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KEY POINTS
•
•

•

The COVID-19 pandemic has highlighted stark health disparities among Black, Hispanic, Native
American, and Native Hawaiian/Pacific Islander populations in several areas, including infections,
hospitalizations, death rates, and vaccination rates.
Key short-term policy steps to address health inequities include using existing data and collecting
more complete data on race and ethnicity to support policymaking to reduce health disparities;
ensuring equitable rates of COVID-19 testing, treatment, and vaccination; and improving access to
health insurance coverage.
Longer-term efforts should address socioeconomic drivers of variation in health outcomes and
strengthen public health surveillance systems and infrastructure through data modernization.

INTRODUCTION
In order to contain the COVID-19 pandemic, it is crucial to address health equity for all racial and ethnic groups
in terms of supporting timely access to and utilization of testing, treatment, and vaccination. This Issue Brief
highlights evidence on what is currently known about COVID-19 disparities by race and ethnicity and outlines
potential policy solutions to address COVID-19’s disproportionate impact on certain racial and ethnic
populations. The Office of the Assistant Secretary for Planning and Evaluation (ASPE) has been following these
trends during the pandemic,1 and this report provides an updated evidence review in several areas – testing,
infection rates, hospitalization and death rates, and vaccination – and concludes with a summary of potential
policy solutions.

TESTING
There is a need to enhance collection of race and ethnicity information on lab results for COVID-19 tests. The
few studies that have examined testing demand suggest there may be a need for greater testing capacity in
certain communities.2,3 For example, one national review found that COVID-19 testing sites located in Black
and Hispanic communities in many major cities potentially face higher demand than sites in higher-income
areas and predominantly White communities in the same cities.4
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A September 2020 analysis of 50 million patient records nationally indicated testing did not differ substantially
by race and ethnicity; however, among those who were tested, Hispanic, Black, and Asian patients were more
likely than White patients to test positive for COVID-19.5 Overall, while national testing rates are similar across
racial and ethnic groups, the higher disease burden in Black and Hispanic communities (as discussed in the next
section) indicates that testing rates in these groups should also be significantly higher than it has been, likely
reflecting a lack of adequate access to timely testing.

INFECTION RATES
While testing rates have been similar across groups, Native Hawaiian/Pacific Islander, American Indian/Alaska
Native, and Hispanic populations have experienced higher age-adjusted COVID-19 case rates compared to
Black, White, and Asian populations, as shown in Figure 1. A recent analysis of infections in persons under the
age of 25 also found similar infection incidence between Black and White populations, although disparities
persisted for Native Hawaiian and Pacific Islander, American Indian or Alaska Native, and Hispanic persons.6
Disparities in access to COVID-19 testing among racial and ethnic populations may lead to underestimation of
the disparities in infection rates. Although national data do not show disparities in infection rates for Asian
populations, other work has suggested that disparities may exist at state or local geographies,7,8 or between
Asian sub-populations.9
Figure 1: COVID-19 Age-Adjusted Case Rates per 100,000 Persons by Race and Ethnicity,
through March 10, 2021

Native Hawaiian/Pacific Islander, Non-Hispanic

6,692

American Indian/Alaska Native, Non-Hispanic

5,711

Hispanic/Latino

4,145

Black, Non-Hispanic

3,500

White, Non-Hispanic
Asian, Non-Hispanic

3,267
2,217

Note: While only 53 percent of reported cases had known race and/or ethnicity, the denominators used for calculating these
rates are based on national census data. Therefore, these age-adjusted case rates likely underestimate true rates, and the
degree of underestimation might vary across the race/ethnicity groups. These age-standardized distributions show what
disparities would look like if the age distribution were the same across all race and ethnic groups.
Source: COVID-19 case-level data reported by jurisdictions to the Centers for Disease Control and Prevention.

HOSPITALIZATION AND DEATH RATES
As shown in Figure 2, certain racial and ethnic populations, including American Indian/Alaska Native persons
followed by Hispanic, Black, and Native Hawaiian/Pacific Islander persons, have experienced higher death rates
than White populations. Data from COVID-NET (COVID-19-Associated Hospitalization Surveillance Network),
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which conducts population-based surveillance in 99 counties and 14 states that include 10 percent of the U.S.
population, showed considerably higher COVID-19-associated hospitalization rates among American
Indian/Alaska Native, Black, and Hispanic persons compared to White persons.10 Similarly, an ASPE analysis of
statewide hospitalization data in 17 states showed an overrepresentation of Black and Hispanic individuals in
COVID-19 hospitalizations.11 While age-adjusted death rates for Asian populations are similar to White
populations at the national level, other work has highlighted higher death rates for Asian populations in
specific geographic locations or for Asian sub-populations.12,13
A study analyzing electronic health records data for patients from 53 health systems across 21 states found
that among patients who test positive for COVID-19, Black, Hispanic, and Asian patients were at higher risk for
hospitalization and death compared to White patients, even after controlling for underlying health conditions
and socioeconomic characteristics (this study did not report findings for smaller population groups such as
American Indians, Alaska Natives, Native Hawaiians and Other Pacific Islanders, or patients who identify as
multiple races).14 Another study indicated that Hispanic, Black, and Asian patients admitted at one hospital
were more likely to have increased COVID-19 disease severity upon admission compared with White nonHispanic patients, with higher risks of intubation, need for intensive care, or death.15
Excess death rates – which capture both direct and indirect effects of the pandemic – have also been
disproportionately concentrated among Black and Hispanic populations. The Centers for Disease Control and
Prevention (CDC) reported 299,000 excess deaths as of October 2020, with 66 percent of excess deaths
attributed to COVID-19, and the largest percentage increases were in Hispanic populations.16 An ASPE analysis
found higher rates of excess deaths during 2020 among Medicare Fee-For-Service (FFS) beneficiaries who were
Black, Hispanic, Native American, and Asian,17 similar to a recently published national study among the full U.S.
population.18
Figure 2: Provisional COVID-19 Age-Adjusted Death Rates per 100,000 Persons by Race and Ethnicity,
Reported through March 6, 2021
Native Hawaiian/Pacific Islander, Non-Hispanic

208

American Indian/Alaska Native, Non-Hispanic

304

Hispanic/Latino

288

Black, Non-Hispanic

236

White, Non-Hispanic

124

Asian, Non-Hispanic

127

Note: The death rates depicted in this figure are based on provisional death counts received and coded as of the date of analysis
and do not represent all deaths that occurred in that period. Counts of deaths occurring after the reporting period are not
included in the figure. Lag in reporting death can range from one week to eight weeks or more. These age-standardized
distributions show what disparities would look like if the age distribution were the same across all race and ethnic groups.
Source: CDC National Center for Health Statistics Provisional Death Counts for COVID-19.
https://www.cdc.gov/nchs/nvss/vsrr/COVID19/index.htm
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VACCINATION
Early evidence suggests that there are large differences in vaccination rates among different racial and ethnic
groups, though data are subject to significant limitations. As of March 10, 2021, one or more doses of COVID19 vaccines had been administered to more than 62 million persons in the U.S. (see Table 3).19 However,
information on race and ethnicity was available for only approximately half of COVID-19 vaccine recipients in
data reported to CDC by states and territories. Taking this limitation into account, as shown in Table 3, the
percentages of vaccine recipients who are Hispanic (8.5 percent) and Black (7.2 percent) are lower than would
be expected based on the proportions of the total U.S. population represented by these groups (Hispanic 18.5
percent, Black 12.5 percent). The percentage of White (65.5 percent) and American Indian/Alaska Native
persons (1.6 percent) who have received COVID-19 vaccinations appears to be higher relative to the
percentage of the total U.S. population represented by each of these groups (White 60.1 percent, American
Indian/Alaska Native 0.7 percent). A similar pattern is observed for those who have received 2 or more doses
(Table 4). Despite the data limitations related to race and ethnicity, it is important to monitor disparities in
vaccination rates considering the existing evidence about disproportionate death rates among racial and
ethnic minorities, as well as possible racial and ethnic differences in attitudes and access,20 and in the racial
and ethnic composition of COVID-19 vaccination priority groups.21
Table 3: Percentages of People Receiving 1 or More Doses of COVID-19 Vaccine, by Race and Ethnicity,
as of March 10, 202122
Race/Ethnicity
Hispanic/Latino
White, Non-Hispanic
American Indian/Alaska Native, Non-Hispanic
Asian, Non-Hispanic
Black, Non-Hispanic
Native Hawaiian/Other Pacific Islander, Non-Hispanic
Multiple/Other, Non-Hispanic

Count
2,826,733
21,743,301
541,239
1,571,774
2,377,778
84,412
4,038,185

Percentage of
Vaccinated
People
8.5%
65.5%
1.6%
4.7%
7.2%
0.3%
12.2%

Racial/Ethnic Group as a
Percentage of
Total U.S. Population
18.5%
60.1%
0.7%
5.8%
12.5%
0.2%
2.2%

Notes: Data from 62,451,150 people with 1 or more doses administered. Race/ethnicity was available for
33,183,422 (53.1 percent) people with 1 or more doses administered. These demographic data in Table 3
represent only the geographic areas that contributed data and might differ by populations prioritized within
each state or jurisdiction’s vaccination phase. Every geographic area has a different racial and ethnic
composition, and not all are in the same vaccination phase. These data are thus not generalizable to the
entire U.S. population. Data source for the percentage of the U.S. population is the U.S. Census Bureau.

Table 4: Percentages of People Receiving 2 Doses of COVID-19 Vaccine, by Race and Ethnicity,
as of March 10, 202123
Race/Ethnicity
Hispanic/Latino
White, Non-Hispanic
American Indian/Alaska Native, Non-Hispanic
Asian, Non-Hispanic
Black, Non-Hispanic
Native Hawaiian/Other Pacific Islander, Non-Hispanic

March 2021

Count
1,258,035
11,599,893
301,594
736,546
1,104,855
43,641

Percentage of
Vaccinated
People
7.3%
67.6%
1.8%
4.3%
6.4%
0.3%

Racial/Ethnic Group as a
Percentage of
Total U.S. Population
18.5%
60.1%
0.7%
5.8%
12.5%
0.2%
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Race/Ethnicity
Multiple/Other, Non-Hispanic

Count
2,123,920

Percentage of
Vaccinated
People
12.4%

Racial/Ethnic Group as a
Percentage of
Total U.S. Population
2.2%

Notes: Data from 32,446,793 people with 2 doses administered. Race/ethnicity was available for 17,168,484 (52.9
percent) people with 2 doses administered. These demographic data in Table 4 represent only the
geographic areas that contributed data and might differ by populations prioritized within each state or
jurisdiction’s vaccination phase. Every geographic area has a different racial and ethnic composition, and
not all are in the same vaccination phase. These data are thus not generalizable to the entire U.S.
population. Data source for the percentage of the U.S. population is the U.S. Census Bureau.

DRIVERS OF COVID-19 DISPARITIES
Several factors contribute to COVID-19 disparities, most stemming from long-standing systemic inequalities
and structural racism.24 Underlying health and social inequities put many racial and ethnic populations at
increased risk of getting sick, having more severe illness, and dying from COVID-19. For example, inequities
related to employment can affect the risk of occupational exposure to COVID-19, and inequities in income may
limit access to safe housing, transportation, or medical care that could affect risk of exposure to COVID-19.25,26
An analysis of county-level data for 3,142 U.S. counties showed the majority of observed racial disparities in
COVID-19 deaths persisted even after controlling for 2019 mortality rates and COVID-19 cases per 100,000
people, which suggests socioeconomic factors play a key role in these disparities.27 Differences in quality of
care across nursing homes, which serve disabled and older adults, and which have been particularly hard hit by
the pandemic, are another key factor.28
To avoid basing explanations for disparities on racial stereotypes, COVID-19 disparities should be studied in the
context of resource deprivation caused by historical and ongoing discrimination, low socioeconomic status,
and place-based risk factors.29 Racial discrimination can result in chronic stress and contribute to social and
economic factors that may put some people from certain racial and ethnic communities at increased risk for
COVID-19.30 Many American Indian and Alaska Native communities face barriers such as remote locations,
public health infrastructure challenges, lack of broadband access, and health professional shortages, which
affect access to health care services.31 Research using national data has found that in addition to
disproportionately higher COVID-19 infection and death rates among Black and Hispanic populations, other
predictors of higher COVID-19 infection rates include larger household sizes, lack of a high school degree, and
larger share of non-citizens in a community,32 the latter of which may relate to immigrants' perceived or actual
ability to obtain needed medical care and participate in government programs.33 Delivering culturally
appropriate and linguistically tailored services, including through utilization of community health workers and
community-based organizations, can help address health disparities by correcting misinformation and
connecting patients with care providers who help them feel comfortable and engaged in their care.34
The National Healthcare Quality and Disparities Report (NQDR), which tracks over 250 quality measures and
highlights disparities among various population groups, indicates that while some health care disparities
became smaller from 2000 through 2016-2018, racial and ethnic disparities persist, including large differences
in access to care.35 Individuals without health insurance are less likely to have a primary care provider and less
able to afford needed health care services.36 The implementation of the Affordable Care Act significantly
reduced rates of uninsured between 2010 and 2017, with the largest gains in coverage occurring among
people of color such as Black, Asian, and Hispanic people.37 However, recent analysis of Census Bureau data
indicated that 3.3 million non-elderly adults in the U.S. lost employer-sponsored health insurance (ESI) during
the summer of 2020, and nearly half of them (1.6 million) were Hispanic adults.38
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Factors affecting vaccine disparities include lack of information about vaccine availability, transportation
challenges, doubts about vaccine safety, limited access to pharmacies, and lack of access to the internet to
obtain vaccination appointments.39,40 Results from a December 2020 survey indicated that among Black
respondents who said they probably or definitely would not get vaccinated, approximately half of them said
they do not trust vaccines in general (47 percent) or that they are worried they may get COVID-19 from the
vaccine (50 percent).41 Furthermore, a January 2021 survey showed that only 46 percent of Black adults and
53 percent of Hispanic adults were confident that vaccine distribution is taking into account the needs of their
communities. This survey also identified critical information gaps, with over 60 percent of Black and Hispanic
adults indicating that they do not have sufficient information about when and where they will be able to be
vaccinated.42 According to recent data from the Census Bureau’s Household Pulse Survey, Black respondents
are especially distrustful of vaccines.43 Such distrust may reflect skepticism resulting from historical
mistreatment in medical studies and ongoing experiences of discrimination in health care.44 Coordinating with
community leaders to share targeted messaging and accurate scientific information about vaccine safety may
be especially important for increasing vaccine confidence in these communities.
The HHS Office of Minority Health's new Advancing Health Literacy to Enhance Equitable Community
Responses to COVID-19 initiative will fund localities' efforts to implement evidence-based health literacy
strategies that are culturally appropriate to enhance COVID-19 testing, contact tracing and/or other public
health prevention practices, and vaccination among people of color including those living in rural
communities.45 In addition, the Centers for Medicare and Medicaid Services (CMS) is engaging community
coalitions in Quality Improvement Organizations' efforts to improve healthcare access, assist with chronic
disease management, and increase the uptake of COVID-19 vaccinations among people of color and other
underserved populations.

POLICY SOLUTIONS AND NEXT STEPS
Strategies to achieve health equity and reduce or eliminate racial and ethnic disparities in responding to the
COVID-19 pandemic include:
•

Improving public health data infrastructure, data collection, and dissemination to inform evidencebased decision making – An October 2020 ASPE brief noted that county-level data show potential
geographic variation in the severity of the impact of the pandemic by race and ethnicity, but statelevel data currently are insufficient to fully characterize the pandemic’s disparate impact. This Issue
Brief has identified a number of areas where there are current data gaps that, if addressed, could be
helpful for monitoring health disparities to better target federal, state, Tribal, and community
response efforts – particularly related to vaccination rates by race and ethnicity. A related priority is
promoting data reporting with privacy safeguards to protect personal data that are collected. An
additional priority is the uniform data collection standards required by Section 4302 of the Affordable
Care Act, including collecting data for major racial and ethnic groups and subgroups.46

•

Considering the intersection between people of color and disabilities/chronic conditions – There is a
growing literature showing that people of color have higher rates of incidence of a number of chronic
conditions/disabilities that are indicated as possible or likely risk factors for severe cases of COVID-19.
In-depth consideration of the intersection between disability, chronic conditions, and race and
ethnicity can facilitate more comprehensive approaches to mitigate barriers to access to care and
result in more holistic, culturally competent interventions.

•

Ensuring equitable access to critical COVID-19 equipment and supplies – Leveraging partnerships and
supporting state, Tribal, and local and territorial efforts to increase access to COVID-19 testing,
treatment, and vaccination, as well as personal protective equipment, can help prevent the spread of
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COVID-19 and address the impact of COVID-19 on racial and ethnic communities at high risk for
adverse outcomes.
•

Expanding access to health care and social services – Ensuring access to culturally and linguistically
appropriate high-quality health care services can help improve health outcomes among racial and
ethnic communities and populations with limited-English proficiency. Increasing access to affordable
health insurance and strengthening access to mental health services, community health centers, and
home- and community-based services can help ensure individuals receive the care they need, whether
in-person or through telehealth. Policies to address underlying social determinants of health including
employment, nutrition, housing, and access to social services are also critical.

March 2021

ISSUE BRIEF

7

REFERENCES
1. ASPE. Disparities in Rates of COVID-19 Infection, Hospitalization, and Death by Race and Ethnicity.
https://aspe.hhs.gov/pdf-report/covid-19-disparities-by-race-and-ethnicity
2. Johns Hopkins University & Medicine Coronavirus Resource Center. State COVID-19 Data by Race.
https://coronavirus.jhu.edu/data/racial-data-transparency
3. Artiga S, Corallo B, and O Pham. Racial Disparities in COVID-19: Key Findings from Available Data and
Analysis. https://www.kff.org/racial-equity-and-health-policy/issue-brief/racial-disparities-covid-19key-findings-available-data-analysis/
4. Kim SR et al. Which Cities Have the Biggest Racial Gaps In COVID-19 Testing Access?
https://fivethirtyeight.com/features/white-neighborhoods-have-more-access-to-covid-19-testingsites/
5. Ruben-Miller L et al. COVID-19 Racial Disparities in Testing, Infection, Hospitalization, and Death:
Analysis of Epic Patient Data. https://www.ehrn.org/articles/covid-19-racial-disparities-in-testinginfection-hospitalization-death/
6. Van Dyke ME, Mendoza MC, Li W, et al. Racial and Ethnic Disparities in COVID-19 Incidence by Age,
Sex, and Period Among Persons Aged <25 Years — 16 U.S. Jurisdictions, January 1–December 31, 2020.
MMWR ePub: 10 March 2021. http://dx.doi.org/10.15585/mmwr.mm7011e1
7. ASPE. Disparities in Rates of COVID-19 Infection, Hospitalization, and Death by Race and Ethnicity.
https://aspe.hhs.gov/pdf-report/covid-19-disparities-by-race-and-ethnicity
8. Moore JT, Ricaldi JN, Rose CE, et al. Disparities in Incidence of COVID-19 Among Underrepresented
Racial/Ethnic Groups in Counties Identified as Hotspots During June 5–18, 2020 — 22 States, February–
June 2020. MMWR 2020;69:1122–1126.
9. Marcello RK, Dolle J, Tariq A, Kaur S, Wong L, Curcio J et al. Disaggregating Asian Race Reveals COVID19 Disparities among Asian Americans at New York City’s Public Hospital System. medRxiv.
2020:2020.11.23.20233155. doi:10.1101/2020.11.23.20233155
10. CDC. The Coronavirus Disease 2019 (COVID-19)-Associated Hospitalization Surveillance Network
(COVID-NET). https://gis.cdc.gov/grasp/COVIDNet/COVID19_3.html
11. ASPE. Disparities in rates of COVID-19 infection, hospitalization, and death by race and ethnicity.
https://aspe.hhs.gov/pdf-report/covid-19-disparities-by-race-and-ethnicity
12. ASPE. Disparities in Rates of COVID-19 Infection, Hospitalization, and Death by Race and Ethnicity.
https://aspe.hhs.gov/pdf-report/covid-19-disparities-by-race-and-ethnicity
13. Marcello RK, Dolle J, Tariq A, Kaur S, Wong L, Curcio J et al. Disaggregating Asian Race Reveals COVID19 Disparities among Asian Americans at New York City’s Public Hospital System. medRxiv.
2020:2020.11.23.20233155. doi:10.1101/2020.11.23.20233155.
14. Ruben-Miller L et al. COVID-19 Racial Disparities in Testing, Infection, Hospitalization, and Death:
Analysis of Epic Patient Data. https://www.ehrn.org/articles/covid-19-racial-disparities-in-testinginfection-hospitalization-death/. ￼diagnosis
15. Joseph NP, Reid NJ, Som A, Li MD, Hyle EP, Dugdale CM, et al. Racial and Ethnic Disparities in Disease
Severity on Admission Chest Radiographs among Patients Admitted with Confirmed COVID-19: A
Retrospective Cohort Study. Radiology. 2020:202602. https://doi.org/10.1148/radiol.2020202602
16. Rossen LM, Branum AM, Ahmad FB, Sutton P, Anderson RN. Excess Deaths Associated with COVID-19,
by Age and Race and Ethnicity — United States, January 26–October 3, 2020. MMWR 2020;69:1522–
1527. http://dx.doi.org/10.15585/mmwr.mm6942e2
17. Internal ASPE analysis. Excess Deaths Among Medicare FFS Beneficiaries, by Health Conditions and
Demographic Characteristics, February 24-September 27, 2020.
18. Polyakova M, Udalova V, Kocks G, Genadek K, Finlay K, Finkelstein AN. Racial Disparities In Excess AllCause Mortality During The Early COVID-19 Pandemic Varied Substantially Across States. Health
Affairs. 2021: 40(2). https://doi.org/10.1377/hlthaff.2020.02142

March 2021

ISSUE BRIEF

8

19. CDC. COVID Data Tracker: COVID-19 Vaccinations in the United States. https://covid.cdc.gov/coviddata-tracker/#vaccinations
20. Artiga S and J Kates. Addressing Racial Equity in Vaccine Distribution. https://www.kff.org/racialequity-and-health-policy/issue-brief/addressing-racial-equity-vaccine-distribution/
21. Selden, T.M., Berdahl, T.A., and Fang, Z. COVID-19 Vaccination Prioritization Scenarios and Their Effects
on Eligibility by Poverty Level, Race, and Ethnicity. Research Findings #46. February 2021. Agency for
Healthcare Research and Quality, Rockville, MD.
https://meps.ahrq.gov/data_files/publications/rf46/rf46.pdf
22. CDC COVID Data Tracker, https://covid.cdc.gov/covid-data-tracker/#vaccination-demographic; and
Census Bureau Annual Estimates of the Resident Population by Sex, Race, and Hispanic Origin for the
United States: April 1, 2010 to July 1, 2019. https://www2.census.gov/programssurveys/popest/tables/2010-2019/national/asrh/nc-est2019-sr11h.xlsx
23. CDC COVID Data Tracker, https://covid.cdc.gov/covid-data-tracker/#vaccination-demographic; and
Census Bureau Annual Estimates of the Resident Population by Sex, Race, and Hispanic Origin for the
United States: April 1, 2010 to July 1, 2019. https://www2.census.gov/programssurveys/popest/tables/2010-2019/national/asrh/nc-est2019-sr11h.xlsx
24. "Structural racism" refers to the ways in which societies foster racial discrimination through mutually
reinforcing systems of housing, education, employment, earnings, benefits, credit, media, health care,
and criminal justice; and these practices reinforce discriminatory beliefs, values, and distribution of
resources. Lancet. 2017 Apr 8;389(10077):1453-1463. doi: 10.1016/S0140-6736(17)30569-X.
25. CDC. COVID-19 Racial and Ethnic Health Disparities. https://www.cdc.gov/coronavirus/2019ncov/community/health-equity/racial-ethnic-disparities/
26. van Doorslaer E, Masseria C, Koolman X; OECD Health Equity Research Group. Inequalities in access to
medical care by income in developed countries. CMAJ. 2006 Jan 17;174(2):177-83.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1329455/
27. Khanijahani A. Racial, ethnic, and socioeconomic disparities in confirmed COVID-19 cases and deaths in
the United States: a county-level analysis as of November 2020. Ethnicity and Health. 2020 Dec 17;114. https://pubmed.ncbi.nlm.nih.gov/33334160/
28. Grabowski DC, Mor V. Nursing Home Care in Crisis in the Wake of COVID-19. JAMA. 202; 324(1):23-24.
29. Chowkwanyun M and AL Reed, Jr. Racial Health Disparities and Covid-19 — Caution and Context. New
England Journal of Medicine, 2020; 383:201-203. https://www.nejm.org/doi/10.1056/NEJMp2012910
30. CDC. Health Equity Considerations & Racial & Ethnic Minority Groups.
https://www.cdc.gov/coronavirus/2019-ncov/community/health-equity/race-ethnicity.html
31. Hatcher SM, Agnew-Brune C, Anderson M, et al. COVID-19 Among American Indian and Alaska Native
Persons — 23 States, January 31–July 3, 2020. MMWR 2020;69:1166–1169.
https://www.cdc.gov/mmwr/volumes/69/wr/mm6934e1.htm
32. Figueroa JF, Wadhera, RK et al. Association of race, ethnicity, and community-level factors with COVID19 cases and deaths across U.S. counties. Healthcare (Amst). 2020 Nov 21;9(1):100495.
https://pubmed.ncbi.nlm.nih.gov/33285500/
33. Bernstein H, Gonzalez, Karpman M, Zuckerman S. Amid Confusion over the Public Charge Rule,
Immigrant Families Continued Avoiding Public Benefits in 2019. Urban Institute.
https://www.urban.org/research/publication/amid-confusion-over-public-charge-rule-immigrantfamilies-continued-avoiding-public-benefits-2019
34. Paretz PJ, Islam N, and Matiz LA. Community Health Workers and Covid-19 — Addressing Social
Determinants of Health in Times of Crisis and Beyond.
https://www.nejm.org/doi/full/10.1056/NEJMp2022641
35. AHRQ. 2019 National Healthcare Quality and Disparities Report.
https://www.ahrq.gov/research/findings/nhqrdr/nhqdr19/index.html

March 2021

ISSUE BRIEF

9

36. ODPHP. HealthyPeople 2030: Health Care Access and Quality.
https://health.gov/healthypeople/objectives-and-data/browse-objectives/health-care-access-andquality
37. CDC. Health, United States, 2018. Table 47: No Health Insurance Coverage among Persons under age
65. https://www.cdc.gov/nchs/data/hus/2018/047.pdf
38. Gangopadhyaya A, Karpman M, and Aarons J. September 2020. As the COVID-19 Recession Extended
into the Summer of 2020, More Than 3 Million Adults Lost Employer-Sponsored Health Insurance
Coverage and 2 Million Became Uninsured. Evidence from the Household Pulse Survey, April 23–July
21, 2020. https://www.rwjf.org/content/dam/farm/reports/issue_briefs/2020/rwjf462707
39. Bergal J. Without a Ride, Many in Need Have No Shot at COVID-19 Vaccine. Pew Charitable Trusts.
https://www.pewtrusts.org/en/research-and-analysis/blogs/stateline/2021/02/01/without-a-ridemany-in-need-have-no-shot-at-covid-19-vaccine
40. Witness Testimony during the House Select Subcommittee on the Coronavirus Crisis February 19, 2021
Briefing: Ensuring Equity In Coronavirus Vaccinations. https://coronavirus.house.gov/subcommitteeactivity/briefings/webex-briefing-ensuring-equity-coronavirus-vaccinations
41. Hamel L et al. KFF COVID-19 Vaccine Monitor: December 2020. https://www.kff.org/coronaviruscovid-19/report/kff-covid-19-vaccine-monitor-december-2020/
42. KFF. KFF COVID-19 Vaccine Monitor: January 2021. https://www.kff.org/coronavirus-covid19/report/kff-covid-19-vaccine-monitor-january-2021/
43. Internal ASPE analysis of U.S. Census Bureau Household PULSE Survey, Week 23 data.
44. National Academies of Sciences, Engineering, and Medicine. 2020. Framework for Equitable Allocation
of COVID-19 Vaccine. Washington, DC: The National Academies Press. https://doi.org/10.17226/25917
45. HHS. Biden Administration to Invest $250 Million in Effort to Encourage COVID-19 Safety and
Vaccination Among Underserved Populations. March 8, 2021.
https://www.hhs.gov/about/news/2021/03/08/biden-administration-to-invest-250-million-in-effortto-encourage-covid-19-safety-and-vaccination.html
46. ASPE. HHS Implementation Guidance on Data Collection standards for Race, Ethnicity, Sex, Primary
Language, and Disability Status. 2011. https://aspe.hhs.gov/pdf-report/hhs-implementation-guidancedata-collection-standards-race-ethnicity-sex-primary-language-and-disability-status

March 2021

ISSUE BRIEF

10

U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES
Office of the Assistant Secretary for Planning and Evaluation

200 Independence Avenue SW, Mailstop 447D
Washington, D.C. 20201

For more ASPE briefs and other publications, visit:
aspe.hhs.gov/reports

ABOUT THE AUTHORS
Adelle Simmons is a Program Analyst in the Office of Health
Policy at ASPE.
Andre Chappel is the Director of the Division of Public Health
Services in the Office of Health Policy at ASPE.
Allison Kolbe is a Program Analyst in the Office of Science and
Data Policy at ASPE.
Laina Bush is the Deputy Assistant Secretary, Science and Data
Policy, at ASPE.
Benjamin D. Sommers is the Deputy Assistant Secretary, Health
Policy, at ASPE.
SUGGESTED CITATION
Simmons A, Chappel A, Kolbe AR, Bush L, and Sommers BD.
Health Disparities by Race and Ethnicity During the COVID-19
Pandemic: Current Evidence and Policy Approaches. Washington,
DC: Office of the Assistant Secretary for Planning and Evaluation,
U.S. Department of Health and Human Services. March 16, 2021.
COPYRIGHT INFORMATION
All material appearing in this report is in the public domain and
may be reproduced or copied without permission; citation as to
source, however, is appreciated.
___________________________________

Subscribe to the ASPE mailing list to receive
email updates on new publications:
aspe.hhs.gov/join-mailing-list

For general questions or general
information about ASPE:
aspe.hhs.gov/about

March 2021

ISSUE BRIEF

11

