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Eī ecƟ ve communicaƟ on requires the 
appropriate messages, messengers, 
and methods.

In the event of a public health emergency, such as a 
pandemic infl uenza, it is important that health au-
thoriƟ es are able to quickly reach the enƟ re potenƟ ally 
aī ected populaƟ on with appropriate informaƟ on. 
Eī ecƟ ve emergency risk communicaƟ on requires the 
selecƟ on of appropriate messages, messengers, and 
methods of delivery to disseminate informaƟ on to au-
diences before, during, and aŌ er the event.

Reaching the populaƟ on can be very challenging, especially when dealing with “at-risk popula-
Ɵ ons”. According to the Pandemic and All-Hazards Preparedness Act, at-risk populaƟ ons are 
described as individuals or groups whose needs are not fully addressed by tradiƟ onal service 
providers, or who cannot comfortably or safely use the standard resources oī ered during 
preparedness, response, and recovery eī orts.1  These groups include individuals from diverse 
cultures, those who have limited English profi ciency or are non-English speaking, or are trans-
portaƟ on disadvantaged, among others. These characterisƟ cs very well defi ne a large propor-
Ɵ on of the LaƟ no populaƟ on in the United States.

This document is an updated version of the “Best PracƟ ce Guidelines: Outreach to LaƟ no 
Hard-to-Reach PopulaƟ ons: Emergency Preparedness”, published by the Health IniƟ aƟ ve of the 
Americas (HIA) in 2010.  It provides best pracƟ ces to support public health authoriƟ es and 
providers in connecƟ ng with community-based organizaƟ ons in their eī orts to reach the at-risk 
LaƟ no populaƟ on in the event of a pandemic or a public health emergency. Meredith Miller 
Vostrejs, Independent Consultant contributed to this previous version. 

During the 2009-2010 H1N1 Infl uenza Pandemic, HIA played a key role in California in the eī orts 
of informing, educaƟ ng, and mobilizing the LaƟ no community, as well as conducƟ ng research 
to beƩ er understand the percepƟ ons and beliefs of this populaƟ on about the H1N1 infl uenza 
and the vaccine.  Some of those eī orts and fi ndings are refl ected on here.
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At-risk populaƟ ons challenge the way public health is 
delivered, especially during public health emergencies.  
Although LaƟ nos comprise 15% of the U.S. populaƟ on, 
they represented 30% of all reported H1N1 cases 
during the early spring wave of the pandemic2 and 
LaƟ nos were hospitalized at higher rates in all age 
groups. LaƟ no children younger than 18 years of age 
accounted for 27% of reported 2009 H1N1 infl uenza-
associated deaths in the U.S. while consƟ tuƟ ng just 
21% of the populaƟ on.3  

While prevenƟ ve behaviors and vaccinaƟ ons are 
proven eī ecƟ ve ways to reduce infl uenza transmission, 
morbidity, and mortality, the adult LaƟ no populaƟ on 
has been less likely than non-LaƟ no whites to receive 
infl uenza vaccinaƟ on (25% vs. 39% as of December 
2009).4 Yet research indicates that there is a high 
acceptance rate of fl u and other vaccines among hard 
to reach (HTR) LaƟ nos.5,6,7,8  This acceptance occurs 
alongside fears, quesƟ ons and concerns that exist 
within the general populaƟ on, yet due to language or 
culture these concerns may not be fully and eī ecƟ vely 
addressed by health authoriƟ es.  

In spite of their large populaƟ on and substanƟ al 
contribuƟ on to the naƟ on’s economy, a signifi cant 
number of LaƟ nos remain disenfranchised from the 
U.S. health care system.  Approximately one-third of 
LaƟ nos lack health insurance: the highest uninsured 
rate of any racial or ethnic group in the U.S. In 
California, 99% of the farmworker populaƟ on is LaƟ no 
and over 70% of them lack health insurance.9  

More than 25% of LaƟ no adults in the U.S. lack a usual 
health care provider; this is twice the rate of non-
LaƟ no Blacks and three Ɵ mes the rate of non-LaƟ no 
Whites. A similar proporƟ on, 25%, report obtaining 
no health care informaƟ on from medical personnel 
in the last year; yet more than eight in ten report 
receiving informaƟ on from media sources such as TV 
and radio.10

Those least likely to have a usual provider include men, 
young, less educated, and/or uninsured individuals. 
Foreign born and less assimilated LaƟ nos (those who 
mainly speak Spanish, lack U.S. ciƟ zenship or are 
recent immigrants to the U.S.) are less likely than 
other LaƟ nos to have a usual place to go for medical 
treatment or advice.11  Language is an enormous 
barrier when accessing health services and 77% of 
LaƟ nos in California report speaking a language other 
than English at home.12 

Why are Latinos 
considered an 
at-risk population?

“There is no epidemiological or clinical evidence that 
suggests that Latinos are more susceptible to either 

2009 H1N1 or seasonal in! uenza or to poorer health 
outcomes by virtue of their race/ethnicity alone”. 

    
 - CDC, 2010

Key Points: Why the Concern?
• LaƟ nos comprise 15% of the U.S. and 37% of the 

California  populaƟ on.

• LaƟ nos are disenfranchised from the U.S. health care 
system; 1/3 lack health insurance.

• Barriers to care: cost, transport, language, literacy, 
clinic hours, immigraƟ on status.
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Key Points:

Accurately idenƟ fying at-risk populaƟ ons 
is challenging. The term ‘at-risk” has been 
used in relaƟ on to a wide array of individual 
or group characterisƟ cs and seƫ  ngs, such as 
economics, ethnicity, culture, geography, at-
Ɵ tudes, or behaviors. 

With regard to public health, “at-risk” individuals are those who, due to social or structural determinants, do not 
benefi t equally from public health approaches designed to improve the health of the whole populaƟ on. These 
individuals or groups of people generally experience limited access to care. This noƟ on of “at-risk” implies there 
are barriers that make it challenging for people to seek or receive appropriate, quality healthcare or that the 
services are not available. 

For years the public health system has aƩ empted to increase health educaƟ on, outreach, and intervenƟ ons 
with at-risk groups. Yet these individuals and communiƟ es conƟ nue to pose a challenge to exisƟ ng public health 
outreach eī orts even during non-emergency circumstances—during public health emergencies this challenge 
is exacerbated. For example, infl uenza is easily contagious, thus inadequate preparedness or an unƟ mely re-
sponse with vulnerable or at-risk populaƟ ons increases the risk of infecƟ on in the general populaƟ on. In this 
context, vulnerability is not a personal defi ciency but an interacƟ on of many individual and community level 
risks over which an individual or family may have limited control.13  Accordingly, some immigrants may be more 
vulnerable to public health emergencies than other groups due to preexisƟ ng health and social dispariƟ es, 
migraƟ on history, or living condiƟ ons.14 

As the public health and medical communiƟ es engage in emergency preparedness and response with at-risk 
populaƟ ons, it is important to understand not only the lives and social realiƟ es of this populaƟ on, but also the 
public health paradigm in which health educaƟ on, outreach, and immunizaƟ ons is being carried out. The iden-
Ɵ fi caƟ on of at-risk individuals helps to beƩ er serve the populaƟ on, yet the term “at-risk” can inadvertently be 
sƟ gmaƟ zing. For example, the underserved may be seen as service resistant, thereby implying that the problem 
lies with at-risk individuals themselves as opposed to the public healthcare system’s approach. 

Challenges for Public Health

Focus group parƟ cipants rejected fear as an ineī ecƟ ve way to deliver       
informaƟ on, and instead recommended messages that are informaƟ ve in 

tone and emphasized family.
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• Some immigrants are more vulnerable 
to public health emergencies than other 
groups due to preexisƟ ng health and 
social dispariƟ es, migraƟ on history, or 
living condiƟ ons

• Need to develop trusƟ ng relaƟ ons with 
at-risk populaƟ ons prior to and during an 
emergency essenƟ al for access to care.



Key Elements For Success
Based on HIA experiences and 
lessons learned from other 
emergency preparedness and re-
sponse eī orts, there are three key 
elements for successful outreach 
and educaƟ on with LaƟ no and 
other at-risk populaƟ ons prior to, 
during, and aŌ er a pandemic: 

1. Build relaƟ onships with com-
munity-based organizaƟ ons 
(CBOs), local leaders and 
other stakeholders to develop 
trust and community linkages 
in advance; 

2. Tailor communicaƟ ons to de-
liver culturally, linguisƟ cally, 
and educaƟ onally appropri-
ate informaƟ on; and 

3. Ensure relevance to the lived 
realiƟ es of the target popula-
Ɵ on so messages and behav-
ior change recommendaƟ ons 
relate to the percepƟ ons and 
socio-economic realiƟ es of 
the populaƟ on.

Community-based 
organizaƟ ons are  
criƟ cal to eī ecƟ ve 
disaster planning 
and response 
with vulnerable 
populaƟ ons. 

Reaching the People:  
Collaborating for Outreach & Education

Eī ecƟ ve outreach and educaƟ on with at-risk populaƟ ons is essenƟ al for 
emergency preparedness and response at the local, state, and naƟ onal 
levels. What makes it eī ecƟ ve? And how can it best be delivered during a 
public health emergency?

1. Build RelaƟ onships: CBOs are Key Partners!

Working eī ecƟ vely with at-risk populaƟ ons during a public health or other 
emergency requires signifi cant preparaƟ on and relaƟ onship building with 
communiƟ es well in advance of the crisis—working with at-risk LaƟ nos 
is no excepƟ on. Community-based organizaƟ ons (CBOs) are a criƟ cal in-
gredient in eī ecƟ ve disaster planning and response, parƟ cularly as a link 
to marginalized and vulnerable populaƟ ons. Community groups are more 
likely than other disaster relief providers to employ culturally and linguisƟ -
cally competent staī  and are more likely to have earned the confi dence of 
the populaƟ ons they serve.16    

IdenƟ fying trusted community leaders, including faith-based organiza-
Ɵ ons, is integral to reaching LaƟ no subpopulaƟ ons.17 AddiƟ onally, pro-
motores (community health outreach workers) have been idenƟ fi ed as 
trusted sources of disaster informaƟ on.18

The fi rst naƟ onal guidance on at-risk populaƟ ons and pandemic infl uenza, 
developed by ASTHO (AssociaƟ on of State and Territorial Health Oĸ  cials), 
recommends joining an exisƟ ng network or creaƟ ng a network with rep-
resentaƟ ves from at-risk individuals, CBOs, faith-based organizaƟ ons, and 
other key partners.19  The local BinaƟ onal Health Week (BHW) task forces 
are comprised of trusted community leaders and may be a natural local 
entry point for health department emergency preparedness and response 
eī orts. CollaboraƟ on not only builds trusƟ ng relaƟ onships with diverse 
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Key Points: 
Reaching the People
• PreparaƟ on and relaƟ onship 

building must occur well in 
advance of emergency.

• Promotores are cost-eī ecƟ ve, 
culturally appropriate workforce 
for at-risk LaƟ no preparedness 
and response.

• CommunicaƟ on must be tailored 
to culture,  language, literacy, and 
socio-economics.

stakeholders, but also leverages human and fi nancial 
resources to increase impact.  Community organiza-
Ɵ ons should be involved in emergency preparedness 
planning from the beginning and engaged at every 
step.

2. Tailor CommunicaƟ ons: Speak to Me!

CommunicaƟ on is a criƟ cal component of emergency 
outreach and educaƟ on.  It is most eī ecƟ ve when 
developed in partnership with community organiza-
Ɵ ons to ensure appropriateness, understanding, and 
adopƟ on of recommended behaviors.  In an emer-
gency, messages must not only inform and educate 
but also mobilize people to follow public health 
direcƟ ves. For people to act, they must understand 
the message, believe the messenger and have the 
capacity to respond.

While no message is suitable for all populaƟ ons, ef-
fecƟ ve communicaƟ on with at-risk populaƟ ons has 
three common components: 

• Audience appropriate messages
• Trusted messengers 
• Eī ecƟ ve outreach methods20

Planners oŌ en think that translaƟ ng generic messag-
es into mulƟ ple languages is a suĸ  cient way to adapt 
them to diī erent ethnic groups.  However, messages 
based exclusively on technical content are unlikely to 

be fully eī ecƟ ve in promoƟ ng desired social behav-
iors and social acƟ on. Messages should be adapted 
to refl ect local percepƟ ons of disease transmission, 
and feasible and locally relevant calls to acƟ on.21 

How messages are delivered is also a signifi cant bar-
rier – or opportunity – to reach at-risk populaƟ ons. 
For example, more than 80% of LaƟ nos surveyed re-
port receiving health informaƟ on from media sources 
such as TV and radio in the past year, and 79% say they 
are acƟ ng on this informaƟ on.22  Spanish media, such 
as Radio Bilingüe and Radio Campesina, are reaching 
migrant farmworkers and other at-risk LaƟ nos. 

While internet and new social media are being 
touted as innovaƟ ve ways to reach LaƟ nos, one 
study concluded that informaƟ on on English and 
Spanish web sites was poor and inconsistent, and 
high reading levels were required for comprehen-
sion.23   ParƟ cipants in HIA’s focus groups cited access 
to Internet as a challenge for some at-risk individuals, 
and many preferred radio over television because it 
was perceived as less sensaƟ onal, more believable, 
and more available.

Further, engaging trusted CBOs and local leaders, 
as well as using non-tradiƟ onal media venues (folk 
theater, social and religious gatherings, etc.), may be 
more eī ecƟ ve in reaching at-risk groups than dis-
seminaƟ ng centrally-generated messages through 
mass media.24   

Meager living condiƟ ons may inhibit compliance with oĸ  cial 
guidance on disease containment.
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Word-of-mouth is oŌ en the most eī ecƟ ve commu-
nicaƟ on method among at-risk populaƟ ons.

Appropriate training of promotores and community 
leaders is important before and during an emergency 
to assure that the informaƟ on disseminated is ac-
curate and follows the intended mobilizaƟ on of the 
at-risk populaƟ on. At the same Ɵ me, promotores can 
provide public health authoriƟ es with valuable and 
Ɵ mely informaƟ on about how the target populaƟ on 
is receiving messages and also inform about specifi c 
behaviors and beliefs that could interfere with de-
sired outcomes.

Advance planning for successful communicaƟ on with 
LaƟ no and other HTR stakeholders during emergency 
preparedness and response may include: 

•      IdenƟ fying HTR barriers to communicaƟ on
• IdenƟ fying trusted messengers (individuals 

and media)
• Review research to beƩ er understand HTR 

culture, percepƟ ons of health, and moƟ va-
Ɵ ons for health seeking behaviors

• TranslaƟ on of key content into Spanish and 
other indigenous languages

• Culturally appropriate graphics for low 
literacy/non-English speaking audiences 

3. Relevance - Reality Check!

CommunicaƟ ons are most useful when they are open 
and transparent in addressing the concerns and pri-
oriƟ es of targeted populaƟ ons. Messages must be 
culturally grounded, personally relevant, and strong 
in promoƟ ng self-eĸ  cacy about protecƟ ve behav-
iors.25  Thus, recognizing the cultural and socio-eco-
nomic realiƟ es of at-risk populaƟ ons is paramount to 
idenƟ fy informaƟ on and behavior change strategies 
that are relevant, applicable, and adoptable.  

For instance, CDC recommends three steps to prevent 
pandemic and seasonal fl u: get vaccinated (when 
available); take everyday prevenƟ ve acƟ ons, includ-
ing frequent hand washing and covering coughs and 
sneezes; and staying home when sick.26   Yet meager 

living condiƟ ons may inhibit compliance with oĸ  cial 
guidance on disease containment.27 At-risk LaƟ nos 
tend to live in poverty and have limited work ben-
efi ts, precarious child care arrangements, cramped 
substandard housing, and other living condiƟ ons that 
interfere with their ability to follow infecƟ on miƟ ga-
Ɵ on and control measures.28   

For example, no H1N1 Infl uenza focus group parƟ ci-
pant suggested a sick person stay home from work 
or school, or be isolated at home to avoid infecƟ ng 
others, when discussing H1N1 Infl uenza prevenƟ on. 
Even when discussing access to prevenƟ ve care, such 
as immunizaƟ ons, many of them, especially male 
parƟ cipants, expressed the work schedule as one of 
the main barriers. 

Recent analyses of a state’s emergency prepared-
ness communicaƟ on materials targeƟ ng low-income 
African American and Hispanic populaƟ ons found 
them inadequate, and concluded that many materi-
als were inappropriate for certain vulnerable popula-
Ɵ ons (e.g. recent immigrants) because of readabil-
ity issues, cultural references, language, or required 
health literacy level.29 Further research is needed 
to accurately integrate at-risk LaƟ no populaƟ ons’ 
unique culture, values, educaƟ on, health-seeking be-
haviors, and percepƟ ons into emergency prepared-
ness and response strategies.

Messages should be adapted to   
refl ect local percepƟ ons of disease 

transmission

“We should take care of our health fi rst, 
especially if we have a family to provide for, 
but a lot of people don’t want to ask for a 
day oī , for fear of losing their jobs.”

- H1N1 Campaign male focus group participant
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Immunizations: Empowering People 
and Providers during a Pandemic

 As with the H1N1 infl uenza in 2009, pandemics 
can challenge the public health infrastructure and 
health providers to maximize outreach, educaƟ on, 
and immunizaƟ on eī orts. Empowering people and 
providers to increase access to care, parƟ cularly 
immunizaƟ ons, is criƟ cal for emergency preparedness 
and response eī orts with at-risk populaƟ ons.

Analysis from the H1N1 Infl uenza campaign and 
other research idenƟ fi ed several important factors 
to consider for improving immunizaƟ on rates with at-
risk LaƟ nos during public health emergencies:

• LaƟ nos have a high acceptance rate of 
vaccinaƟ ons

• DispariƟ es exist due to systemic barriers and 
missed opportuniƟ es

• Accurate informaƟ on delivered in a culturally and 
linguisƟ cally appropriate manner is needed to 
address fears and misconcepƟ ons

• Informed and trusted health providers, including 
promotores, are essenƟ al to encourage 
immunizaƟ ons

• Health dispariƟ es are not adequately addressed 
in current infl uenza immunizaƟ on plans.30

Bridging the Gap: At-Risk LaƟ nos and 
Infl uenza VaccinaƟ ons
Infl uenza vaccinaƟ on rates among disadvantaged 
minority and at-risk populaƟ ons are lower than 
in other groups. They are also at increased risk 
of infl uenza-related morbidity and mortality due 

to socio-economics, lifestyle, and 
chronic diseases such as asthma 
and diabetes. According to the 
CDC,31  although seasonal infl uenza 
vaccinaƟ on coverage for all racial 
and ethnic groups was low during 
2008-2009, LaƟ nos were less likely 
than non-LaƟ no whites to receive 
infl uenza vaccinaƟ on. IdenƟ fying 
the challenges and opportuniƟ es to 

improve infl uenza immunizaƟ on rates among the at-
risk LaƟ no populaƟ on is criƟ cal, and can yield a large 
impact if understood and acted upon successfully. 

Barriers to immunizaƟ on for at-risk LaƟ no 
populaƟ ons include: 

• Frequent mobility

• Fear of being deported due to immigraƟ on 
status

• Lack of sick leave from work

• Unfamiliarity with the U.S. healthcare system  

• Language barriers, especially for indigenous 
LaƟ nos that do not speak English or Spanish

• Lack of health insurance and cost

• TransportaƟ on

• MisconcepƟ ons about vaccine risks and 
benefi ts

• Missed opportuniƟ es due to immunizaƟ ons not 
being available or not being recommended by 
health providers.

While research suggests high acceptance rates and 
intent to get vaccinated for fl u among LaƟ nos, this 
acceptance exists alongside rumors, fears, quesƟ ons 
and concerns about the safety and importance of 
fl u vaccines. MisconcepƟ ons are evidenced among 
the general populaƟ on, yet what is unique to at-risk 
LaƟ nos is that cultural and language barriers impede 
these concerns from being eī ecƟ vely addressed. 
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“I know that we should get the vaccines, 
before geƫ  ng sick.  They’re to prevent 
diseases. But I, like everyone,  was afraid 
to get this parƟ cular vaccinaƟ on, so I 
haven’t goƩ en it yet.”     

   - H1N1 Campaign focus group parƟ cipant



LaƟ nos typically have a great deal of respect 
for authority fi gures and the role of physicians 
is important in promoƟ ng health.32 Health 
providers–doctors, nurses, promotoras–have 
been idenƟ fi ed as criƟ cal, trusted messengers to 
ensure LaƟ nos get vaccinated.33 During the 2009 
and 2010 infl uenza seasons, some health providers 
contributed to lower than desired immunizaƟ on 
rates by not encouraging immunizaƟ ons or providing 
comprehensive informaƟ on about fl u vaccine safety 
and recommendaƟ ons.

Experience from the H1N1 Infl uenza 
campaign and other immunizaƟ on campaigns 
suggest the following to empower people 
and providers to improve immunizaƟ on 
rates during a pandemic:

• Provide free or low-cost immunizaƟ ons;

• Facilitate immigrants’ access regardless of legal 
status by partnering with CBOs and trusted 
local leaders, and reducing documentaƟ on 
requirements;

• Go where people naturally gather, such as 
churches, supermarkets, shopping malls, 
swap-meets, work sites, and social/cultural 
gatherings;

• Provide Spanish and other language translaƟ on 
to address people’s concerns. Partnering 
bilingual trained promotores with nurses/
doctors during vaccinaƟ on clinics has proven to 
be very eī ecƟ ve;

• Educate providers to encourage vaccinaƟ ons 
and provide comprehensive informaƟ on.

Don’t Assume Access – Facilitate It!

Current guidance on allocaƟ ng the pandemic infl uenza 
vaccine does not include specifi c at-risk populaƟ ons, 
such as racial/ethnic or migrant populaƟ ons, in 
priority target populaƟ ons for H1N1 vaccines.34

However, “the weight of available evidence indicates 
that social dispariƟ es in vaccine coverage are likely to 
occur in the absence of careful planning to prevent 
them.”35

When I asked my doctor if I 
should get the vaccine for the 
H1N1 he said, “I’m not planning 
on geƫ  ng the vaccine for me or 
my family, but if you want it, it is 
up to you.”

- H1N1 Campaign focus group parƟ cipant

LaƟ nos believe vaccines are good 
and important, especially among 
people from Mexico where 
immunizaƟ on campaigns are 
strong.
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Next Steps: Emergency 
Preparedness Starts Now

Ten acƟ ons that departments of public 
health and other stakeholders can do right 
now to improve emergency preparedness 
and response eī orts with the at-risk LaƟ no 
populaƟ on are idenƟ fi ed below.

1. IdenƟ fy at-risk LaƟ nos in your locale:  who they are, where they live, how many, what is their 
socio-economic status, which language they prefer to 
speak, what are their cultural pracƟ ces, where do they 
access health care and informaƟ on, and which are their 
trusted sources. 

2. Integrate at-risk LaƟ nos   into exisƟ ng preparedness and response plans; they could serve as 
bridges between the public health authoriƟ es and the target populaƟ ons.

3. Prepare educaƟ onal materials  and test them to ensure they are appropriate in terms of lan-
guage, culture, literacy, socio-economics; and address fears 
or misconcepƟ ons.

4.  Determine appropriate media for rouƟ ne and emergency informaƟ on with at-risk LaƟ nos in 
Spanish and indigenous languages. This includes mass media 
such as television, radio, newspapers, internet, as well as social 
and community networks.

5.  Partner with an exisƟ ng community collaboraƟ ve to build and sustain relaƟ onships with 
CBOs and local leaders. 

6.  Select key community partners and agree on shared roles and responsibiliƟ es in the event of a 
pandemic.

7.  Work with promotores to strengthen the health workforce; train and engage them in prepared-
ness and response eī orts with at-risk LaƟ nos.

8.   Educate health providers to encourage immunizaƟ ons and provide accurate informaƟ on about 
the safety and necessity of infl uenza vaccines in case of a pandemic.

9.  Establish non-tradiƟ onal vaccinaƟ on sites to maximize reach and access.

10.  Plan ahead to determine your agency assets and needs to beƩ er work with at-risk populaƟ ons for 
pandemics and public health emergency preparedness and response.
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Conclusion: Changing the Way Public 
Health Does Business

LaƟ nos’ increasing presence in and signifi cant 
contribuƟ on to communiƟ es and economies in the 
United States require that they are integral partners 
and benefi ciaries in emergency preparedness and 
response eī orts from the local to naƟ onal level. 
However, LaƟ nos and other at-risk populaƟ ons 
remain disenfranchised from the public healthcare 
system and confront systemic barriers to care during 
rouƟ ne Ɵ mes, which are oŌ en exacerbated during 
public health emergencies.  

It is important to recognize that at-risk populaƟ ons 
are not necessarily service resistant—the main 
problem lies in the fact that they are not addressed 
by tradiƟ onal public health outreach mechanisms. 

In order to successfully include the enƟ re populaƟ on 
into emergency acƟ on plans, diverse methods of 
reaching the populaƟ on, such as those described 
in this document for at-risk LaƟ nos, must be 
implemented since the populaƟ on itself is so diverse. 

UlƟ mately, the success of emergency preparedness 
and response with at-risk populaƟ ons depends on a 
collecƟ ve commitment to preparaƟ on, innovaƟ on, 
and collaboraƟ on to reach those in need. 
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