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Abstract

Emerging epidemiological data suggest that white Americans have a lower risk of acquiring COVID-19. Although
many studies have pointed to the role of systemic racism in COVID-19 racial/ethnic disparities, few studies have
examined the contribution of racial segregation. Residential segregation is associated with differing health outcomes
by race/ethnicity for various diseases, including HIV. This commentary documents differing HIV and COVID-19
outcomes and service delivery by race/ethnicity and the crucial role of racial segregation. Using publicly available
Census data, we divide US counties into quintiles by percentage of non-Hispanic white residents and examine HIV
diagnoses and COVID-19 per 100,000 population. HIV diagnoses decrease as the proportion of white residents
increase across US counties. COVID-19 diagnoses follow a similar pattern: Counties with the highest proportion of
white residents have the fewest cases of COVID-19 irrespective of geographic region or state political party inclination
(i.e., red or blue states). Moreover, comparatively fewer COVID-19 diagnoses have occurred in primarily white
counties throughout the duration of the US COVID-19 pandemic. Systemic drivers place racial minorities at greater
risk for COVID-19 and HIV. Individual-level characteristics (e.g., underlying health conditions for COVID-19 or risk
behavior for HIV) do not fully explain excess disease burden in racial minority communities. Corresponding interventions must use structural- and policy-level solutions to address racial and ethnic health disparities.
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Introduction

T

en weeks after the states began reopening in the wake
of the White House’s ‘‘Opening Up America Again’’
guidelines, daily COVID-19 cases have been increasing
rapidly again in the United States.1 Sustained spikes in
COVID-19 cases in the South and the West have resulted in
the doubling of US cases nationally in a matter of weeks.2,3
Much of the corresponding press coverage has highlighted
differing state and local public health responses based upon
partisan divisions with differing observed trajectories of
COVID-19 in red and blue counties,4 or the degree to which
the surge in new infections is occurring among young adults.5
Mostly missing from the media narrative is the durability of
racial disparities as COVID-19 cases gain traction beyond the
northeast. Although an analysis recently linked the nationwide relaxation of public health restrictions to increases in

COVID-19 cases among Latinx populations,6 a more illuminating question is what is the trajectory of COVID-19
cases nationally in overwhelmingly non-Hispanic white
counties since the reopening of the economy?
Some observers have been surprised by the rapid emergence of clear disparities in COVID-19 acquisition and poor
health outcomes along the lines of race/ethnicity for an infectious agent that can infect anyone. One approach to
making sense of these disparities is to assess the impact of
race and ethnicity in the context of HIV. Like COVID-19,
HIV is an infectious disease that can infect anyone, yet for
which large and persistent racial and ethnicity disparities
exist. One important starting point is to acknowledge that
race and ethnicity often not only determine where people live
in the United States but their health status as well.
Redlining by the federal Home Owner’s Loan Corporation
in the 1930s not only codified racial segregation nationally by
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excluding specific communities from key financial and other
resource investments, but also continues to determine current
racial segregation patterns by Census tract and subsequent
health outcomes for various conditions, including COVID-19
and HIV.7,8 A recent analysis reported an association between greater COVID-19 mortality in primarily black
neighborhoods and redlining practices in Chicago.9 Racial
segregation in another study explained 19% of HIV infection
among black people who inject drugs (PWID) as opposed to
3% of HIV infections in white or Latinx PWID;10 and a New
York City analysis found that 65% of black men diagnosed
with HIV and 68% of new HIV diagnoses among black men
occurred in specific zip codes.11
Using publicly available Census data, we divided US
counties into quintiles by percentage of non-Hispanic white
residents (quintile 1: <60.18%, quintile 2: 60.19–77.39%,
quintile 3: 77.40–88.11%, quintile 4: 88.11–93.80%, and
quintile 5: >93.80%). COVID-19 diagnoses were standardized per 100,000 population, and graphs depicting the 7-day
moving average of diagnoses through June 25, 2020, were
generated. We hypothesized that counties with the greatest
percentage of non-Hispanic whites (hereafter ‘‘white’’)
would have the least COVID-19 cases before and after reopening the economy (most states partially reopened by May
15, 2020).12 Conversely, counties with the fewest white
residents would have the greatest COVID-19 cases. Utilizing
the CDC Atlas HIV data per 100,000 population, we also
hypothesized that HIV diagnoses data would follow a similar
pattern as COVID-19 cases as per county demographics.
COVID-19 and HIV Diagnoses Are Lowest
in Primarily White Counties Across
the United States

COVID-19 diagnoses are much lower in US counties with
a high proportion of whites (even when assigning equal
population sizes per quintile) than counties that are more
racially diverse. Both the rate of COVID-19 diagnoses and
cumulative COVID-19 diagnoses decline across US counties
as the proportion of white residents increase: quintile 1:
913.67 cases per 100,000 (1,361,190 cumulative cases);
quintile 2: 798.06 (690,889); quintile 3: 469.36 (242,609);
quintile 4: 292.34 (71,781); and quintile 5: 187.53 (27,168).
The same pattern is evident by region. Irrespective of US
region, COVID-19 cases were lowest in counties with the
most number of white residents (Fig. 1). Despite the increasing COVID-19 pandemic across all quintiles in the
South and West, infections remain lowest in counties with the
highest proportion of white residents; whereas the declining
COVID-19 pandemic in the Northeast and Midwest was
driven by the decline in cases among more racially diverse
counties. Remarkably, COVID-19 diagnoses in Northeastern
and Midwestern counties with primarily white residents have
remained fairly low and stable throughout the entirety of the
COVID-19 crisis.
Surveys and studies have found differences by political
parties in the acceptance of and adherence to COVID-19
prevention measures such as social distancing13 or wearing
face masks,14 as well as comfort in resuming daily activities
as the nation opens.15 It has been widely reported that there
are increasing COVID-19 cases in states that voted for
Donald Trump in 2016, while cases are declining in states
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that voted for Hillary Clinton.16 We find the same pattern, but
the previous analysis misses two crucial details (Fig. 2): First,
irrespective of the 2016 presidential candidate preference,
COVID-19 cases remain lowest in the whitest counties in
blue or red states relative to more diverse counties even after
reopening. Second, even though COVID-19 cases have declined or remained stable in states that voted for Hillary
Clinton, infections are increasing in the most diverse counties
after reopening.
Lower infectious disease burden in primarily white communities is not confined to COVID-19. We found the same
stark differences in HIV diagnoses per 100,000 (Fig. 3), with
the greatest prevalence in more diverse counties. As with
COVID-19 diagnoses, HIV diagnoses decrease progressively
across counties nationally as the population of white residents
increases.
COVID-19, Like HIV, Remains Stubbornly
Concentrated in Communities of Color

The burden of the COVID-19 pandemic in the United
States has not been borne equally. We published the first
national study of COVID-19 in black communities and found
that both cases and deaths increased as the proportion of
black residents increased across counties in the United
States.17 Counties with a higher proportion of black Americans (only 22% of counties nationwide and 35% of the US
population) account for 47% of COVID-19 cases and 54% of
deaths nationally as of June 25, 2020.18 These disparities are
not confined to urban areas. We found the same racial disparity among counties in the small metropolitan and rural
areas of the United States.
Communities other than black Americans are at elevated
risk for COVID-19.19 Latinx households are more likely
than other groups to report a myriad of symptoms associated
with COVID-19,20 polls have found that more black and
Latinx Americans than white Americans know someone
who has died of COVID-19,21 and in late May, the Navajo
Nation surpassed New York and New Jersey in per capita
COVID-19 cases.22
There are multiple factors that contribute to the greater
COVID-19 burden in communities of color, but all stem
from systemic racism. Our published epidemiological analyses point to specific factors that exacerbate COVID-19
diagnoses in black17 and Latino23 communities, including
poverty and living in densely occupied households, living in
localities with greater air pollution, lack of health insurance,
and being employed in jobs that increase exposure to SARSCOV-2. Our data also show that monolingual Spanish
speakers (an economically and politically vulnerable community) have an elevated risk of being diagnosed with
COVID-19,23 possibly due to the same systemic inequities
that place this same population at a higher risk for HIV
opportunistic infections.24
Conversely, fewer white Americans feel at risk for
COVID-19 as the demographics of those stricken by the
pandemic have become clearer. A Pew poll between April
and June 2020 found increasing majorities of black and Latinx respondents being very or somewhat concerned of being
hospitalized for COVID-19. Only 43% of white respondents
expressed the same concern in the June 2020 poll, which was
an 8-point drop from the April poll.25 This racial divide in
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FIG. 1. Seven-day moving average of new COVID-19 cases per 100,000 by percentage of white residents in US counties by region (March 1–June 25, 2020). Since reopening, COVID-19 cases have remained lowest in primarily white counties across region and increased sharply in the most racially diverse counties in the South and West.
(Additional data available at https://ehe.amfar.org/inequity/)
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FIG. 2. Seven-day moving average of new COVID-19 cases by percentage of white residents in US counties by the 2016 State Presidential Election Winner. Since re-opening,
COVID-19 cases have remained lowest in primarily white counties and highest among the most racially diverse counties. (Additional data available at https://ehe.amfar.org/
inequity/)
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FIG. 3.
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New HIV diagnoses per 100,000 by proportion of county population, white (non-Hispanic) (2018).

COVID-19 risk translated into diverging beliefs around reopening businesses during the pandemic. Another poll conducted in March 2020 found that most black, Latinx, and
white Americans believed that it was important to keep
businesses closed for the sake of public safety (76–83%).26
By June 2020, anxiety remained high among black and Latinx Americans (82% and 65%, respectively), but dropped to
only 50% among white Americans.
Focusing on Individual-Level Risks Misses
the Larger Narrative That Propels Health Disparities

Many point to underlying health conditions (e.g., obesity,
hypertension, diabetes, heart disease) as the source of COVID19 racial disparities. Although underlying health conditions
are greater in communities of color, our study and other
studies show that these conditions are not driving COVID-19
racial disparities.27 We found that employment status, access
to health insurance, and overcrowded homes were better
predictors of COVID-19 than any underlying condition.17,23
Another recent analysis reported greater COVID-19 cases
among black Americans despite the fact that social distancing
behavior was more common among African Americans.28
Attributing racial disparities to underlying conditions implicitly blames communities of color for COVID-19 disparities
due to poor health decisions; but there is ample literature
showing how social determinants contribute to worse health
outcomes in communities of color,29 including well-cited HIV
research studies of youth, gay men, and PWID, which show
that HIV disparities persist in black communities despite
similar or fewer behavioral risks than whites.30–32 Existing
reports underline the contributions of segregation and privilege to race-specific COVID-19 and HIV outcomes.
Studies in Tennessee,33 Texas,34 Philadelphia,35 and New
York35 have repeatedly found that COVID-19 testing centers
were initially located in white and wealthy rather than poorer

or browner neighborhoods. Similarly, an analysis found that
whiter and wealthier neighborhoods in New York City witnessed a 40% decline in residents between March and May
who fled the city to the safety of country homes, neighboring
states, or other locales with fewer COVID-19 diagnoses.36
Those left behind to weather the worst of the COVID-19
crisis in NYC were disproportionately poor, less educated,
black, Latinx, or Asian.
Another consequence of residential segregation is proximity to health care facilities. Nationally representative surveys have found that racial minorities on average travel
farther than whites to access health care and spend more time
in a waiting room to see a health care provider.37 Moreover,
the disproportionate number of black and brown workers who
cannot work from home during the pandemic38 and must take
public transportation poses another risk for COVID-19 infection after reopening the economy.39
Traveling further for care is associated with being uninsured
among people living with HIV,40 and distance to care is linked
to poor HIV outcomes in communities of color. A cohort study
of 3623 respondents (77% non-Hispanic black and 6.2% Latinx) receiving HIV care in the DC area outpatient clinics
found that patients who had to travel 5 or miles had a 30%
lower retention and care and viral load.41 A separate study of
people living with HIV in Birmingham, Alabama, reported
that both lack of fuel and lack of a vehicle approached statistical significance in predicting late presentation to HIV care
among African American clinic attendees.42
HIV and COVID-19 Racial Disparities
Are Not a Fait Accompli.

Systemic inequities that have accrued over hundreds of
years, and residential segregation in particular, are not subject to change overnight. This does not mean that these disparities are a fait accompli. There are lessons learned from
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the HIV literature in reducing health disparities, such as
greater access to health care under Medicaid expansion for
communities of color, targeted testing, and the provision of
wrap-around services.
A higher proportion of blacks (45%) versus whites (35%)
living with HIV receive care via Medicaid nationally,43 and
states with expanded Medicaid have lower rates of being
uninsured as well as fewer hospitalizations among people
living with HIV.43,44 Most of the 12 states that have not
expanded Medicaid are in the southern United States, a region where 55% of the black community resides. The
COVID-19 crisis and the accompanying economic downturn
are prompting referenda in various red states to consider the
adoption of Medicaid expansion,45 which may increase
health care access in communities of color and improve
overall health outcomes. Moreover, scaling up testing in
communities of color can reduce disparities. A CDC demonstration project that scaled up HIV testing efforts in black
and Latino communities in the District of Columbia dramatically reduced the proportion of concurrent AIDS diagnoses at first positive test;46 and encouraging data from a
recent study35 show shifts in COVID-19 testing from
wealthier and white neighborhoods to poorer and more diverse neighborhoods in cities initially hit by the COVID-19
pandemic. Scaling up services that help blunt the social determinants of health are likewise useful. Local and national
studies of the Ryan White Program have found declining
HIV-related disparities by race due to the provision of
wraparound services,47,48 which may have implications for
effectively addressing COVID-19 disparities.
Equity in health care access and delivery can also reduce
health-related disparities. Although far from perfect, the US
military has endeavored to meaningfully address institutional
racism.49 These efforts have also impacted health. A recent
CDC study of active US service members living with HIV
reported uniformly high rates of viral suppression irrespective
of race or ethnicity,50 and studies from the Veterans Administration (VA) have found less pronounced health disparities
by race in the VA system compared with the US population
overall.51 Similarly, a preprint of nearly 6000 veterans found
greater COVID-19 diagnoses among black and Latinx veterans, but no difference by race in COVID-19 deaths.52 In other
words, unlike what we have witnessed nationally, black and
Latinx COVID-19 patients in the VA’s care are not experiencing excess deaths compared with whites.
The premature reopening of our economy has only worsened
the COVID-19 crisis among communities of color irrespective
of region or blue or red voting patterns. However, there are
immediate steps that can be taken to achieve greater health
equity and improve health outcomes among all Americans.
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