Dawn M. Pinnock
Commissioner

Civil Service and Labor Committee Hearing: Pay Equity in the Municipal
Workforce
Introduction
Good afternoon, Chair De La Rosa and members of the committee on Civil Service and
Labor and committee on Civil and Human Rights. I am Barbara Dannenberg, Deputy
Commissioner for Human Capital at the Department of Citywide Administrative Services
(DCAS.) I am joined today by my colleagues Silvia Montalban, DCAS’s Chief Citywide
Equity and Inclusion (CEI) Officer, Jeanne Victor, Executive Director of the Equal
Employment Practices Commission, and Daniel Pollak, First Deputy Commissioner of
the Office of Labor Relations (OLR).
Thank you for the opportunity to meet with you all and delve into the work we are doing
to enhance pay equity within the municipal workforce.
In city government, it’s our responsibility to ensure everyone has equitable access to
opportunities. That includes fair compensation regardless of their sex, age, religion,
disability, race, sexual orientation, and/or any other protected classification.
Among our agency’s core values is our commitment to equity by way of providing
services that help city government uplift and empower all New Yorkers. To achieve this
goal, DCAS established the office of Citywide Equity and Inclusion, known as CEI,
helmed by my colleague Silvia Montalban. Together, CEI and Human Capital
collaborate and provide guidance to agency Equal Employment Opportunity (EEO)
officers and Agency Personnel Officers (APOs) to improve service delivery, increase
compliance with EEO and civil service policies, and increase access to employment and
promotion opportunities. This work is central to our identity as an agency and to the
advancement of our city.
In 2020, the City Council published its first report on pay equity. The report’s findings
revealed that when looking at gender, the adjusted pay gap is relatively small, with
female employees earning 0.4% less than male counterparts. Similarly, when examining
race and ethnicity, people of color make less than white employees, but the gap is
progressively closing. In fact, Black employees earn $0.986 on the dollar compared to
white employees; Hispanic or Latine employees earn $0.989 on the dollar compared to
white employees; and Asian employees earn $0.993 on the dollar compared to white
employees. New York City is faring better than the national average
Our strongest tool to combat pay inequity, is rooted in the continued reliance of our civil
service system where together with salaries set through collective bargaining, we
ensure that employees in the same title are treated equitably. This work happens in
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close collaboration with the Office of Labor Relations as they represent the City in
collective bargaining negotiations with municipal unions and work to reach agreements
that are acceptable to both the City and unions and their members.
In addition to pay equity, we are also addressing occupational segregation to enhance
diverse recruitment in titles and EEO job categories that are highly paid but
predominantly white and/or male. Over the past years, DCAS has developed a multipronged approach towards addressing these disparities.
Please allow me to thank you all for your time and for your commitment to increasing
pay equity. We recognize that there are opportunities for improvement and to combat
occupational segregation and look forward to working closely with the City Council to
accomplish these goals. Thanks again, and at this time I am happy to answer any
questions.
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the Office of Labor Relations (OLR).
Thank you for the opportunity to meet with you all and delve into the work we are doing
to enhance pay equity within the municipal workforce.
I’ve spent more than 20 years serving in city government, and throughout that time I’ve
witnessed firsthand why equity matters, why access matters, and why the work we do in
supporting City agencies to recruit, hire, and retain world-class talent is so critical.
Equity is the civil service process in action; it’s removing barriers to career pathways
and developing an individualized approach rooted in fairness for every candidate.
Equity is about building a workforce as diverse as the city we serve and doing so with
the intention of maximizing access and providing opportunities for all New Yorkers.
As a woman and a civil servant, I am especially keyed into the sensitivities of the pay
equity gap. Despite this harsh reality, I would be remiss not to acknowledge the vital
role that civil service has played in ensuring fairness and equity, and the effort DCAS
and the City has put into closing the gap and ensuring that when we level the playing
field we are doing so with all players in mind. In city government, it’s our responsibility to
ensure everyone has equitable access to opportunities. That includes fair compensation
regardless of their sex, age, religion, disability, race, sexual orientation, and/or any other
protected classification.
Among our agency’s core values is our commitment to equity by way of providing
services that help city government uplift and empower all New Yorkers. To achieve this
goal, DCAS established the office of Citywide Equity and Inclusion, known as CEI,
helmed by my colleague Silvia Montalban. Together, CEI and Human Capital
collaborate and provide guidance to agency Equal Employment Opportunity (EEO)
officers and Agency Personnel Officers (APOs) to improve service delivery, increase
compliance with EEO and civil service policies, and increase access to employment and
promotion opportunities. This work is central to our identity as an agency and to the
advancement of our city.
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DCAS guides and encourages cross-collaboration between EEO Officers and Agency
Personnel Officers across over 80 City agencies (mayoral and non-mayoral) on
application of the citywide EEO policy, related laws, executive orders, processes,
initiatives and best practices designed to prevent workplace discrimination. In order to
promote equitable workplace practices, DCAS has undertaken many initiatives,
including but not limited to:
a) Updating and releasing in 2021 the citywide EEO policy (which includes 23
protected status categories)
b) Maintaining frequent engagement with agencies by hosting best practice
meetings
c) Implementing mandates and local laws into large scale initiatives, such as
launching the Citywide Workplace Climate Survey (Local Law 101) to gauge
awareness of EEO rights and resources and to inform future diversity, equity and
inclusion (DEI) initiatives, trainings, and programs.
Pay Equity
In 2020, the City Council published its first report on pay equity. The report’s findings
revealed that when looking at gender, the adjusted pay gap is relatively small, with
female employees earning 0.4% less than male counterparts. Similarly, when examining
race and ethnicity, people of color make less than white employees, but the gap is
progressively closing. In fact, Black employees earn $0.986 on the dollar compared to
white employees; Hispanic or Latine employees earn $0.989 on the dollar compared to
white employees; and Asian employees earn $0.993 on the dollar compared to white
employees. New York City is faring better than the national average. According to the
U.S. Bureau of Labor Statistics, the median weekly earning of a white man is $1,161
compared to weekly median earnings of $885 for Black and men and women, and $812
for Hispanic or Latine men and women.
Our strongest tool to combat pay inequity, is rooted in the continued reliance of our civil
service system where together with salaries set through collective bargaining, we
ensure that employees in the same title are treated equitably. This work happens in
close collaboration with the Office of Labor Relations as they represent the City in
collective bargaining negotiations with municipal unions and work to reach agreements
that are acceptable to both the City and unions and their members.
In addition to pay equity, we are also addressing occupational segregation to enhance
diverse recruitment in titles and EEO job categories that are highly paid but
predominantly white and/or male. Over the past years, DCAS has developed a multipronged approach towards addressing these disparities. I would now like to share some
of DCAS’s efforts since the introduction of Local Law 18 of 2019.
Pay Equity Cabinet
In November 2020, in response to the New York City Council’s Pay Equity in
NYC report findings, the City's Taskforce on Racial Inclusion and Equity (TRIE)
and the Commission on Gender Equity (CGE) established a pay equity
workgroup. This group, led by DCAS, was tasked with providing
recommendations that help address the gender and racial pay disparity within the
City's workforce. One of the main recommendations by the workgroup was the
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creation of a permanent Pay Equity Cabinet to build a sustainable pay equity
structure for the City.
In October 2021, the Pay Equity Cabinet was formally established to address
race and gender-based pay disparities in New York City by Executive Order 84.
Established with senior leadership support at the Deputy Mayor level and key
oversight agencies, including DCAS, TRIE and CGE, the Pay Equity Cabinet
uses the intersections of gender, race, and tenure to address the factors
contributing to pay inequity across the City and make recommendations for
immediate and long-term strategies to tackle wage disparity.
The Pay Equity Cabinet collaborates with DCAS in the development and
implementation of pay, employment, and retention plans to address inequities.
The Commissioner of DCAS, Dawn M. Pinnock, serves as co-chair.
Under the Adams administration, we have an opportunity to reassess the
effectiveness of the pay equity cabinet and implement new strategies to help
close the gap.
Anti-Discrimination Statement
On March 29, 2022, DCAS issued an updated employer diversity statement
citywide. It was revamped to reaffirm the City’s commitment to diversity, equity,
and inclusivity. The prior EEO statement read: “The City of New York is an Equal
Opportunity Employer.” The new employer diversity statement expounds on
what that means and entails: “The City of New York is an inclusive equal
opportunity employer committed to recruiting and retaining a diverse workforce
and providing a work environment that is free from discrimination and
harassment based upon any legally protected status or protected characteristic,
including but not limited to an individual's sex, race, color, ethnicity, national
origin, age, religion, disability, sexual orientation, veteran status, gender identity,
or pregnancy.”
The updated statement reinforces the City’s non-discrimination protections and
provides standard language that will be used consistently across all City
agencies on job postings and on internal and external agency websites. DCAS
has automatically added the updated language to all job postings on the City’s
career page at nyc.gov/jobs.
Compliance with EO21
Executive Order 21 (EO21) removes the reliance of pay history in the calculation
of salary offers to applicants and is intended to promote pay equity by limiting the
impact of pay disparities. One impact of EO21 is that agencies no longer make
salary offers as a fixed percentage of an applicant’s previous salary. Agencies
were required to remove all references to salary or fixed percentages from
employment documents. This EO removes a barrier to advancement for
employees who may have entered the workforce at a relatively lower salary and
ensures their career progression is no longer limited by their previous position,
but rather on the value of the role to which they are appointed. In an ongoing
effort to reinforce the changes introduced in EO21, DCAS sent agencies a
reminder of their obligation under EO21 most recently on July 18, 2022. We also
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work with the Office of Management and Budget as they review and approve
personnel action requests that comply with EO21.
Local Law 14 of 2019 Report
DCAS contributed to other Citywide assessments on equity through the Local
Law 14 of 2019 (LL14) report. LL14 amended the New York City Charter to
require DCAS to review and report annually the activities of DCAS and City
agencies, “to provide fair and effective affirmative employment practices to
ensure equal employment opportunity (EEO) for minority group members and
women who are employed by, or who seek employment with, City agencies.” It
also requires DCAS to provide an analysis of the applicants for City employment,
except where a civil service exam was the basis of the appointment. This report
concentrates on aggregated citywide data and information, including programs
and initiatives that illustrate the work that City agencies have undertaken to
enhance equity in recruitment, hiring, and creating a diverse and inclusive
workplace. DCAS produced two such reports, the 2020 report, published in
October 2021, and the 2021 report, published in December 2021. The report
indicated that minority groups’ promotions cumulatively exceed promotion of selfidentified white employees in each job category, except for Officials and
administrator where it was equal. Additionally, in general, representation of
minorities is increasing throughout the workforce, as evidenced by the fact that
minority groups cumulatively have a higher representation than self-identified
white new hires in all, but one EEO-4 job category.
Workforce Data
One of the key components to examining trends and developing new strategies to close
the pay equity gap is data. DCAS collects demographic information during the
application, onboarding, and employee background investigation processes. These data
points are used in compliance reports, the annual Workforce Profile Report, and in ad
hoc reports.
DCAS prepares the federally mandated bi-annual EEO-4 report, which is mandated
from all state and local governments with 100 or more employees by Title VII of the Civil
Rights Act of 1964, as amended. The report provides a summary of a jurisdiction’s
workforce composition by agency function, job category, salary, race/ethnicity, and
gender. The City’s 2021 report submitted in January 2022 shows– among other things –
that the share of minority and women officials and administrators increased from
approximately 35% in 2011 to 45% in 2021. That’s a 10% increase in 10 years, and a
strong indicator that the needle is moving in the right direction. We expect the release of
the 2023 report in January 2024.
DCAS also provides agencies with quarterly charter-mandated reports that focus on
characteristics of the workforce by agency, including job group, civil service title,
race/ethnicity and gender, civil service status, pay class (fulltime or part time), new
hires, promotions, separations, and utilization. These reports compare the
representation of the incumbent workforce to the available workforce in the labor
market, helping to identify overutilization (or overrepresentation) and underutilization (or
underrepresentation) of demographic groups within agencies and job groups.
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Since 2015, agencies have had access to quarterly interactive workforce diversity
dashboards. The dashboard summarizes the data found in the quarterly chartermandated reports in an interactive graphic format that makes it easier to communicate
key indicators to agency and management leadership. To effectively address workforce
utilization issues, DCAS conducts training for agency EEO officers on how to interpret
quarterly reports, which detail workforce compositions and specify occupational areas
where women and people of color are underutilized. The reports provide crucial data
which agencies use to inform their recruitment and succession plans.
DCAS also provides other tools to allow agencies to make data-driven personnel
decisions. For example, our Salary Benchmarking tools allows agencies to compare
salaries for the same title across agencies of a similar size and/or function.

Annual EEO and Diversity Plans
DCAS also reviews agencies’ annual DEI and EEO plans mandated by The New York
City Charter (Chapter 35, Section 815[a][19]) and the EEO Policy. Such plans address
recruitment, selection, promotion, training, EEO and DEI initiatives and activities to
prevent employment discrimination. Agencies’ progress in implementing the annual
plan is captured in quarterly reports submitted to DCAS, the City Council and the Equal
Employment Practices Commission. Agency leaders are also required to issue an
annual EEO and Diversity statement to memorialize their commitment to equitable, fair
and inclusive employment and recruitment practices.
Training
As we work to standardize our approach to EEO, diversity, equity and inclusion, DCAS
has developed training programs for employees. These courses are consistent with best
practices and guidance provided by civil rights enforcement agencies, like the United
States Equal Employment Opportunity Commission (EEOC), NYS Division of Human
Rights, and the NYC Commission on Human Rights. EEO, diversity, equity and
inclusion trainings are offered year-round and are accessible to all City employees.
DCAS training efforts include:
a) Launched an updated Everybody Matters training in February of this year.
Everybody Matters is a mandatory comprehensive EEO diversity and inclusion
training that complies with Local Law 121. (age discrimination)
b) Updated mandatory annual Sexual Harassment Prevention Training for the entire
City workforce (Local Law 92) and LGBTQI+ training. (Executive Order 16)
c) Worked with the Mayor’s Office for People with Disabilities (MOPD) on the
launch of the Disability Etiquette and Awareness Training this year.
We also offer more specialized trainings that educate agencies on making fair and
objective hiring decisions, such as Structured Interviewing, Unconscious Bias,
and Intersectionality.
DCAS provides EEO and diversity training to agency EEO and diversity and inclusion
professionals citywide. We provide new EEO officers with an introductory training after
being on boarded.
DCAS is also working to specifically develop the City’s human resources community
through the development and management of the New York City Human Resource
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Academy (NYC HR Academy). This program is designed by HR practitioners and
thought leaders and is especially designed and intended for the city’s HR
professionals. The curriculum focuses on common trends, best practices, emerging
issues, and case studies for topics related to personnel management. The goal of the
NYC HR Academy is to be an instrumental asset that equips agency HR professionals
with resources and the network needed to align their workforce with the City’s policies,
structures, and initiatives. This program also includes a mandatory diverse and
inclusive recruitment best practices training.
Recruitment
Inclusive recruitment and outreach are key to promoting equal employment
opportunity. To increase access to municipal employment opportunities, DCAS
established the Office of Citywide Recruitment (OCR) in 2015. OCR seeks to generate
a pipeline for applicants with the education and experience needed to sustain
operations across the City’s workforce. To ensure greater diversity in the City’s
workforce, OCR shares information with historically underserved communities that
include both unemployed and employed veterans, people with disabilities, youth, the
LGBTQI+ community, and ethnic and racial groups that are underrepresented in City
government. Using workforce data, OCR advises agencies on large scale recruitment
strategies and promoting the vision that the City is an employer of choice that recruits
and retains a very diverse workforce. DCAS liaises with networks that support
underrepresented and underserved populations in the city. This includes extensive
outreach to educate the public on the New York State’s 55-a program for qualified
applicants with disabilities.
OCR reviews gender distribution and the ethnic composition of the workforce, along
with the civil service exam schedule, to focus its recruitment efforts. Since its
establishment, OCR has participated in approximately 1696 events, reaching over
83,000 participants. OCR builds partnerships with educational institutions (middle and
high schools/trade schools and colleges/universities), community-based organizations,
faith-based institutions, and elected officials to conduct Civil Service 101 sessions – a
training program developed by the OCR team to simplify the civil service process,
promote the civil service exams, and highlight the benefits of working for the City.
OCR partners with the Department of Education (middle and high school), including
their career and technical education (CTE) programs, to expose students to City jobs
and internships in their field of interest. Additionally, in response to Local Law 173 of
2018, DCAS provides the DOE with the list of upcoming civil service exams that are
open to high school graduates. These activities support the objectives in bill 527
regarding dissemination of civil service examination related information to high school
students.
Similar to our partnership with DOE, we also have several internship and fellowship
opportunities including the Civil Service Pathways Fellowship (CSPF). The CSPF, a
DCAS/CUNY partnership, is a two-year fellowship that provides recent CUNY graduates
with pathways to permanent civil service employment.
More broadly, OCR also partners with agencies to host agency spotlight events and
CityTalk panel discussions. Through these events, OCR spotlights hard to recruit titles
and include women in non-traditional careers (IT, engineering, construction, etc.),
LGBTQI+ employees, veterans, employees with disabilities, and ethnic groups that are
6

underrepresented in City government, while promoting the many different City agencies,
their service to the community, and the work employees perform.
These efforts have been complemented by other diversity events including partnering
with the Mayor’s Office for People with Disabilities to host diversity career fairs targeting
job seekers with disabilities and symposia for HR and EEO professionals, which focus
on disability etiquette and the 55-a Program.

Conclusion
Please allow me to thank you all for your time and for your commitment to increasing
pay equity. It is a commitment that I too share. While pay and compensation are critical
aspects of employment, they do not tell the full story. In spirit we are aligned with Intros
515, 527, and 541 but we also believe we have adequate foundations, including the
existing charter mandate that we can build from to close the gap and usher in new
opportunities for underserved populations. Through our collaboration with the pay equity
cabinet, transparency in the dissemination of workforce data, close collaboration with
our fellow oversight agencies, requirement for City agencies to produce an annual
diversity and EEO plan, and aggressive recruitment that is inclusive of all New Yorkers,
we are confident that we can continue to make our city government more equitable. We
recognize that there are opportunities for improvement and to combat occupational
segregation and look forward to working closely with the City Council to accomplish
these goals. Thanks again, and at this time I am happy to answer any questions.
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Good afternoon,
My name is Jumaane D. Williams and I am the Public Advocate for the City of New York. I would like to
thank Chair De La Rosa, Chair Williams, members of the Committee on Civil Service and Labor, and
members of the Committee on Civil and Human Rights for holding this hearing.
Just two weeks ago, the City Council held a hearing on maintaining the municipal workforce. I submitted
written testimony outlining my belief that the way forward for our city is to implement a hybrid work
model, flexible to city workers’ needs. While I focused on the value of hybrid work, I also acknowledged
additional factors contributing to municipal workforce attrition that have existed long before the
COVID-19 pandemic. What I wish to focus on today is two of these factors: the issue of pay, in particular
wage gaps, and disparities in city workforce opportunities, both of which are intertwined.
September 21st was Black Women’s Equal Pay Day. This day exists because Black women continue to be
undervalued and underpaid for their work. As for our city, pay inequity still persists, be it by race, gender,
or other demographics, and our Black and Brown women bear the brunt of these pay disparities. In fact,
Local Law 18 of 20191 (which I co-sponsored during my time as a Council Member) codified the
requirement for the Mayor’s Office of Data Analytics to report city agency pay data. Recently in 2021,
the City Council released a report analyzing the findings of this reported pay data.2 Overall, the report
found pay disparities across a range of demographics to be no more than 1.9% (the highest being Black
female employees and Hispanic or Latino female employees who are expected to make 1.9% and 1.5%
less, respectively, than white male employees for the same job titles). Although these differences are
seemingly small, the impacts of missing dollars no matter how big or small can be deeply felt by those
who are not equitably compensated.
These dollars could mean all the difference in socioeconomic mobility: the ability to pay off loans,
become a homeowner, afford childcare and healthcare, and reduce poverty, amongst a slew of
possibilities. It is also important to note pay disparities will follow the employees for the entirety of their
lives, not just during the course of their employment. Municipal pensions are based on two factors: the
length of employment with a minimum of ten years coupled with the employee’s highest annual salary
earned over three years. Therefore, the pay disparity in employment results in a pay disparity during
retirement. This is an unsettling truth. We are doing our city workers, especially the Black and Brown
women who make up a significant percentage of agencies like HRA, DCAS, and ACS, a major disservice
1

https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=3371662&GUID=5FCAFC03-035E-45D9-BE1A-4EBE7D6DF43C&
Options=ID%7CText%7C&
2
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if we do not take steps to mitigate pay disparities. Additionally, this lack of competitive pay will see our
city workers leaving the workforce and the impacts will be felt not only by the workers and city agencies,
but the New Yorkers they serve everyday.
Furthermore, if we look at non-adjusted pay data overall, the median salary for male employees is
$21,600 higher than the median salary for female employees; the median salary for white employees is
$27,800 higher than the median salary for a Black employee and $22,200 higher than the median salary
for a Hispanic or Latino employee.3 Granted, this is a comparison of pay across a range of roles and
salaries, but when you dive deeper into the data, there is a pattern that may contribute to these stark pay
gaps: as the percentage of nonwhite employees for a specific job title increases, “there is a marked and
nearly linear decline in wages.”4
I believe this is an issue that needs greater attention. The Council’s report found that positions with less
than 10% nonwhite employees had a median salary of $125,500, compared to positions with more than
90% nonwhite employees which had a median salary of $47,400. Overall, we see that higher ranking and
higher paying positions are by and large held by white men whereas women and people of more color
tend to hold lower paying positions. The report mentions that “the civil service titles with the lowest
median salaries have a larger proportion of female and non-white employees.” Occupational segregation5
is a reality in our city workforce that we must reckon with and address head on. We must reassess the
workforce opportunities that are made available to New Yorkers, the eligibility requirements for each role
such as education and experience, where the greatest outreach is being done for recruiting talent, and the
possible avenues to take to diversify and ensure that pay gaps are not further exacerbated by this siloing
of certain demographics in specific job roles.
The City of New York is the largest employer in the city, and it is crucial to the continued success of our
city that the people who keep the lights on and the gears running day-in and day-out are compensated
equitably. Additionally, the talent we recruit must be sought from all over the five boroughs and even
beyond, and at its core the City must provide the necessary outreach and opportunity–in particular to
Black and Brown communities–to pursue a range of careers and positions. The City owes to its workers
that they are seen, heard, and recognized for their worth and contributions to the city we all call home.
Thank you.
3

https://council.nyc.gov/press/2021/08/02/2098/
Pay Equity in NYC: Analysis of pay differences in the New York City municipal workforce, Page 26.
5
“Occupational segregation occurs when one demographic group is overrepresented or underrepresented among different kinds of
work or different types of jobs.” https://equitablegrowth.org/fact-sheet-occupational-segregation-in-the-united-states/#:~:text=
Occupational%20segregation%20occurs%20when%20one,or%20different%20types%20of%20jobs.
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Good afternoon Committee Chairs Williams and De La
Rosa, committee members, and all City Council members.

My name is Dalvanie Powell. I am President of the United
Probation Officers Association, which represents close to
700 Probation Officers – the majority of whom are women of
color – working for the City of New York in all five boroughs.

In its simplest form, Probation is an alternative to
incarceration. We serve this City faithfully as law
enforcement officers.

We carry guns … perform search and seizures … execute
warrants … make arrests … remove guns and drugs from
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homes … and make field visits in some of the City’s most
dangerous neighborhoods … all SUBSTANTIALLY
SIMILAR work to Police Officers.

We deal with the same individuals who are going through the
criminal justice system as Correction Officers, making sure
those on probation obey the rules … work toward
rehabilitation … and are held accountable for their actions…
all SUBSTANTIALLY SIMILAR work to Correction Officers.

There are, however, some SUBSTANTIAL DIFFERENCES.

Probation Officers MUST have either a graduate degree …
or a bachelor’s degree AND two years of experience in
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counseling or casework – something Correction and Police
officers do NOT need.

We ALSO prepare reports for the courts … conduct risk
assessments … and during the pandemic, we were
ORDERED by the Mayor’s office to monitor inmates under
Correction’s jurisdiction who were released to an electronic
monitoring program to minimize the spread of COVID.

Our caseload has increased tremendously with the
implementation of Raise The Age, which now puts more
New Yorkers under the age of 18 on probation rather than in
prison. Yet, the number of Probation Officers has decreased
tremendously because we are paid SIGNIFICANTLY LESS
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for our work than white men doing substantially similar work
in different agencies.

If you don’t already see the problem, let me explain.

UPOA represents women – and women of color – struggling
to make ends meet because of an outdated and unfair pay
structure that ultimately acts like a paper cup with holes in
the bottom. No matter how many new employees Probation
puts INTO the cup, a disproportionate number drain out the
bottom because they cannot make ends meet on salaries
significantly below par.
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It is NOT the difference in our work that is the significant
problem, but the difference in our compensation and how we
are treated.

This is not a new story. In fact, this is why we are here today.

Local Law 18 was the first step in bringing pay equity to New
York City. Intros 515, 527, and 541 are the next steps
needed to stop the stark pay inequity and gender
discrimination that unfortunately exists in this City – and
definitely in Probation.
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The data is clear. The highest-paying jobs are STILL
reserved for white males. The problem is that Probation is
mostly Black females.

In fact, we recently discovered that approximately 1/3 of our
members are paid LESS than the legally allowable minimum
salary under our contract.

As a City Council, and the first female-dominant City
Council, you have the power to change this. UPOA looks
forward to working with you to eliminate the segregated
workforce of this City and replace it with equal employment
opportunities for all.
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Thank you for allowing me to address you today.

TESTIMONY of Dr. GREGORY MANTSIOS
FOUNDING DEAN, CUNY SCHOOL OF LABOR AND URBAN STUDIES
I have the privilege of serving as the Founding Dean of the CUNY School of Labor and Urban
Studies, the 25th and newest school within the City University system – and one that is
specifically dedicated to public service and social justice. Many members of City Council know
about SLU, because the Council was so instrumental in establishing the School. What you may
not know is that SLU’s original incarnation, the LEAP program at Queens College (which I also
founded), was established in 1984 in partnership with DC 37 and CWA 1180, and that we have
been serving NYC civil service employees ever since.
So I come here before you with 38 years of experience not only with these two unions, but with
the city workers that they represent. The worker/students we have been serving are
predominantly adult women and people of color.
So what have I, as an educator, heard from these worker/students? For one, I’ve heard that
working for the City is a great job. You work eight hours a day serving the public good and in
return you have a decent wage, decent benefits, steady income, and a level of economic security
you might not otherwise have.
And yet, there is a level of frustration and a sense of injustice that sometimes boils over into
rage. And that rage is not unlike the rage that we see at other workplaces – most recently
witnessed amongst workers at the Amazon warehouse on Staten Island, or at Starbucks stores
across the nation.
And it’s not simply about money. It’s also about opportunity, respect, and fairness.
So when CWA Local 1180 conducts a study that spotlights pay inequities as well as racial and
gender segregation in the City’s workforce, and the City Council conducts a similar study and
comes to similar conclusions, it both validates and quantifies what City workers have been
feeling and expressing for decades: that the system isn’t fair.
It is in that context that I come before you to urge passage of all three legislative proposals under
consideration by the Council.
Speaker Adams’ bill addresses issues of occupational segregation and pay disparity, and calls on
agencies to analyze and report on compensation, recruitment, retention, and promotion.
Councilmember De LaRosa’s bill addresses recruitment and advancement by requiring agencies
to report on exam metrics.
Councilmember Louis’s bill 541 addresses pay disparities by calling on the Department of
Administrative Service to expand the employment data it collects.
Reports aren’t the solution to injustice, but we know from history that reports matter.

These bills identify a very serious problem of inequity in the civil service system and provide a
framework to finding a solution.
Moreover, each of these proposed bills points to the issue of education and training, and calls on
City agencies to report on the opportunities they provide for employees to advance their careers.
And so I go back to the worker/students that we serve as the CUNY School of Labor and Urban
Studies. What do they want? They want better career paths and enhanced opportunities to better
themselves and their families.
So in addition to urging the passage of these pieces of legislation, I want to suggest several steps
that agencies can adopt in the reporting process, that would increase opportunities for City
workers and address the issues of pay inequity and occupational segregation.
1) Provide more clearly articulated pipelines and pathways for career advancement – especially
for those occupations and occupational levels that remain stubbornly segregated.
2) Provide City workers (or targeted categories of workers) with free tuition – even paid leave –
to complete training and educational programs that would prepare them for opportunities for
promotion.
3) Upon completion of training and educational programs, entitle employees to:
a) An immediate pay increase (similar to the 30+ increase provided to teachers by the UFT
and DOE).
b) The opportunity to take a promotional rather than a competitive exam, thus recognizing
the knowledge, experience, training, and loyalty of the City’s current workforce.
c) Provide employees who complete a certificate or degree with additional points on civil
service exams (similar to the points awarded on exams to veterans).
d) Any combination of the above.
We at SLU are happy to collaborate with municipal agencies and unions on these or any
proposals that will break down barriers for City workers, and lead to a more fair and equitable
civil service system for our great City.

Community Voices Heard Testimony on
Pay Equity in the Municipal Workforce
Over 300,000 people are employed by the City of New York, the largest municipal workforce in
the nation. A 2021 report by the New York City Council found significant pay disparities existed
for Black, Latina, and Asian women in the municipal workforce. Community Voices Heard (CVH)
supports City Council Introductions 0541-2022, 0527-2022, and 0515-2022 as necessary tools
to increase pay equity in New York City’s workforce for women of color.
Community Voices Heard is a member-led, multi-racial organization principally composed of
women of color and low-income families in New York State. CVH tackles tough issues and
builds power to secure racial, social and economic justice for all New Yorkers. Through
grassroots organizing, leadership development, policy changes, and creating new models of
direct democracy CVH is creating a truly equitable New York State. We are the largest Black-led
organizing institution in New York State.
New York City’s municipal workforce is 59% women and 62% non-white. Women and people of
color are the backbone of the City, providing essential services. It is incumbent upon New York
City to be a leader in addressing pay disparities in its workforce and be an example to the
private sector and other cities.
Introduction 0541-2022 will ensure that the City Council has the detailed data needed to hold
New York City agencies accountable for race and gender disparities.
Civil service jobs have long been a pathway to the middle class, yet there are significant racial
and gender disparities in those who are able to make it through the long process of civil service
examination, appointment, and training. Introduction 0527-2022 requires agencies to report data
to the City Council on completion of each step of the process. Information is important, but the
City Council must be committed to taking action and allocating resources to close race and
gender gaps where they exist, and to holding agencies accountable.
Introduction 0515-2022 requires agencies to create comprehensive plans to address equity,
along with reporting important equity data. It also addresses the issues created by the high
degree of segregation in the jobs that men and women perform by requiring an analysis of jobs
that are qualitatively different, but comparable work for different pay. Too often, women are

1

penalized in pay and advancement because familial care-taking responsibility disproportionately
fall on women.
We cannot continue to short-change women of color in pay, advancement, opportunity. The
women of color in our municipal workforce are key to our thriving City.
Juanita Lewis
juanita@cvhaction.org
(914) 519-8588
Submitted: September 25, 2022
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Testimony for the City Council Hearing on Pay Equity in Municipal Workforce before the
Civil Service and Labor and Civil and Human Rights Committees 9/22/22
Good afternoon. Thank you to Chair De La Rosa, Chair Williams, and members of the Civil Service and
Labor and Civil and Human Rights committees for inviting us here today. My name is Henry Garrido,
Executive Director of District Council 37.
DC 37 represents over 100,000 full- and part-time employees who are directly employed by Mayoral
agencies, the Department of Education, NYC Housing Authority and NYC Health and Hospitals. We also
represent another 50,000 members in non-mayoral agencies, culturals, libraries and non-profits, and we
continue to grow.
I would like to thank Speaker Adams for her acknowledgement yesterday of Black Women’s Pay Equity
Day, and hope that when we return next year that gap will have closed.
DC 37 is in support of strengthening the existing laws regarding diversity, opportunity and equal pay in
the city workforce. There is plenty of data available, and I will not go into great detail about every area
but will highlight our concerns.
In 2019, Local Law 13 was passed, which requires the EEPC to analyze and submit a report annually to the
Mayor’s Office and New York City Council on citywide racial and ethnic classification underutilization and
recommendations. Prior to that law, the EEPC produced a report called the EEO-4, thus requiring the
reporting by salary and the number of full time employees in seven occupational groups. Our DC 37
members fall into six of those seven, with many concentrated in the Professional, Technical and
Administrative Support categories, and then Service, Maintenance and Skilled Craft. A significant pay
discrepancy can be found within city workers of color and women, and their counterparts.
Union Equity Fund
Being proactive on shortening the pay discrepancy within our city workers is extremely important for DC
37. That is why in the 2017 -2021 round of bargaining, we negotiated a city-wide promotional program
that encourages and helps workers of color get promoted to supervisorial titles. Additionally, the
bargaining committee also agreed to set aside funds into a union equity fund, and to identify titles where
recruitment and retention is a critical issue. The equity fund, which was equally matched by the city,
allowed us to address some of the pay inequities within the identified titles. But this isn’t enough.
Inequities persist in many titles nevertheless. The Equity Fund could not address all of the recruitment
and retention issues that exist. The point here is all of our union members should not repeatedly have to
set aside a portion of an overall raise to fund increases for other union members in specific titles because
their salaries have not kept up with the increasing costs of living in New York.
Improvements must be made to our current reporting mechanisms. In future reports, we would like to
see more civilian titles analyzed. As I mentioned earlier, there are a number of reports available and the
data is available on OpenData. EEPC has issued the second report pursuant to Local Law 13 and analyzed
a number of titles, but only the Social Worker and Case worker titles in this year’s report are specifically
represented by DC 37.
The City must increase consequences for noncompliance. Currently, agencies who fail to pursue
diversification may be subject to another audit in less than four years. We believe the consequences
should be greater. There is no real incentive or motivation for the agencies to

take diversity seriously.
One glaring example is the Parks Department, which according to the public records is late on reporting.
Parks Department employees who are white males make up one-third of all the professionals in the $70K
+ salary band. There is also a significant gap in pay between male and female employees. Additionally, the
department counts public events as “diversity events” and the employee climate survey shows continued
employee complaints of racial and sexual harassment.
Recommendations:
There are a number of ways the City can address problems with pay equity and diversity in the
municipal workforce.
 DCAS needs additional support and staff to develop, administer and establish civil service open
competitive and promotional exams. During the last several years there has been a decline in the
number of promotional exams. It is finally picking up this year. Promotional exams allow
incumbent employees within an agency who are in a title directly below the promotional title to
use their knowledge of the work to demonstrate their ability to move to the next title and to have
an inside advantage over a person on an open competitive list from the outside or from another
agency. This allows continuity of service and upward mobility.
 The Equal Employment Opportunity Commission needs support to properly audit and monitor
agency reporting. This agency has a very small staff of less than 20 people to monitor agencies
with 300,000 employees.
 We agree with EEPC that analysis must be done on an entity/agency-specific level in order to find
out where the highest needs really are and go after the biggest opportunities for improvement.
City employees often feel that their agency is their family and want to grow within their agency.
Aggressive training should be offered to those occupational groups where concentrations of
women and minorities are currently clustered at the lower end of the pay scale, including school
food service, school guards, caseworkers and clerical titles. Our DC 37 Education Fund is ready to
collaborate with the City to provide training, but the training must lead to a better job or workers
will not engage in it.
 The City must increase accountability for noncompliant agencies. This should include fines,
required action plans and oversight of hiring practices. These are recommendations we believe
will help the City with recruitment and retention, which will contribute to making the City
workforce more efficient and representative of the New Yorkers it serves.
Thank you for your time and attention to this very important topic. I am available for questions.

September 22, 2022
Testimony of Kathleen, President
EMS Superior Officers Association - FDNY
RE: Pay Equity in the Municipal Workforce and in support of
Intros 515, 527, and 541
Committees on Civil and Human Rights, Civil Service and Labor,
New York City Council
Dear Chairs Williams and De La Rosa, and Committee members,
My name is Kathleen Knuth and I am the President of the EMS Superior
Officers Association of the FDNY, representing the Deputy Chiefs and
Division Chiefs in the Bureau of EMS. Thank you for allowing me to
speak today on pay equity in the municipal workforce and in support of
intros 515, 527 and 541.
I would also like to thank this body and especially the Speaker for
consistently showing up to support pay equity in the municipal
workforce and in specific the FDNY.
The issue of pay equity could not be more relevant than at the FDNY, a
Department whose first responders are an integrated team providing
cohesive emergency services, but which engages in a policy that
separates and treats different the two sides of this integrated team of first
responders.
There is an outdated mentality that EMS first responders perform less
important, different and less dangerous work than the first responders

within the Department’s Bureau of Fire Operations . Without
diminishing the heroic work our colleagues do in Fire Operations , for
which they should be commended, our Bureau of EMS member s work
is equally heroic and should be valued equally. We have to ask
ourselves why isn’t it? It does not go unnoticed the extreme difference
in demographics between the two bureaus
.
This creates a vicious cycle causing several unintended consequences.
Obviously being underpaid is demoralizing to our members and causes
them the additional stress of trying to make ends meet in one of the most
expensive cities in the world. A long-term impact of underpayment is
the increased turnover of personnel, which is not only costly to the City
but puts the public at risk. It also discourages qualified applicants from
applying, putting more stress on the job.
In addition to segregating the workforce, the Department represses our
minimum salaries and does not give our EMS members the chance to
flourish in their career. By way of example, the salaries being proposed
for our members who are Deputy Chiefs and Division Chiefs is not only
far less than their Fire Operations colleagues, but even less than their
own subordinates.
Unfortunately, the FDNY is an excellent example of what the City must
not do to its municipal workforce. By creating false differences that
undervalue EMS, and make them seem different and less than, the City
justifies a two tiered system that perpetuates pay inequity to the great
detriment of the Department as a whole. Fixing this helps all of us.
As the saying goes, “A rising tide lifts all boats.” By ensuring fair pay
for EMS first responders and the greater municipal workforce, we ensure
better treatment for all New Yorkers.
Thank you again for your time and commitment to this important issue.
##
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Testimony of Christell Cadet, Member Local 2507 and FDNY Paramedic
Committees on Civil and Human Rights, Civil Service and Labor, New York City Council
RE: Pay Equity in the Municipal Workforce and in Support of Intros 515, 527 and 541
Good Afternoon Speaker, Chairs and Committee Members and thank you for the opportunity to
provide this testimony.
My name is Christell Cadet and I have been a paramedic for almost 10 years in the FDNY.
I love my job and I put my heart and soul into it. However, it is a stressful job that is only made
worse by being underpaid and undervalued.
When you talk about diversity in the Department it is not enough to talk about the demographic
makeup of the Department. It is important to talk about how those of us who are diverse are
treated.
Fundamental to understanding the diversity in the FDNY is understanding the reality that the
Department engages in a segregated workforce in which women and people of color are placed
on the EMS side of the Department while the Fire side continues to be overwhelmingly white
and male. Little has changed in the decade I have been here.
Even though we show up at the same emergencies, and handle the same level of risk, Firefighters
are paid almost twice as much as EMTs and other EMS First Responders.
And yes, the work is just as challenging. I am spit on, attacked by patients, exposed to infectious
pathogens and other life-threatening diseases. I am required to respond to life and death
situations on a daily basis. I have to go into unsafe buildings, homes where there is domestic
violence, and yes, as a paramedic I have had to go into burning buildings.
In fact, I have gone into a burning building to save the life of a firefighter who was injured and
needed medical assistance. So please, don’t say that our work is not as hazardous or challenging.
I am attaching here an affidavit submitted as part of EMS members’ EEOC complaint regarding
discriminatory pay practices which explains in more detail how are jobs are just ask risky as our
colleagues on the fires ide.
EMS First Responders are also not given the same respect, or benefits as Firefighters.

In March of 2020 I contracted Covid-19 while on the job. I have included in this submission
some press coverage of both the importance of pay equity and the difficulties I face as one of
many EMS first responders who experienced Covid on the frontlines before there was a vaccine
or any other protections we now have.
Contracting Covid in the line of duty changed my life completely. I was majorly affected; I was
on a ventilator and life support for 30 days. I had to learn how to walk again and try to regain a
new form of normalcy in my life. After giving over 10 years of my life to the department, I am
now unable to continue my work as a Paramedic on an ambulance. I continue to suffer the side
effects of Covid. This all comes from being directly in the frontline, like my fellow firefighters
as a first responder.
One of the biggest differences is that even though the law says we are uniformed service, we are
treated like civilians. This has devastating impacts none more clear than when we are injured on
the job. Instead of being given full disability with a job with a reasonable accommodations and
other benefits of uniform service, the result of my injury on the job is that I am being pushed out
of the Department and will ultimately be terminated because I do not have sufficient sick leave
or reasonable accommodations. In other words I will be terminated for having been injured in
the line of duty, whereas a firefighter injured in the line of duty would get benefits that covered
them and their family, including long-term disability. Instead, I have to apply for these benefits
through NYCERS as if I were a civilian and as of yet after more than two years have not been
granted these benefits, as they are rarely if ever given to civilians.
These indignities of being segregated and treated as different and less than have real life
devastating consequences. Even small issues like the fact that EMS first responders who are
most impacted by Covid had to take their own time to get vaccinated when firefighters are
literally paid to wait to see doctors, as the enclosed documents show, have an impact.
We deserve the same respect, dignity, rights and pay as any other first responder that risk their
lives daily. The practice of pay inequity is catastrophic for those of us who work on the
frontlines for this City.

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

1 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

2 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

3 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

4 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

5 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

Opinion | Emergency Medical Workers Deserve Pay Equity - The New ...

6 of 6

https://www.nytimes.com/2019/09/21/opinion/sunday/emt-paramedics-s...

9/13/2022, 12:07 AM

NYC EMS medic with coronavirus now on ventilator: family

1 of 11

https://www.nydailynews.com/coronavirus/ny-coronavirus-fdny-parame...

NYC paramedic hospitalized with coronavirus
sedated, breathing with ventilator as condition
worsens, family says

9/14/2022, 8:18 PM

NYC EMS medic with coronavirus now on ventilator: family

2 of 11

https://www.nydailynews.com/coronavirus/ny-coronavirus-fdny-parame...

Expand

Christell Cadet, an FDNY paramedic with coronavirus. (Courtesy of Sherry Singleton)

FDNY EMS paramedic Christell Cadet ― who shared her coronavirus struggle
with the world last week from her hospital bed ― is now unable to breathe
comfortably on her own and has been hooked up to a ventilator, her distraught
family told the Daily News Tuesday.
Cadet, 34, is sedated and has a breathing tube down her throat, but hasn’t given
up the fight, her family and friends said.
On Friday, Cadet was well enough to speak to CNN from her Long Island
hospital, where she was admitted last week.

9/14/2022, 8:18 PM

But over the weekend, her condition took a dramatic turn for the worse, said
her family and friends, who are unable to visit her due to the highly-contagious
nature of the virus.

“She has definitely gotten worse,” said friend and fellow FDNY EMS paramedic
Sherry Singleton, who last spoke with Cadet via text on Saturday. Cadet’s
condition then showed signs of small signs of deterioration, Singleton said. Her
friend was short of breath and getting oxygen round the clock.
By Monday, Cadet was unreachable by either phone or text — and her
concerned family soon learned why.
Cadet was transferred to the ICU and sedated, her mother, Jessy Cadet, 61, told
The News. The family learned the news early Tuesday.
“Since this morning it’s really, really difficult for me. I can’t think or focus. I try
to remind myself I have to remain strong even though she can’t hear me right
now,” the anxious mother said.
Breaking News
As it happens
Get updates on the coronavirus pandemic and other news as it happens with our
free breaking news email alerts.
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People practice social distancing while enjoying the nice weather at Central Park's Sheep Meadow on Saturday,
May 2, 2020, in New York. New York City police dispatched 1,000 officers this weekend to enforce social
distancing as warmer weather tempted New Yorkers to come out of quarantine. (Ronald Blum/AP)

Her family is trying to understand why an otherwise healthy 34-year-old
woman has been hit so hard by the respiratory virus, which is considered most
dangerous for the elderly.
“It’s a big question mark for me ... 34 years old, for that virus to get on her so
aggressively, it’s heartbreaking. I don’t even know how to express that or
describe it,” said Jessy Cadet.
FDNY spokesman Jim Long said the department hopes “for a quick return to
health for all FDNY members affected by COVID-19.”
As of Monday, 45 FDNY members, including firefighters, EMS and civilians,
had tested positive for coronavirus.
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September 22, 2022
Testimony of Oren Barzilay, President
Local 2507
Uniformed EMTs, Paramedics and Fire Inspectors
Committees on Civil and Human Rights, and Civil Service and
Labor
RE: Pay Equity in the Municipal Workforce and in Support of Intro
515, 527, and 541
Hello, my name is Oren Barzilay. I am the President of Local
2507 representing over 4,000 Uniform EMTs Paramedics and Fire
Inspectors serving in the FDNY.
I want to thank the Committee Chairs as well as the Speaker for
your tireless efforts with this important issue.
I have to be honest, it is very disappointing that DCAS and OLR
are so unwilling to be part of the solution to this very serious problem
that has had such a devastating impact on our members and the greater
municipal workforce that serves this City every day.
This is not the first hearing we have had on this matter. In fact, the
disparity of pay in our Department is so staggering that in 2020 this
body passed a resolution calling on the City to remedy the pay inequity
within the FDNY. Yet here we area again with the same excuses and no
action. Equal employment opportunity is not a goal in the future, it is a
right every municipal worker has TODAY. Pay equity is not too
expensive, what is expensive is the crippling effect of discrimination and

suppressed wages. And its not just pay it’s respect. FDNY withholding
benefits to EMS while pretending there are civilian even though the law
says otherwise is not just unlawful, it is inhumane. Let me try to put a
human face on why this matters so much.
Christell Cadet, a paramedic and member of our union, was not
able to be here today but submitted testimony detailing her experiences
as an EMS First Responder when she was injured in the line of duty by
contracting Covid on the job in the early part of the pandemic before
there were vaccines or medicines to protect her. Paramedic Cadet was in
a coma for a month intubated and fighting for her life. By the grace of
god she pulled through, when many did not.
Was she held up as a hero by the FDNY? Was she given the
resources and benefits that any first responder in the FDNY should be
given when they risk their lives to save others? No.
EMS first responders are not allowed unlimited sick leave, so she
had to use up her vacation time and then when she had no more vacation
time she had to fight the bureaucracy of workers compensation which
pays a fraction of what she was making. Because as an EMS first
responder she is not recognized as uniform by the City even though the
law says she is, she is not entitled to disability benefits. Instead she has
had to go through a grueling process hiring an attorney to fight
NYCERS for disability which most likely she will not get, all while
trying to heal from a life threatening illness. The Department has not
given her a reasonable accommodation like a desk job as they would of
course give a firefighter in this situation. The prognosis for Paramedic
Cadet is that once her worker’s compensation runs out she will be forced
out of the Department and lose her career. This is unacceptable. She
risked her life for this City at its most vulnerable time in history. THIS
is what pay inequity looks like.
I will give you another example. EMS first responders handle fire
calls along with firefighters. They work side by side firefighters even

going onto the fire floor. At any fire scene you can spot EMS first
responders because they are the FDNY members wearing the beige
jackets.
Imagine, god forbid, as they are working together a gas line
explodes or the fire traps them, and their lives are tragically lost;
The firefighters family gets a lifetime of death coverage where
they receive the firefighters’ annual income for life and the spouse and
children get lifetime health insurance (children until 26 years old) along
with many programs to cover their college, etc. Let's say conservatively
that the firefighters salary was $100,000 for 20 years plus health
benefits. That's $2 Million plus benefits.
The spouse of the first responder who happens to be in a beige uniform
(EMS) gets the value of three years of salary (which again is
significantly less than their firefighter counterpart) and nothing
more. No lifetime health insurance, no health insurance for children, no
lifetime salary. Let's say their salary is $50,000 a year for
3 years. That's $150,000 and no benefits.
When are we going to start valuing the lives of these women and
people of color who fight every day to save the lives of others only to be
treated with such indignity and disregard? THIS is what pay inequity
looks like.
Thank you for your time.
##
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Testimony of Anthony Almojera, Vice President
Uniformed EMS Officers Union, Local 3621,
FDNY AFSCME AFL-CIO
Committees on Civil and Human Rights, and
Civil Service and Labor
RE: Pay Equity in the Municipal Workforce and in Support of
Intro 515, 527, and 541
Thank you Chairs Williams and De La Rosa, and distinguished
committee members.
My name is Anthony Almojera and I am the Vice President
of Local 3621 representing EMS Lieutenants and Captains serving
in the FDNY.
I want to follow up on the testimony of my colleague Mr.
Barzilay to first thank these committees and the Speaker and
express our support of intros 515, 527 and 541. The transparency
these bills will bring is much needed.
Anyone who has worked for the City or has basic familiarity
with its workforce understands that the problem with pay inequity
is Citywide. We hear time and again that the titles are just too
different, the disparity pay is reasonable and the demographics are
a coincidence, or at least not the City’s fault.

In the FDNY you have firefighters who are predominately
white and male and EMS first responders who are mostly of color
with significantly more women. You can guess which side is paid
pennies to the dollar, the argument being the fire side’s work is
substantially more challenging, justifying the pay difference. But
when you actually look closer, the facts show something very
different.
Since 1996, due to a decline in structural fires and a change
in the emergency needs of the City, the New York City Fire
Department merged with EMS and became an integrated
department of first responders providing lifesaving emergency
services to protect the public. Both EMS and fire personnel are
dispatched to the same emergencies, are trained at the same
facilities to perform life-saving skills, and put in the same
hazardous environments in the field.
Some of the emergency services which EMS and fire are both
trained for and respond to together include:
•
•
•
•
•
•
•
•
•
•
•
•
•

Active shooters
Basic Life Saving and Trauma Events
Bomb threats
Building fires
Car Accidents
Cardiac Arrests
Chemical leaks
Electrical fires
Exposure to contaminates
Haztec
Hurricane response
Respiratory distress calls
Terrorist attacks

In addition to this field work, the work performed within
FDNY operations, such as dispatch, training and general
operations are fully integrated. As such, there is no difference in
the work performed in these units whether EMS or fire personnel
perform them.
Yet the Department continues to perpetrate the myth that
these titles are so different that it justifies paying the EMS first
responders half what the firefighters responding to these same
emergencies are paid. And to be clear the training and expertise of
EMS first responders is highly intense and substantially more than
a firefighter. By way of example firefighters are only trained in
minimal basic life saving less than that of an EMT, while
Paramedics are trained in advance life saving. What that means is
that a firefighter with 5 years experience is paid $96,000 a year to
provide less basic life saving services in the same emergencies
than an EMT with 5 years experience who is paid $59,000 to
provide more advanced life saving services at that same
emergency. There is no non-discriminatory explanation for that.
While the environment and demands of FDNY First
Responders are similar, what is different is the racial and gender
make up.

To: COMMITTEE ON CIVIL AND HUMAN RIGHTS
Meeting of September 22, 2022
Written Testimony of Taras M. Czebiniak
Submitted Online
RE:

A Demand To End Human Rights Violations in New York City, Perpetuated by Mayor Eric Adams
and the City Council, with Covid‐19 Private and Public Worker Injection Mandates

The purpose of this written testimony with supporting exhibits is to make it easy for future historians of
New York City to confirm that you, the City Council, together with Mayor Eric Adams commit and
perpetuate human rights violations here with your full personal knowledge and consent. There remains a
legal mandate in New York City that all City workers, and all private workers, have received a Covid
injection in order to earn a living (the “Mandate”). (See EXHIBIT 1: Emergency Executive Order No. 317,
December 15, 2021.) The Mandate is inconsistent, hypocritical, dangerous, it goes against the global
consensus against mRNA injection mandates, and it violates the Nuremberg Code established after
examination of the Nazi atrocities of World War II.

You can no longer claim ignorance of, or deny your full complicity
with, Human Rights Violations in New York City in 2022.
The City Council has the power to stop the human rights violations, but up until today, the Council has
refused to stand against the Mayor, and the Council therefore stands against human rights.
1. The Mandate violates the fundamental human right of every New Yorker to choose his or her medical
interventions, a right enunciated in the Nuremberg Code of August 1947. EXHIBIT 2 provides the relevant
text of the Nuremberg Code. The threat of being fired from one’s job, losing one’s pension or retirement
benefits, and any and all other methods of coercion and duress to force the Covid injection violate the
Nuremberg Code ‐‐ period. The Nuremberg Code is clear, it is written in plain English, and it is accessible
and understandable by every human citizen on each. One need not be an ‘expert’ of any kind to
understand and demand the rights confirmed by the Nuremberg Code.
2. Private employers continue to block non‐injected workers from working, and they threaten existing
workers with an ultimatum to take the injection and return to the office, or else be fired. The Mayor has
stated that he is not personally enforcing the private employer mandate. But New Yorkers remain unable
to work or are forced into taking the injection, because the Mayor has merely deputized private employers
who conduct the enforcement on his behalf. My personal friend was given an ultimatum to either permit
Mayor Adams to violate her bodily autonomy and take a Covid injection, or else be fired. (See NEW YORK
CITY COUNCIL, Testimony of Taras M. Czebiniak, online video of the proceedings of the September 9, 2022
meeting of the Committee on Civil Service and Labor, time index: 3 hours 44 minutes.) Large private
employers will not violate standing law, regardless of a politician’s promise not to enforce, therefore the
Mandate remains pernicious to private workers and violates them. As another example, Goldman Sachs
has dropped all of its Covid injection mandates – except in New York City and Lima, Peru. (See BLOOMBERG,
August 30, 2022, Goldman Lifts Most Vaccination Rules for Staff in Office.) This is because only those cities
still require Covid injection from employees where Goldman Sachs maintains offices. (Regarding the
worker mandates in Lima, Peru, see ACTUALIDAD CIVIL, March 28, 2022, A partir del 1 de abril, trabajadores
deberán tener las tres dosis de la vacuna contra el covid‐19.)
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3. The Mandate forces a medically dangerous intervention, that both government and pharmaceutical
companies have provably lied about, for nearly 2 years. A recent study published in VACCINE confirms that
the Covid mRNA injections, those most prevalent in the United States, carry a 1 in 800 rate of serious
adverse events, defined by the Code of Federal Regulations (21 C.F.R. section 312.32(a)) as death, lifethreatening illness, hospitalization or prolongation of hospitalization, permanent disability, congenital
anomaly, or birth defect. Neither the federal or city government, nor the pharmaceutical companies
themselves, have disclosed these numbers. Consent to any medical procedure is not informed, as required
by medical ethics, when material information is withheld, obfuscated, censored, and outright lied about by
those in power. (EXHIBIT 3: VACCINE 40:40, 22 September 2022, pages 5798-5805, Serious adverse events
of special interest following mRNA COVID-19 vaccination in randomized trials in adults.) Further, the
authors of the VACCINE study confirm that both the federal FDA and Pfizer-BioNTech have the underlying
data, but they refuse to release it to unbiased third parties to determine safety and efficacy. Finally, the
German Health Ministry has confirmed that 1 in 5,000 Germans have experienced “serious side effects”
from Covid injections.
4. Most other countries have long since ended their Covid injection mandates. Denmark has gone even
further: Denmark no longer recommends Covid injections to anyone under 50 years without other health
risks. The Danish Health Authority now recognizes that the Covid injections no longer have a benefit for
individuals under 50. Not only are the injections not mandated, but they are not even recommended. (See
EXHIBIT 4: Danish Health Authority, updated September 13, 2022, Vaccination against covid-19.) Mayor
Adams is not a physician nor a public health official, and yet he claims to magically know more about Covid
than virtually every other country on earth that has eliminated mandates and even recommendations to
continue injecting.
5. The Mandate exempts celebrities and athletes and treats them differently from everyday New
Yorkers. This policy which has absolutely no scientific or medical basis. The Mandate must end for all.
On March 4, 2022, Mayor Adams exempted performing artists and their staff, as well as professional
athletes and their staff, from the private sector Covid injection mandate. (EXHIBIT 5: Emergency Executive
Order 62.) There is no study demonstrating any scientific or medical reason for exempting rich, elite artists
and athletes from the mandate. The entire mandate itself constitutes a human rights violation, and the
Mayor must immediately rescind the Mandate for all New Yorkers -- not just his rich buddies that he wants
to rub elbows and have himself photographed with.
CONCLUSIONS
It is a crime against humanity to coerce under duress harmful medical interventions to individuals without
their free, voluntary, and informed consent to the intervention.
Mayor Adams has directly and indirectly violated the bodies of tens of thousands of New Yorkers by
maintaining his Covid injection requirement to earn a living in New York City, which is a human right.
The New York City Council is complicit in crimes against humanity through its inaction to rein in this
dictatorial Mayor and return and restore proper representation to the citizens of New York City.
Historians will look upon the 2022 New York City Council and the Mayor with absolute horror. You are
fully aware of your perpetuation of crimes against humanity, yet, you have done nothing to stop this.
Today is the day for the Council to draft and pass legislation to END the Mayor’s Covid injection mandate.
Best regards,
Taras M. Czebiniak
TarasMC@gmail.com
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EXHIBIT 1
Emergency Executive Order No. 317, December 15, 2021

See attached.
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THE

CITY OF

NEW YORK

OFFICE OF THE

MAYOR

NEW YORK, N. Y. 10007

EMERGENCY EXECUTIVE ORDER NO. 317
December 15, 2021
WHEREAS, the COVID-19 pandemic has severely impacted New York City and its
economy, and is addressed effectively only by joint action of the City, State, and Federal
governments; and
WHEREAS, the state ofemergency to address the threat and impacts of COVID-19 in the
City ofNew York first declared in Emergency Executive Order No. 98, and extended most recently
by Emergency Executive Order No. 296, remains in effect; and
WHEREAS, on October 29, 2021, U.S. Food and Drug Administration authorized the
emergency use of the Pfizer-BioNTech COVID-19 Vaccine for the prevention of COVID-19 to
include children 5 through 11 years of age; and
WHEREAS, on November 26, 2021, New York State Governor Kathy Hochul issued
Executive Order No. 11 to address new emerging threats across the State posed by COVID-19,
finding that New York is experiencing COVID-19 transmission at rates the State has not seen since
April 2020 and that the rate of new COVID-19 hospital admissions has been increasing over the
past month to over 300 new admissions a day; and
WHEREAS, the recent appearance in the City ofthe highly transmissible Omicron variant
of COVID-19 suggests an increased risk ofreinfection; and
WHEREAS, 70% of City residents are fully vaccinated and mandating vaccinations at the
types of establishments that residents frequent will incentivize vaccinations, increasing the City's
vaccination rates and saving lives; and
WHEREAS, additional reasons for requiring the measures continued in this Order are set
forth in Emergency Executive Order No. 316;
NOW, THEREFORE, pursuant to the powers vested in me by the laws of the State ofNew
York and the City of New York, including but not limited to the New York Executive Law, the
New York City Charter and the Administrative Code of the City of New York, and the common
law authority to protect the public in the event of an emergency:
Section 1. I hereby direct that Emergency Executive Order No. 316, dated December 13,
2021, shall be superseded in its entirety by the provisions of section 2 of this Order.
1

§ 2. a. The program set forth in this section shall be known as the "Key to NYC" program.
b. I hereby order that, except as provided in subdivision c of this section, a covered
entity shall not permit a patron, full- or part-time employee, intern, volunteer, or contractor
to enter a covered premises without displaying proof of vaccination and identification
bearing the same identifying information as the proof of vaccination. However, for a child
under the age of 18 only proof of vaccination, and not additional idenfication, is required
to be displayed.
c. I hereby order that the following individuals are exempted from this section, and
therefore may enter a covered premises without displaying proof of vaccination, provided
that such individuals wear a face mask at all times except when they are consuming food
or beverages:
(1) Individuals entering for a quick and limited purpose (for example, using the
restroom, placing or picking up an order or service, changing clothes in a locker room,
or performing necessary repairs);
(2) A nonresident perfonning artist not regularly employed by the covered entity, or a
nonresident individual accompanying such a performing artist, while the performing
artist or individual is in a covered premises for the purposes of such artist's
performance, except that a performing artist is not required to wear a face mask while
performing;
(3) A nonresident professional or college athlete/sports team that is not based in New
York City (i.e., not a New York City "home team"), or a nonresident individual
accompanying such professional or college athlete/sports team, who enters a covered
premises as part of their regular employment for purposes of the professional or college
athlete/sports team competition, except that such athlete is not required to wear a face
mask while playing in a competition;
(4) An individual 5 years of age or older who enters a covered premises to participate
in a school or after-school program offered by any pre-kindergarten through grade
twelve public or non-public school, the Department of Youth & Community
Development (DYCD), or another City agency, except that Department of Education
(DOE) and charter school students participating in high risk extracurricular activities
must comply with the vaccination requirements for high risk extracurricular activities
as described in the relevent Order of the Commissioner of Health and Mental Hygiene
Order issued on December 10, 2021;
(5) An individual who enters for the purposes of voting or, pursuant to law, assisting
or accompanying a voter or observing the election; and
(6) An individual who was younger than five years of age on December 13, 2021, until
45 days after such individual's fifth birthday.
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d. I hereby direct each covered entity to develop and keep a written record describing
the covered entity's protocol for implementing and enforcing the requirements of this
section. Such written record shall be available for inspection upon a request of a City
official as allowed by law.
e. I hereby direct each covered entity to:
(1) Maintain a copy of workers' proof of vaccination or, if applicable, a record of
reasonable accommodation(s) as described in paragraph (2)(iv) of this subdivision; or
(2) Maintain a record of such proof of vaccination, provided that such record shall
include:
(i) the worker's name; and
(ii) whether the person is fully vaccinated; and
(iii) for a worker who submits proof of the first dose of a two-dose vaccine, the date
by which proof of the second dose must be provided, which must be no later than
45 days after the proof of first dose was submitted; and
(iv) for a worker who does not submit proof of COVID-19 vaccination because of
a reasonable accommodation, the record must indicate that such accommodation
was provided, and the covered entity must separately maintain records stating the
basis for such accommodation and any supporting documentation provided by such
worker; or
(3) Check the proof of vaccination before allowing a worker to enter the workplace and
maintain a record of the verification.
For a non-employee worker, such as a contractor, a covered entity may request that the
worker's employer confirm the proof of vaccination in lieu of maintaining the above
records. A covered entity shall maintain a record of such request and confirmation.
Records created or maintained pursuant to this section shall be treated as confidential.
A covered entity shall, upon request by a City agency, make available for inspection
records required to be maintained by this section, consistent with applicable law.
f. I hereby direct each covered entity to post a sign in a conspicuous place that is
viewable by prospective patrons prior to entering the establishment. The sign must alert
patrons to the vaccination requirement in this section and inform them that employees and
patrons are required to be vaccinated. The Department for Health and Mental Hygiene
("DOHMH") shall detennine the text of such sign and provide a template on its website
that a covered entity may use. A covered entity may use the sign available online at
3

nyc.gov/keytoNYC, or use its own sign, provided its sign must be no smaller than 8.5
inches by 11 inches, with text provided by DOHMH in at least 14-point font.
g. For the purposes of this Order:
(1) "Contractor" means the owner or employee of any business that a covered entity
has hired to perform work within a covered premise.
(2) "Covered entity" means any entity that operates one or more covered premises,
except that it shall not include pre-kindergarten through grade twelve (12) public and
non-public schools and programs, houses of worship, childcare programs, semor
centers, community centers, or as otherwise indicated by this Order.
(3) "Covered premises" means any of the following locations, except as provided in
subparagraph (iv) of this paragraph:
(i) Indoor Entertainment and Recreational Settings, and Certain Event and
Meeting Spaces including indoor portions of the following locations, regardless of
the activity at such locations: movie theaters, music or concert venues, adult
entertainment, casinos, botanical gardens, commercial event and party venues,
museums, aquariums, zoos, professional sports arenas and indoor stadiums,
convention centers and exhibition halls, hotel meeting and event spaces, performing
arts theaters, bowling alleys, arcades, indoor play areas, pool and billiard halls, and
other recreational game centers;
(ii) Indoor Food Services, including indoor portions of food service
establishments offering food and drink, including all indoor dining areas of food
service establishments that receive letter grades as described in section 81.51 of the
Health Code; businesses operating indoor seating areas of food courts; catering
food service establishments that provide food indoors on its premises; and any
indoor portions of an establishment that is regulated by the New York State
Department of Agriculture and Markets offering food for on-premises indoor
consumption. The requirements of this Order shall not apply to any establishment
offering food or drink exclusively for off-premises or outdoor consumption, or to a
food service establishment providing only charitable food services, such as soup
kitchens; and
(iii) Indoor Gyms and Fitness Settings, including indoor portions of standalone
and hotel gyms and fitness centers, gyms and fitness centers in higher education
institutions, yoga/Pilates/barre/dance studios, boxing/kickboxing gyms, fitness
boot camps, indoor pools, CrossFit or other plyometric boxes, and other facilities
used for conducting group fitness classes.
(iv) "Covered premises" do not include houses of worship or locations in a
residential or office building the use of which is limited to residents, owners, or
tenants of that building.
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(4) "Identification" means an official document bearing the name of the individual and
a photo or date of birth. Examples of acceptable identification include but are not
limited to: driver's license, non-driver government ID card, IDNYC, passport, and
school ID card.
(5) "Indoor portion" means any part of a covered premises with a roof or overhang that
is enclosed by at least three walls, except that the following will not be considered an
indoor portion: (1) a structure on the sidewalk or roadway if it is entirely open on the
side facing the sidewalk; and (2) an outdoor dining structure for individual parties, such
as a plastic dome, if it has adequate ventilation to allow for air circulation.
(6) "Nonresident" means any individual who is not a resident of New York City.
(7) "Patron" means any individual 5 years of age or older who patronizes, enters,
attends an event, or purchases goods or services within a covered premise.
(8) "Proof of vaccination" means proof of receipt of a full regimen of a COVID-19
vaccine authorized for emergency use or licensed for use by the U.S. Food and Drug
Administration or authorized for emergency use by the World Health Organization, not
including any additional recommended booster doses, except that for children who are
5 years of age or older as of December 13, 2021, but younger than 12 years of age,
"proof of vaccination" means proof of receipt of at least one dose of such a vaccine
until January 28, 2022, after which time it shall mean proof of receipt of a full regimen
of such vaccine. Such proof may be established by:
(i) A CDC COVID-19 Vaccination Record Card or an official immunization record
from the jurisdiction, state, or country where the vaccine was administered or a
digital or physical photo of such a card or record, reflecting the person's name,
vaccine brand, and date administered; or
(ii) A New York City COVID Safe App (available to download on Apple and
Android smartphone devices);
(iii) A New York State Excelsior Pass;
(iv) CLEAR's digital vaccine card; or
(v) any other method specified by the Commissioner of Health and Mental Hygiene
as sufficient to demonstrate proof of vaccination.
(9) "Worker" means an individual who works in-person in New York City at a
workplace in New York City. Worker includes a full- or part-time staff member,
employer, employee, intern, volunteer or contractor of a covered entity, as well as a
self-employed individual or a sole practitioner.

5

Worker does not include an individual who works from their own home and whose
employment does not involve interacting in-person with co-workers or members of the
public. Worker also does not include an individual who enters the workplace for a quick
and limited purpose.
(10) "Workplace" means any location, including a vehicle, where work is performed
in the presence of another worker or member of the public.
h. I hereby direct that each instance that a covered entity fails to check an individual's
vaccination status shall constitute a separate violation of this section.
i. I hereby direct the City's Commission on Human Rights to publish guidance to assist
covered entities in complying with this section in an equitable manner consistent with
applicable provisions of the New York City Human Rights Law.
j. I hereby direct, in accordance with section 25 of the Executive Law, that staff from
any agency designated by the Commissioner of Health and Mental Hygiene shall enforce
the directives set forth in this section.
k. (1) I hereby direct that any person or entity who is determined to have violated the
requirements of the Key to NYC program shall be subject to a fine, penalty and
forfeiture of not less than $1,000. If the person or entity is determined to have
committed a subsequent violation of this section within twelve months of the initial
violation for which a penalty was assessed, such person or entity shall be subject to a
fine, penalty and forfeiture of not less than $2,000. For every violation thereafter, such
person or entity shall be subject to a fine, penalty and forfeiture of not less than $5,000
if the person or entity committed the violation within twelve months of the violation
for which the second penalty was assessed. This section may be enforced pursuant to
sections 3.05, 3.07, or 3.11 of the Health Code and sections 558 and 562 of the Charter.
(2) I hereby suspend: (i) Appendix 7-A of Chapter 7 of Title 24 of the Rules of the City
of New York to the extent it would limit a violation of this section to be punished with
a standard penalty of $1,000 or a default penalty of$2,000; and (ii) section 7-08 of such
Chapter 7 and section 3.11 of the Health Code, to the extent such provisions would
limit the default penalty amount that may be imposed for a violation of this section to
$2,000.
(3) Notwithstanding the foregoing, this subdivision shall not apply until December 27,
2021 with respect to proof of receipt of a second dose of a two-dose vaccine.
1. Covered entities shall comply with further guidelines issued by DOHMH to further
the intent of this section and increase the number of vaccinated individuals in the City.
m. I hereby order that section 20-1271 of the Administrative Code of the City of New
York is modified by adding the following provision to the definition of "just cause:"
Notwithstanding any provision of this chapter, a fast food employer shall be deemed to
6

have just cause when a fast food employee has failed to provide proof of vaccination
required by an emergency executive order issued in response to the COVID-19 pandemic
and shall not be required to follow progressive discipline procedures prior to terminating
the employee, provided that the employee shall have 30 days from the date when the
employer notified the employee of the requirement to submit such proof and the employee
shall be placed on leave following such notification until such proof is provided. This
provision shall not excuse the employer from the responsibility to provide a reasonable
accommodation where required by law.
§ 3. This Emergency Executive Order shall take effect immediately.

Bill de Blasio,
MAYOR
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EXHIBIT 2
Nuremberg Code, August 1947
1. The voluntary consent of the human subject is absolutely essential.
This means that the person involved should have legal capacity to give consent; should be so situated
as to be able to exercise free power of choice, without the intervention of any element of force, fraud,
deceit, duress, over-reaching, or other ulterior form of constraint or coercion; and should have
sufficient knowledge and comprehension of the elements of the subject matter involved as to enable
him to make an understanding and enlightened decision. This latter element requires that before the
acceptance of an affirmative decision by the experimental subject there should be made known to
him the nature, duration, and purpose of the experiment; the method and means by which it is to be
conducted; all inconveniences and hazards reasonably to be expected; and the effects upon his health
or person which may possibly come from his participation in the experiment.
The duty and responsibility for ascertaining the quality of the consent rests upon each individual who
initiates, directs or engages in the experiment. It is a personal duty and responsibility which may not
be delegated to another with impunity.
Source: https://www.ushmm.org/information/exhibitions/online-exhibitions/special-focus/doctorstrial/nuremberg-code
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EXHIBIT 3
Scientific Journal VACCINE, volume 40, issue 40, September 22, 2022
Serious Adverse Events of Special Interest Following mRNA
Covid-19 Vaccination in Randomized Trials in Adults
See attached.
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a b s t r a c t
Introduction: In 2020, prior to COVID-19 vaccine rollout, the Brighton Collaboration created a priority list,
endorsed by the World Health Organization, of potential adverse events relevant to COVID-19 vaccines.
We adapted the Brighton Collaboration list to evaluate serious adverse events of special interest observed
in mRNA COVID-19 vaccine trials.
Methods: Secondary analysis of serious adverse events reported in the placebo-controlled, phase III randomized clinical trials of Pfizer and Moderna mRNA COVID-19 vaccines in adults (NCT04368728 and
NCT04470427), focusing analysis on Brighton Collaboration adverse events of special interest.
Results: Pfizer and Moderna mRNA COVID-19 vaccines were associated with an excess risk of serious
adverse events of special interest of 10.1 and 15.1 per 10,000 vaccinated over placebo baselines of
17.6 and 42.2 (95 % CI 0.4 to 20.6 and 3.6 to 33.8), respectively. Combined, the mRNA vaccines were
associated with an excess risk of serious adverse events of special interest of 12.5 per 10,000 vaccinated
(95 % CI 2.1 to 22.9); risk ratio 1.43 (95 % CI 1.07 to 1.92). The Pfizer trial exhibited a 36 % higher risk of
serious adverse events in the vaccine group; risk difference 18.0 per 10,000 vaccinated (95 % CI 1.2 to
34.9); risk ratio 1.36 (95 % CI 1.02 to 1.83). The Moderna trial exhibited a 6 % higher risk of serious adverse
events in the vaccine group: risk difference 7.1 per 10,000 (95 % CI –23.2 to 37.4); risk ratio 1.06 (95 % CI
0.84 to 1.33). Combined, there was a 16 % higher risk of serious adverse events in mRNA vaccine recipients: risk difference 13.2 (95 % CI 3.2 to 29.6); risk ratio 1.16 (95 % CI 0.97 to 1.39).
Discussion: The excess risk of serious adverse events found in our study points to the need for formal
harm-benefit analyses, particularly those that are stratified according to risk of serious COVID-19 outcomes. These analyses will require public release of participant level datasets.
Ó 2022 The Authors. Published by Elsevier Ltd. This is an open access article under the CC BY license (http://
creativecommons.org/licenses/by/4.0/).

1. Introduction
In March 2020, the Brighton Collaboration and the Coalition for
Epidemic Preparedness Innovations partnership, Safety Platform
for Emergency vACcines (SPEAC), created and subsequently

⇑ Corresponding author at: Peter Doshi, 220 N Arch Street, Baltimore, MD 21201,
USA.
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PWhelan@mednet.ucla.edu (P. Whelan), Bob.Kaplan@stanford.edu (R.M. Kaplan),
pdoshi@rx.umaryland.edu (P. Doshi).

updated a ‘‘priority list of potential adverse events of special interest relevant to COVID-19 vaccine trials.” [1] The list comprises
adverse events of special interest (AESIs) based on the specific vaccine platform, adverse events associated with prior vaccines in
general, theoretical associations based on animal models, and
COVID-19 specific immunopathogenesis. [1] The Brighton Collaboration is a global authority on the topic of vaccine safety and in
May 2020, the World Health Organization’s Global Advisory Committee on Vaccine Safety endorsed and recommended the reporting of AESIs based on this priority list. To our knowledge,
however, the list has not been applied to serious adverse events
in randomized trial data.

https://doi.org/10.1016/j.vaccine.2022.08.036
0264-410X/Ó 2022 The Authors. Published by Elsevier Ltd.
This is an open access article under the CC BY license (http://creativecommons.org/licenses/by/4.0/).
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included SAE, we recorded the corresponding Brighton Collaboration AESI category and organ system. When multiple AESIs could
potentially cause the same SAE, the reviewers selected the AESI
that they judged to be the most likely cause based on classical clinical presentation of the AESI.
We used an AESI list derived from the work of Brighton Collaboration’s Safety Platform for Emergency vACcines (SPEAC) Project.
This project created an AESI list which categorizes AESIs into three
categories: those included because they are seen with COVID-19,
those with a proven or theoretical association with vaccines in
general, and those with proven or theoretical associations with
specific vaccine platforms. The first version was produced in March
2020 based on experience from China. Following the second
update (May 2020), the WHO Global Advisory Committee on Vaccine Safety (GACVS) adopted the list, and Brighton commenced a
systematic review process ‘‘to ensure an ongoing understanding
of the full spectrum of COVID-19 disease and modification of the
AESI list accordingly.” [7] This resulted in three additional AESIs
being added to the list in December 2020. The subsequent (and
most recent fourth) update did not result in any additional AESIs
being added to the list. [1].
We matched SAEs recorded in the trial against an expanded list
of AESIs created by combining Brighton’s SPEAC COVID-19 AESI list
with a list of 29 clinical diagnoses Brighton identified as ‘‘known to
have been reported but not in sufficient numbers to merit inclusion on the AESI list.” [7] Sensitivity analysis was used to determine whether use of the original versus expanded list altered our
results.
Risk ratios and risk differences between vaccine and placebo
groups were calculated for the incidence of AESIs and SAEs. We
excluded SAEs that were known efficacy outcomes (i.e. COVID19), consistent with the approach Pfizer (but not Moderna) used
in recording SAE data. The Pfizer study trial protocol states that
COVID-19 illnesses and their sequelae consistent with the clinical
endpoint definition were not to be reported as adverse events,
‘‘even though the event may meet the definition of an SAE.” [8]
For unspecified reasons, Moderna included efficacy outcomes in
their SAE tables, effectively reporting an all-cause SAE result.
Because we did not have access to individual participant data, to
account for the occasional multiple SAEs within single participants,
we reduced the effective sample size by multiplying standard
errors in the combined SAE analyses by the square root of the ratio
of the number of SAEs to the number of patients with an SAE. This
adjustment increased standard errors by 10 % (Pfizer) and 18 %
(Moderna), thus expanding the interval estimates. We estimated
combined risk ratios and risk differences for the two mRNA vaccines by averaging over the risks using logistic regression models
which included indicators for trial and treatment group.
We used a simple harm-benefit framework to place our results
in context, comparing risks of excess serious AESIs against reductions in COVID-19 hospitalization.

We sought to investigate the association between FDAauthorized mRNA COVID-19 vaccines and serious adverse events
identified by the Brighton Collaboration, using data from the phase
III randomized, placebo-controlled clinical trials on which authorization was based. We consider these trial data against findings
from post-authorization observational safety data. Our study was
not designed to evaluate the overall harm-benefit of vaccination
programs so far. To put our safety results in context, we conducted
a simple comparison of harms with benefits to illustrate the need
for formal harm-benefit analyses of the vaccines that are stratified
according to risk of serious COVID-19 outcomes. Our analysis is
restricted to the randomized trial data, and does not consider data
on post-authorization vaccination program impact. It does however show the need for public release of participant level trial
datasets.

2. Methods
Pfizer and Moderna each submitted the results of one phase III
randomized trial in support of the FDA’s emergency use authorization of their vaccines in adults. Two reviewers (PD and RK)
searched journal publications and trial data on the FDA’s and
Health Canada’s websites to locate serious adverse event results
tables for these trials. The Pfizer and Moderna trials are expected
to follow participants for two years. Within weeks of the emergency authorization, however, the sponsors began a process of
unblinding all participants who elected to be unblinded. In addition, those who received placebo were offered the vaccine. These
self-selection processes may have introduced nonrandom differences between vaccinated and unvaccinated participants, thus rendering the post-authorization data less reliable. Therefore, to
preserve randomization, we used the interim datasets that were
the basis for emergency authorization in December 2020, approximately 4 months after trials commenced.
The definition of a serious adverse event (SAE) was provided in
each trial’s study protocol and included in the supplemental material of the trial’s publication. [2–4] Pfizer and Moderna used nearly
identical definitions, consistent with regulatory expectations. An
SAE was defined as an adverse event that results in any of the following conditions: death; life-threatening at the time of the event;
inpatient hospitalization or prolongation of existing hospitalization; persistent or significant disability/incapacity; a congenital
anomaly/birth defect; medically important event, based on medical judgment.
In addition to journal publications, we searched the websites of
the FDA (for advisory committee meeting materials) and Health
Canada (for sections of the dossier submitted by sponsors to the
regulator). [5] For the FDA website, we considered presentations
by both the FDA and the sponsors. [6] Within each of these sources,
we searched for SAE results tables that presented information by
specific SAE type; we chose the most recent SAE table corresponding to the FDA’s requirement for a safety median follow-up time of
at least 2 months after dose 2.
For each trial, we prepared blinded SAE tables (containing SAE
types without results data). Using these blinded SAE tables, two
clinician reviewers (JF and JE) independently judged whether each
SAE type was an AESI. SAE types that matched an AESI term verbatim, or were an alternative diagnostic name for an AESI term, were
included as an AESI. For all other SAE types, the reviewers independently judged whether that SAE type was likely to have been
caused by a vaccine-induced AESI, based on a judgment considering the disease course, causative mechanism, and likelihood of
the AESI to cause the SAE type. Disagreements were resolved
through consensus; if consensus could not be reached, a third clinician reviewer (PW) was used to create a majority opinion. For each

3. Results
Serious adverse event tables were located for each of the vaccine trials submitted for EUA in adults (age 16 + for Pfizer,
18 + for Moderna) in the United States: Pfizer-BioNTech COVID19 vaccine BNT162b2 (NCT04368728) [2,9,10] and Moderna
COVID-19 vaccine mRNA-1273 (NCT04470427). [3,11,12]
(Table 1).
3.1. Reporting windows and serious adverse events
Moderna reported SAEs from dose 1 whereas Pfizer limited
reporting from dose 1 to 1 month after dose 2. Both studies
5799
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Table 1
Data sources for phase III trials.
Trial

Data cutoff date

Journal
articles

FDA sources

Health Canada sources

Pfizer trial in ages 16 and above
(NCT04368728)
Moderna trial in ages 18 and
above (NCT04470427)

14 Nov 2020 (supported
Dec 2020 EUA)
25 Nov 2020 (supported
Dec 2020 EUA)

Aggregate
data only
Table S11 in
publication

Table 23 in sponsor
briefing document
Table 27 in sponsor
briefing document

Table 55 in sponsor document C4591001 Final Analysis
Interim Report Body
Table 14.3.1.13.3 in sponsor document mRNA-1273-P301
Unblinded Safety Tables Batch 1 (DS2)

Note: bolded font indicates dataset chosen for analysis; EUA = Emergency Use Authorization.

3.3. Sensitivity analysis

reported all data at the time of data cutoff (14 Nov 2020 for Pfizer,
25 Nov 2020 for Moderna). 17 SAEs that were efficacy endpoints
were removed from the Moderna trial (16 ‘‘COVID-19” SAEs and
1 ‘‘COVID-19 pneumonia” SAE). One such efficacy endpoint meeting the definition of a SAE was removed from the Pfizer trial
(‘‘SARS-CoV-2 test positive” SAE).
The Pfizer trial exhibited a 36 % higher risk of serious adverse
events in vaccinated participants in comparison to placebo recipients: 67.5 per 10,000 versus 49.5 per 10,000; risk difference 18.0
per 10,000 vaccinated participants (95 % compatibility1 interval
1.2 to 34.9); risk ratio 1.36 (95 % CI 1.02 to 1.83). The Moderna trial
exhibited a 6 % higher risk of SAEs in vaccinated individuals compared to those receiving placebo: 136 per 10,000 versus 129 per
10,000; risk difference 7.1 per 10,000 (95 % CI –23.2 to 37.4); risk
ratio 1.06 (95 % CI 0.84 to 1.33). Combined, there was a 16 % higher
risk of SAEs in mRNA vaccine recipients than placebo recipients: 98
per 10,000 versus 85 per 10,000; risk difference 13.2 (95 % CI 3.2 to
29.6); risk ratio 1.16 (95 % CI 0.97 to 1.39). (Table 2).

As a sensitivity analysis, we restricted the serious AESI analysis
to those AESIs listed in SPEAC’s COVID-19 AESI list (i.e. separating
out Brighton’s list of 29 clinical diagnoses ‘‘known to have been
reported but not in sufficient numbers to merit inclusion on the
AESI list.”) This reduced the total number of AESIs across the two
trials by 48 (35 vaccine group, 13 placebo group). There was still
a higher risk of serious AESI when limited to the SPEAC COVID19 AESI list, but the magnitude of the excess (in both relative
and absolute terms) was smaller than when using the larger AESI
list. (Supplemental Table 2).
3.4. Harm-benefit considerations
In the Moderna trial, the excess risk of serious AESIs (15.1 per
10,000 participants) was higher than the risk reduction for
COVID-19 hospitalization relative to the placebo group (6.4 per
10,000 participants). [3] In the Pfizer trial, the excess risk of serious
AESIs (10.1 per 10,000) was higher than the risk reduction for
COVID-19 hospitalization relative to the placebo group (2.3 per
10,000 participants).

3.2. Serious adverse events of special interest
Regarding whether each SAE type was included on the SPEAC
derived AESI list, agreement between the two independent clinician reviewers was 86 % (281/325); 40 of the 44 disagreements
were resolved through consensus, and only four disagreements
necessitated a third clinician reviewer. Supplemental Table 1
includes a full list of included and excluded SAEs across both trials.
In the Pfizer trial, 52 serious AESI (27.7 per 10,000) were
reported in the vaccine group and 33 (17.6 per 10,000) in the placebo group. This difference corresponds to a 57 % higher risk of
serious AESI (RR 1.57 95 % CI 0.98 to 2.54) and a risk difference
of 10.1 serious AESI per 10,000 vaccinated participants (95 % CI
0.4 to 20.6). In the Moderna trial, 87 serious AESI (57.3 per
10,000) were reported in the vaccine group and 64 (42.2 per
10,000) in the placebo group. This difference corresponds to a
36 % higher risk of serious AESI (RR 1.36 95 % CI 0.93 to 1.99)
and a risk difference of 15.1 serious AESI per 10,000 vaccinated
participants (95 % CI 3.6 to 33.8). Combining the trials, there
was a 43 % higher risk of serious AESI (RR 1.43; 95 % CI 1.07 to
1.92) and a risk difference of 12.5 serious AESI per 10,000 vaccinated participants (95 % CI 2.1 to 22.9). (Table 2).
Of the 236 serious AESIs occurring across the Pfizer and Moderna trials, 97 % (230/236) were adverse event types included as
AESIs because they are seen with COVID-19. In both Pfizer and
Moderna trials, the largest excess risk occurred amongst the
Brighton category of coagulation disorders. Cardiac disorders have
been of central concern for mRNA vaccines; in the Pfizer trial more
cardiovascular AESIs occurred in the vaccine group than in the placebo group, but in the Moderna trial the groups differed by only 1
case. (Tables 3 and 4).

4. Comparison with FDA reviews
In their review of SAEs supporting the authorization of the Pfizer and Moderna vaccines, the FDA concluded that SAEs were, for
Pfizer, ‘‘balanced between treatment groups,” [15] and for Moderna, were ‘‘without meaningful imbalances between study arms.”
[16] In contrast to the FDA analysis, we found an excess risk of
SAEs in the Pfizer trial. Our analysis of Moderna was compatible
with FDA’s analysis, finding no meaningful SAE imbalance between
groups.
The difference in findings for the Pfizer trial, between our SAE
analysis and the FDA’s, may in part be explained by the fact that
the FDA analyzed the total number of participants experiencing
any SAE, whereas our analysis was based on the total number of
SAE events. Given that approximately twice as many individuals
in the vaccine group than in the placebo group experienced multiple SAEs (there were 24 more events than participants in the vaccine group, compared to 13 in the placebo group), FDA’s analysis of
only the incidence of participants experiencing any SAE would not
reflect the observed excess of multiple SAEs in the vaccine group.
A more important factor, however, may be that FDA’s review of
non-fatal SAEs used a different analysis population with different
follow-up windows. The FDA reported 126 of 21,621 (0.6 %) of vaccinated participants experienced at least one SAE at data cutoff
compared to 111 of 21,631 (0.5 %) of placebo participants. In contrast, our analysis found 127 SAEs among 18,801 vaccine recipients
versus 93 SAEs among 18,785 placebo recipients. [15] While summary results for the population we analyzed was provided in a
table, FDA did not report an analysis of them. The substantially larger denominators in FDA’s analysis (5,666 more participants)
reflect the fact that their analysis included all individuals receiving
at least one dose (minus 196 HIV-positive participants), irrespec-

1
A compatibility interval is identical to a confidence interval, but relabeled to
emphasize that it is not a Bayesian posterior interval (as is improperly suggested by
the ‘‘confidence” label).13,14.

5800

Vaccine 40 (2022) 5798–5805

J. Fraiman, J. Erviti, M. Jones et al.
Table 2
Serious adverse events.

Trial

Total events (events per 10,000
participants)a
Vaccine

Serious adverse events
Pfizerb
127 (67.5)
206 (135.7)
Modernac,d
Combinedf
333 (98.0)
Serious adverse events of special interest
Pfizer
52 (27.7)
Moderna
87 (57.3)
f
Combined
139 (40.9)

Placebo

Risk difference
per 10,000 participants
(95 % CI)e

Risk ratio
(95 % CI)e

93 (49.5)
195 (128.6)
288 (84.8)

18.0 (1.2 to 34.9)
7.1 (–23.2 to 37.4)
13.2 (-3.2 to 29.6)

1.36 (1.02 to 1.83)
1.06 (0.84 to 1.33)
1.16 (0.97 to 1.39)

33 (17.6)
64 (42.2)
97 (28.6)

10.1 (-0.4 to 20.6)
15.1 (-3.6 to 33.8)
12.5 (2.1 to 22.9)

1.57 (0.98 to 2.54)
1.36 (0.93 to 1.99)
1.43 (1.07 to 1.92)

a
Denominators for Pfizer were 18,801 in the vaccine group and 18,785 in the placebo group, and for Moderna were 15,185 in the vaccine group and 15,166 in the placebo
group.
b
Pfizer excluded efficacy outcomes from its SAE table (COVID-19 illnesses and their sequelae meeting the definition of an SAE). However, at least one SAE appears to have
been inadvertently included, which we removed from our calculations (‘‘SARS-CoV-2 test positive”: 0 vaccine group; 1 placebo group).
c
Moderna included efficacy outcomes in its SAE table (COVID-19 illnesses and their sequelae meeting the definition of an SAE). We removed efficacy SAEs outcomes that
could be identified: ‘‘COVID-19” and ‘‘COVID-19 pneumonia.” Lacking access to participant level data, SAEs that were sequelae of serious COVID-19 could not be identified and
therefore remain included in this analysis.
d
‘‘All SAEs” for Moderna was calculated using the ‘‘Number of serious AEs” row in Moderna’s submission to FDA.11.
p
e
Standard errors used to estimate 95% CIs were inflated by the factor [#SAE]/[#patients with SAE] to account for multiple SAE within patients.
f
The combined risk differences and risk ratios were computed from the fitted logistic regression models and so may not exactly equal comparisons computed from the first
two columns.

Table 3
Serious AESIs, Pfizer trial.
Brighton category

Vaccine

Association with immunization in general
Anaphylaxis
1
Association with specific vaccine platform(s)
Encephalitis/encephalomyelitis
0
Seen with COVID-19
Acute kidney injury
2
Acute liver injury
0
Acute respiratory distress syndrome
2
Coagulation disorder
16
Myocarditis/pericarditis
2
Other forms of acute cardiac injury
16
Subtotal
39
Brighton list of 29 clinical diagnoses seen with
Abscess
4
Cholecystitis
4
Colitis/Enteritis
1
Diarrhea
1
Hyperglycemia
1
Pancreatitis
1
Psychosis
1
Subtotal
13
Total
52

Placebo

Vaccine events per 10,000

Placebo events per 10,000

Difference in events per 10,000

Risk ratio

1

0.5

0.5

0.0

1.00

2

0.0

1.1

1.1

0.00

0
1.1
1
0.0
1
1.1
10
8.5
1
1.1
12
8.5
28
20.7
COVID-19
1
2.1
2
2.1
1
0.5
0
0.5
1
0.5
0
0.5
0
0.5
5
6.9
33
27.7

0.0
0.5
0.5
5.3
0.5
6.4
14.9

1.1
0.5
0.5
3.2
0.5
2.1
5.8

N/A
0.00
2.00
1.60
2.00
1.33
1.39

0.5
1.1
0.5
0.0
0.5
0.0
0.0
2.7
17.6

1.6
1.1
0.0
0.5
0.0
0.5
0.5
4.3
10.1

4.00
2.00
1.00
N/A
1.00
N/A
N/A
2.60
1.57

tionality analyses (which use spontaneous adverse event reporting
systems). In July 2021, the FDA reported detecting four potential
adverse events of interest: pulmonary embolism, acute myocardial
infarction, immune thrombocytopenia, and disseminated intravascular coagulation following Pfizer’s vaccine based on medical
claims data in older Americans. [18] Three of these four serious
adverse event types would be categorized as coagulation disorders,
which is the Brighton AESI category that exhibited the largest
excess risk in the vaccine group in both the Pfizer and Moderna trials. FDA stated it would further investigate the findings but at the
time of our writing has not issued an update. Similarly,
spontaneous-reporting systems have registered serious adverse
reactions including anaphylaxis (all COVID-19 vaccines), thrombocytopenia syndrome among premenopausal females (Janssen vaccine), and myocarditis and pericarditis among younger males
(Pfizer and Moderna vaccines). [19,20].
Using data from three postmarketing safety databases for vaccines (VAERS, EudraVigilance, and VigiBase), disproportionality studies have reported excess risks for many of the same SAE types as in

tive of the duration of post-injection follow-up time. In contrast,
our analysis was based on the study population with median
follow-up  2 months after dose 2 (minus 120 HIV-positive participants), of which 98.1 % had received both doses. [2,17] The FDA’s
analysis of SAEs thus included thousands of additional participants
with very little follow-up, of which the large majority had only
received 1 dose.
4.1. Comparison with post-authorization studies
Although the randomized trials offer high level evidence for
evaluating causal effects, the sparsity of their data necessitates that
harm-benefit analyses also consider observational studies. Since
their emergency authorization in December 2020, hundreds of millions of doses of Pfizer and Moderna COVID-19 vaccines have been
administered and post-authorization observational data offer a
complementary opportunity to study AESIs. Post-authorization
observational safety studies include cohort studies (which make
use of medical claims or electronic health records) and dispropor5801
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Table 4
Serious AESIs, Moderna trial.
Brighton category

Vaccine

Association with specific vaccine platform(s)
Bell’s Palsy
1
Encephalitis/encephalomyelitis
1
Seen with COVID-19
Acute kidney injury
1
Acute liver injury
1
Acute respiratory distress syndrome
7
Angioedema
0
Coagulation disorder
20
Generalized Convulsions
2
Myelitis
0
Myocarditis/pericarditis
4
Other forms of acute cardiac injury
26
Other rash
1
Rhabdomyolysis
0
Single Organ Cutaneous Vasculitis
1
Subtotal
65
Brighton list of 29 clinical diagnoses seen with
Abscess
1
Arthritis
3
Cholecystitis
4
Colitis/Enteritis
6
Diarrhea
2
Hyperglycemia
1
Hyponatremia
1
Pancreatitis
2
Pneumothorax
0
Psychosis
1
Thyroiditis
1
Subtotal
22
Total
87

Placebo
0
0
3
0
4
2
13
0
1
5
26
1
1
0
56
COVID-19
0
1
0
3
1
0
1
0
1
1
0
8
64

Vaccine events per 10,000

Placebo events per 10,000

Difference in events per 10,000

Risk ratio

0.7
0.7

0.0
0.0

0.7
0.7

N/A
N/A

0.7
0.7
4.6
0.0
13.2
1.3
0.0
2.6
17.1
0.7
0.0
0.7
42.8

2.0
0.0
2.6
1.3
8.6
0.0
0.7
3.3
17.1
0.7
0.7
0.0
36.9

1.3
0.7
2.0
1.3
4.6
1.3
0.7
0.7
0.0
0.0
0.7
0.7
5.9

0.33
N/A
1.75
0.00
1.54
N/A
0.00
0.80
1.00
1.00
0.00
N/A
1.16

0.7
2.0
2.6
4.0
1.3
0.7
0.7
1.3
0.0
0.7
0.7
14.5
57.3

0.0
0.7
0.0
2.0
0.7
0.0
0.7
0.0
0.7
0.7
0.0
5.3
42.2

0.7
1.3
2.6
2.0
0.7
0.7
0.0
1.3
0.7
0.0
0.7
9.2
15.1

N/A
3.00
N/A
2.00
2.00
N/A
1.00
N/A
0.00
1.00
N/A
2.75
1.36

practices in the trials rather than differences in actual vaccine
harm profiles. For reasons that are not documented in the trial protocol, Moderna included efficacy outcomes in its SAE tabulations,
while Pfizer excluded them. As a result, Moderna’s SAE table did
not present a traditional SAE analysis but rather an all-cause SAE
analysis. The FDA analysis of the Moderna trial presented an allcause SAE analysis, which estimates total vaccine effects on SAEs,
including effects transmitted via effects on COVID-19. It did not
however present a traditional SAE analysis with efficacy endpoints
removed, which attempts to estimate only the direct effects on
SAEs. While our analysis attempted to perform a traditional SAE
analysis by excluding efficacy SAEs (serious COVID-19 and its
sequelae), our effort was hindered because we did not have access
to patient level data. Easily recognizable efficacy SAEs (‘‘COVID19”, ‘‘COVID-19 pneumonia,” and ‘‘SARS-CoV-2 test positive”)
could be removed, but many participants who experienced a
COVID-19 SAE likely experienced multiple other SAEs (e.g. pneumonia, hypoxia, and thrombotic events) which could not be identified and therefore remain included in our analysis. Of 17 total
efficacy SAEs (16 ‘‘COVID-19” and 1 ‘‘COVID-19 pneumonia”)
removed from our analysis of the Moderna trial, 16 were in the placebo arm. As a consequence, the background SAE risk (risk in
absence of COVID-19) would be overestimated by the Moderna
placebo group, resulting in underestimation of the actual risk of
SAEs and AESIs attributable to the vaccine in the Moderna comparisons as well as in the combined analysis. Access to patient-level
data would allow adjustments for this problem.
Rational policy formation should consider potential harms
alongside potential benefits. [29] To illustrate this need in the present context, we conducted a simple harm-benefit comparison
using the trial data comparing excess risk of serious AESI against
reductions in COVID-19 hospitalization. We found excess risk of
serious AESIs to exceed the reduction in COVID-19 hospitalizations
in both Pfizer and Moderna trials.

the present study. [21–23] For example, a study using VAERS and
EudraVigilance comparing the disproportionality of adverse event
reports between the influenza vaccine versus the mRNA COVID19 vaccines reported excess risks for the following Brighton AESIs:
cardiovascular events, coagulation events, hemorrhages, gastrointestinal events, and thromboses. [22] While CDC published a protocol[24] in early 2021 for using proportional reporting ratios for
signal detection in the VAERS database, results from the study have
not yet been reported. [25] Among self-controlled case series, one
reported a rate ratio of 1.38 (95 % CI 1.12–1.71) for hemorrhagic
stroke following Pfizer vaccine, [26] another reported 0.97 (95 %
CI 0.81–1.15), [27] while a cohort study[28] reported 0.84 (95 %
CI 0.54–1.27).
5. Discussion
Using a prespecified list of AESI identified by the Brighton Collaboration, higher risk of serious AESI was observed in the mRNA
COVID-19 vaccine group relative to placebo in both the Pfizer
and Moderna adult phase III trials, with 10.1 (Pfizer) and 15.1
(Moderna) additional events for every 10,000 individuals vaccinated. Combined, there was a risk difference of 12.5 serious AESIs
per 10,000 individuals vaccinated (95 % CI 2.1 to 22.9). These
results raise concerns that mRNA vaccines are associated with
more harm than initially estimated at the time of emergency
authorization. In addition, our analysis identified a 36 % higher risk
of serious adverse events in vaccinated participants in the Pfizer
trial: 18.0 additional SAEs per 10,000 vaccinated (95 % CI 1.2 to
34.9). Consistent with the FDA evaluation, our analysis found no
clear difference in SAEs between groups in the Moderna trial.
Results between the Pfizer and Moderna trials were similar for
the AESI analysis but exhibited substantial variation in the SAE
analysis. Caution is needed in interpreting this variation as it
may be substantially explained by differences in SAE recording
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whereas messages about potential harms can conversely stimulate
reports that otherwise may not have been made. These factors can
lead to bias both directions, further complicating interpretation. In
contrast to these problems, in the randomized trials used in this
analysis, all SAEs were to be recorded, irrespective of clinical judgment regarding potential causality.
Although our analysis is secondary, reanalyses of clinical trial
data have led to the detection of adverse events well after the market entry of major drugs such as rofecoxib and rosiglitazone.
[36,37] Our analysis has an advantage over postmarketing observational studies in that the data are from blinded, placebo-controlled
randomized trials vetted by the FDA, which were matched against
a list of adverse events created before the availability of the
clinical-trial results and designed for use in COVID-19 vaccine
trials.
Our study has several important limitations. First, Pfizer’s trial
did not report SAEs occurring past 1 month after dose 2. This
reporting threshold may have led to an undercounting of serious
AESIs in the Pfizer trial. Second, for both studies, the limited follow
up time prevented an analysis of harm-benefit over a longer period. Third, all SAEs in our analysis met the regulatory definition
of a serious adverse event, but many adverse event types which
a patient may themselves judge as serious may not meet this regulatory threshold. Fourth, decisions about which SAEs to include or
exclude as AESIs requires subjective, clinical judgements in the
absence of detailed clinical information about the actual SAEs.
We encourage third party replication of our study, with access to
complete SAE case narratives, to determine the degree to which
these decisions affected our findings. For additional sensitivity
analyses, such replication studies could also make use of other AESI
lists, such as those prepared by FDA, [38–41] CDC, [24], Pfizer, [42],
or a de novo AESI list derived from a list of COVID-19 complications
understood to be induced via SARS-CoV-20 s spike protein. [43,44].
A fifth important limitation is our lack of access to individual
participant data, which forced us to use a conservative adjustment
to the standard errors. The 95 % CIs[13,14] calculated are therefore
only approximate because we do not know which patients had
multiple events. Finally, as described above, in the Moderna analysis, the SAEs that were sequelae of serious COVID-19 could not
be identified and therefore remain included in our calculations.
Because the vaccines prevent SAEs from COVID-19 while adding
SAE risks of their own, this inclusion makes it impossible to separately estimate SAEs due to the vaccine from SAEs due to COVID-19
in the available Moderna data, as must be done to extrapolate
harm-benefit to other populations. These study limitations all stem
from the fact that the raw data from COVID-19 vaccine clinical trials are not publicly available. [45,46].
We emphasize that our investigation is preliminary, to point to
the need for more involved analysis. The risks of serious AESIs in
the trials represent only group averages. SAEs are unlikely to be
distributed equally across the demographic subgroups enrolled in
the trial, and the risks may be substantially less in some groups
compared to others. Thus, knowing the actual demographics of
those who experienced an increase in serious AESI in the vaccine
group is necessary for a proper harm-benefit analysis. In addition,
clinical studies are needed to see if particular SAEs can be linked to
particular vaccine ingredients as opposed to unavoidable consequences of exposure to spike protein, as future vaccines could then
be modified accordingly or sensitivities can be tested for in
advance. In parallel, a systematic review and meta-analysis using
individual participant data should be undertaken to address questions of harm-benefit in various demographic subgroups, particularly in those at low risk of serious complications from COVID19. Finally, there is a pressing need for comparison of SAEs and
harm-benefit for different vaccine types; some initial work has
already begun in this direction. [47].

This analysis has the limitations inherent in most harm-benefit
comparisons. First, benefits and harms are rarely exact equivalents,
and there can be great variability in the degree of severity within
both benefit and harm endpoints. For example, intubation and
short hospital stay are not equivalent but both are counted in
‘‘hospitalization”; similarly, serious diarrhea and serious stroke
are not equivalent but both are counted in ‘‘SAE.” Second, individuals value different endpoints differently. Third, without individual
participant data, we could only compare the number of individuals
hospitalized for COVID-19 against the number of serious AESI
events, not the number of participants experiencing any serious
AESI. Some individuals experienced multiple SAEs whereas hospitalized COVID-19 participants were likely only hospitalized once,
biasing the analysis towards exhibiting net harm. To gauge the
extent of this bias, we considered that there were 20 % (Pfizer)
and 34 % (Moderna) more SAEs than participants experiencing
any SAE. As a rough sensitivity calculation, if we divide the Pfizer
excess serious AESI risk of 10.1 by 1.20 it becomes 8.4 compared
to a COVID-19 hospitalization risk reduction of 2.3; if we divide
the Moderna excess serious AESI risk of 15.1 by 1.34 it becomes
11.3 compared to a COVID-19 hospitalization risk reduction of 6.4.
Harm-benefit ratios will be different for populations at different
risk for serious COVID-19 and observation periods that differ from
those studied in the trials. Presumably, larger reductions in COVID19 hospitalizations would have been recorded if trial follow-up
were longer, more SARS-CoV-2 was circulating, or if participants
had been at higher risk of serious COVID-19 outcomes, shifting
harm-benefit ratios toward benefit. Conversely, harm-benefit
ratios would presumably shift towards harm for those with lower
risk of serious COVID-19 outcomes--such as those with natural
immunity, younger age or no comorbidities. Similarly, waning vaccine effectiveness, decreased viral virulence, and increasing degree
of immune escape from vaccines might further shift the harmbenefit ratio toward harm. Large, randomized trials in contemporary populations could robustly answer these questions. Absent
definitive trials, however, synthesis of multiple lines of evidence
will be essential. [30,48,49].
Adverse events detected in the post-marketing period have led
to the withdrawal of several vaccines. An example is intussusception following one brand of rotavirus vaccine: around 1 million
children were vaccinated before identification of intussusception,
which occurred in around 1 per 10,000 vaccinees. [31] Despite
the unprecedented scale of COVID-19 vaccine administration, the
AESI types identified in our study may still be challenging to detect
with observational methods. Most observational analyses are
based on comparing the risks of adverse events ‘‘observed” against
a background (or ‘‘expected”) risk, which inevitably display great
variation, by database, age group, and sex. [32] If the actual risk
ratio for the effect was 1.4 (the risk ratio of the combined AESI
analysis), it could be quite difficult to unambiguously replicate it
with observational data given concerns about systematic as well
as random errors. [33–35].
In addition, disproportionality analyses following COVID-19
vaccination also have limitations, particularly with respect to the
type of adverse events seen in our study. The majority of SAEs that
contributed to our results are relatively common events, such as
ischemic stroke, acute coronary syndrome, and brain hemorrhage.
This complicates signal detection because clinical suspicion of an
adverse vaccine reaction following an event commonly seen in
clinical practice will be lower than for SAEs like myocarditis.[50]
For this reason, clinical suspicion leading to the filing of an individual case safety report--may be far less common in the postauthorization setting than in the trials. At the same time, heightened awareness about COVID-19 vaccine SAEs can result in under
and overreporting. Public health messages assuring vaccine safety
may lower clinical suspicion of potential causal relationships,
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Full transparency of the COVID-19 vaccine clinical trial data is
needed to properly evaluate these questions. Unfortunately, as
we approach 2 years after release of COVID-19 vaccines, participant level data remain inaccessible. [45,46].
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Vaccination against covid-19
The Danish Health Authority expects that the number of covid-19
infections will increase during autumn and winter. Therefore, we
recommend vaccination of people aged 50 years and over as well
as selected risk groups. Read more about the autumn vaccination
programme here.

With the autumn vaccination programme, we aim to prevent serious illness, hospitalisation and death. The
risk of becoming severely ill from covid-19 increases with age. Therefore, people who have reached the age
of 50 and particularly vulnerable people will be offered vaccination. We expect that many people will be
infected with covid-19 during autumn and winter. It is therefore important that the population remembers
the guidance on how to prevent infection, which also applies to a number of other infectious diseases.
> See the guidance here: Prevent being infected with covid-19
On this page, you can read who will be offered vaccination, which vaccines we plan to use and when the
programme will begin.

https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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Q&A about vaccination

Who will be offered vaccination against covid-19?
People aged 50 years and over will be offered vaccination.
People aged under 50 who are at a higher risk of becoming severely ill from covid-19 will also be
offered vaccination against covid-19.
Staff in the healthcare and elderly care sector as well as in selected parts of the social services sector
who have close contact with patients or citizens who are at higher risk of becoming severely ill from
covid-19 will also be offered booster vaccination against covid-19.
In addition, we recommend that relatives of persons at particularly higher risk accept the offer of
vaccination to protect their relatives who are at particularly higher risk.

Why do we need to re-vaccinate?
We have achieved very high population immunity in Denmark. This is due both to the high adherence to the vaccination
programme and to many people previously having been infected with covid-19. However, we expect that this immunity will
gradually decrease over time. In addition, we know that covid-19 is a seasonal disease and that the number of infections are
expected to increase during autumn and winter. We expect that a large part of the population will become infected with
covid-19 during the autumn, and we therefore want to vaccinate those having the highest risk so that they are protected from
severe illness if they become infected.

When will I be offered vaccination?
Nursing home residents and people aged 85 and over will be offered vaccination from mid-September. For others, the
vaccination programme against covid-19 will begin on 1 October 2022.

I have a specific disease or condition – will I be offered vaccination?
People aged under 50 who are at higher risk of becoming severely ill are recommended vaccination
against covid-19. This may, for example, be people who have a severely impaired immune system.
> Read more here

Will i get an invitation for vaccination?

https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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If you are offered vaccination based on your age, you will receive an invitation in e-Boks/mit.dk. You
will be offered vaccination against covid-19, influenza and pneumococci. For nursing home residents,
there will be a special offer of local vaccination without appointment.
If you are in the target group for vaccination based on your illness/condition or your work, you will not
receive an invitation. When the programme starts on 1 October, you can instead either:
•

Fill in a solemn declaration and booking an appointment for vaccination on www.vacciner.dk. If you are in doubt about
whether you are in the target group for vaccination, you can fill in a guiding questionnaire, which is also available on
www.vacciner.dk, and then book an appointment if you are in the target group.

•

Talk to your doctor, who can set up a vaccination process at www.vacciner.dk for you with the vaccines you are offered.
You can then book an appointment yourself. In some cases, your doctor will be able to vaccinate you immediately.

If you are a healthcare professional or elderly care worker or employed in selected parts of the social
services sector, your workplace can inform you about whether they offer vaccination of their staff.

Why are people aged under 50 not to be re-vaccinated?
The purpose of the vaccination programme is to prevent severe illness, hospitalisation and death. Therefore, people at the
highest risk of becoming severely ill will be offered booster vaccination. The purpose of vaccination is not to prevent infection
with covid-19, and people aged under 50 are therefore currently not being offered booster vaccination.
People aged under 50 are generally not at particularly higher risk of becoming severely ill from covid-19. In addition, younger
people aged under 50 are well protected against becoming severely ill from covid-19, as a very large number of them have
already been vaccinated and have previously been infected with covid-19, and there is consequently good immunity among
this part of the population.
It is important that the population also remembers the guidance on how to prevent the spread of infection, including staying
at home in case of illness, frequent aeration or ventilation, social distancing, good coughing etiquette, hand hygiene and
cleaning.

Variant-updated vaccines

What does it mean that a vaccine is variant updated?
The Danish Health Authority will offer variant-updated mRNA vaccines in the autumn vaccination
programme. These vaccines have been approved by the European Medicines Agency.
The vaccination, which will be offered during autumn/winter 2022-2023, consists of a variantupdated vaccine. The influenza vaccines are updated every year, and the covid-19 vaccines have
likewise also been updated to target the Omicron variant more effectively.
The variant-updated vaccines have been adapted to the variant that is dominant in society.
https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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What side effects do the vaccines have?
All vaccines cause side effects, including the covid-19 vaccines. In general, the side effects are mild
and transient, and we consider the vaccines to be very safe and highly documented.
Studies of the variant-updated vaccines have shown that the side effects do not differ from those
seen in connection with the vaccines we have previously used in Denmark.
Mild side effects
Most people will experience pain at the injection site. Other common side effects include fatigue,
headache, pain in muscles and joints, chills, a slight fever as well as redness and swelling at the
injection site. These are generally signs that your body’s immune system is reacting as it should to the
vaccine. You do not need to call your doctor if you experience these known and transient side effects.
If you are among those who do not experience side effects, you should not worry that the vaccine is
not working, because it will regardless of whether you experience side effects.
We know from other vaccines that almost all side effects occur within the first six weeks of
vaccination. It is very rare for them to occur later than this. Both Danish and European medicines
agencies monitor the vaccines closely after they have been approved both in relation to how well they
work and how many side effects they cause.
However, there is a difference in how well the immune system of older and younger people responds
to vaccines. Elderly people will typically have poorer-responding immune systems, and they will
therefore typically experience fewer side effects.
Rare side effects
In rare cases, severe immediate allergic reactions (anaphylaxis) may occur, which may be caused by,
for example, allergy to the additives in the vaccine. If you have previously had a severe allergic
reaction immediately after being vaccinated or after being injected with a medicinal product, you
should contact your doctor before being vaccinated against covid-19. If you have a known allergy to
macrogols/PEG/polyethylene glycol, you should not be vaccinated with the mRNA vaccines.

Vaccination of children against covid-19
Children and adolescents rarely become severely ill from the Omicron variant of covid-19.
From 1 July 2022, it was no longer possible for children and adolescents aged under 18 to get the first injection and, from 1
September 2022, it was no longer possible for them to get the second injection.
A very limited number of children at particularly higher risk of becoming severely ill will still be offered vaccination based on an
individual assessment by a doctor.

Should I be vaccinated?
https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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Can I tolerate being vaccinated?
Can I tolerate being vaccinated?
Situations in which you should not be vaccinated

You should not be vaccinated against covid-19 if you have:
•

A known, ascertained allergy to the vaccine (for example an immediate allergic reaction (anaphylaxis) in
connection with the first injection)

•

A known allergy to one of the excipients in the vaccine

Situations in which you should postpone vaccination

•

You are acutely ill with a fever above 38°. You can be vaccinated if you only have a slight fever or light infections
such as a common cold. However, you should always consider whether you might have covid-19 in this
connection.

•

You have covid-19 or suspect that you have covid-19.

•

You have had covid-19 within one month before vaccination.

•

You have been tested due to suspicion of covid-19 or because you are a close contact of an infected person.

•

You are to undergo surgery within one week before or after vaccination.

Situations in which you should consult a doctor before being vaccinated

•

You have been informed that there is a suspicion of allergy to macrogol/PEG/polyethylene glycol.

•

You have previously had an immediate allergic reaction (anaphylaxis) after vaccination or after injection of another
medicinal product.

•

You have previously repeatedly had an immediate allergic reaction (anaphylaxis) after ingestion of other
medicinal products (for example laxatives, stomach acid drugs).

•

You have mastocytosis (a rare disease of the body’s mast cells).

Situations in which you can be vaccinated

Most people tolerate the vaccine well. You can be vaccinated even if:
•

You are waiting for the result of a covid-19 test

•

You have developed a skin rash after taking other medicinal products (for example penicillin, ibuprofen).

•

You cannot tolerate or experience discomfort from strong pills (for example painkillers).

•

You have experienced common, known side effects after the first injection of the vaccine.

•

You are allergic to foods (for example eggs, shellfish, nuts).

•

You are allergic to insecticides, latex or the like.

https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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•

You have pollen allergy/hay fever, allergy to animals or asthma eczema.

•

You are undergoing fertility treatment.

•

You have received another vaccine (for example against influenza or pneumococci) on the same day/recently.

•

You are a cancer patient and are undergoing treatment

•

You have an impaired/weakened immune system1

•

A family member has had an allergic reaction after vaccination.

•

You do not want to consume products made from pigs.

•

You have previously had treatment with botox.

•

You are on ordinary blood-thinning medication.

•

You have previously had a blood clot or there is a tendency to blood clots in your family.

1People

with impaired/weakened immune system may have a poorer effect of the vaccine and should pay special attention
to following

> The Danish Health Authority’s guidance on how to prevent infection

Need further advice?
Healthcare professionals can contact Statens Serum Institut or the regional pharmacovigilance units/side effect managers.

CanI be vaccinated if I am ill?
If you have a fever of 38 degrees or more or have an acute severe infection such as pneumonia, your
vaccination must be postponed.
You can be vaccinated if, for example, you only have a slight fever or a light infection such as a
common cold, but you must always consider whether you may have covid-19.

Publications, etc.
Please click on the arrow to view our current publications, etc. on COVID-19 vaccination.

https://www.sst.dk/en/english/corona-eng/vaccination-against-covid-19
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EXHIBIT 5
Emergency Executive Order 62, March 4, 2022
See attached.
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THE CtTY OF

NEW YORK

OFFICE OF THE

MAYOR

NEW YORK, N. Y. 10007

EMERGENCY EXECUTIVE ORDER NO. 62
March 24, 2022
WHEREAS, the COVID-19 pandemic has severely impacted New York City and its
economy, and is addressed effectively only by joint action ofthe City, State, and Federal
governments; and
WHEREAS, the state ofemergency to address the threat and impacts ofCOVID-19 in
the City ofNew York first declared in Emergency Executive Order No. 98, issued on March 12,
2020, and extended most recently by Emergency Executive Order No. 46, issued on February 28,
2022, remains in effect; and
WHEREAS, this Order is given because ofthe propensity ofthe virus to spread person
to-person, and also because the actions taken to prevent such spread have led to property loss and
damage; and
WHEREAS, athletes and performing artists frequently conduct their work at venues both
inside and outside ofthe City, without regard to their residence in the City, and their work
benefits the City's economic recovery from the pandemic, often attracting large numbers of
visitors to the City; and
WHEREAS, New York City athletic teams have been, and continue to be, at a
competitive disadvantage because visiting teams can field unvaccinated players, and this
competitive disadvantage has negatively impacted, and continues to negatively impact, New
York City teams' success, which is important to the City's economic recovery and the morale of
City residents and visitors; and
WHEREAS, additional reasons for requiring the measures continued in this Order are set
forth in my prior Emergency Executive Order No. 50, issued on March 4, 2022;
NOW, THEREFORE, pursuant to the powers vested in me by the laws ofthe State of
New York and the City ofNew York, including but not limited to the New York Executive Law,
the New York City Charter and the Administrative Code ofthe City ofNew York, and the
common law authority to protect the public in the event ofan emergency:
Section 1. I hereby direct that section 1 ofEmergency Executive Order No. 59, dated
March 19, 2022, is extended for five (5) days.

§ 2. I hereby order that section 3 of Emergency Executive Order No. 50, dated March 4,
2022, is amended to read as follows.
§ 3. I hereby direct that:
a. Covered entities that had been covered by the Key to NYC program shall continue to
require that a covered worker provide proof of vaccination, unless such worker has received a
reasonable accommodation. Covered entities shall continue to keep a written record of their
protocol for checking covered workers' proof of vaccination and to maintain records of such
workers' proof of vaccination, as described in subdivisions d and e of section 2 of Emergency
Executive Order No. 317, dated December 15, 2021.
b. Records created or maintained pursuant to subdivision a of this section shall be treated
as confidential.
c. A covered entity shall, upon request by a City agency, make available for inspection
the records required to be maintained by this section, consistent with applicable law.
d. For the purposes of this Section:
(1) "Covered entity" means any entity that operates one or more "covered premises,"
except that "covered entity" does not include pre-kindergarten through grade twelve (12) public
and non-public schools and programs, houses of worship, childcare programs, senior centers,
community centers.
(2) "Covered premises" means any of the following locations, except as provided in
subparagraph (iv) of this paragraph:
(i) Indoor Entertainment and Recreational Settings, and Certain Event and
Meeting Spaces, including indoor portions of the following locations, regardless
of the activity at such locations: movie theaters, music or concert venues, adult
entertainment, casinos, botanical gardens, commercial event and party venues,
museums, aquariums, zoos, professional sports arenas and indoor stadiums,
convention centers and exhibition halls, hotel meeting and event spaces,
performing arts theaters, bowling alleys, arcades, indoor play areas, pool and
billiard halls, and other recreational game centers;
(ii) Indoor Food Services, including indoor portions of food service
establishments offering food and drink, including all indoor dining areas of food
service establishments that receive letter grades as described in section 81.51 of
the Health Code; businesses operating indoor seating areas of food courts;
catering food service establishments that provide food indoors on its premises;
and any indoor portions of an establishment that is regulated by the New York
State Department of Agriculture and Markets offering food for on-premises
indoor consumption; and
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(iii) Indoor Gyms and Fitness Settings, including indoor portions of standalone
and hotel gyms and fitness centers, gyms and fitness centers in higher education
institutions, yoga/Pilates/barre/dance studios, boxing/kickboxing gyms, fitness
boot camps, indoor pools, CrossFit or other plyometric boxes, and other facilities
used for conducting group fitness classes.
(iv) "Covered premises" does not include houses of worship or locations in a
residential or office building the use of which is limited to residents, owners, or
tenants of that building.
(3) "Covered worker" means an individual who works in-person in the presence of another
worker or a member of the public at a workplace in New York City. "Covered worker" includes a
full- or part-time staff member, employer, employee, intern, volunteer, or contractor of a covered
entity, as well as a self-employed individual or a sole practitioner.
"Covered worker" does not include:
(i) an individual who works from their own home and whose employment does not
involve interacting in-person with co-workers or members of the public;
(ii) an individual who enters the workplace for a quick and limited purpose;
(iii) a performing artist, or an individual accompanying such performing artist, while
the performing artist is in a covered premises for the purpose of such artist's
performance; or
(iv) a professional athlete, or an individual accompanying such professional athlete or
such athlete's sports team, who enters a covered premises as part of their regular
employment.
(4) "Proof of vaccination" means proof of receipt of a full regimen of a COVID-19 vaccine
authorized for emergency use or licensed for use by the U.S. Food and Drug Administration or
authorized for emergency use by the World Health Organization, not including any additional
recommended booster doses. Such proof may be established by:
(i) A CDC COVID-19 Vaccination Record Card or an official immunization record
from the jurisdiction, state, or country where the vaccine was administered, or a
digital or physical photo of such a card or record, reflecting the person's name,
vaccine brand, and date administered; or
(ii) A New York City COVID Safe App (available to download on Apple and
Android smartphone devices); or
(iii) A New York State Excelsior Pass; or
(iv) CLEAR's digital vaccine card; or
3

(v) Any other method specified by the Commissioner of Health and Mental Hygiene
as sufficient to demonstrate proof of vaccination.
(5) I hereby order that section 20-1271 of the Administrative Code of the City ofNew York
is modified by adding the following provision to the definition of "just cause:" Notwithstanding
any provision of this chapter, a fast food employer shall be deemed to have just cause when a fast
food employee has failed to provide proof of vaccination required by an emergency executive
order issued in response to the COVID-19 pandemic and shall not be required to follow progressive
discipline procedures prior to terminating the employee, provided that the employee shall have 30
days from the date when the employer notified the employee of the requirement to submit such
proof and the employee shall be placed on leave following such notification until such proof is
provided. This provision shall not excuse the employer from the responsibility to provide a
reasonable accommodation where required by law.
e. An individual who meets the requirements of subparagraph (iii) or (iv) of section 3(d)(3)
of this Order shall be exempt from the Order of the Commissioner of Health dated December 13,
2021, relating to requiring COVID-19 vaccination in the workplace.
§ 3. I hereby direct the Fire and Police Departments, the Department of Buildings, the
Sheriff, and other agencies as needed, to enforce the directives set forth in this Order in accordance
with their lawful authorities, including Administrative Code sections l 5-227(a), 28-105.10.1, and
28-201.1, and section 107.6 of the Fire Code. Violations of the directives set forth in this Order
may be issued as if they were violations under Health Code sections 3.07 and 3.11, and enforced
by the Department of Health and Mental Hygiene or any other agency.
§ 4. This Emergency Executive Order shall take effect immediately and shall remain in
effect for five (5) days unless it is terminated or modified at an earlier date.

Eric Adams
Mayor
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