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The World Health Organization (WHO) declared
COVID-19, the disease caused by the Severe Acute
Respiratory Syndrome Coronavirus 2 (SARS-CoV-2),
a pandemic on March 11, 2020. Travel bans, social/
physical distancing, and mask guidelines were imple-
mented heterogeneously around the world. Hospitals in
affected regions were quickly overwhelmed and resourc-
es stretched near or beyond capacity. By August 2020,

COVID-19 was the third-leading cause of death in the
United States [1]. Early in the pandemic it was clear that
there was greater morbidity and mortality for older pop-
ulations [2]. However, as the number of cases and deaths
rose, racial/ethnic health inequities were also identified.
Black, Indigenous, and Latinx (BIL) people were dis-
proportionately infected, hospitalized, and dying [3,4].
Immunization against COVID-19 is critical to end the
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Table 1. Race/ethnicity Proportions for Cases and Deaths from COVID-19 as of June 1%, 2021,
as Reported by the CDC COVID Tracker. Percentages Displayed Represent Data for which the

Demographic Variable of Interest is Known [3]

% of US population Total cases Total deaths
Non-Latinx Black 13% 1% 14%
Latinx 18% 29% 19%
Indigenous (American Indian/Alaska Native) 0.7% 1% 1%
Non-Latinx Asian 6% 3% 4%
Native Hawaiian/Pacific Islander 0.2% 0.3% 0.2%
Multiple/Other 2% 5% 4%
Non-Latinx White 60% 50% 59%

pandemic, especially for BIL communities.

Unfortunately, history is replete with previous vac-
cination efforts whose reach was limited due to health
inequities. Current vaccination rates among BIL com-
munities remains disproportionately low. Immunizations
to end the pandemic are only successful with high rates
of acceptance, access, and uptake of vaccinations for the
entire population. We first review the health inequities
for BIL populations with COVID-19. We then explore
lessons learned to identify and mitigate health disparities
for COVID-19 vaccination, informed by factors affecting
influenza vaccine disparities in the past.

HEALTH INEQUITIES IN COVID-19

The first wave of COVID-19 peaked in the spring of
2020 with >25,000 new cases every week in the US [3].
BIL communities accounted for more cases and deaths
relative to their population (Table 1); the 20% of US
counties with a majority of Black residents accounted for
52% of cases and 58% of deaths attributed to COVID-19
[5]. By July 2020, hospitalization rates and death rates
per 10,000 were 24.6 and 5.6 for Black patients, 30.4 and
5.6 for Latinx patients, and 7.4 and 2.3 for White patients,
respectively [6]. Indigenous people were also getting in-
fected and dying at a disproportionate rate to their popu-
lation [3]. In the second COVID-19 wave (winter 2020-
2021), there were more than 200,000 new cases in the
US each week. BIL people again had the highest death
rates, this time led by deaths among Indigenous people,
followed by Latinx people [3,7]. Disparities in access to
health care, care for chronic conditions, and occupational
hazards, have been the primary explanatory drivers of
health disparities leading to excess burden of disease and
death among BIL communities [8].

Safe and highly effective vaccines were rapidly de-
veloped and tested. By December 2020, the Food and
Drug Administration (FDA) approved the first vaccines
to protect against serious COVID-19 infection, and

as of June 1%, 2021, 52% of US adults have been fully
vaccinated [9]. However, vaccination development and
distribution again perpetuated inequities experienced by
BIL populations. Examining disparities in influenza vac-
cination campaigns among BIL communities may help
understand root causes of these disparities and identify
potential strategies for overcoming inequities.

INFLUENZA VACCINATION IN BIL
COMMUNITIES

In the 2019-2020 flu season, there were 38 million
confirmed flu cases, 400,000 hospital visits, and 22,000
flu-related deaths [10]. Between 2009 and 2019, hospi-
talization rates for BIL communities were nearly double
compared with Whites (68/100,000 vs. 38/100,000) with
similar disparities for Indigenous people (48/100,000)
and Latinx communities (44/100,000) [10]. As a result,
vaccination is especially important for these communi-
ties, yet influenza vaccination rates are disproportionately
low among BIL communities. During the 2019-2020 flu
season, 53% of White adults were vaccinated, compared
with 41% of Black adults and 38% of Latinx adults
[11,12]. Interestingly, vaccination rates for BIL children
is equal to or higher than White children. For example,
in the 2018-2019 flu season, 60% of Black children and
66% of Latinx children were vaccinated compared with
61% of White children. This is likely related to pediatric
vaccination programs, like the federally-funded Vaccines
for Children program, that deliver free vaccines to all chil-
dren. These data suggest that insurance status perpetuates
lower vaccination rates among adult BIL populations, but
can be overcome with population health-based strategies
[13]. Less access to primary care and delaying medical
care due to cost also results in lower vaccine uptake [12].
Medical mistrust, health literacy, and lived experiences
with discrimination in healthcare settings also contribute
to lower flu vaccination rates [14-16].
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FACTORS ASSOCIATED WITH RACIAL
INEQUITIES IN VACCINATION RATES

Vaccine hesitancy, defined as the delay in acceptance
or refusal of immunization despite availability, is highest
among Black and Latinx people. A major contributing
factor to vaccine hesitancy is mistrust of the health care
system and clinical research. The US has a long history
of exploitation and unethical conduct towards the Black
community. Most notoriously, in the syphilis study at
Tuskegee, investigators withheld curative treatment from
hundreds of Black men for decades after the discovery of
penicillin in order to study the natural history of the dis-
ease. This is just one example of the many experimental
exploitations of BIL communities littered throughout US
history [17]. There has also been lesser known medical
malpractices such eugenics laws and other ethical vio-
lations that disproportionately impacted Latinx [18] and
indigenous communities [19-21].

Racism and provider bias also influence medical
treatment for BIL communities and undermine trust for
many members of the BIL population, despite efforts to
improve ethical standards of human research. Race is a
sociopolitical construct that provides a disadvantage to
people of color. Racism is associated with poorer men-
tal and physical health outcomes and negative patient
experiences with the healthcare system. Self-reported
experiences of racism by patients resulted in higher
levels of mistrust, lower levels of satisfaction, and de-
creased engagement with the healthcare system, resulting
in delayed medical care, lack of adherence to treatments
or avoidance with the healthcare system altogether [22].
Systemic racism, which is embedded in laws and regu-
lations, leads to discrimination in health care (as well as
education, employment, housing, criminal justice, etc.)
[23-26]. Systemic racism in the US is a fundamental con-
tributor to health disparities in the BIL communities but
is beyond the scope of this review.

Implicit biases of health care providers also contrib-
ute to health disparities. A systematic review analyzed
15 studies assessing implicit racial/ethnic bias among
health care providers, and low to moderate levels of bias
were found, with positive bias towards White people, and
negative biases towards Black, Latinx, and dark-skinned
people. There is also bias against non-English speakers
and those that speak English with an accent, that can re-
sult in negative stereotypes and prejudice [27]. Implicit
bias affects patient-provider interactions, treatment deci-
sions, and patient health outcomes [28].

Vaccine messaging and access also contribute to
disparities in vaccination rates in BIL communities. Lan-
guage barriers and lack of culturally targeted educational
information hinder vaccination messaging [29]. Access to
vaccines due to health insurance status also impedes equi-
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ty in vaccination, with Black and Latinx adults less likely
to be insured. Lack of universal paid sick leave contrib-
utes to concerns about missing work due to vaccine side
effects, as well as worry about out-of-pocket vaccination
expenses. BIL persons may also feel uncomfortable ac-
cepting vaccinations if they are not able to get vaccinated
from a place they trust. Further, reliance on web-based
vaccine registration systems disadvantages communities
with less access to technology. Black and Latinx adults
are less likely to own a computer or have high speed
internet at home (57-58%) compared to 86% of White
adults [30]. Indigenous people also have this barrier: 1 in
5 reservation residents has no internet at home [31].

COVID-19 VACCINATION DEVELOPMENT
AND ALLOCATION

BIL Representation in COVID-19 Vaccination Trials

With factors suppressing successful flu vaccination
efforts of BIL communities established, we next exam-
ine racial/ethnic disparities in COVID-19 vaccination
efforts. Despite outreach efforts and intentional recruiting
strategies, BIL persons were underrepresented subjects in
clinical trials [32]. Although Black people make up 13%
of the US population, they historically make up less than
5% of enrollees in vaccine trials [33]. Regulatory agen-
cies like FDA encourage greater diversity in clinical trials
and require participant-reported race and ethnicity data
be collected [34]. For COVID-19 vaccine trials, specific
calls to prioritize racial/ethnic minority enrollment were
heard, given the disparate burden of the pandemic on
these populations [35,36]. Both the Pfizer and Moderna
COVID-19 vaccine trials made efforts to increase racial
diversity among trial participants with some success, es-
pecially among Latinx communities. While Black partic-
ipation reached historic highs for vaccine trials (9-10%),
they remained underrepresented relative to their portion
of the total US population and their share of COVID-19
morbidity (Table 2). Participation of Indigenous people
in the COVID-19 vaccine trials also remained low, with
only the Navajo Nation and the White Mountain Apache
Tribe participating in the trials despite 20 other federal-
ly-recognized tribes [37]. The persistent underrepresen-
tation of BIL persons in clinical trials limits the ability
of healthcare providers to accurately estimate the risks
and benefits of vaccination in BIL communities. Without
adequate representation in trials, the validity and general-
izability of the results are reasonably called into question
by the communities most at risk for serious disease and
death.

Attitudes Towards COVID-19 Vaccination

Suboptimal vaccine trial enrollment among BIL
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Table 2. Percentage of Trial Participants by Self-identified Racial/ethnic Groupings Compared with
Percentage of that Group in the US Population as of June 1%, 2021 [3,50,51]

% of US % participants in % participants in
population Pfizer trial Moderna trial
Black 13.0% 9.0% 10.0%
Latinx 18.0% 28.0% 21.0%
Indigenous (American Indian/Alaska Native) 0.7% 0.5% 0.8%
White 60.0% 83.0% 79.0%

communities was anticipated. A survey conducted be-
tween June and December of 2020 asked participants 1)
their level of willingness to participate in COVID-19 vac-
cine trials, 2) how likely they would be to get vaccinated,
and 3) their level of medical mistrust. Black participants
were least likely to agree to participate in the vaccine trial
or to get vaccinated if offered. Medical mistrust scores
were also highest among Black participants, followed
by those who identified as Hispanic [38]. Factors con-
tributing to vaccine hesitancy for COVID-19 are not
intractable and updated studies from October 2020 to
March 2021 suggest improved public trust and uptake in
vaccinations. However, rates of mistrust remain highest
in those who identify as Black or Hispanic [39]. There
are also some tribal leaders that have expressed concerns
about the safety of the vaccine, limiting the acceptance
among Indigenous people [40].

Distribution of COVID-19 Vaccines to BIL
Communities

Following emergency use authorization of the
COVID-19 vaccines, the Advisory Committee on Immu-
nization Practices, an independent panel of medical and
health experts, provided recommendations and guidance
to the CDC regarding vaccine use and allocation. Their
goal was to strategically examine COVID-19 disease
burden and create a plan to mitigate health inequities in
vaccine distribution. A phased allocation plan was cre-
ated. Phase la prioritized those with high risk of expo-
sure or high risk of morbidity and mortality: health care
personnel and residents of long-term care facilities. The
subsequent phases included essential workers, age 75
and older, and those with high-risk medical conditions
[41]. Efforts to address racial inequities of COVID-19
were also made through the Federal Retail Pharmacy
Program, a collaboration between the federal govern-
ment and 21 national pharmacy partners and networks,
to increase access of COVID-19 vaccines across the US,
40% of which are in underserved areas. The Health Cen-
ter COVID-19 Vaccine Program allocates doses directly
to community-based health care centers, which receive
federal funding to provide primary care in underserved
areas, that sign up to administer the vaccine. Over 91% of

these health center patients live at or below 200% of the
poverty level, defined as income less than $17,000 annu-
ally for a single-person household in 2020. Although both
efforts do not specifically target the BIL communities, it
prioritizes people who suffer from the social determinants
of health that are highly prevalent in BIL communities
due to systemic racism. Public figures also encouraged
the BIL communities to get vaccinated, including leaders
of historically black colleges and universities, artists like
Spike Lee, and President and First Lady Barack and Mi-
chelle Obama. Similarly, for Indigenous communities, a
tribal consultation was initiated to seek input from tribal
leaders on the COVID-19 vaccination plan [42].

Despite the efforts made to encourage and provide
access to COVID-19 vaccines, current vaccination rates
among BIL communities remain disproportionately low.
As of June 1%, 2021, fully vaccinated persons are only
9% Black, 14% Latinx, and 1% Indigenous, compared
with 63% of Whites. However, recent national data (June
2021) show increasing vaccination rates in Latinx and
Black communities. Thirty percent of vaccines adminis-
tered during that month have gone to Latinx people and
12% to Black people [9,43]. These trends suggest a nar-
rowing of racial gaps in vaccination. However, the share
of vaccinations in BIL people is still less than their share
of cases and deaths. For example, in California, 29% of
vaccinated people are Latinx, but they make up 63% of
cases, 48% of deaths, and 40% of the total population.
Tracking vaccinations in BIL communities is also im-
precise, with limitations and gaps in vaccination data.
For example, there is separate reporting for vaccinations
administered through the Indian Health Service, which
limits the ability to analyze vaccination rates among the
Indigenous communities [43].

WE CAN DO BETTER: STRATEGIES TO
IMPROVE INEQUITIES IN VACCINATION
RATES

Providing culturally specific messaging and linguis-
tically tailored content may help improve how we inform
and promote vaccination to BIL communities. Research
shows interventions that include provider counseling and
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patient outreach improve influenza vaccination rates [44].
Also, messaging that comes from trusted members of
the BIL communities, such as religious leaders and BIL
medical professionals can also improve vaccination rates
[45]. Partnering with trusted BIL medical professionals
also helps address mistrust in these communities. The
Institute of Medicine stated greater racial and ethnic di-
versity among health professional would improve access
to and quality of healthcare for all Americans [46]. BIL
providers are also more likely than their White peers to
serve in medically underserved communities [47]. Pri-
oritizing strategies that will increase the number of BIL
health care providers is essential to attenuating future
health disparities. The sole emphasis should not be on
shifting the focus of BIL communities: listening to com-
munities’ voices, educating health care organizations to
respectfully engage with BIL communities, and reducing
implicit bias can improve trustworthiness of the health-
care system.

Improving vaccine access also improves vaccina-
tion rates [48]. There is currently adequate supply of the
COVID vaccine and it is available free of charge. How-
ever, the vaccine is available at specific vaccination sites,
and registration to get vaccinated is only done online in
some areas. Meeting members of the BIL communities
where they are would likely make a significant impact.
For example, in San Bernardino County, California, a
predominantly Black and Latinx community, a mobile
vaccination clinic provided easily accessible COVID
vaccinations. The effort partnered with the Inland Empire
Concerned African American Churches and Loma Linda
University to set up a mobile clinic in a church parking
lot. It was promoted by local Black faith leaders who also
provided education, advertising, and help with registra-
tion [45]. The mobile clinic immunized 417 community
members in a 30-day period, 91% of which were Black
or Latinx. Drive-through vaccination clinics on Native
American reservations have increased vaccination rates
among Indigenous people [40]. This demonstrates that
collaborative, multi-disciplinary, community-based strat-
egies can be effective in reducing inequities. Supporting
research that collects, analyzes, and reports data that
highlights how BIL communities are disproportionately
impacted and which interventions are feasible in reduc-
ing vaccine-preventable illnesses is imperative and likely
effective.

CONCLUSION AND OUTLOOK

Despite recent trends that suggest improving racial
equity in COVID-19 vaccination rates, disparities persist.
Lower rates in vaccination leave BIL communities at
increased risk for COVID, particularly as new variants
spread, limiting the nation’s recovery. Efforts are under-
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way to continue to narrow this gap. The Biden admin-
istration’s COVID-19 Health Equity Task Force aims to
provide specific recommendations on how to best mitigate
inequities caused or exacerbated by the COVID-19 pan-
demic, and to prevent such inequities in the future [49].
Collaborative efforts that focus on customized outreach
to reduce mistrust, hesitancy, and improve access are all
important strategies to overcome these inequities. Fight-
ing systemic racism to improve the social determinants of
health that are the foundation for these inequities is also
essential. Creating effective and sustainable solutions to
inequities in vaccination rates will prevent future health
disparities for the BIL communities.
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