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This article describes a community–academic partnership designed and implemented to address

disparities in accessing COVID-19 testing in Arizona, from November 2020 through March 2023. An

equitable community-academic partnership, the involvement of local leaders, and the engagement of

community health workers were critical for the success of the intervention. More than 5000 previously

underserved patients were tested and received COVID-19 related services. A profile comparison with a

matched group documents the success of the program in reaching the targeted population. (Am J Public

Health. 2024;114(S5):S388–S391. https://doi.org/10.2105/AJPH.2024.307684)

COVID-19 exposed systemic health

disadvantages across the United

States.1 In the Southwest, Latinx/

Hispanic and other minoritized com-

munities faced major barriers to

COVID-19 testing.2 Vulnerable commu-

nities demonstrated high levels of

resilience by adhering to mitigating

behaviors and through their collective

efforts to care for relatives and neigh-

bors.3–5 This article reports on a project

that capitalized on existing community

partnerships to overcome barriers and

increase health equity.

INTERVENTION AND
IMPLEMENTATION

Grounded in 2 decades of community-

academic collaboration, the project

engaged community members in its

design and implementation. The inter-

vention, named RAPID (Respectful,

Action-oriented, Proactive, Inclusive,

and Direct-resources) for its guiding

values, was spearheaded by Equality

Health Foundation (EHF). EHF coordi-

nated a multisectoral coalition and en-

gaged community health workers

(CHWs) for their deep community

knowledge, trust, and patient engage-

ment capabilities.6

The cross-sector alignment theory of

change7 and a community-based par-

ticipatory research orientation8 guided

the project. Arizona State University

(ASU) joined the effort through NIH’s

Rapid Acceleration of Diagnostics-

Underserved Populations (RADx-UP)

initiative, providing methodological and

logistical support.

In phase 1, communities were identi-

fied using state-level surveillance data

publicly available from the Arizona De-

partment of Health Services.9 We iden-

tify underserved communities through

zip code tabulation areas (ZCTAs) with

a higher positivity rate than the state

median and lacking local testing sites.

The Community and Scientific Advisory

Board (CSAB) ranked those communi-

ties in order of priority. CSAB members

leveraged their networks to gauge

socio-cultural and other barriers to

accessing COVID-19.

During phase 2, the team promoted

and implemented testing events in co-

ordination with local partners. Coalition

members and the CSAB identified local

community partners (churches, social

services, etc.). Together with CHWs they

identified and addressed specific com-

munity needs and chose culturally

appropriate and accessible locations

for the testing.

In phase 3, CHWs provided a warm

welcome to all (including walk-ins), ad-

ministered noninvasive saliva-based

rapid COVID-19 tests (qPCR molecular),

provided patient education, and admin-

istered the intake survey. A biomedical

unit at ASU analyzed test samples and
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posted results on a secure online site.

Patients were able to check their

results immediately, but many did not

have Internet access. CHWs followed-

up with those who had not checked

their results within 48hours.

In phase 4, CHWs made follow-up

calls to ensure that patients under-

stood their test results and provided

wraparound services (e.g., food and

housing assistance) as needed. A medi-

cal provider from the local federally

qualified community health center pro-

vided consultation calls to those who

tested positive, guiding them through

the isolation period and addressing

medical questions.

PLACE, TIME, AND
PERSONS

Central to the intervention were 10

bilingual/bicultural CHWs trained in

public health from a Phoenix-based

agency called Helping Families in

Need,10 who participated in the inter-

vention design and trained CHWs

across Arizona and tribal communities

to assist at local testing sites. CHWs

training included the CDC’s COVID-19

mitigating behaviors, patient recruit-

ment, follow-up protocols with patients

who tested positive, and conducting

saliva tests and social determinants of

health surveys, after attaining CITI certi-

fication. CHWs addressed questions

and dispelled myths or rumors circulat-

ing in the community regarding COVID-

19 testing and vaccination, and helped

overcome language, technological, and

health literacy barriers, such as navigat-

ing online services. The team designed

and implemented a publicity and out-

reach plan tailored to each community,

including flyers, PSAs on social media

and radio, and presentations at local

institutions.

The 4-phase RAPID intervention was

implemented 60 times in 20 low socio-

economic status (SES), predominantly

Latinx underserved communities

across Arizona, testing over 5000 indivi-

duals by March 2023. Table 1 highlights

characteristics of the 20 targeted com-

munities as compared with other

ZCTAs in Arizona (n5258). Of these

communities, 60% were in Maricopa

County.

PURPOSE

The partnership aimed to reduce

health inequities in the context of the

COVID-19 pandemic by reducing dispa-

rities in accessing testing, public health

education, wraparound social services,

and primary care.

EVALUATION AND
ADVERSE EFFECTS

The project succeeded in increasing

access to testing by underserved com-

munities. Thirty-three percent of parti-

cipants received or were referred to

social services, 27% received vaccina-

tion registration assistance, and 5%

were scheduled for vaccination appoint-

ments. Initially, only patients who tested

positive received follow-up calls offering

wrap-around services, but this was later

extended to include all participants.

Figure 1 highlights social determi-

nants of health among survey partici-

pants from the RAPID testing sites

(n5101) and the matched comparison

group (n5101) recruited from a list

provided by the university-run testing

sites (the standard of care within desig-

nated ZCTAs) operating near the RAPID

testing sites. The university sites re-

quired online registration, a car, and

English proficiency, lacking culturally

and linguistic congruent services,

wraparound services or public health

information.

The majority (80%) of the 202 survey

participants lived within the 20 targeted

communities. The communities were

distributed across the state, they were

urban, semiurban, rural and tribal. More

than 5000 participants took the COVID-19

saliva rapid test, 1000 completed the

intake survey, and a subgroup of 101

completed the more extensive common

data elements (CDEs) survey. During the

first months of testing, the intervention

team was not able to conduct the longer

survey due to delays in receiving the

results. CDEs surveys were conducted

over the phone or online; the absence

of working phones and unanswered

calls in part explain the lower number

of completed CDEs surveys. During

the first 12 months of the project,

only participants with a positive test

result were invited to complete the

CDEs survey.

In comparison with those from the

university-sponsored sites, the RAPID

participants were more likely to be:

female (69.0% versus 63.3%); older than

54years old (21.3% versus 16.0%), non-

White (97.0% versus 89.8%); lacking a

high school diploma (30.9% versus

9.5%); and without health insurance

(48.8% versus 12.1%). By deploying

bilingual CHWs, the RAPID model served

a significantly higher percentage of

participants who completed the survey

in Spanish (57.4% versus 6.9%).

SUSTAINABILITY

NIH supplemental funding expanded the

areas and populations covered by the

RAPID project, including transnational

populations between the Mexico-US bor-

der and asylum seekers crossing through

Arizona. It also added the NIH CDE

survey. The partnership evolved to include
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state-, county-, and city-administered

funding to deliver COVID-19 education

and vaccination to vulnerable and under-

served residents of Arizona.11

CHWs were compensated though

EHF through a subcontract with ASU’s

RADx-UP award. The CHWs qualified

for reimbursement toward the

conclusion of the project. Arizona’s

state Medicaid program (AHCCCS)

started to reimburse for CHW services

under its state plan in February 2023.

TABLE 1— Comparison of Communities With and Without RAPID Testing Sites: Arizona, November
2020–March 2023

Demographic Variables
ZCTA with RAPID

Testing Sites (n=20)
ZCTA without RAPID
Testing Sites (n =258)

Mean % of Residents (SD) Mean % of Residents (SD)

Female 50.1 (2.4) 49.9 (5.6)

Non-Hispanic Whites 23.0 (20.4) 64.2 (22.5)

Completed high school or more education 73.3 (11.4) 88.9 (9.5)

Foreign-born 19.6 (12.6) 10.2 (7.9)

Speaking another language at home & Speaking English less than “very well” 15.8 (10.5) 6.2 (7.5)

Speak Spanish at home & Speaking English less than “very well” 13.7 (11.6) 5.1 (7.5)

Residents with health coverage 82.7 (6.2) 90.8 (6.9)

Household income below federal poverty line 13.5 (6.3) 11.6 (12.3)

Work from home 6.0 (4.4) 9.4 (7.1)

Note. RAPID5Respectful, Action-oriented, Proactive, Inclusive, and Direct-resources; ZTCA5 zip code tabulation area. Only zip code areas in Arizona for
which biweekly COVID-19 case numbers were published by the Arizona Department of Health Services are compared. Excludes 123 zip code areas
whose COVID-19 case numbers were not published from the analyses.
Source. The data analyzed are from the 5-y Estimates of the American Community Survey, with the final year being 2020.
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FIGURE 1— Social Determinants of Health among Survey Participants of RAPID Testing Sites (n5101) and Control Group
Recruited from Geographically Adjacent University-Run Testing Sites (n5101), Arizona, November 2020–March 2022
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These statutory and financial amend-

ments were crucial for sustaining public

health interventions such as the RAPID

model.

PUBLIC HEALTH
SIGNIFICANCE

The success of the RAPID model

stemmed from strong coalitions, the

community-academic partnership,

skilled CHWs, and their ability to ad-

dress the needs (i.e., cultural and

language congruent services) of the

communities they serve. CHWs involved

in the intervention were bilingual, cul-

turally competent, knowledgeable

about available resources and skillful in

connecting community members to

those resources. The RAPID model is

easily transferable across different cul-

tural and geographic contexts as its key

components are flexible and adaptable.

The COVID-19 pandemic landscape

continues to evolve, and the project’s

ability to evolve with it into new loca-

tions and populations is significant.

The research team will continue to

make adaptations to the intervention

model to provide quality care to vulnera-

ble communities that have been histori-

cally underserved. This project increased

Arizona’s capacity to respond to the next

public health crisis, and demonstrated

that strong community-academic

partnerships–when nurtured over

time–provide an ideal platform to re-

spond to health crises in an equitable

manner.
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