Journal of Racial and Ethnic Health Disparities (2022) 9:52-58
https://doi.org/10.1007/540615-020-00928-y

®

Check for
updates

Racism, COVID-19, and Health Inequity in the USA: a Call to Action

1,234

Crista E. Johnson-Agbakwu - Nyima S. Ali*** . Corrina M. Oxford® - Shana Wingo® - Emily Manin -

Dean V. Coonrod >34

Received: 16 July 2020 /Revised: 27 October 2020 / Accepted: 10 November 2020 / Published online: 16 November 2020
© W. Montague Cobb-NMA Health Institute 2020

Abstract

The current national COVID-19 mortality rate for Black Americans is 2.1 times higher than that of Whites. In this commentary,
we provide historical context on how structural racism undergirds multi-sector policies which contribute to racial health ineq-
uities such as those highlighted by the COVID-19 pandemic. We offer a concrete, actionable path forward to address structural
racism and advance health equity for Black Americans through anti-racism, implicit bias, and cultural competency training;
capacity building; community-based participatory research (CBPR) initiatives; validated metrics for longitudinal monitoring of
efforts to address health disparities and the evaluation of those interventions; and advocacy for and empowerment of vulnerable
communities. This necessitates a multi-pronged, coordinated approach led by clinicians; public health professionals; researchers;
social scientists; policy-makers at all governmental levels; and local community leaders and stakeholders across the education,
legal, social service, and economic sectors to proactively and systematically advance health equity for Black Americans across

the USA.
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Structural racism, as defined by Bailey et al. is “the totality of
ways in which societies foster racial discrimination through
mutually reinforcing systems” which “in turn reinforce dis-
criminatory beliefs, values, and distribution of resources.” It
is the underlying cause of health disparities (including
COVID-19) [1]. Structural racism has its origins in the trans-
atlantic slave trade and continues today: Black Americans are
disproportionately affected by poverty, a fallible public school
system, unsafe neighborhoods, food deserts, mass incarcera-
tion, police brutality, maternal and infant mortality, obesity,
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and chronic health conditions, to name a few [2]. These issues
have compounded synergistically in what some refer to as the
COVID-19 “syndemic,” but they are not new [3]. Politicians,
legislators, policy-makers, economists, educators, public
health professionals, and local community leaders must join
in a multidisciplinary, coordinated effort to actively and sys-
temically advance health equity. We as a nation are at an
intersection in history with an obligation to take concrete steps
to dismantle systemic inequities in order to improve the lives
of millions of Black Americans.

The year 2020 will be punctuated in the US history as a
pivotal year in which racial disparities in health were brought
to the forefront and discussed in sectors outside of academic
medicine and research. As of August 18, 2020, the national
COVID-19 mortality rate for Black Americans was 2.1 times
higher than that of Whites, and hospitalization rates for
Latinos were 4.6 times than that of Whites [4]. These statistics
are not new or surprising. Black women are three to four times
more likely to die from pregnancy-related complications than
White women and twice as likely to die from heart disease
[5-7]. The prevalence of diabetes among Black Americans is
1.7 times higher than for Whites [8]. While the Centers for
Disease Control and Prevention (CDC), academic institutions,
and communities continue to attribute preexisting health con-
ditions, living conditions, work-related exposures, and lack of
education to the observed racial disparities in COVID-19


http://crossmark.crossref.org/dialog/?doi=10.1007/s40615-020-00928-y&domain=pdf
https://orcid.org/0000-0002-1408-6453
mailto:cejohn11@asu.edu

J. Racial and Ethnic Health Disparities (2022) 9:52-58

53

infection rates and outcomes, health equity will continue to
evade us until we acknowledge and address structural racism
as the root cause of the problem.

The civil rights movement, which only began 66 years
ago, provides perspective as to how little progress has been
achieved [9, 10]. This is evidenced by disparities in epi-
demics across centuries. Ideas of “black immunity” perme-
ating the yellow fever epidemic in 1792 were perpetuated in
the present pandemic [10]. The measles epidemic of 1989—
1991 resulted in 4 to 7 fold higher rates among minority
children than white children [11]. In the past 10 flu seasons,
Black Americans had a flu-related hospitalization rate of 1.8
times that of White Americans [12]. These statistics are the
result of policies that perpetuate structural racism and in-
equalities, allowing the USA’s legacy of slavery to manifest
in new but familiar forms. Legal segregation has trans-
formed into redlining and de facto segregation, which, in
concert with policies that uphold property taxes as a major
source of funding for public school systems, reinforces dis-
parities in quality of education. Education ultimately im-
pacts an individual’s health literacy and occupation, affect-
ing all health outcomes [13]. In the presently struggling
economy, people of color are likely to suffer more job loss
as a result of the expected sequelae of the COVID-19 out-
break: 17.6% of Hispanic workers and 16.8% of Black
workers work in the jobs most at risk in the current recession
compared to approximately 12.5% of non-Hispanic whites
[14]. A person’s income and occupation determine quality
of health insurance [15]. Legal segregation in hospitals has
again given way to de facto segregation and discrimination
by income in healthcare settings [16]. The quality and pres-
ence of insurance also impacts individuals’ decisions to
seek care—even in emergency situations—and, as fewer
primary care providers accept Medicaid, forces them to ob-
tain their ambulatory preventive care in the emergency de-
partment [17].

Unfortunately, Black Americans who possess quality edu-
cation, good employment, and outstanding health insurance
coverage still frequently receive inferior care due to implicit
bias among healthcare providers [18, 19]. Regardless of in-
come, people of color are subject to the weathering effect,
which derives from chronic stress due to lifelong as well as
generational exposure to discrimination and adversity (i.e., the
epigenetics of slavery) [20].

At the federal level, access to equitable education and
healthcare services (likely by modification of health insurance
policies) is necessary. Clearly, a coordinated and multidisci-
plinary federal, state, and local effort is indicated. We suggest
a list of concrete, actionable steps that can be taken by clini-
cians, public health professionals, researchers, social scien-
tists, and policy-makers and the engagement of community
stakeholders to address structural racism in advancing health
equity for Black Americans (Table 1).

Anti-racism, Implicit Bias, and Cultural
Competency Training

Iterative cultural competency training is fundamental to en-
gaging all entities including local community leaders and
stakeholders wherein structural racism is defined and recog-
nized for its persistence and deep roots in the historic legacy of
slavery and neocolonialism [21]. Trainings should seek to
combat racism, implicit bias, and microaggressions at the in-
stitutional as well as individual level. Self-reflection exercises
should examine one’s own implicit biases, challenge assump-
tions, and consider cultural and racial power hierarchies in the
patient-provider relationship; addressing the “othering” of
Black bodies and the insidious ways that racial and cultural
hegemony implicitly influences the patient-provider encoun-
ter [22].

Institutional policies should mandate iterative trainings
across all staff and trainees that engage clinicians, public
health professionals, researchers, social scientists, and poli-
cy-makers, incorporating interactive and enduring learning
tools throughout the educational curricula. Trainings must al-
so recognize the role of social determinants of health and the
larger umbrella of contextualized concerns of importance to
communities of color that remain contributing factors to the
pervasiveness and ubiquity of health inequities.

Capacity Building

Studies indicate that communities of color receive better care
when cared for by providers who share their racial and cultural
identity [23]. Black Americans represent 12% of the US pop-
ulation yet comprise only 5% of US medical professionals
[24]. To advance health equity for Black Americans, institu-
tions must build capacity to serve communities of color by
first propelling the development of pipeline training programs
for healthcare professionals representing the ethno-cultural
and linguistic diversity of the local communities served.
Partnerships with local elementary, high schools, and colleges
will facilitate longitudinal learning opportunities that exposes
students to careers in the health professions and provide men-
torship and financial incentives to reduce economic hardships
to educational advancement. Efforts must also be extended to
recruit and retain diverse faculty, staff, and trainees of color
and build an infrastructure of support and mentorship to en-
sure their success and career advancement. We must consider
the workforce integration of community health workers, cul-
tural health navigators, and doulas into healthcare delivery
systems to further nurture and sustain trust with vulnerable
communities.

Efforts must ensure representation of gender and ethno-
cultural diversity throughout all levels of leadership within
an organization. In addition, policies that affect communities
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of color should include representatives from these communi-
ties in its design, implementation, interpretation, and dissem-
ination. Institutions must establish and sustain Offices of
Equity, Diversity, and Inclusion which support minority
healthcare and public health trainees and professionals, as well
as recognize and address their experiences of structural, insti-
tutionalized racism, discrimination, implicit bias,
microaggressions, and bigotry [25]. Institutions must invest
in the development of infrastructure and resources that creates
safe spaces to normalize the reporting of such experiences, as
well as nurture a culture of inclusive excellence.

Community-Based Participatory Research
Engagement

Historical trauma from centuries of abuse, punctuated by
atrocities such as the Tuskegee Syphilis Study and Henrietta
Lacks’ cancer cells, has generated profound distrust in the
healthcare system that deters people of color from seeking
treatment, confiding in their providers and complying with
healthcare recommendations [26]. This distrust, in addition
to factors such as financial barriers, fear of repercussions from
health insurance companies, lack of access to information, and
racial, cultural, and linguistic incongruence with research
staff, influences minority participation in clinical trials, which
further perpetuates racial disparities in health outcomes [27].
Distrust in healthcare systems and public health information
may impact a community’s perception of risk, leading to the
propagation of unfounded myths surrounding one’s own per-
ceived susceptibility to illness [28]. Such misconceptions
prevailed during the 1793 yellow fever epidemic and the be-
ginning of the HIV epidemic and have continued during the
COVID-19 pandemic [2, 29, 30]. Clinical trials must prioritize
the inclusion of racial and ethnic minorities for enrollment
with tangible efforts made to acknowledge and address the
historic legacy of distrust and ensure racial, cultural, and lin-
guistic congruence among clinical and research staff, as well
as senior project leadership with communities of color.

We propose promoting equitable, trust-based, community
partnerships that espouse the principles of community-based
participatory research (CBPR) and ensure accountability by
healthcare and public health institutions in equitably
representing the needs, voices, and priorities of vulnerable com-
munities through Community Advisory Boards (CABs) and/or
community expert work groups [31, 32]. Educational outreach
efforts that are community-centered, community-engaged, and
community-led are crucial to strengthen community social net-
works and to build community capacity [33]. CABs empower
local community champions, who are often excluded from tra-
ditional community engagement efforts, as their own commu-
nity experts, to be engaged in all phases of research engagement
from the initial conceptualization, design, implementation, and

@ Springer

interpretation of the findings as well as clearly articulating and
disseminating culturally and linguistically relevant findings
back within their target communities.

It is also critically important to create, nurture, and sustain
safe spaces where bi-directional, open dialogue can be fos-
tered intergenerationally across men, women, youth, elders,
faith-based leaders, as well as ethnic community-based orga-
nizations in order to engender mutual understanding within
and across communities of color on the myriad manifestations
of structural racism. Based on iterative community input, in-
stitutions must then maintain accountability for the actionable
steps taken to ensure structural racism remains dismantled.
Moreover, public-private partnerships and multi-center col-
laborations should be fostered in the pursuit of funding oppor-
tunities to advance social justice, racial, and health equity.

Monitoring and Evaluation

To actively dismantle structural racism, we must first have a
strong understanding of its epidemiology and anticipate and pre-
pare to address health inequities, rather than acknowledging them
retrospectively. In the case of COVID-19, the CDC began releas-
ing race-disaggregated data on COVID-19 mortalities nearly
5 months after the pandemic first appeared in the USA, after
thousands of Americans had already died. History has repeatedly
demonstrated that racial and ethnic minorities are statistically
vulnerable in epidemics [10—-12]; the delay in stratifying data
by race and ethnicity from the outset precludes adequate prepa-
ration of public health interventions and messaging.

While current CDC guidelines require all laboratories ana-
lyzing COVID-19 tests to report race and ethnicity, individual
states and hospitals are not mandated to report demographic
data until several months after the start of the pandemic [34,
35]. Unfortunately, once these statistics are published, they are
often incomplete and are allowed to include such categoriza-
tions as “unknown race” [34]. Government organizations
should be held accountable to synthesize and report large
population-based datasets that are inclusive of racial and
ethno-cultural specificity.

Once this epidemiologic data is obtained, a multidisciplin-
ary, coordinated approach involving cooperation among fed-
eral, legal, economic, education, public health and local com-
munity leaders to actively and systematically advance health
equity is warranted. On a small scale, it is imperative that
healthcare providers understand the provider-level (e.g., im-
plicit bias), genetic, sociocultural, historical, and economic
contributors to disease severity and tailor treatments and re-
ferrals accordingly. Healthcare systems and local govern-
ments must employ this race-disaggregated data, in conjunc-
tion with geospatial data, to improve access to care. These data
must guide community organizations, community health
workers, and social workers towards engaging the
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communities most affected by these disparities and tailoring
education, interventions, advocacy programs, and public
health messaging to the Black American community.

Most data on race and ethnicity coalesces distinct popula-
tions into large heterogeneous “race” categories, failing to ac-
count for the products of racism due to factors such as the
“healthy immigrant effect,” the “epigenetics of slavery,” and
the “weathering effect.” [36] An important area for further re-
search is determining the best measure that accounts for these
factors and can be incorporated into large-scale epidemiological
data on COVID-19 and all health measures. It is important to
ensure ethno-cultural specificity in data collection methods,
tracking and analysis, and achieve cross-cultural and linguistic
equivalency in the instruments utilized. Patient morbidity reg-
istries should be developed, along with metrics of longitudinal
quality improvement and patient safety bundles to enhance the
safety and quality of clinical care. It is critical to develop and/or
incorporate validated metrics to assess behavior change, quality
of care, patient experience, experiences of racism, discrimina-
tion, implicit bias, the weathering effect across the life course,
and exposure to chronic toxic stress. Measurement of stressful
experiences unrelated to racism such as bereavement and social
ties should also be considered [37].

Institutional-wide policies must ensure standardization of
implementation throughout, while community stakeholders
remain engaged, providing oversight and ensuring account-
ability as well as community buy-in on the appropriateness
of the metrics being utilized, the manner in which they are
being employed, and how the data is being reported.

Advocacy and Empowerment

Silence and complicity are both corrosive and destructive. It is
critically important for clinicians, public health professionals,
researchers, and social scientists to nurture safe environments
that fosters cultural humility and embraces our collective hu-
manity. We must be advocates for patients who possess the
lived experience of implicit bias and racism within healthcare,
promoting research interventions aimed to dismantle racism as
part of efforts to reduce health disparities, rather than simply
reporting the existence thereof. We should empower patients to
seek providers who are gender, racially, ethnically, culturally,
and/or linguistically congruent and normalize patient self-
advocacy in questioning clinicians’ practices. One should be
empowered to step outside of one’s comfort zones in advocat-
ing for and speaking up for the voiceless and disempowered;
speaking truth to power when encountering instances of racial
prejudice, implicit bias, or microaggressions without fear of
repercussions or stigmatization; and supporting pathways for
reporting such encounters while nurturing safe and inclusive
institutional environments.

Policy-makers should empower communities through
housing, education, job generation, and crime-reduction pro-
grams and mount government and public support for large-
scale community revitalization initiatives and immigration re-
form [1]. Efforts must also be extended towards restructuring
the criminal justice system and supporting employment pipe-
lines after incarceration [10]. Moreover policy-makers must
empower communities with access to transparent and accurate
information [10].

Community stakeholders must have dynamics of power
anchored around the lived experiences of those affected by
structural racism, amplifying community voices and
empowering them to demand change. Focus groups and town
halls can be hosted wherein community members are
empowered to share concerns encompassing health dispar-
ities, access to, and experiences with care.

Health begins far before a patient ever enters the hospital.
According to the Healthy People 2020 initiative, one’s health is
determined in part by the social determinants of health which
encompasses the environments in which people are born, live,
learn, work, play, and worship [38]. All these factors contribute
to the health that we, as physicians, are tasked to improve. Let
us identify structural racism and barriers throughout these sec-
tors and work within them, taking concrete, actionable steps as
aforementioned, to address the root cause of health inequities.
As we battle the COVID-19 pandemic, we urge clinicians,
public health professionals, researchers, social scientists, poli-
cy-makers, community leaders, and scholars from across the
USA to cooperate collectively, in multi-sectoral longitudinal
interventions to acknowledge our history and dismantle persis-
tent structural racism throughout the USA in ultimately ensur-
ing sustained, long-term advancement of health equity for
Black Americans [1].
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