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To the Editor:
We thank Nayak and colleagues for their interest in our

study, which examined the correspondence between the Cen-
ter for Disease Control’s Social Vulnerability Index (SVI) and
county-level COVID-19 cases and deaths.1 In light of the
mentioned methodological differences with their team’s pre-
print, we welcome this opportunity to explore the implications
of risk adjustment choices when modeling population-level
health inequities.
The growing body of literature on how COVID-19 differen-

tially impacts marginalized populations highlights the need to be
cautious when adjusting for clinical and sociodemographic var-
iables.2–4 In our study, we avoided adjusting for comorbidities
because they fall on the causal pathway from social vulnerability
to disease incidence and mortality.2 Furthermore, overadjust-
ment bias in risk prediction and resource allocation models
may mislead policymakers to conclude that smaller differences
after adjustment reflect smaller disparities, rather than recogniz-
ing that comorbidity rates themselves are a consequence of
longstanding structural inequity.5 With these issues in mind,
we remain concerned that controlling for comorbidities may
mask the starkness of COVID-19 inequities.
We also chose not to adjust for age because the county-level

proportion of residents ≥ 65 years was already included within
the Household Composition & Disability SVI domain. Still, a
role exists for age-adjustment when granular data are avail-
able. When Gross and colleagues3 used indirect standardiza-
tion to compare expected and observed COVID-19 mortality
rates by race/ethnicity within age strata, they found that age-
unadjusted mortality rates may underestimate disparities
among populations that skew younger (e.g., Black and
Latinx). Although we found that the most vulnerable counties
in the Minority Status and Language domain had an almost
fivefold increased risk of cases and deaths compared to the
least vulnerable counties,1 Gross and colleagues demonstrate
that this disparity may be even more dramatic.

We return to a takeaway consistent across the COVID-19
disparities literature: addressing the uneven burden of the
pandemic requires structural interventions to prioritize equity
for marginalized communities.4 Recognizing the implications
of adjustment in risk prediction and resource allocationmodels
is crucial to achieving this goal. We are encouraged by recent
guidance from the National Academies of Science, Engineer-
ing, and Medicine recommending the use of the SVI or an-
other vulnerability index to ensure equitable allocation of
SARS-CoV-2 vaccines across the USA,6 and are eager to
continue investigating strategies to mitigate the pandemic’s
devastating toll on vulnerable communities.
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