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T he coronavirus disease 2019 (COVID-19) pandemic has
quickly demonstrated the many shortcomings of the US

healthcare system. Based on evidence from the H1N1 influ-
enza pandemic of 2009, it will likely exacerbate many of the
disparities in healthcare access and outcomes that exist in the
USA. Unlike every other developed country in the world, a
large number of people in the USA still lack health insurance
(27.5 million people as of 2018), a disproportionate number of
whom are people of lower socioeconomic status and racial and
ethnic minorities. Additionally, over half of non-elderly adults
in the USA receive employer-sponsored health insurance,
making them vulnerable to a loss of healthcare access in the
event of losing their employment. Minority and lower socio-
economic status populations also experience a high burden of
chronic cardiovascular and pulmonary disease that will place
them at a higher risk of complications from infection. Urgent
actions, such as expansion of health insurance coverage, need
to be taken to lessen the burden of this pandemic and the
accompanying economic consequences on vulnerable
populations.
The US experience with the H1N1 influenza pandemic

demonstrated racial and ethnic minorities were at a higher risk
of infection, partly because they were more likely to live in
dense urban areas.1 Uninsured persons with H1N1 were also
more likely to delay access to care and to use emergency
departments, rather than seek care through an established
primary care provider.2 For COVID-19, this raises the poten-
tial of uninsured patients increasing the risk of infection
among already stretched emergency department staff. Delays
in seeking care may also complicate efforts in tracking the
spread of the infection and potentially increase exposure to
others around them. During the H1N1 pandemic, patients
from minority and lower socioeconomic status populations

were also more likely to be hospitalized, in part related to their
higher burden of underlying chronic diseases.3 Patients with-
out health insurance were also less likely to receive antiviral
therapy and have lower vaccination rates,4, 5 which may
become critical to public health when these potentially become
available for COVID-19. Although COVID-19 is a unique
pandemic with different patterns of transmission and out-
comes than previous viral respiratory pandemics, many of
the unfortunate patterns seen previously are likely to repeat
themselves. There is already some evidence that black Amer-
icans are disproportionately being impacted by the COVID-19
pandemic. In Illinois, 28.4% of confirmed cases and 42.9% of
deaths are black, despite representing 14% of the state popu-
lation.6 Similarly, in Louisiana, around 70% of COVID-19-
related deaths have been among black residents despite com-
prising only 32% of the state population.7

Beyond the direct impact of infection, the current pandemic
is likely to have major economic consequences. Unemploy-
ment statistics released by the Bureau of Labor Statistics
indicate that in March 2020, the USA experienced its largest
month-to-month increase in unemployment since January
1975. During the most recent economic downturn in the
USA—the Great Recession of 2008-2009—black and Hispan-
ic individuals experienced significantly higher unemployment
rates than white individuals, suggesting that this likely is to
happen again. This not only will result in direct health impacts
from loss of household income but also will increase the
number of uninsured people in the USA due to the loss of
employer-sponsored health insurance.
Federal and state policy makers have taken some steps

to improve healthcare access, particularly for low-income
individuals. This has included making COVID-19 testing
free through the Families First Coronavirus Response Act
and granting waivers to individual states to streamline
enrollment into Medicaid (the primary source of govern-
ment funded health insurance for low-income individuals
in the USA). However, perhaps the most significant mech-
anism to increase access to health insurance for low-
income and vulnerable populations is the expansion of
Medicaid eligibility as allowed for under the Patient Pro-
tection and Affordable Care Act (ACA). Expansion of
Medicaid eligibility under the ACA resulted in 15 million
low-income individuals gaining health insurance
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coverage. This expansion has been associated in improve-
ments in various health measures including mortality rates
in certain populations. However, 14 states have still not
expanded Medicaid eligibility. These states, predominant-
ly in the US South and Midwest, are home to an estimated
2.8 million individuals who may gain health insurance
coverage if eligibility were to be expanded. Many of these
states also have large minority populations, as well as a
high proportion of their residents with pre-existing chronic
conditions, which is likely to translate into a relatively
greater benefit of insurance expansion in these states.
Although one of the concerns around expansion of Med-
icaid has been its impact on state budgets, the ACA allows
for the federal government to provide 100% of the
funding for additional enrollees (which decreases to 90%
over the subsequent years). Additionally, hospitals in
Medicaid non-expansion states provide a significantly
greater amount of uncompensated care. With growing
concern about the impact of the COVID-19 on the finan-
cial health of certain hospitals, particularly safety net
hospitals that provide a disproportionate amount of care
to vulnerable populations, due to the decrease in elective
procedures, Medicaid expansion will also provide an eco-
nomic lifeline to such hospitals.
Patients in the US healthcare system experience dis-

parities in access, care, and outcomes in several areas.
The US experience with the H1N1 pandemic demon-
strated that this is no different for respiratory viral
pandemics. As the current COVID-19 pandemic pro-
gresses, it will disproportionately impact not only the
health of vulnerable individuals but also their economic
wellbeing. Actions taken now by policy makers, such as
expansion of health insurance for low-income individ-
uals, can have a significant impact in impacting health

disparities, thereby enhancing public health benefits for
vulnerable populations.
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