
US COVID-19 LESSONS

Race, racism, and covid-19 in the US: lessons not learnt
Keisha Bentley-Edwards and colleagues argue that systemic racism and economic inequality are
at the root of disparity in covid-19 outcomes and suggest how to distribute resources more equitably.

Keisha L Bentley-Edwards, 1, 2 Olanrewaju Adisa, 1 , 2 Kennedy E Ruff, 1 Elizabeth S McClure, 3

Whitney R Robinson3, 4

The story of covid-19 in the United States is one of
many systemic failures to protect its residents from
preventable illness and death. Racist stereotypes
about disease susceptibility1 were subsequently
discredited by the data.2 Covid-19 brought the US to
a sobering standoff with race, a social construct that
through systemic racism materializes as disparate
outcomes (box 1).3 Once testing became available
researchers disaggregated and analyzed data along
racial lines, providingamore accurateunderstanding
that was unsurprising to anyone who has examined
health equity4: covid-19 is a preventable disease that
disproportionately affects racialminorities. Although
the effects were felt in all racialized communities,
they were magnified most powerfully for black,
Latino, and indigenous people in the US.

Box 1: Race is not a risk factor for disparate health
outcomes—racism and capitalism are

Race has been largely debunked as a plausible reason
for susceptibility to disease, despite lagging realization
and action in the medical community.6 7

If we can understand race as a social construct, then we
can point to social contexts as causes for health
inequalities rather than biology. The following definitions
can be used to understand race in the US:
• Structural racism—“the totality of ways in which

societies foster racial discrimination, through
mutually reinforcing inequitable systems (eg, in
housing, education, employment, earnings, benefits,
credit, media, healthcare, criminal justice, etc) that
in turn reinforce discriminatory beliefs, values, and
distribution of resources”8

• Black physical peculiarity has been used as a tool by
physicians and scientists to justify economic
exploitation through slavery and unethical treatment
of black people in medical research9 -12

• Racialization refers to the process in which racial
meaning is extended and elaborated to particular
relationships, social practices, and groups on the
basis of phenotype, culture, language, religion, and
class.13 Individuals and communities subject to this
categorization, who are often minorities in nations
with predominantly white people, are referred to as
“racialized people”

• Racial capitalism refers to the centrality of race in
structuring social and labor hierarchies in capitalist
economies. This system ensures “a vulnerable supply
of low wage workers” and reflects the “strategic
deployment of racism by governing elites with the
intention of reproducing class privilege”14 -17

Any reckoningofAmerica’s catastrophicperformance
in averting mass death, disability, and hospital
admission must consider the racial and economic
inequities embedded in America’s federal and state
systems. In this article, part of aBMJ series examining
US covid-19 lessons (http://bmj.com/collections/us-
covid-series),we suggest how interventions to reduce
discrimination must target contextual factors
identified through critical analysis of race as a proxy
for exposure to systemic racism.5

Systemic racism in the US
Race has long been used in the US for legal
categorization, economic exploitation, and
withholding of human rights to preserve systems of
inequality (box 1). Unfounded claims about racial
differences in biological susceptibility at the start of
thepandemic evolved from theories thatBlackpeople
were immune to covid-191 to black people having a
genetic predisposition to disease.18 These claims are
sustained by false notions of “black physical
peculiarity”9 and contemporary racial
essentialism—exposing people from racialized
communities to policies and practices that suggest
that they are suitable for “essential” labor yet more
susceptible to preventable disease (box 1).9 14 19

Current health inequalities in the US originate from
historical US policy decisions20 that affected the lives
of minoritized communities, including historical
racialized residential segregation (eg, restriction of
availability of loans from the government’s Home
Owners Loan Corporation, established in 1933),
policingandcarceral systems,21 compulsoryboarding
school for Indigenous youth,22 immigration policy,23
and occupational segregation.14 As a result, many
Black, Latino, and Indigenous people experience
workand livingconditionswithhigher environmental
toxins, psychosocial stressors, and less access to
affordable primary and emergency care. Moreover,
prison overcrowding resulting from high levels of
incarceration,mainly affectingpeople from racialized
minorities, and overpopulation of Immigration and
CustomsEnforcementdetainment camps contributed
to thehighly inequitable covid-19pandemicoutcomes
as the nation transitioned to lockdown.14 21

Economic inequality and racial capitalism
Policies targeting Black people and other racialized
groups in the US have led to the racial wealth
gap—persistent and substantial wealth disparities
between families of different racial and ethnic groups
across various measures that are directly linked to
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overall health and wellbeing.24 25 In 2020, the median net worth of
Black families was 10 times lower than that of white families.25
Systemic racism shapes and drives wealth inequities by race,
ethnicity, and tribalmembership. For example, higher covid-19 case
rates were associated with areas in the US with higher racialized
populations and low income. Primary care provider access differed
by these factors, linked to the direct results of social divestment at
the time of “Jim Crow” racial segregation policies introduced at the
end of the 19th century.24 26 Before the pandemic, 80% of total US
medical debt was held by households with zero or negative net
worth, and 27% of Black households held medical debt compared
with 16.8% of other households.27

Racial capitalism explains how racialized essential workers28 were
directly exposed to the dire consequences of the pandemic, with
mortality among Black retail workers in 2020 increasing by up to
36%because of covid-19.29 Racializedpeople oftenwork in essential
“high exposure” jobs and professions. With the exception of “high
exposure professionals” with power and resources (eg medical
doctors or executives in meatpacking industries), these essential
workers (eg construction workers, agricultural, and nursing home
staff) experienced the highest rates of infection.14 29 Social networks
for these individuals were densely populated with others who had
high exposure because of residential segregation and overcrowded
housing. Premature death of working household members may
affect wealth generation and accumulation, exacerbating future
family strain.30

Chronic health conditions and susceptibility
Understanding why diseases like covid-19 disproportionately affect
people from racialized minorities requires consideration of the
influence of systemic racism within US socioecological structures
and history.31 These systems consistently expose people from
racialized minorities to uneven health risks without offering
equitable mitigation. One explanation often offered for higher
covid-19 mortality among racialized groups was the greater
prevalence of pre-existing health conditions.32 33 However, this
overlooks the broader role that systemic racism plays in producing
worse health outcomes for these groups.14 It also enables state and
local governments to both abdicate their roles inproviding equitable
care for populations at higher risk of infection and avoid
responsibility for historical policies that led to such disparities in
pre-existing conditions. Following the Indian Civilization Act of
1819 for example, Indigenous children throughout the US were
compelled to attend boarding schools and experienced high rates
of abuse34 and forced assimilation.22 A 2019 analysis found that
people who were forced to attend these boarding schools and their
offspring aremore likely than their indigenous counterparts to have
chronic health conditions, pointing towards an intergenerational
course of chronic disease inequity that likely left people more
susceptible to devastating covid outcomes.35

Just as the notion of “black physical peculiarity” was used to justify
Black slave labor and contemporary use of antiquated race based
clinical algorithms, someof thepublic narrative attributeddisparate
covid outcomes and pre-existing conditions to health and health
seeking behaviors,36 multigenerational housing (rather than
segregatedandovercrowdedhousing), inadequatepersonalhygiene
(rather than lack of access to personal protective equipment at
work), and poor health literacy (rather than ineffective health
communication).37 This focus on individual level factors, assigning
blame to cultural and behavioral practices, was not supported by
adequate evidence that explained the differences in outcomes.5
Neither did these narratives interrogate upstream structural drivers

of chronic health conditions such as racism or racial capitalism, as
set out in public health critical race methods.38

Healthcare dynamics and inequity
Health inequalities underpinning worse covid-19 outcomes are
partially attributed to differences in access to the US healthcare
system.Black, Latino, and Indigenouspeople aredisproportionately
represented among theuninsured andunderinsured, often residing
in areas with limited access to quality medical facilities.39

These groups also have lower incomes and less wealth than their
white counterparts, restricting access to private insurance and
ability to afford healthcare.40 Southern states have the largest
populations of Black Americans, with many states rejecting federal
funding expansion for Medicaid (public insurance that serves low
income populations) without providing adequate alternatives.39
More southern states also have “right-to-work” laws that weaken
labor unions and collective bargaining for health benefits.41 The
substantial rise inunemployment during thepandemic exacerbated
these differences, further reducing access to health insurance.42 43

Vaccine misinformation
Extremely low covid-19 vaccine uptake among Black pregnant
people,44 45 may reflect the intersection of historical mistrust of
medical research with contemporary misinformation campaigns
targeted at Black people.46 -48 Lack of clinical trial data on pregnant
people and misinformation about the vaccine brought confusion
and feelings of exclusion.49 Misinformation and sceptic campaigns
target Black families by erroneously likening the contemporary
vaccine trials to historical scandals like the Tuskegee syphilis study,
inwhich treatmentwaswithheld fromBlackmenwithout consent,46

despite their differences in research design. The campaigns built
on distrust and suggested that the vaccines would infect people
with SARS-CoV-2 rather than protect them from disease, worsening
vaccine hesitancy and reducing uptake among racialized groups
and immunocompromisedpeople.Othermisinformationcampaigns
reflected ideas that vaccination would increase rates of stillbirth,
miscarriages, and infertility without supporting data.50

Long covid
Few policies have been developed to mitigate the physical and
financial damage from pandemic related illness among Black and
other racializedpeople. One clinical outcome that points to systemic
failure in the aftermath of the pandemic is long covid—persistent
constitutional, cardiorespiratory, neuropsychiatric, and
gastrointestinal symptoms and complications ranging from mild to
severe.51 Studies show that Black andHispanicAmericans aremore
likely to develop symptoms of long covid than white Americans,
and some may not have the condition diagnosed because of coding
changes.52 Although further research is needed to understand the
mechanisms for these differences and the role of coding in covid-19
diagnosis, these disparities could be one of the many sequelae of
systemic racism and economic inequality on health, as racialized
people are less likely to seek further healthcare for persistent covid
symptoms because of cost and access issues.53 Further, people with
long covid experience stigmatization because of perceived
psychosomatization,while limitedandoverburdened referral centers
hinder access to care, likely compounding issues for people from
minority groups.54

Implications and recommendations
Rather than waiting for the next pandemic to address systemic
failures, the US must start working now to achieve equitable health
outcomes for racialized and poor Americans. Tackling systemic
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racism requires anapproach that is grounded in critical race theory38

and anti-racism. To be effective and responsive to the needs of
racialized people, the approach must reflect and include the
extensive knowledge on equity established by activists55 56 and
interdisciplinary public health researchers57 long before the
pandemic, while expanding on new methods of understanding in
public health research.58 The following recommendations all reflect
an anti-racist approach.

Resist the compulsion to pathologize racialized minority
behavior without assessing structural drivers to health
inequities—Rather than focusing on individual health behaviors,
health experts and communicators (eg, medical research,
journalism, epidemiological studies) shouldbeencouraged toassess
howstructural racismandeconomic inequality prompt and sustain
those behaviors36

Disaggregate racialized data and develop measures to
operationalize structural racism in public health
studies—Transdisciplinary health equity researchers and
epidemiologists have suggested the need to disaggregate broad
racial categories such as “Hispanic/Latino” to assess disease risk
for specific individuals and communities.5 Analyzing variation
within ethnic groups can reduce the likelihood of missing key
distinguishers in health outcomes. Similarly, separating out Native
Hawaiians and Pacific Islanders from encapsulating terms such as
Native American or Indigenous in statistical analysis,59 can help to
critically analyze the specific risk factors related to racism and
identify populations at risk of exposure to structural racism,38 based
on their specific context rather than relying on race as a risk factor.
Disaggregating at different intersections can reveal crucial
information. For example, disaggregating racial data by age showed
that black people were hospitalized or dying at a significantly
younger age than white individuals and the general population.60

Support communitypartnerships—Institutions andgovernments
should work with community based organizations in health
promotion and disease prevention efforts. Initiatives such as the
Black Doctors Consortium in Philadelphia61 had a crucial role in
bringing testing and vaccines to underserved communities.
Collaborations between universities, trusted community
organizations, faith groups, and state or local governments have
been effective in vaccinating Black and Latino people, highlighting
the importance of maintaining these partnerships and fostering
innovation to reduce health inequalities.62 In these partnerships,
communities should have the power to intervene and contribute as
experts rather than simply providing input. Community partners
and community basedorganizations should reflect thepeoplemost
affected by the health concern. As such, institutions should seek
local partnerships that are led by and focused on racialized
populations.

Reparations for descendants of enslaved people—Aswell as the
compelling moral and historical arguments in favor of reparations,
many analyzes suggest reparations are an effective public health
strategy63 that could not only have prevented more premature
deaths from covid among all Americans64 but also increase the life
expectancy for Black Americans,65 and have a lasting
intergenerational effect on families.12

Separate health insurance from employment—Working age
racialized people have high rates of unemployment and
underinsurance or uninsurance.39 Given the disproportionate toll
on young, racialized people in essential roles, policies should frame
healthcare as a universal right, rather than a fringe benefit from
employment.

Include vulnerable populations in vaccine trials and rethink
vaccine distribution— Perinatal death rates increased throughout
the pandemic for most racialized groups,66 with effects most
pronounced among Black people. Delays in including pregnant
Black people in clinical trials caused and inflamed the racialized
misinformation campaigns. The Food andDrugAdministration and
drug companies must coordinate to make sure that all Americans
are included in vaccine trials while critically assessing medical
professional guidelines. Once vaccines were approved and demand
grew beyond supply, the distribution and priority status became
politicized. Essential workers who were initially included in the
second tier moved down the priority list for vaccines, while
occupations that typically have low Black representation (such as
teachers) were moved up the list.67 The vaccine rollout thus
prioritized people who interacted with those at greatest risk of
covid-19 infection rather than those who were actually at greatest
risk themselves.68

Improve conditions for incarcerated people and move towards
abolishingcarceral systems—Incarcerationhasdetrimentalhealth
effects on individuals and communities.21 Incarcerated people and
those who been recently released have increased rates of infectious
diseases, chronic health conditions, and are more likely to acquire
covid-19 and develop severe covid-19 symptoms. State prisons had
over three times the rate of covid-19 infections than the general
population.69 Statistics for people detained in immigration camps
were obscured by enforcement agency reporting practices,70 but
after a bill was passed calling for covid-19 data transparency,
analysis showed over 10 000 covid-19 cases from March 2020 to
March 2021. In October 2021, researchers at the American Public
Health Association pointed to incarceration as a threat to public
health and called for a move towards “the abolition of carceral
systems.”71 While progressing towards this crucial target,
recommendations to improve health outcomes include developing
a system for identifyingmedically vulnerable people in immigration
detention centers, reducing dangerous facility transfers, release of
incarceratedpeoplewhoare better suited for care in the community,
and reducing barriers for vaccination regardless of citizen status.72

While systemic racism exists in the United States, racialized people
will continue to die prematurely and unnecessarily. Policy makers
need to learn from missed opportunities to reduce the challenges
affecting the most vulnerable Americans and take steps to reconcile
longstanding issues from centuries of detrimental policy. Action
now following an anti-racist approach will ensure the US is better
prepared to meet future public health crises.

Key messages

• Covid-19 disproportionately affected racialized groups, who had higher
hospitalization and death rates than white Americans

• Inequalities in hospital admissions rates were greatest for racialized
people in young and middle adulthood

• Systemic racism, economic inequality, and racial capitalism all
contribute to the racial gaps in health conditions linked to worse
covid-19 outcomes

• Despite the pandemic exposing systemic inequality in the US, little
progress has been made to change these conditions or address racial
capitalism

• Efforts to reduce health inequities must be built on anti-racist action
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