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INTRODUCTION
As of February 3, 2021, the United States has 

reported more than 26 million COVID-19 diagno-
ses and 400,000 deaths,1 but COVID-19 impacts the 
lives of minoritized groups far more than their white 
counterparts.2

COVID-19 has unmasked health inequities 
rooted within the modern American medical sys-
tem. Race and ethnicity are risk markers for other 
underlying conditions that affect health including 
socioeconomic status, access to health care, and expo-
sure to virus related to occupation.3

This article will explore structural racism, social 
determinants of health, and the impact of COVID-19 
on minoritized populations.

STRUCTURAL RACISM and SOCIAL DETERMINANTS OF 
HEALTH

Understanding core concepts in the study of 
racial justice is crucial in dismantling structural rac-
ism. The goal of equality is to ensure that everyone gets 
the same things in order to enjoy a full and healthy 
life. In pursuing equality, it is assumed that everyone 
starts from the same stage, and equal support should 
be provided to all. In contrast, equity ensures that 
each individual gets the unique support they require. 
Justice is achieved when the cause of any inequity is 
fully addressed. Equity and justice should be strived 
for, to ensure adequate distribution of resources.4

Healthy People 2030 defines social determinants 
of health as “conditions in the environments in which 
people are born, live, learn, work, play, worship, and 
age that affect a wide range of health, functioning, 
and quality of life outcomes and risks.” 5 Factors that 
encompass these determinants include education, 
built environments, employment, socioeconomic 
status, social networks, social norms and attitudes, 
and access to health care.2 There is no one official 
definition of structural racism; however, all posit that 
private prejudices individuals hold are reproduced in 
societal practices.4  Structural racism is reflected in 

the policies, laws, rules, norms, and customs enacted 
by organizations and societal institutions that advan-
tage whites as a group over groups of color.6

Policies and programs designed to address struc-
tural racism have been under-resourced, inadequate, 
and even under-recognized, until the most devastat-
ing public health crisis in 100 years.

As the world is grappling with a global pandemic, 
inequities in minoritized populations have been 
magnified.

COVID-19: THE DISPARITIES
Black, Indigenous, Persons of color (BIPOC) 

are a minoritized population, not a minority – which 
is defined as a “racial, religious, political, national, 
or other group thought to be different from the larger 
group of which it is a part,” or “a group having lit-
tle power or representation relative to other groups 
in society” per the Merriam-Webster dictionary.7 A 
minoritized population refers to “groups that are differ-
ent in race, religious creed, nation of origin, sexuality, 
and gender, and as a result of social constructs have less 
power or representation compared to other members 
or groups in society.” 8 The difference is that race is 
simply a social construct that results in certain popula-
tions having less power or representation. 

According to the Centers for Disease Control and 
Prevention (CDC), COVID-19 has impacted minori-
tized populations to a higher degree than white, 
non-Hispanic controls.8 Age-adjusted case counts 
are 1.4 – 1.8x higher in American Indian/Alaskan 
Native, African American, and Hispanic populations. 
Hospitalizations and deaths are 1.2 – 4.1x and 1.1 – 
2.8x higher in these patient populations, respectively. 
Nationally, about 20% of U.S. counties are consid-
ered disproportionately black; those same counties 
account for more than 50% of cases, and about 60% 
of deaths.5

The disproportional impact on vulnerable popu-
lations, such as the impoverished, disabled, refugees, 
uninsured, and other marginalized populations is 
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likely due to limited access to health care, nutritional 
food, and safe and affordable housing.9 For example, 
the Native American population is also at risk; the 
Navajo Nation has more cases per capita than any 
state.9 Doctors Without Borders has dispatched a 
team to help mitigate the unfolding Navajo health cri-
sis even though they never sent teams to the United 
States prior to COVID-19. The pandemic has also 
disproportionately affected the homeless, and the 
approximately 2.3 million Americans in the prison 
system, who have major problems with regard to both 
access to health care and an elevated risk of com-
munity transmission.9

Pennsylvania is the ninth most densely populated 
state in the United States, with an estimated popula-
tion of 12.8 million.6 In the week prior to February 
3, 2021, Pennsylvania had about 332,000 test results, 
with a 10.6% positivity rate, and 957 new deaths. 
About 80% of the population is white, 11% is African 
American, 7% is Hispanic, and 3% is Asian. Notably, 
African Americans comprised 14% of new cases and 
12% of deaths, while Hispanics comprised 20% of 
cases and 4% of deaths. 

Although several pieces of legislation and pro-
grams were created by the federal government in 2020 
to combat the impact of the disease on the general 
public, their benefits have expired, leaving millions 
without benefits in a time of crisis while we await new 
legislation. 

One of the themes across data platforms col-
lecting information on the impact of COVID-19 on 
minoritized populations is the sheer lack of data. 
How do we fix a problem that is not yet quantified? 

The first step is to understand and acknowledge 
the relationship between social and structural deter-
minants of health and how both impact health care. 

THE AMERICAN MEDICAL SYSTEM and the HISTORY of 
STRUCTURAL RACISM

Race itself is a social construct. Early science cre-
ated the concept of race as an innate biologic and 
later genetic attribute.8 The term “race” was first used 
in the English language around 1580 from the French 
word “rasse” and Italian word “razza” to categorize 
humans into groups.10

In the 16th century, scientists classified humans 
according to geographic locations, using skin color, 
stature, and physical characteristics.10 Carl Linnaeus, 
a Swedish biologist, gave modern humans the scien-
tific name of Homo sapiens and further divided the 

species into Europaeus (white skin), Asiatus (yellow 
skin), Americanus (red skin), and Afer (black skin). 
This is where race was born.10

The American medical system has a legacy of sci-
entific racism and eugenics movements. In the early 
20th century, the eugenics movement swept through 
the United States; laws prohibiting “miscegenation” 
and forced sterilization of undesirable “races” were 
commonplace, all in an effort to create a “better, 
more intelligent,” and Whiter nation. Scientists like 
Samuel Cartwright and J. Mario Sims propagated the 
idea that Black persons are inferior to White persons. 

The infamous 1932 Tuskegee Study of Untreated 
Syphilis in the Negro Male developed by the Public 
Health Service and Tuskegee Institute that set out to 
study syphilis 11 initially involved 600 Black men – 399 
with syphilis and 201 without disease. Informed con-
sent was not obtained, and even when penicillin was 
made available in 1947, participants were not offered 
treatment.11 The enduring distrust felt by minoritized 
populations, especially African Americans, stems 
from such historical experiences.

Racism is very much alive in the American medi-
cal system today. According to the County Health 
Rankings, a program of the Robert Wood Johnson 
Foundation, clinical care only accounts for about 
20% of health outcomes, whereas physical environ-
ment accounts for 10%, and social/economic factors 
at 40% impact outcomes far more.5 In its 2003 report 
Unequal Treatment: Confronting Racial and Ethnic 
Disparities in Health Care, based on a review of 100 
studies, the Institute of Medicine concluded that bias, 
prejudice, and stereotyping contributed to differences 
in health care.9 In 2018, the National Healthcare 
Quality and Disparities Report documented that 
Black, American Indian, Alaska Native, and Native 
Hawaiian and Pacific Islander patients continued to 
receive poorer care than White patients on 40% of 
quality measures.9 It is clear that there is much work 
to be done to give all individuals equitable health 
care. 

Clearly, structural racism is part of our history 
and cannot be uprooted easily. 

VACCINE HESITANCY and DISTRIBUTION
There are currently several effective COVID-19 

vaccines either already approved by the FDA under 
an Emergency Use Authorization (EUA), or being 
considered. A high efficacy rate is of limited value, 
however, if vaccine acceptance is low.



The Journal of Lancaster General Hospital   •   Spring 2021   •   Vol. 16 – No. 1 99

COVID-19 and Minoritized Patients

9

Vaccine hesitancy is a principal concern in mov-
ing towards eradication of COVID-19. Consecutive 
surveys by the Pew Research Trust indicate that vac-
cine acceptance by the American public has varied 
throughout the pandemic.12,13,14 In May 2020, 72% 
of Americans said they would definitely or probably 
receive the vaccine, in September 2020 there was a 
50-50 split, and in December 2020, acceptance had 
increased to 60%, perhaps because prominent scien-
tists were advocating vaccination after two EUAs.

However, Black Americans continue to stand out 
as a group that is less inclined to get vaccinated – only 
42% –  compared with 63% of Hispanics and 61% of 
White Americans.12,13,14 For Black Americans, years of 
scientific racism play a large part in this decision, so 
now more than ever, it is crucial that credible mem-
bers of each community advocate for vaccination. It is 
time to highlight scientists like Dr. Kizzmekia Corbett, 
an African American woman who is a research fel-
low and scientific lead at the National Institutes of 
Health who facilitated development of the Moderna 
vaccine.15

Vaccine hesitancy is not the only barrier in minori-
tized populations. Another is distribution. Upon 
request of the National Institutes of Health (NIH) 
and Centers for Disease Control and Prevention 
(CDC), the National Academies created a framework 
for equitable allocation of the COVID-19 vaccine.16 
The major principles considered were maximum 
benefit, equal concern, and mitigation of health ineq-
uities.16 Four allocation phases were assigned, with 
Phase 1a consisting of the highest risk individuals 
such as health care workers and first responders.16 
Equity is a crosscutting consideration across all phases 
in order to prioritize certain geographic areas identi-
fied by CDC’s Social Vulnerability Index tool.16 

Distribution across nations is lopsided as well; 
wealthy nations were able to secure almost 2 billion 
vaccine doses via Advance Purchase Agreements 
(APAs).17 Governments that do not have financial 
resources to purchase vaccines are at risk of not having 
access to vaccines. During the 2009 H1N1 influenza 
pandemic, APAs held by high-income countries 
(HICs) were used to secure priority access to vaccine, 
making procurement of vaccine for other countries 
difficult.17 APAs can be utilized by global health 
organizations to secure vaccine for low and middle 
income countries (LMICs) as part of an Advanced 
Market Commitment (AMC).17 One of the most nota-
ble global organizations is Gavi, which established the 

COVID-19 Vaccine Global Access (COVAX) AMC,17 
which aims to have enough doses of COVID-19 vac-
cines for at least 20% of participating countries’ 
populations with a goal of 2 billion doses by 2021.17 
Since it is projected that 70% – 85% of a population 
would need to be vaccinated for herd immunity, this 
effort is commendable, but barely enough.

CLINICAL TRIALS
Just as the mistrust and fear in minoritized popu-

lations was reflected in vaccine hesitancy, it was also 
reflected in attitudes toward enrollment in clinical 
trials, which has always lagged in these populations 
despite the NIH Revitalization Act of 1993. 18

Top scientists pushed for inclusion of BIPOC at 
the July, 2020 Senate hearing for Operation Warp 
Speed, and the FDA released a non-binding guid-
ance stating it “strongly encourages the enrollment of 
populations most affected by COVID-19, specifically 
racial and ethnic minorities.” 18  It is not surprising 
that protests sparked by George Floyd’s death on May 
25, 2020, stimulated these conversations, but drug 
companies lack the know-how to recruit BIPOCs, 
and recruitment can be expensive, requiring cul-
turally competent outreach specialists and patient 
navigators.18 Also, though the killing of George 
Floyd opened the eyes of researchers to improve on 
inclusion, it made it paradoxically more difficult to 
convince African Americans to participate in govern-
ment-funded programs.18

The NIH has advocated that grantees must 
include information on minority recruitment plans, 
but they do not have direct control over private con-
tract research organizations. In addition, the FDA has 
not specified how much minority representation it 
would like to see – adding another layer of complexity 
for researchers.18

Minoritized populations are dying at such an 
alarming rate that we do not have the luxury of time. 
Addressing fears, and enrollment into clinical trials, 
is key.

MOVING FORWARD
Dismantling structural racism is a duty of our 

society. Training in diversity and cultural competency 
is crucial, but strides need to be made on a policy 
level. Engaging the medical and public health disci-
plines is crucial to success.8 

According Bailey and colleagues,8 there are four 
major ways we can move forward: (1) document the 
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health impact of racism in medical journals; (2) sup-
port efforts to develop and improve measurement 
of structural racism; (3) critically evaluate individu-
als and institutions that comprise the medical and 
public health communities; (4) support policies that 
improve health for all populations.

At Lancaster General Health, a Diversity and 
Inclusion Advisory Committee was created to 
advance the community’s health and well-being 
by first dismantling racism and bias that may exist 
within the institution. The committee is led by 
Chief Nursing Officer, Larry Strassner, and Dr. 
Cherise Hamblin, and consists of 12 individuals 

with diverse backgrounds. 
The mission of this committee aligns with those 

of Penn Medicine, and among the committee’s first 
actions was creating and disseminating a Diversity 
and Inclusion Survey for all staff to gain fresh insight 
and to identify key areas of opportunity. Nearly 
2,000 employees took the survey. Additional efforts 
include engaging employees across the institution in 
Unconscious Bias Training.

Formation of the advisory committee at LGH is 
a step forward, and other organizations have taken 
similar steps forward – steps that will benefit our gen-
eration now, and future generations to come.
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