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KEY POINTS

� Violence and victimization brought by colonization and slavery and justified for over a cen-
tury by race-based science have resulted in enduring inequities for Black, Indigenous and
People of Color (BIPOC) across the United States.

� The seeds planted from the rhetoric and policies of colonization and race-based science
have strong and enduring roots ensuring that biases persist across societal domains.

� These biases have resulted in ongoing and pervasive discriminatory economic, social, and
structural practices placing BIPOC individuals, families and communities at increased risk
for violence, victimization, mass incarceration, trauma, and negative health outcomes.

� Intersecting marginalized identities weave together systems of discrimination or social
disadvantages and amplify the impact of negative health outcomes, poverty, trauma,
and other social ills.

� What is critical are the actions taken by organizations and institutions to reconcile and
repair the harm that has been perpetrated for more than a century.
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INTRODUCTION

Racial and ethnic biases have resulted in ongoing and pervasive discriminatory eco-
nomic, social, and structural practices placing Black, Indigenous and People of Color
(BIPOC) (people of color includes Asian Americans, Native Hawaiians [NH], and Pacific
Islanders [PI]), their families, and communities at increased risk for violence, victimiza-
tion, mass incarceration, trauma, and negative health outcomes. The violence and
victimization brought by colonization and slavery, and justified for over a century by
race-based science,1,2 have resulted in enduring inequities for BIPOC across the
United States; this is particularly true if BIPOC individuals have other intersecting
devalued identities. Herein, we highlight how such longstanding inequities paved
the way for the disproportionate burdens of coronavirus disease 2019 (COVID-19)
among BIPOC across the United States and other countries that share a colonial leg-
acy. We also provide recommendations on how to improve COVID-19 mitigation stra-
tegies with the goal of eliminating disparities.
US settler colonialism and3,4 the “discovery” of the “new world” sought to erase

Indigenous people from the land through massacres, enslavement, and forced reloca-
tions so that the land could be reconfigured as settler property and settler “origin” stor-
ies could be inserted to uphold settler rationalizations for ongoing colonial violence in
the service of colonial progress. US settler colonialism also included the theft and
enslavement of African peoples from their “homelands to become the property of set-
tlers to labor on stolen land5” as well as the creation of racialized migrant “others” im-
ported to serve as a source of easily accessible, manipulatable, and expendable
labor.6,7

US settler colonialism is a structure that resulted in the death of more than 100
million native and Indigenous peoples as far back as 1607 (ie, the first colony founded
at Jamestown, Virginia) with transgenerational adverse impacts persisting to the pre-
sent day.8 Native peoples were subject to community massacres, enslavement, pan-
demics from the introduction of new disease, and genocidal policies such as the “Kill
the Indian, Save the man” policy (1879 to w1935) resulting in the forced removal of
children from their homes into boarding schools where they were subjected to
rampant sexual and physical abuse. First Indigenous peoples and then African slaves
were made inhuman or “othered” to obtain their labor and land. Creating structures of
racial subordination through erasing and “racing” “others” and hiding behind narra-
tives of progress and Western superiority to gain access to land and exploitable labor
were critical to consolidating the settler state, augmenting settler wealth and power,
obscuring the conditions of its own production and reproduction, and freeing future
generations from accountability.5,7,9,10

In the 1820s race-based science was introduced by US southern physicians
seeking to legitimize slavery1,2; it purported an inherent inferiority based on race
and soon became the prominent scientific paradigm in the country and throughout
Europe. At its foundation was a nondata- and pseudoscience-driven justification of
a system of inhumane forced labor, first, for enslaved Africans, later for Chinese, Jap-
anese, Mexican, and Central American immigrant laborers, and continuously among
residents of US unincorporated territories. Job scarcity during the Great Depression
led to the “discovery” that white individuals did not differ from their BIPOC counter-
parts in their heat adaptability or pain tolerance.11 The seeds planted from the rhetoric
and policies of colonization and race-based science have strong and enduring roots
ensuring that biases persist across societal domains. The implementation of public
health initiatives in the United States is a product of this history and has been funda-
mentally exclusionary and racist.12–14
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Intersectionality

Intersectionality can be defined as the interconnected nature of social categories like
class, gender, and race. These interconnected identities weave together systems of
discrimination or social disadvantages to amplify the impact of negative health out-
comes, poverty, trauma, and other social ills.15 The social and structural devaluation
of gender, sex, sexuality, and racial minority groups is anchored in societal and polit-
ical attitudes and beliefs that have been nourished over settler colonial policies over
generations. This coupled with contemporary and historical experiences of discrimi-
nation and bias results in a constant assault on the health, lives, and personhood of
marginalized communities. For most infectious diseases, including COVID-19, the
most extreme burden of disease is experienced by society’s most vulnerable, most
often, people who experience multiple forms of social disadvantage.

Lesbian, Gay, Transgender, and Queer Populations

It is well established that people who identify as lesbian, gay, bisexual, transgender, or
queer (LGBTQ) experience elevated levels of discrimination and bias, social disadvan-
tages, and physical and mental health disparities. These disparities are exacerbated
by the social isolation and trauma from the COVID-19 pandemic.16–18 When these dis-
parities are overlain with racism, LGBTQ communities of color carry a greater burden
of vulnerability due to these same systems of oppression.
During the COVID-19 pandemic, LGBTQ communities have been disadvantaged by

longstanding and new challenges associated with employment and financial stability,
negative experiences with health care, limited or no health insurance, and effects of
physical distancing and social isolation on mental health.19 LGBTQ youth experience
greater proportions of homelessness, violence, and suicide compared with their cisgen-
der and heterosexual counterparts, increasing their vulnerability to a range of negative
health and psychological threats.20 Older LGBTQ adults face unique challenges
because they experience high rates of systemic discrimination in housing and health
care that increases risk for poverty. Transgender older adults experience higher rates
of sexual assault, violence, family rejection, and social isolation than any other group
within the LGBTQ community.21 In addition, for some older adult LGBTQ people, the
COVID-19 pandemic is reminiscent of the earlier days of the human immunodeficiency
virus (HIV) epidemic when death and despair were pervasive, and the initial HIV
response ignored the nuanced impact it had on communities with intersectional iden-
tifies.22 The elevated health threats to LGBTQ persons, including youth and adults,
coupled with the COVID-19 pandemic result in alarming increases in vulnerabilities.
Although these examples of susceptibility are not unique to LGBTQ communities, the
intersection of invisibility,23 homophobia, transphobia, racism, sexism, and other forms
of discrimination ensures that LGBTQ populations, particularly those who are also
BIPOC, are disproportionately impacted by COVID-19. The disparities LGBTQ commu-
nities face, illuminated by the COVID-19 pandemic, represent a failure to address these
same determinants of health that impact HIV burden in these communities.24

American Indian/Alaska Native

American Indian and Alaska Native (AIAN) populations number 9.7 million people rep-
resenting 2.9% of the US population.25 There are 574 federally recognized AIAN na-
tions and villages as well as more than 63 state-recognized tribes representing
linguistically and culturally diverse Indigenous populations across the United States.
AIANs are dying of COVID-19 at higher rates and at younger ages than other pop-

ulations.26,27 As of February 10, 2021, AIANs have the highest age-adjusted COVID-19
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mortality rate of any other population (265 of 100,000 vs 108–249 of 100,00 across
Asian, white, black, and Hispanic/Latino populations respectively).28 As of November
22, 2021, risk for COVID-19 death remained highest among AIAN populations (ratios of
age-adjusted rates: 2.2� vs 0.9–2.1�).29 Moreover, although COVID-19 mortality
rates increase with age across all populations, AIANs aged 20 to 29 years, 30 to
39 years, and 40 to 49 years are 10.5 times, 11.6 times, and 8.2 times more likely to
die than white persons in the same age groups, respectively.27 Findings from the
Native American COVID-19 Alliance national needs assessment study (March, 2021;
N 5 8549) found that the crude estimate of COVID-19 AIAN deaths of 765 of
100,000 was three times that of current estimates.30 Finally, as of February 17,
2022, AIAN populations continue to have the highest rates of age-adjusted, laboratory
confirmed COVID-19 hospitalizations (1943.6 of 100,000) than any other population
(496.9-1538.1 of 100,000).31

Raising the visibility of Native experiences is critical during the COVID-19 pandemic,
because AIAN communities have been hit hard and yet remain largely invisible, under-
counted, or misclassified in COVID-19 public health surveillance data.30,32 Deficient
and inaccurate systems of reporting, data collection methods, and data analytical ap-
proaches have led to invisibility and erasure of AIAN health needs as well as significant
gaps in understanding the lived experiences and impact of COVID-19 on AIAN popu-
lations, communities, and families.30 As noted earlier, erasure is a hallmark of US
settler colonialism, and the chronic and pervasive invisibility in systems of data report-
ing do not simply reflect shoddy systems, but rather, reflect colonial structures’ inten-
tion or complacency in upholding data colonialism. Coupled with ongoing structural
data inequities that place AIANs at risk for not adequately receiving economic and
structural health supports are the chronic socioeconomic-environmental structural in-
equities that have been a harbinger of poor health and health inequities in Indian
country.
The convergence of socioeconomic and environmental inequities combined with

“pre-existing chronic disease conditions create a potentially perilous interacting syn-
ergistic epidemic –known as a syndemic– accelerating the hazardous impact of
COVID-19”7,30 on AIAN populations. The multiple, interacting network of health, so-
cial, and structural conditions works synergistically to accelerate poor AIAN popula-
tion health, particularly during pandemics and environmental disasters.30

AIAN communities know all too well that COVID-19 is exacerbating existing health
inequities across the country; however, the high rate of vaccine uptake in many tribal
communities, despite justifiable mistrust of medical and vaccine systems, reveals a
story of hope and motivation to persevere despite pandemic outbreaks, discrimina-
tion, and persistent inequities, and is a testament to the strength of AIAN commitment
to the health and well-being of the present and future generations30; this is because
the COVID-19 vaccines are not just about personal safety, but about protecting family,
community, and elders, and ultimately protecting culture, ceremonies, language, and
lifeways, for the present and future generations.30

Asian/Asian Americans

First-generation immigrant Asian and Asian Americans are a diverse nonmonolithic
group, and yet the “Asian” category is only 1 of 5 race/ethnicity data collected by fed-
eral agencies.33 The 6 major subgroups (in the United States) are Chinese, Indian, Fili-
pino, Vietnamese, Korean, and Japanese, but there is more ethnic diversity. For
example, South Asian Americans include Afghani, Bangladeshi, Indian, Nepalese,
Pakistani, and Sri Lankan ethnicities.33 The Centers of Disease Control and Prevention
and Kaiser Family Foundation COVID-19 vaccination data do not disaggregate Asian
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Americans.34,35 Lack of specific race determination among Asian Americans has led to
inequitable resource allocation.36 Case in point, South Philadelphia’s Southeast Asian
community did not have adequate supply of vaccine, and vaccination sites were not
located within walking distance for older Southeast Asian adults.36 Owing to language
barriers, these older adults could not take public transportation to vaccination sites
outside of South Philadelphia36; this is reflected in Kaiser Family Foundation
COVID-19 vaccination data, which showed that only 33% of Asian Americans were
vaccinated in Pennsylvania, and in South Dakota, only 10% of Asian Americans had
been vaccinated by November 2021.35 Diverse languages within Asian American pop-
ulations may have hindered dissemination of information about vaccine safety and ef-
ficacy. Vietnamese Americans have the lowest rate of English proficiency, followed by
Filipino and Korean Americans.33 Information about COVID-19 vaccines needs to be
translated into multiple languages beyond the 6 major subgroups identified as the
dominant groups.
Perception that Asian Americans are compliant and would accept COVID-19 vacci-

nation has not been entirely true. Survey studies found that Asian Americans had con-
cerns about side effects, safety, and effectiveness of the COVID-19 vaccine, similar to
African Americans and Hispanic/Latinos/as/x.37,38 In Los Angeles’s Chinatown, com-
munity health workers and community leaders diligently urged people to be vacci-
nated, especially the older adults.4 Their effort was hindered as Asian Americans
were targeted and assaulted, bearing the blame that COVID-19 infection originated
from China.33 Older Chinese Americans were beaten and harassed, whereas younger
Asian Americans were denied services at stores or shunned at school or at work.33,36

A disproportionate number of Asian American businesses closed during the early
COVID pandemic, leading to food insecurity and difficulties accessing health care.33

This racial discrimination is reminiscent of Japanese American internment camps dur-
ingWorld War II, when Japanese Americans were suddenly treated as enemies and as
a national security threat.39 Throughout American history, Asian Americans have been
treated as foreigners and outsiders, whereas European immigrants were generally
more accepted in the American culture. The Chinese Exclusion Act of 1882 prohibited
immigration of Chinese into the United States, and the National Origins Act of 1924
prevented Japanese immigration.39 Despite racial violence, Asian American commu-
nity leaders and neighborhood health center workers continue to reach out to their
community and campaign for COVID-19 vaccinations. Owing to their efforts, Asian
Americans in most states reached 50% to 80% fully vaccination rates by the beginning
of November 2021.35
Black/African Americans

The current racial disparities40 in infant and maternal mortality, pain management,
poor patient provider relations, and many other examples, including COVID-19, trace
back to race-based pseudoscience.41 Throughout US history the relationship be-
tween medical science and the black body has often been precarious at best and hor-
rifying at worst. Black people can easily point to the long history of experimentation on
black bodies, the US Public Health Service Syphilis study at Tuskegee,42 Henrietta
Lacks,43 and the list goes on. At the same time, it is effortless to identify invalidating,
demeaning, and egregious behaviors experienced in medical encounters in the not-
so-distant past and ongoing at present. These experiences have cemented the view
of medical providers and the larger medical and research enterprise as being untrust-
worthy. The dominant discourse is that black people have mistrust and are vaccine
hesitant, ignoring the more difficult discussions focused on institutional and individual
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provider efforts—or lack thereof—to build reputations of trustworthiness among black
people and the larger black community.44

Decades of housing and economic discrimination (black codes, apprenticeship
laws, antienticement measures, Jim Crow laws, sundown towns, restrictive cove-
nants, redlining, government “projects,” creation of “ghettos,” gentrification, and so
forth) have created precarious situations for many black communities. Black people
are more likely to live in areas with high housing density, pollution, and food insecu-
rity45,46; they are also more likely to be in employment circumstances that do not allow
for work from home, and do not offer insurance, unpaid sick leave, or childcare.47–49

For foreign-born black people in the United States, anti-immigrant sentiment and lan-
guage access challenges are additional critical factors impacting disparities. Black
people generally experience higher levels of police violence and criminalization.50

Across the United States, these factors have resulted in increased risk of exposure
to SARS-CoV-2. It is these unaddressed social and structural factors that have consis-
tently placed black Americans at increased risk for infectious diseases and chronic
disease. COVID-19 is the most recent in this long list of disease outcomes that dispro-
portionately impact black people. As with other disease outcomes, black Americans
are overrepresented in COVID-19 cases, hospitalizations, and deaths, experiencing
the highest COVID death rate51 of any racial group in the country.
Black Americans have also faced many challenges in their efforts to engage in pre-

ventative care, and these challenges contribute to the lagging rates of vaccination
among black people. When testing and vaccines are available at large venues with
increased police presence, this may increase discomfort and create barriers to ac-
cess. Employment circumstances may prohibit taking time off without losing pay dur-
ing vaccination timeframes. Access to technology may impair the ability to schedule
appointments, and vaccination locations may require transportation and time, which
may not be available. These factors and others contribute to the fact that African
Americans and black people have low rates of COVID-19 vaccine uptake.34

Hispanic/Latino/a/x

Hispanic/Latino/a/x populations have historically experienced displacement, exploita-
tion, discrimination, racism, and stigma. Furthermore, they have been used to test
medical interventions without consent, affecting the health and quality of life of multi-
ple generations across the United States and its territories.52–54 As of 2020, Hispanic/
Latino/a/x populations represented 18.7% of the US total population and account for
more than half (51.1%) of the country’s population growth.55 Hispanic/Latinos/as/x
are not a monolithic group. When described as an “ethnic group” in federally managed
data, Hispanic/Latinos/as/x include any person of Cuban, Mexican, Puerto Rican,
South or Central American, or other Spanish culture origin, regardless of race. Hispan-
ic/Latino groups have transnational experiences that intersect with their lived experi-
ences in the United States and their countries of origin.56 The largest Hispanic/Latino/
a/x group in the United States is Mexicans (61.4%), followed by Puerto Ricans (9.6%),
and Central Americans (9.8%). Most Hispanic/Latinos/as/x (71.7%) speak a language
other than English at home and have lower educational attainment and median house-
hold income when compared with non-Hispanic whites. Among all racial and ethnic
groups within the United States, Hispanic/Latinos/as/x have the highest health unin-
sured rates. Furthermore, they are overrepresented within service occupations57.
Since early in the COVID-19 pandemic, it was documented that Hispanic/Latino/a/x

populations were overrepresented in the US morbidity and motality rates. With data
from the first 3 months of the COVID-19 pandemic, it was already established that
SARS-CoV-2 infections among Hispanic/Latinos/as/x were associated with being
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monolingual Spanish speakers, being employed, less social distancing, and preexist-
ing chronic diseases. Similarly, COVID-19 deaths among Hispanic/Latinos/as/x were
associated with household occupancy density, air pollution, and being employed.58

Over the course of the pandemic, we have had ample evidence of these factors
affecting multiple Hispanic/Latino/a/x groups with intersectional experiences.16,59,60

Many have advocated to improve the systemic ability to capture specific data that
could help point to root causes of these disparities and therefore improve COVID-
19 prevention, testing, and care. For Hispanic/Latinos/as/x, the negative outcomes
being experienced during the COVID-19 pandemic reflect historic experiences of
living in places with high levels of pollution, working in high-risk occupations, experi-
encing housing instability, and interacting with a health care system and providers
who are not culturally appropriate or accessible. As these structural issues have not
been systematically addressed, the vaccine acceptability and completion rates reflect
these challenges for these populations.61,62 Being Hispanic/Latino/a/x, or of any other
racial or ethnic group, is not an intrinsic risk factor for negative health outcomes. The
cause of these inequities is the living conditions and general health inequities faced by
these populations.

Native Hawaiian/Pacific Islanders

Native Hawaiians and other Pacific Islanders (NHOPI) comprise 0.2% of the US pop-
ulation and have been disproportionately impacted by COVID-19,63 yet understanding
disparities in incidence, mortality, and COVID-19 vaccination coverage within this
group has been hindered by inadequacies in data reporting and disaggregation.64

Identifying vulnerable populations by geography, ethnicity, age, and socioeconomic
group is a requisite to deploying community-contextualized, culturally-specific
COVID-19 mitigation strategies, which thus far remain insufficient. Although NH
comprise approximately 60% of the NHOPI category (under the 20 US Code x
7517, the term “Native Hawaiian” means any individual who is a citizen of the United
States and a descendant of the aboriginal people who, before 1778, occupied and
exercised sovereignty in the area that now comprises the State of Hawaii. In 1997,
the US Office of Management and Budget reclassified Native Hawaiians under the
category of “Native Hawaiian or Other Pacific Islander.” Although this recategorization
resolved issues with data bias in their former category, Native Hawaiians remain
aggregated along with Guamanians, Samoans, Carolinian, Fijian, Kosraean, Melane-
sian, Micronesian, Northern Mariana Islander, Palauan, Papua New Guinean, Pona-
pean [Pohnpelan], Polynesian, Solomon Islander, Tahitian, Tarawa Islander,
Tokelauan, Tongan, Trukese [Chuukese], and Yapese),65 Indigenous Pacific peoples
are distinct, each with their own linguistic, cultural, and sociodemographic back-
grounds; migration histories; and genetic origins.66 Such heterogeneity may confound
interpretation of aggregated NHOPI data and thereby hinder appropriate responses to
address COVID-19-related health disparities.
NHOPIs have a history of encountering, and overcoming, infectious diseases intro-

duced by foreign contact that have decimated these populations in their ancestral
islands. The population of Native citizens of the Kingdom of Hawaii was decimated
by imported infectious diseases before the US-aided overthrow of the Kingdom in
1893.67 Immigrant laborers were then brought in to augment the depleted workforce,
causing drastic socioeconomic changes, and relegating NH to a minority population
within their own, previously sovereign nation.68 The longstanding social inequities
and health disparities currently faced by NHOPIs render these populations particularly
vulnerable to increased rates of SARS-CoV-2 infection and severe COVID-19 dis-
ease.69–71 In Hawaii, NHOPIs comprise 25% of the population, yet currently account
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for 38% of all COVID-19 cases,72 demonstrating an intensification of prepandemic
health disparities.73,74

Glaring gaps in vaccine coverage, historically derived sentiments of distrust in
government, and the emergence of more infectious SARS-CoV-2 variants alto-
gether fuel widening disparities even within the NHOPI population. Early into the
pandemic (March to December 2020), NH and PIs accounted for 19% and 25%
of all COVID-19 cases despite comprising 21% and 4% of Hawaii’s population,
respectively.75 Yet with the emergence of the Delta and Omicron variants, NHs
and PIs accounted for 29% and 8% of COVID-19 cases, respectively, over June
to November 2021.75 Despite widespread access to vaccines, recent vaccination
data from the state indicate that whereas PIs are fairly represented at 4.5%, the
vaccination rate among NHs remains underrepresented at 13.5%,75 indicating vac-
cine hesitancy as a major contributor to the disproportionately higher rates of
COVID-19 among NHs in Hawaii. A recent finding of a dual and opposing role of
trust as a mediator of vaccine hesitancy76 among NHOPIs offers insight into
addressing this disparity.
Box 1

Recommendations for working with black, Indigenous and people of color communities to

increase the uptake and acceptability of preventive interventions (eg, vaccines)

1. Interventions that foster trust

2. Interventions that increase health literacy

3. Equitable partnerships with communities

4. Appropriate data reporting and disaggregation by geography, ethnicity, sexual
orientation, gender identity, age, and socioeconomic status

5. Improve data collection to adequately differentiate specific communities within Asian
American and Hispanic/Latino/a/x populations to improve understanding of the impact
and identify methods to equitably allocate resources

6. Address language barriers to disseminate information and provide services equally and
enable ease in accessing public resources

7. Prevent racial violence

8. Develop and support structural changes such as policies and guidelines to address the
social and structural determinants of health inequities

9. Interventions to address homophobia, transphobia, xenophobia, sexism, and anti-black
racism at all levels in our societies

10. Restructure our civil systems to ensure we are fervently pursuing equity in all aspects of our
societies

11. Improving safety nets for people living in poverty to reduce additional burdens (eg,
missing workdays to complete paperwork, inability to subsist on single employment,
affordable housing)

12. Provide comprehensive training to medical, nursing, health services, and public health
students about bias, historic oppression, and trauma

13. Develop culturally appropriate tools and interventions to improve health care encounters

14. Provide resources to communities and populations to sustain effective grassroot
interventions

15. Support community-based research that fosters collaborations between scientists and
communities with common experience of vulnerability and marginalization.



Awakening: Unveiling Social Inequities during COVID 303
DISCUSSION

Health is recognized as a human right, but not everyone enjoys the right to health
equally. The COVID-19 pandemic has brought to the surface some of the many root
causes of health inequities in the United States and globally. Public health is intrinsi-
cally political,77 and although the historical inequities causing health disparities among
racial and ethnic groups are evident, very few systemic actions are being taken toward
an antiracist and anticolonial approach to health. Recently, the American Psycholog-
ical Association acknowledged its failure and accepted responsibility for its role and
the role of the discipline of psychology in contributing to systemic racism.78 Acknowl-
edgment, recognition, and apology are the first critical steps in addressing the ineq-
uities underlying health disparities. Actions taken by organizations and institutions
to reconcile and repair the harm that has been perpetrated for more than a century
are critical; this will require diversifying the health care workforce, addressing social
determinants of health such as housing and employment, and efforts to actively
reduce stigma, bias, and discrimination. There is much to be done.
In the absence of a proper political response to address the structural inequities

experienced by marginalized populations during the COVID-19 pandemic, it is impor-
tant to support grassroot initiatives and communities that are demonstrating effective
responses to their population’s needs. Experienced persons identifying with these pri-
ority populations should lead the services needed for these communities. Further-
more, there is a need to support BIPOC people conducting research and providing
information to their communities. As racial equity is not the problem of only one group,
collaboration and partnership should lead the next efforts to improve the health and
livelihoods of all BIPOC and other minoritized populations.79,80 We end this discussion
with a table putting forth specific recommendations for working with BIPOC commu-
nities to increase the uptake and acceptability of interventions related to COVID-19
health promotion (Box 1).

CLINICS CARE POINTS

� Appropriate data reporting and disaggregation by geography, ethnicity, sexual orientation,
gender identity, age, and socioeconomic status

� Develop and support structural changes such as policies and guidelines to address the social
and structural determinants of health inequities

� Provide comprehensive training to medical, nursing, health services, and public health
students about bias, historic oppression, and trauma

� Develop culturally appropriate tools and interventions to improve health care encounters

� Support community-based research that fosters collaborations between scientist and
communities with common experience of vulnerability and marginalization.
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52. Muñoz-Laboy M, Guidry JA, Kreisberg A. Internalised stigma as durable social
determinant of HIV care for transnational patients of Puerto Rican ancestry.
Glob Public Health 2021;1–20.

53. Cacari-Stone L, Avila M. Rethinking Research Ethics for Latinos: The Policy
Paradox of Health Reform and the Role of Social Justice. Ethics Behav 2012;
22(6):445–60.

54. Uperesa FA, Garriga Lopez AM. Contested sovereignties: Puerto Rico and Amer-
ican Samoa. . Sovereign Acts: Contesting colonialism across indigenous nations
and Latinx America. Tuscon, AZ, USA: University of Arizona Press; 2017.

55. Jones NM, Rachel S, Ramirez Roberto, et al. Improved Race and Ethnicity Mea-
sures Reveal U.S. Population Is Much More Multiracial. Secondary Improved

http://refhub.elsevier.com/S0891-5520(22)00019-8/sref36
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref36
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref37
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref37
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref37
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref38
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref38
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref38
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref39
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref39
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr21/index.html
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr21/index.html
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref41
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref41
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref42
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref42
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref43
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref43
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref44
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref44
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref45
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref45
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref45
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref46
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref46
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref46
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref47
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref47
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref47
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref48
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref48
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref49
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref49
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref49
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref50
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref50
https://covid.cdc.gov/covid-data-tracker/?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fcases-updat
https://covid.cdc.gov/covid-data-tracker/?CDC_AA_refVal=https%3A%2F%2Fwww.cdc.gov%2Fcoronavirus%2F2019-ncov%2Fcases-updat
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref52
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref52
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref52
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref53
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref53
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref53
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref54
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref54
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref54


Awakening: Unveiling Social Inequities during COVID 307
Race and Ethnicity Measures Reveal U.S. Population Is Much More Multiracial
2021. Available at: https://www.census.gov/library/stories/2021/08/improved-
race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.
html.

56. Sauceda JA, Brooks RA, Xavier J, et al. From Theory to Application: A Description
of Transnationalism in Culturally-Appropriate HIV Interventions of Outreach, Ac-
cess, and Retention Among Latino/a Populations. J Immigr Minor Health 2019;
21(2):332–45.

57. HHS. Profile: Hispanic/Latino Americans. Secondary Profile: Hispanic/Latino Amer-
icans. 2021. https://minorityhealth.hhs.gov/omh/browse.aspx?lvl53&lvlid564.

58. Rodriguez-Diaz CE, Guilamo-Ramos V, Mena L, et al. Risk for COVID-19 infection
and death among Latinos in the United States: examining heterogeneity in trans-
mission dynamics. Ann Epidemiol 2020;52:46–53.e2.

59. Vilar-Compte M, Gaitán-Rossi P, Félix-Beltrán L, et al. Pre-COVID-19 Social Deter-
minants of Health Among Mexican Migrants in Los Angeles and New York City
and Their Increased Vulnerability to Unfavorable Health Outcomes During the
COVID-19 Pandemic. J Immigr Minor Health 2021;1–13.

60. Melgoza E, Beltrán-Sánchez H, Bustamante AV. Emergency Medical Service Use
Among Latinos Aged 50 and Older in California Counties, Except Los Angeles,
During the Early COVID-19 Pandemic Period. Front Public Health 2021;9:660289.

61. Melin K, Zhang C, Zapata JP, et al. Factors Associated with Intention to Receive
Vaccination against COVID-19 in Puerto Rico: An Online Survey of Adults. Int J
Environ Res Public Health 2021;18(15).

62. Siegel M, Critchfield-Jain I, Boykin M, et al. Racial/Ethnic Disparities in State-
Level COVID-19 Vaccination Rates and Their Association with Structural Racism.
J Racial Ethn Health Disparities 2021;1–14.

63. Raine S, Liu A, Mintz J, et al. Racial and Ethnic Disparities in COVID-19 Out-
comes: Social Determination of Health. Int J Environ Res Public Health 2020;
17(21):8115.

64. Wang D, Gee GC, Bahiru E, et al. Asian-Americans and Pacific Islanders in
COVID-19: Emerging Disparities Amid Discrimination. J Gen Intern Med 2020;
35(12):3685–8. https://doi.org/10.1007/s11606-020-06264-5 [published Online
First: Epub Date]|.

65. Congress US. 20 U.S. Code x 7517 - Definitions, 2015. Available at: https://www.
law.cornell.edu/uscode/text/20/7517.

66. Sun H, Lin M, Russell EM, et al. The impact of global and local Polynesian genetic
ancestry on complex traits in Native Hawaiians. Plos Genet 2021;17(2):e1009273.
https://doi.org/10.1371/journal.pgen.1009273 [published Online First: Epub
Date]|.

67. 107 STAT. 1510. Public Law 103-150. 103d Congress. Joint Resolution. Second-
ary 107 STAT. 1510. Public Law 103-150. 103d Congress. Joint Resolution 1993.
Available at: https://www.govinfo.gov/content/pkg/STATUTE-107/pdf/STATUTE-
107-Pg1510.pdf#page51.

68. La Croix S. Hawai’i: Eight Hundred Years of political and economic change. Uni-
versity of Chicago Press; 2019.

69. Kaholokula JK, Samoa RA, Miyamoto RES, et al. COVID-19 Special Column:
COVID-19 Hits Native Hawaiian and Pacific Islander Communities the Hardest.
Hawaii J Health Soc Welf 2020;79(5):144–6.

70. Palafox NA, Best BR, Hixon A, et al. Viewpoint: Pacific Voyages - Ships - Pacific
Communities: A Framework for COVID-19 Prevention and Control. Hawaii J
Health Soc Welf 2020;79(6 Suppl 2):120–3.

https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
https://www.census.gov/library/stories/2021/08/improved-race-ethnicity-measures-reveal-united-states-population-much-more-multiracial.html
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref56
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref56
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref56
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref56
https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=3&amp;lvlid=64
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref58
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref58
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref58
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref59
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref59
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref59
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref59
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref60
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref60
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref60
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref61
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref61
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref61
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref62
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref62
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref62
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref63
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref63
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref63
https://doi.org/10.1007/s11606-020-06264-5
https://www.law.cornell.edu/uscode/text/20/7517
https://www.law.cornell.edu/uscode/text/20/7517
https://doi.org/10.1371/journal.pgen.1009273
https://www.govinfo.gov/content/pkg/STATUTE-107/pdf/STATUTE-107-Pg1510.pdf#page=1
https://www.govinfo.gov/content/pkg/STATUTE-107/pdf/STATUTE-107-Pg1510.pdf#page=1
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref68
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref68
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref69
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref69
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref69
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref70
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref70
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref70


Andrasik et al308
71. Penaia CS, Morey BN, Thomas KB, et al. Disparities in Native Hawaiian and Pa-
cific Islander COVID-19 Mortality: A Community-Driven Data Response. Am J
Public Health 2021;111:S49–52.

72. Kaiser Family Foundation. Secondary Kaiser Family Foundation. Available at:
https://www.kff.org/coronavirus-covid-19/issue-brief/latest-data-on-covid-19-
vaccinations-by-race-ethnicity/.

73. Mau MK, Sinclair K, Saito EP, et al. Cardiometabolic health disparities in native
Hawaiians and other Pacific Islanders. Epidemiol Rev 2009;31:113–29.

74. Mokuau N, DeLeon PH, Kaholokula JKA, et al. Challenges and promise of health
equity for Native Hawaiians. NAM Perspectives; 2016.

75. Hawaii State Department of Health. Secondary Hawaii State Department of Health.
https://health.hawaii.gov/coronavirusdisease2019/current-situation-in-hawaii.

76. COVID-19 PAA. About Pacific Alliance Against COVID-19 | A Community-Driven
Approach to Mitigate COVID-19 Disparities in Hawaii’s Vulnerable Populations.
Secondary About Pacific Alliance Against COVID-19 | A Community-Driven
Approach to Mitigate COVID-19 Disparities in Hawaii’s Vulnerable Populations
2021. https://www.paac.info/about.

77. Rodrı́guez-Dı́az CE. Health is political: Advocacy and Mobilization for Latinx
health. New and emerging issues in Latinx health. Springer International Publish-
ing; 2019. p. 349–61.

78. APA. Apology to People of Color for APA’s Role in Promoting Perpetuating, and
Failing to Challenge Racism, Racial Discrimination, and Human Hierarchy in U.S.
Secondary Apology to People of Color for APA’s Role in Promoting Perpetuating,
and Failing to Challenge Racism, Racial Discrimination, and Human Hierarchy in
U.S. 2021. Available at: https://www.apa.org/about/policy/racism-apology.

79. Andrasik MP, Broder GB, Wallace SE, et al. Increasing Black, Indigenous and
People of Color participation in clinical trials through community engagement
and recruitment goal establishment. PloS one 2021;16(10):e0258858.

80. Quinn SC, Andrasik MP. Addressing Vaccine Hesitancy in BIPOC Communities
— Toward Trustworthiness, Partnership, and Reciprocity. N Engl J Med 2021;
385(2):97–100.

http://refhub.elsevier.com/S0891-5520(22)00019-8/sref71
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref71
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref71
https://www.kff.org/coronavirus-covid-19/issue-brief/latest-data-on-covid-19-vaccinations-by-race-ethnicity/
https://www.kff.org/coronavirus-covid-19/issue-brief/latest-data-on-covid-19-vaccinations-by-race-ethnicity/
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref73
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref73
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref74
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref74
https://health.hawaii.gov/coronavirusdisease2019/current-situation-in-hawaii
https://www.paac.info/about
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref77
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref77
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref77
https://www.apa.org/about/policy/racism-apology
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref79
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref79
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref79
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref80
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref80
http://refhub.elsevier.com/S0891-5520(22)00019-8/sref80

