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ARTICLE INFO ABSTRACT

Keywords: As with many other infectious and chronic conditions, the COVID-19 crisis in the United States (U.S.) reveals
Public opinion severe inequities in health. The objective of this study was to describe public perceptions of disparities in
COVID-19 mortality from COVID-19 and examine correlates of those perceptions. We fielded a nationally-representative
Media

survey in late April 2020, asking participants how much they agreed with four statements describing group-level
COVID-19 disparities: older people compared to younger, people with chronic health conditions compared to
those without, poorer people compared to wealthier, and Black people compared to white people. We also
measured personal characteristics, experience with COVID-19, and information sources. Overall agreement with
age- and health condition-related disparities was high (> 80%) while agreement with socioeconomic (SES) and
racial disparities was lower (52%). Higher education and income were generally associated with greater
agreement with disparities. Partisanship and information sources used were associated with perceptions of SES-
and racial-disparities, with Democrats and those attune to national news—but not Fox cable news—more likely
to perceive these disparities. As of April 2020, information about age- and health condition-related disparities in
COVID-19 was well known by the U.S. public, while information about social disparities was less recognized and
varied along socioeconomic and partisan lines.

United States
Health disparities

The killing of George Floyd by police in Minneapolis in late May
2020 led to demonstrations around the United States (U.S.), putting
racial inequities—in policing, as well as in health—at the top of the
media agenda by mid-2020. But in the weeks prior to late May, evi-
dence was already emerging about COVID-19 disparities. As with many
other infectious and chronic conditions, the COVID-19 crisis in the
United States reveals severe health inequity (Williams and Cooper,
2020). Specifically, data from the U.S. and elsewhere indicate older
people, people with chronic conditions, people of lower socioeconomic
status (SES), and people of color are all more likely to die of COVID-19
than other groups (CDC, 2020b; Williams and Cooper, 2020;
Williamson et al., 2020).

While the disproportionate burden of COVID-19 infections and
mortality among Black people and lower-wage workers had received
attention among public health scholars (Bailey et al., 2020) and some
U.S. national media outlets (Bouie, 2020; Pinsker, 2020) in the early
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stages of the pandemic (March-April 2020), how much this information
had disseminated to inform the public's understanding is unclear. This
is important because public perceptions of health inequities influence
policy, practice, and behavior change (Niederdeppe et al., 2013;
Williams and Purdie-Vaughns, 2016). If the general public (and key
stakeholders) understand the disproportionate risk faced by certain
demographic groups, they may, for example, advocate for policy
change or allocation of resources to ameliorate inequity, as public
awareness of an issue is a pre-requisite for advocacy and strategic
pressure on elected officials (Farrer et al., 2015). Further, given docu-
mented group differences across the public in understanding of COVID-
19 (Alsan et al., 2020), improved understanding of differential risk
could contribute to risk mitigation for groups most vulnerable to ne-
gative outcomes.

Previous survey research has documented relatively low awareness
of health disparities among the public (Benz et al., 2011; Booske et al.,
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2011; Bye et al., 2016; Carman et al., 2019) and policymakers alike
(Purtle et al., 2018). Booske et al. (2011) found that while 73% of
Americans were aware of health disparities by income, only 46% were
aware of racial health disparities between African Americans and
whites. Similarly, Benz et al. (2011) found that 40% of Americans were
aware that African Americans are worse off than whites in terms of
getting needed health care, 45% were aware of racial disparities in life
expectancy, and 35% were aware of racial disparities in general health.
Bye et al. (2016) found that only 32% of Americans believed that
African Americans have a more difficult time accessing health care than
whites.

Individual-level factors may explain this variation. First, partisan or
ideological identity shapes acknowledgement of health disparities
(Booske et al., 2011; Gollust and Cappella, 2014) as well as acceptance
of the broader social determinants of health (Gollust et al., 2009). For
example, in one study, conservatives were 30 percentage points less
likely than liberals to be aware of racial health disparities (Booske et al.,
2011). Second, people with higher SES tend to have higher awareness
of health disparities (Booske et al., 2011; Bye et al., 2016). Partisanship
and SES are thus likely to correlate with perceptions of disparities in
COVID-19, as well.

Personal or community experience could also shape these percep-
tions. Because of vast geographic variation in COVID-19 incidence and
mortality rates (CDC, 2020a), information flows and public under-
standing will also vary, with those people with personal experience or
who reside in communities where mortality rates are higher potentially
being more aware of disparities.

Information sources may also play a role. More people get their
news from local outlets than from national sources (Pew, 2019), and
given the county-by-county variation in the severity of the COVID-19
crisis, variation in attention to disparities in local news may also con-
tribute to differential perceptions among the public. Differences in
structural factors at news outlets (i.e., staffing, ownership, political
ideology) may also contribute to differences in coverage of disparities
across local media environments (Gollust et al., 2019; Gollust and
Lantz, 2009). Explanations of racial health disparities in COVID-19
appeared in some national news sources as early as April, likely because
of proximity to the areas where striking disparities statistics were
available, such as New York City (Bouie, 2020). Emerging research
suggests that media sources presented the COVID-19 pandemic in very
different ways, with more accurate presentations on national network
TV news (e.g., ABC, CBS) and national print news, and more mis-
information or downplaying the threat on cable TV, particularly Fox
News (Jamieson and Albarracin, 2020; Motta et al., 2020) Finally,
people access COVID-19 information not only through news outlets but
also through other information channels like health departments; it is
unclear whether exposure to such sources contributed to different un-
derstanding of the pandemic.

The purpose of this study was to describe the U.S. public's percep-
tions of disparities in COVID-19 as of late April 2020. Using a nation-
ally-representative survey of Americans, we estimated public percep-
tions of COVID-19 mortality disparities and then examined correlates of
these perceptions, including media sources, partisanship, and both
personal and community-level experience with COVID-19.

1. Methods
1.1. Data

Data were collected as part of the AmeriSpeak Omnibus survey,
fielded by NORC through online and phone modes from April 23-27,
2020. Respondents were drawn from the AmeriSpeak Panel, a panel of
approximately 43,000 research participants recruited through area
probability and address-based sampling to be representative of the
national U.S. household population. The panel recruitment rate is
34.2%. Researchers use the AmeriSpeak panel to assess public opinion
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about a range of public health issues.(McGinty et al., 2020; Stone et al.,
2020) The Omnibus survey is a bi-weekly cross-sectional survey of
AmeriSpeak panelists and is a shared platform on which researchers can
contribute items. The Omnibus on which study items were included had
a final sample size of 1007 adults and a completion rate of 14.4%
among those invited to participate. The University of Minnesota In-
stitutional Review Board approved this study, determining it to have
met the criteria for exemption (Category 2).

1.2. Measures

1.2.1. Perceptions of disparities

The main outcomes were four items asking participants how much
they agreed with statements describing disparities: “Older people are
more likely to die of complications from COVID-19 (coronavirus) than
younger people”; “People with chronic health conditions are more
likely to die of complications from COVID-19 (coronavirus) than people
without such conditions”; “Poorer people are more likely to die of
complications from COVID-19 (coronavirus) than wealthier people”;
and “Blacks/African Americans are more likely to die of complications
of COVID-19 (coronavirus) than White people.” Responses were mea-
sured as “Strongly Disagree”, “Disagree”, “Neither Agree nor Disagree”,
“Agree”, and “Strongly Agree.” We also created dichotomous measures
of agreement, combining “Agree” and “Strongly Agree.”

1.2.2. Demographic characteristics, region of residence, and partisanship

Demographic characteristics were provided by NORC and categor-
ized as follows: gender (male, female), age (18-29, 30-44, 45-59,
60+), race/ethnicity (White, non-Hispanic; Black, non-Hispanic;
Hispanic; other), education (less than high school; high school grad-
uate; some college; bachelor's degree or higher), annual household in-
come (< $25,000, $25,000-$49,999, $50,000-$74,999,
$75,000-$99,000, $100,000+) and region of residence (Northeast,
Midwest, South, West). To measure partisan affiliation, we included a
7-point self-placement measure(Green and Schickler, 1993) (“Strong
Democrat”, “Democrat”, “Someone who leans Democratic”, “An In-
dependent”, “Someone who leans Republican”, “A Republican”, and “A
strong Republican”) from which we constructed three categories: De-
mocrat (including leaners), Independent, and Republican (including
leaners).

1.2.3. Personal experience with COVID-19

The first item measuring personal experience with COVID-19 asked,
“Have you been told by a doctor or other health care professional that
you have COVID-19 (coronavirus)?” Response options were “No”, “No,
but I have or have had concerning symptoms”, “Yes” and “I don't
know.” The second item asked, “Do you personally know anyone, other
than yourself, who has been told by a doctor or other health care
provider that they have COVID-19 (coronavirus)? Response options
included “No”, “Yes”, and “I don't know.” A dichotomous measure of
personal experience was created by combining those who indicated
they themselves had coronavirus or symptoms or that they personally
knew someone who did (1) compared to “no” and “I don't know” op-
tions (0).

1.2.4. Community experience with COVID-19

Since perceptions of disparities in mortality might be a function of
how severe mortality was in participants' communities when surveyed,
we merged a measure of contemporaneous county-level COVID-19
mortality rate (collected by Kaiser Health News, as of April 22, 2020)
(Szabo and Recht, 2020) to the survey data based on participants'
county of residence. We categorized mortality rates by quartile (< 1
per 100,000, 1-3 per 100,000, 3-9 per 100,000, > 9 per 100,000).

1.2.5. Information sources about COVID-19
Participants were asked: “Thinking now about specific information
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sources, which of the following sources have you turned to for in-
formation about COVID-19 (coronavirus) in the past week?”
Respondents could check all that apply from a list of 16 options (see
Appendix). Based on our expectations that certain partisan-oriented
sources might convey different information about COVID-19 disparities
and that national and local news sources might differ, we constructed
the following dichotomous categories from the checklist: (1) Fox News;
(2) CNN or MSNBC; (3) National news (combining national network TV
news, NPR, the New York Times, and the Washington Post; (4) Local news
(combining local TV news and local print news); (5) State governor
briefings—Republican state (measured as 1 if respondent indicated they
got information from a Governor's briefing, and they lived in a state
with a Republican governor in April 2020; 0 otherwise); (6) State
governor briefings—Democratic state (as measured as 1 if respondent
indicated they got information from a Governor's briefing, and they
lived in a state with a Democratic governor; 0 otherwise); (7) White
House press briefings; (8) health information source (CDC, WHO, or a
state health department); and (9) Other people.

1.3. Analysis

We used descriptive statistics to summarize agreement with the four
disparities statements. We estimated multivariable logistic regression
models of agreement with each of the types of disparities including
demographic characteristics, partisanship, media / information sources
used, experience with COVID-19, and county-level mortality rates.
Odds ratios (OR) and 95% confidence intervals (CI) are presented. We
then calculated predicted probabilities of agreeing with each disparity
statement from these models and their associated 95% CIs. We con-
ducted a sensitivity analysis to account for the potential correlation
among multiple participants within a county; results were not sub-
stantively different and so are not presented. All analyses were con-
ducted using SAS 9.4 (Cary, NC) and STATA 13.0. Analyses used the
NORC-provided survey weights to adjust the estimates to be nationally-
representative; weighted percentages are presented. Sample descriptive
characteristics are presented in Appendix Table Al.

2. Results

Table 1 displays the percent of participants who agreed with the
four COVID-19 mortality disparities statements. Specifically, 81.6%
agreed that older people compared to younger people are more likely to
die from COVID-19 and 85.8% agreed that people with chronic health
conditions are more likely to die compared to those without such
conditions. In contrast, only 51.9% agreed that people in poverty are
more likely to die from COVID-19 than wealthier people and 51.5%
agreed that Black people are more likely to die from COVID-19 than
white people.

Table 2 illuminates variation in participants' perceptions of dis-
parities in COVID-19 mortality. Across all four models, men had sig-
nificantly higher odds of agreeing that there are group disparities than

Table 1
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did women. Higher household income was also related to higher odds
of agreeing with disparities by age, chronic disease, and race—but,
interestingly, income was not related to agreement that there are so-
cioeconomic disparities in COVID-19. People with higher income were
no more likely than those with lower income to agree that there are
disparities in mortality for people in poverty compared to wealthier
people (see Fig. 1 for an illustration of patterns across disparity type).

A gradient in recognition of disparities by age was apparent for both
chronic health condition disparities and racial disparities, but only for
the latter did people older than 65 have significantly higher odds of
perceiving disparities. The relationship between race and perception of
disparity also varied by disparity type: Black participants had sig-
nificantly lower odds than white participants of agreeing that there
were disparities in COVID-19 mortality by age and by chronic health
conditions. However, there were no such racial differences in percep-
tions of the two social group disparities. Higher educational attainment
was associated with significantly higher odds of recognizing age-re-
lated, chronic health condition, and socioeconomic disparities, but not
racial disparities in COVID-19 mortality (Table 2).

Table 2 highlights distinct differences in perceptions of disparities
by partisanship. Democrats had higher odds of agreeing with age (OR:
2.40, 95% CI 1.09-5.27), socioeconomic (OR: 2.01, 95% CI 1.16-3.47)
and racial health disparities (OR: 2.11, 95% CI: 1.20, 3.70) compared to
Republicans. These divergent patterns are evident in Fig. 1. Adjusting
for all other characteristics in the model, 44.8% (95% CI 36.5-53.0) of
Republicans agreed that there were socioeconomic disparities com-
pared to 59.3% (95% CI 53.1-65.5) of Democrats and 50.3% (95% CI
43.1-57.6) of Independents. The partisan gap was similar for racial
disparities, with 48.0% (95% CI 41.1-55.0) of Republicans agreeing
that there are racial disparities compared to 61.8% (95% CI 55.6-68.1)
of Democrats and 41.9% (95% CI 36.5-47.3) of Independents.

The region in which participants lived was unrelated to their per-
ceptions of age-related, chronic illness, or socioeconomic disparities.
However, people living in the Midwest, South, and West all had sig-
nificantly lower odds of agreeing that there are racial disparities in
COVID-19 mortality compared to those living in the Northeast. While
individuals with personal COVID-19 experience had higher odds of
agreeing with all four disparities, the relationship was only statistically
significant for socioeconomic status. The county-level COVID-19 mor-
tality rate was not related to perceptions of disparities.

The sources of information participants reported were associated
with their perceptions of disparities (Table 2 and Fig. 2). For instance,
while there was no relationship between viewing Fox News and per-
ceiving age-related or chronic health condition disparities, people who
reported viewing Fox News had significantly lower odds of agreeing
with socioeconomic (OR: 0.55, 95% CI 0.33-0.91) and racial disparities
(OR: 0.58, 95% CI 0.37-0.92). In contrast, those who reported watching
CNN or MSNBC, watching or reading national news, and watching or
reading local news all had significantly higher odds of agreeing with
socioeconomic and racial disparities (see Fig. 2). These differences were
not only statistically significant but also substantively meaningful:

Agreement with Disparities in Mortality from COVID-19, April 23-27, 2020 (N = 1007).

Distribution of agreement

Type of group disparity Overall agreement  Strongly disagree Disagree Neither agree nor Agree  Strongly agree
disagree
Older people compared to younger people 81.6% 1.3% 5.4% 11.8% 40.0% 41.6%
People with chronic health conditions compared to people without such  85.8% 1.7% 1.5% 11.0% 37.4% 48.5%
conditions.
Poorer people compared to wealthier people. 51.9% 9.2% 15.2% 23.7% 32.7% 19.2%
Black/African American people compared to white people. 51.5% 8.5% 12.0% 28.1% 32.0% 19.5%

Note. Each item asked respondents how much they agreed that: “[Group A] are more likely to die of complications from COVID-19 (coronavirus) than [Group B]”.

Overall agreement was calculated by summing “agree” and “strongly agree”.
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Table 2

Factors predicting agreement with group disparities in COVID-19 mortality, April 23-27, 2020.
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Older people (N = 978)

Chronic health conditions
(N = 983)

Lower SES (N = 978)

Black/African American
(N = 977)

OR (95% CI)

OR (95% CI)

OR (95% CI)

OR (95% CI)

Gender
Female
Male
Age (years)
18-29
30-44
45-59
60+
Race/ethnicity
White, non-Hispanic
Black, non-Hispanic
Hispanic
Other race / multiracial
Education
No high school diploma

High school grad/equiv.

Some college
BA or above
Household income
< $25,000
$25,000-$49,999
$50,000-$74,999
$75,000-$99,999
$100,000 +
Region of United States
Northeast
Midwest
South
West
Political affiliation
Democrat
Independent
Republican

Respondent OR someone personally known has

COVID-19
No
Yes

County-level COVID-19 mortality rate

< 1 per 100,000
1-3 per 100,000
3-9 per 100,000

> 9 per 100,000

COVID-19 information source

Fox news
No
Yes
CNN or MSNBC
No
Yes
National news
No
Yes
Local news
No
Yes
State governors — GOP
No
Yes
State governors — Dem
No
Yes
White House briefings
No
Yes
Direct health
No
Yes
Other people
No
Yes

p = 0.004

1.00

2.20 (1.28, 3.78)
p = 0.768

1.00

0.76 (0.34, 1.68)
1.04 (0.44, 2.43)
0.82 (0.36, 1.88)
p = 0.0005
1.00

0.24 (0.12, 0.47)
0.71 (0.35, 1.44)
0.43 (0.19, 1.00)
p = 0.045

1.00

0.90 (0.35, 2.32)
1.52 (0.61, 3.81)
2.38 (0.89, 6.34)
p = 0.011

1.00

0.89 (0.47, 1.70)
2.30 (1.11, 4.75)
2.24 (0.91, 5.53)
2.53 (1.04, 6.14)
p = 0.501

1.00

0.56 (0.23, 1.35)
0.68 (0.27, 1.73)
0.83 (0.32, 2.20)
p = 0.068

2.40 (1.09, 5.27)
1.50 (0.69, 3.25)
1.00

p = 0.196

1.00

1.45 (0.83, 2.55)
p = 0.861

1.00

0.97 (0.44, 2.17)
0.83 (0.41, 1.67)
0.78 (0.38, 1.61)

= 0.732
00
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= 0.876
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= 0.737
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1.11 (0.61, 2.01)

p = 0.019

1.00

2.08 (1.13, 3.84)
p = 0.107

1.00

0.75 (0.33, 1.72)
1.17 (0.49, 2.81)
2.06 (0.81, 5.23)
p = 0.005

1.00

0.31 (0.14, 0.68)
1.19 (0.47, 3.00)
0.46 (0.18, 1.22)
p = 0.041

1.00

1.80 (0.64, 5.04)
2.48 (0.95, 6.49)
4.16 (1.46, 11.87)
p = 0.003

1.00

0.68 (0.32, 1.45)
1.64 (0.71, 3.78)
4.09 (1.2, 13.91)
2.83(0.91, 8.77)
p = 0.359

1.00

0.59 (0.21, 1.71)
0.44 (0.16, 1.20)
0.70 (0.23, 2.12)
p = 0222

2.14 (0.88, 5.21)
1.49 (0.62, 3.60)
1.00

p = 0.180

1.00

1.56 (0.82, 2.98)
p = 0.480

1.00

1.11 (0.44, 2.79)
1.03 (0.48, 2.22)
0.65 (0.28, 1.50)

p = 0873

1.00

0.94 (0.45, 1.96)
p = 0817

1.00

1.08 (0.58, 2.02)
p = 0.024

1.00

0.44 (0.22, 0.90)
p = 0195

1.00

1.46 (0.83, 2.57)
p = 0.005

1.00

3.54 (1.46, 8.59)
p < 0.0001
1.00

4.70 (2.24, 9.86)
p = 0.943

1.00

0.97 (0.44, 2.13)
p = 0.765

1.00

1.10 (0.59, 2.06)
p = 0.967

1.00

1.02 (0.51, 2.00)

p = 0.016

1.00

1.67 (1.10, 2.53)
p = 0.293

1.00

0.76 (0.38, 1.52)
0.73 (0.37, 1.42)
1.09 (0.56, 2.11)
p = 0.579

1.00

0.77 (0.39, 1.53)
1.35 (0.72, 2.52)
0.93 (0.46, 1.91)
p = 0.032

1.00

0.70 (0.29, 1.67)
0.86 (0.37, 1.98)
1.39 (0.60, 3.20)
p = 0787

1.00

0.71 (0.39, 1.29)
0.95 (0.50, 1.81)
0.83 (0.42, 1.65)
0.91 (0.49, 1.69)
= 0.978

(=3
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(=3
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= 0.046

1.00
1.49 (1.01, 2.19)
p = 0.076

1.00

1.99 (1.14, 3.45)
1.74 (1.04, 2.91)
1.34 (0.76, 2.37)

p = 0.021

1.00

0.55 (0.33, 0.91)
= 0.004

(=3
o

79 (1.2, 2.66)
= 0.027

(=
o

67 (1.06, 2.61)
= 0.034
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51 (1.03, 2.22)
= 0.357
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77 (0.45, 1.34)
= 0.369
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25 (0.77, 2.05)
= 0.071
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= 0277
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-
(=3
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0.78 (0.49, 1.23)

p = 0.036
1.00

1.54 (1.03, 2.30)
p < 0.0001
1.00

0.83 (0.42, 1.61)
1.23 (0.61, 2.48)
3.25 (1.65, 6.41)
p = 0.541

1.00

0.94 (0.50, 1.77)
1.29 (0.67, 2.50)
0.69 (0.35, 1.35)
p = 0.208

1.00

0.61 (0.24, 1.55)
0.77 (0.30, 1.94)
1.04 (0.42, 2.60)
p = 0.008

1.00

1.32 (0.76, 2.29)
1.97 (1.02, 3.78)
1.98 (0.96, 4.10)
3.16 (1.66, 6.03)
p = 0.015

1.00

0.44 (0.23, 0.84)
0.33 (0.17, 0.66)
0.35 (0.17, 0.73)
p < 0.0001
2.11 (1.20, 3.70)
0.72 (0.43, 1.18)
1.00

p = 0220

1.00

1.28 (0.86, 1.91)
p = 0.520

1.00

1.14 (0.64, 2.01)
1.06 (0.61, 1.83)
0.72 (0.38, 1.36)

p = 0.022

1.00

0.58 (0.37, 0.92)
p = 0.0002
1.00

2.13 (1.44, 3.16)
p < 0.0001
1.00

2.59 (1.64, 4.11)
p = 0.047

1.00

1.48 (1.01, 2.18)
p = 0.964

1.00

0.99 (0.56, 1.75)
p = 0.929

1.00

1.02 (0.63, 1.66)
p = 0.292

1.00

0.79 (0.52, 1.22)
p = 0.229

1.00

1.29 (0.85, 1.96)
p = 0.052

1.00

0.64 (0.40, 1.00)

Note. The p-values listed for each category of independent variable is the omnibus test for that characteristic. OR refers to Odds Ratio.
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Fig. 1. Predicted Probability of Agreeing with COVID-19 Disparities, by Personal Characteristics. Note: Figure shows the predicted probability of agreeing with each
type of group disparity in COVID-19 mortality for individual demographic characteristics and partisanship, adjusting for all other characteristics in the model
simultaneously (see Table 2). Personal experience with COVID-19 and county-level COVID-19 mortality not shown.

adjusting for all other characteristics, 45.2% (95% CI 38.5-51.9) of
participants who reported watching Fox News agreed that there are
racial disparities in COVID-19, while 65.8% (95% CI 58.6-73.0) of
participants who reported watching or reading national news sources
agreed that there are racial disparities. Participants who noted they
were attuned to their state governors' briefings (regardless of the gov-
ernors' political party) had higher odds of agreeing that there are dis-
parities in COVID-19 mortality for older people and those with chronic
health conditions, but were no more likely to agree with socioeconomic
or racial disparities. Finally, there were no statistically significant dif-
ferences in perceptions of disparities for those reporting information
from health sources (e.g., CDC, WHO) nor from White House briefings.
However, participants who noted that other people were a source of
information (OR: 0.64, 95% CI 0.40-1.00) had lower odds of agreeing

that there are racial disparities in COVID-19 mortality.

3. Discussion

This study reveals wide gaps in U.S. public understanding about
disparities in COVID-19 mortality in late April 2020. While the vast
majority of participants in a nationally-representative survey re-
cognized that older people and people with chronic health conditions
are more likely to die from COVID-19 than younger people and those
without other conditions, public recognition of social group disparities
was much lower. Only half of participants recognized that people of
lower SES (compared to wealthier people) or Black people (compared
to white people) are more likely to die from COVID-19. These findings
are consistent with the gaps in public awareness of health disparities
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Fig. 2. Predicted Probability of Agreeing with COVID-19 Disparities, by COVID-19 Information Sources. Note: Figure shows the predicted probability of agreeing
with each type of group disparity in COVID-19 mortality, adjusting for all other characteristics in the model simultaneously (see Table 2).

that past researchers have observed (Benz et al., 2011; Booske et al.,
2011; Bye et al., 2016). They are also consistent with more recent
evidence. In a survey conducted in mid-June 2020, researchers at KFF
(Kaiser Family Foundation) found that only 50% of Americans re-
cognized that Black Americans are more likely to “get sick or die from
coronavirus” compared to white Americans—as compared to the 51.2%
who recognized this disparity in our study (Hamel et al., 2020). Thus,
even after heightened media attention to racial health disparities in
COVID-19 as spurred by national public outrage and attention to the
treatment of Black Americans in early June 2020, level of public re-
cognition of COVID-19 racial disparities remained essentially at the
same level we observed in our sample in late April.

Our multivariable findings further illuminate the unequal distribu-
tion of recognition of COVID-19 health disparities among the U.S. po-
pulation. Notably, political partisanship—as others have found in pre-
vious surveys on health disparities (Booske et al., 2011; Gollust and
Cappella, 2014)—corresponds with recognition of disparities, particu-
larly racial and socioeconomic group disparities. KFF researchers also
identified partisan differences in their June survey: 69% of Democrats
but only 34% of Republicans noted that Black Americans were more
likely than White Americans to get sick or die from coronavirus (Hamel
et al., 2020).

While our study was not designed to identify the causal mechanisms
underlying this gap, our results suggest a few explanations. First, in-
formation sources likely play a role, as we found significant associations
between participants' identification of their media sources and their
recognition of disparities. Among the media sources we queried, par-
ticipants who noted following Fox News were less likely to recognize
socioeconomic and racial disparities, while participants who attended
to other types of cable, national, and local news media were more likely
to recognize these disparities—all adjusting for their own partisanship
and other demographic characteristics like education. The fact that
these media sources were associated with disparities perceptions above
and beyond other individual characteristics suggests that the media
environment varies with respect to content about COVID-19 (Jamieson
and Albarracin, 2020). Differential media selection by partisanship
(Iyengar and Hahn, 2009) would support the idea that different media
“diets” contribute to a different understanding of the experience of
COVID-19. Second, the partisan gap may also be explained by psy-
chological processes underlying the recognition and reporting of dis-
parities. Even if study participants had equal access to information
about disparities, there may be differences in their willingness to ac-
cept, incorporate, and acknowledge those disparities, a process known
as motivated reasoning (Strickland et al., 2011). The fact that the KFF
poll also identified political differences with different question wording

(asking if Black people were more or less affected, as opposed to asking
about “agreement” as we did) suggests that differential perceptions by
partisanship are evidence of a deeper phenomenon. Indeed, long-
standing social science research has documented political and ideolo-
gical differences in recognition of various types of inequalities in the
U.S. (Kluegel, 1990; Skitka et al., 2002).

Our findings also point toward regional differences. Survey re-
spondents in the Northeastern U.S. perceived racial disparities more
than in other regions; this was not only a product of local proximity to
higher mortality rates, as this regional difference held even after ad-
justing for the localized mortality rates in a participant's county. As the
virus has spread rapidly across the U.S. since April, it is important to
track how geographic variation in understanding of COVID-19 has
changed.

Finally, our findings raise some intriguing individual-level demo-
graphic associations with disparity perceptions. Adjusting for all other
characteristics, men were more likely to report agreeing with dis-
parities. That has not, to our knowledge, been identified in other re-
search. We also found gradients in recognition of disparities by income
and education, which is consistent with other work (Booske et al., 2011;
Bye et al., 2016). Curiously, we found no such relationship between
income and recognition of income-related disparities, just as there was
no relationship between age of respondents and agreeing with age-re-
lated disparities—both trends suggestive of biased processing of in-
formation based on demographic characteristics, or the idea that people
prefer information that makes themselves or their group look favorable
(Reed and Aspinwall, 1998).

3.1. Limitations

This cross-sectional survey does not allow us to identify causal
mechanisms underlying the perceptions we observe. As is true for any
point-in-time survey, the context at the time (late April 2020) is re-
levant, when the national conversation about disparities in COVID-19
was in its infancy relative to how broadly discussed racial disparities in
particular became in summer 2020 after nation-wide protests reignited
attention to structural racism. Still, the nationally-representative nature
of the study is a strength. Future research efforts should continue to
ascertain public understanding of disparities in COVID-19 as the pan-
demic evolves, given that mass public opinion mobilization can be one
avenue toward advocacy and policy action to ameliorate these in-
equities (Burstein, 2003; Farrer et al., 2015; Kingdon, 2003). However,
efforts to promote broader public awareness of health disparities in
COVID-19 should be mindful of potential unintended consequences or
backlash, particularly when communicating about racial disparities
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(Niederdeppe et al., 2013). Specifically, when disparities statistics are
communicated without providing sufficient explanation of the struc-
tural and systemic causes of these differences, the public may fill in
stereotypical explanations (i.e., about lifestyle behaviors of people in
poor health, or reductionist and inaccurate biological pathways) or
even stigmatize whole communities when COVID-19 racial disparities
data are applied to neighborhoods (Chowkwanyun and Reed Jr, 2020).

4. Public health implications

The message that older people and people with chronic health
conditions are more at risk of dying from COVID-19 had largely dis-
seminated to the general public by late April 2020, suggesting suc-
cessful public health education efforts. However, information about
disparities by income and race was less well disseminated or accepted,
with only half of the public recognizing these social disparities by in-
come and race. Studies have consistently shown that while the public
health community broadly recognizes health disparities—and increas-
ingly recognizes structural racism as a cause of racial disparities in
particular (Williams et al., 2019)—the public is still not widely aware of
these phenomena. Evidence-based communication efforts are needed to
build public will to address racial disparities in general and in COVID-
19 in particular, while avoiding negative consequences. It is also im-
portant to acknowledge the partisan barriers (individual beliefs as well
as media outlets that contribute to a polarized public) that may stand in

Appendix A

Table Al
Sample characteristics (N = 1007).
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the way of shared recognition of disparities.
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Variable Weighted %
Gender
Male 48.6
Female 51.4
Age (years)
18-29 18.1
30-44 26.7
45-59 24.5
60+ 30.7
Race/ethnicity
White, non-Hispanic 62.6
Black, non-Hispanic 12.0
Hispanic 16.5
Other 8.9
Education
Less than high school 8.8
High school graduate or equivalent 27.5
Some college 28.5
Bachelor's degree or above 35.3
Household income
< $25,000 20.5
$25,000-$49,999 25.6
$50,000-$74,999 18.5
$75,000-$99,999 12.8
$100,000 + 22.5
Region of United States
Northeast 17.6
Midwest 20.7
South 37.8
West 23.9
Political affiliation
Democrat 42.8
Independent 27.4
Republican 29.8
Respondent OR someone personally known has COVID-19
No 64.8
Yes 35.2
County-level COVID-19 mortality rate
< 1 per 100,000 23.9
1-3 per 100,000 25.3

(continued on next page)
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Table Al (continued)
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Variable

Weighted %

3-9 per 100,000
> 9 per 100,000
COVID-19 information source
Fox news
No
Yes
CNN or MSNBC
No
Yes
National news
No
Yes
Local news
No
Yes
State governors — GOP
No
Yes
State governors — Dem
No
Yes
White house briefings
No
Yes
Direct health
No
Yes
Other people
No
Yes

26.4
24.4

73.4

26.6

65.7
34.3

75.5
24.5

44.4
55.6

85.7
14.3

74.5
25.5

67.5
32,5

53.4
46.6

76.7
23.3

Appendix B
Battery of information sources participants could select:

Fox News or its website

MSNBC or its website

CNN or its website

NPR or its website

The New York Times or its website

The Washington Post or its website

Local television news in your area or their websites
Local newspaper in your area or its website

NSO RN

©

10. White House press briefings

11. State governor briefings

12. Centers for Disease Control (CDC)

13. World Health Organization (WHO)

14. State or local health department

15. Other people (such as family, friends, or co-workers)
16. Another source (specify).

National network news (ABC World News Tonight, CBS Evening News, or NBC Nightly News) or their websites

Participants could select all that apply (participants selected 4.2 sources on average, SD = 2.7); the order in which sources appeared was

randomized.
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