradually decrease. Future research should
consider the dynamics of community resilience in different types of communities.

A related limitation is that the data collection was restricted to the first wave of the COVID-19
outbreak, shortly after a general lockdown, and a time when the number of COVID-19 cases was
limited in both communities, partially due to underdiagnosis. It is, therefore, difficult to ascertain the
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degree to which the primary health-care services effectively faced the challenges of the first wave how
well they addressed the needs of each community. According to the World Health Organization [73],
the main principles of primary care in the COVID-19 response should include early identification and
management of potential cases, avert the risk of transmission of infection to contacts and health-care
workers, maintain delivery of essential health services, enhance existing surveillance (e.g., influenza-like
illness), and strengthen risk communication and community engagement. It is crucial for future
studies to investigate the capacity of primary health-care services to address these principles and their
association with community resilience.

Another limitation of the current study is the exclusive reliance on self-reported data. Incorporating
data from local authorities and health services about availability and preparedness would be an effective
way of overcoming this limitation. Finally, the sampling method, which was based on snowball
sampling and social media networks, may contribute to an unbalanced sample in terms of demographic
characteristics and disclosure of personal information [74].

Given the scarcity of research on community resilience of ethnic minority groups, our study
provides initial insight into the public-health resources that contribute to community resilience in
times of crisis. Our results are consistent with those of previous research [14], and suggest that the
central role that primary health-care services play in strengthening communities is far beyond the
provision of medical treatment and is independent of individuals’ health status. Although the research
on primary health-care services in low-income and middle-income populations is currently scarce and
fragmented [75], previous studies have offered several strategies to strengthen primary health-care
services in these contexts [76]. Such strategies include the facilitation of intersectoral collaboration
between different stakeholders of health-care [77,78], educational interventions for both providers and
consumers [79,80], intensive professional training, and health policy support (e.g., equitable payment
of primary health care compared with other areas of specialization) [81]. Additionally, incorporating
mobile and communication technologies into the services may provide many opportunities to involve
patients in managing and monitoring their health as well as to promote collaboration with specialists
and facilitating connections with nursing homes and home health [82]. Finally, there is a need for an
expanded and more coordinated effort for research focused on primary health-care interventions in
order to bridge the evidence policy and practice gaps [83].

Future studies investigating community resilience in cultural and ethnic minority groups should
consider the role of culture and context in the development of community resilience. A cultural
interpretation of community resilience suggests that the community’s capacity to deal with changes is
highly influenced by cultural attitudes, values, and norms. From this point of view, a culturally sensitive
approach to emergencies entails a global and local understanding of culture-related expectations and
attitudes [84,85]. For example, research in minority communities in Israel during the first wave of
COVID-19 showed that keeping social distancing in large, multi-generational households was almost
impossible not only due to inadequate space for quarantining but also because shared values make it
culturally unacceptable to avoid physical proximity or to send an ill family member away [51].

Although the results of the current study reflect the socio-political context of Israeli Arabs,
the vulnerability of ethnic/cultural minority groups to the effects of the COVID-19 outbreak is a public
emergency of global concern [5]. Like other deadly pandemics in human history [86–88], the COVID-19
intensifies tensions between groups, increasing racism, discrimination, and mass violence against
minorities as people seek a scapegoat. Our study thus highlights the role of health-care services as a
delivery platform for enhancing the community resilience of minorities and for mitigating existing
gaps and inequalities.
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5. Conclusions

Although the importance of community resilience to public health is well established [89,90],
there is no clear consensus about the mechanisms for enhancing community resilience. Focusing on
the community resilience in communities of the Arab minority in Israel, our pilot study suggests that
high-quality primary health-care services may be a key source of community resilience over and above
the role of community type. These results provide further support for the importance of primary
health-care services as an accessible resource, particularly for underserved populations. Therefore,
interventions tailored to strengthen primary health-care services may serve as a platform for enhancing
the social fabric and mitigating social inequity in emergencies as well as in routine.
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