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Data show that people of color are disproportionately impacted by COVID-19 cases and deaths. According to an analysis of statereported data, large disparities exist in cases and deaths for Blacks and American Indian and Alaska Natives (AIAN), and disparities in
cases among Hispanics as compared to Whites. In August 2020, Blacks represented more cases in reporting states relative to their
population percentage. There were also more COVID-19 related deaths with Blacks having more than twice the mortality rate, and
AIAN having nearly two times that of Whites, respectively. The COVID-19 disparities for Blacks and Hispanics are being experienced
across the country with Black people representing more cases in 30 of 49 reporting states and deaths in 34 of 44 reporting states.
Hispanics accounted for higher cases compared to their population percentage in 35 of 45 reporting states and deaths in 10 of 44
reporting states.1 People of color are experiencing disparities in COVID-19 death regardless of age. A CDC analysis of 11,000 COVID19 deaths in 16 public health jurisdictions found that the median age of death was 9-10 years younger among people of color.2 In
addition to bearing a disproportionate burden of COVID infections and deaths, people of color face disparities in other key areas,
underscoring the need for focused approaches to vaccine education and delivery.

Hospitalization Rates and Testing

When examining hospitalization rates due to COVID-19, data
show that Blacks, Hispanics, and AIAN had approximately five
times higher risk for hospitalization than Whites between
March and July 2020, a disproportionate share relative to
their population percentage or total hospital visits.3
Community health centers have emerged as a testing
resource for underserved communities, thereby reducing the
burden on hospitals during the pandemic. An analysis of data
from community health centers found that people of color
represented 57% of all people tested and 56% of confirmed
cases, with Hispanics representing a higher number of
positive tests compared to their percentage of the total
tested.
A study examining racial gaps in COVID-19 testing access
found both a higher demand for tests and limited testing sites
in and near primarily Black and Hispanic communities when
compared to majority White communities.4 These disparities
could lead to longer wait times and potential increases in
travel time to a testing site, which may serve as increased
barriers to testing, thereby worsening already existing
disparities.5 In a May 2020 interview, Dr. Georges Benjamin,
executive director of the American Public Health Association,
shared his thoughts on testing equity, “Many of the drive-in
centers have been in places inaccessible to minorities or
people without a car...The people who make decisions about
the location of testing sites should always vet these choices
with representatives of the entire community.”
When considering the collective impact of cases, deaths,
hospitalization rates, and access to testing, the data clearly
indicate people of color are bearing a disproportionate
burden of COVID-19. These disparities exacerbate already
existing social, economic, and health inequities that arise
from structural and systemic barriers which increase the risk
for virus exposure, serious illness if infected, and barriers to
testing and treatment for people of color.6,7

Vaccine Disparities

In addition to the challenges of COVID-19 morbidity and
mortality disparities, vaccine distribution disparities have also
been identified. A February 16, 2021 report on COVID-19
vaccinations, cases, and deaths by race/ethnicity across 34

reporting states, reveal a consistent pattern of Black and
Hispanics receiving smaller shares of vaccinations compared
to their shares of cases and deaths and compared to their
population percentages. Data also show that for the 26 states
that report on race/ethnicity, 10% of Whites have received at
least one COVID-19 vaccine dose – a number that is over
three times the rate of Hispanics (3%) and twice the rate for
Blacks (5%). As of February 19, 2021, the CDC COVID-19 data
tracker captured national data on people receiving one dose
of a vaccine, where race/ethnicity was known. 8 This group
included 64% White, 9% Hispanic, 6% Black, 5% Asian, 2%
AIAN, 0.3.% NHOPI, and 14% multiple/other race individuals.
The race/ethnicity of people who have received two doses
(Figure) of the vaccine nearly mirrors that of those receiving
one dose (White +1%, Hispanic -1%). Of note, nearly half of
states do not provide vaccination data by race/ethnicity,
emphasizing the need for comprehensive and standardized
data across the country to effectively monitor and ensure
equitable access to and uptake of vaccines.
Race/Ethnicity of People with 2 COVID Vaccine
Doses Administered

Source: CDC COVID Data Tracker. Accessed February 21, 2021.
Data from 18,865,319 people with 2 doses administered. Race/Ethnicity
was available for 9,979,889 (52.9%) people with 2 doses administered.

State Plans and Priority Populations. With most states
heavily relying on guidance from the federal government to
define priority populations, it is imperative for each state to
incorporate local criteria in developing a plan for equitable
dissemination of vaccine doses. A November 2020 analysis
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found that every state’s initial plan emphasized health care
workers, essential workers, and those at high risk (older
people and those with pre-disposing health risk factors) as
Phase 1 priority populations. The majority of states also
acknowledged the likelihood of not having a sufficient
quantity of vaccines to administer to the entire Phase 1
cohort. The analysis also found that 53% of state plans
included at least one mention of including racial/ethnic
minorities or health equity considerations in targeting priority
populations. A January 2021 analysis of changing vaccination
priorities noted the inclusion of persons 65 and older,
persons 16 to 64 with high-risk medical conditions, K-12
education personnel, childcare personnel, public transit
workers, and individuals living in congregate/residential
settings. Despite the clear disparities reported across the
nation, no specific inclusion criteria reflected racial/ethnic
considerations.

Vaccine Hesitancy

To increase vaccine uptake, it is critical to understand
wariness towards the medical community among
communities of color, both past and present.
An Amoral Past. Confounding the challenges of COVID-19
cases, deaths and vaccine distribution disparities is vaccine
hesitancy rooted in distrust of the medical community. The
legacy of vaccine hesitancy in the Black community can be
traced to the infamous 40-year Tuskegee syphilis study
between 1932 and 1972. While the study started with the
goal of understanding the progression of the disease in
Blacks, it proceeded for four decades without providing the
study participants penicillin, which was known at the time to
cure syphilis.9 The study is considered one of the nation’s
most blatant examples of medical racism. Disparate
treatment in medical care has continued throughout the
years. In 2002, nearly thirty years following the end of the
Tuskegee study, the Institute of Medicine released a
report, Unequal Treatment: Confronting Racial and Ethnic
Disparities in Health Care, which found that despite having
higher rates of diseases, people of color were less likely to
receive critical medical interventions and more likely to
receive extremely invasive treatments. The history of
mistreatment of people of color and ongoing issues of racism
and discrimination directly impact the level of distrust in the
overall health care system conflating increased hesitancy to
be vaccinated.
Current Views. A recent survey found that half of Black adults
say they would not want to get a COVID-19 vaccine even if
deemed safe by scientists and freely available, citing safety
concerns and distrust as the top reasons. Additionally, most
Black adults do not feel confident that the vaccine
development process considered their needs, or that the
vaccine will be fairly distributed. Black (43%) and Hispanic
(37%) adults were significantly more likely to “wait and see”
before getting the COIVD-19 vaccine than White adults
(26%).10 The current disparities in routine adult vaccinations
for people of color may also provide additional context for
vaccine uptake. When examining the seasonal influenza
vaccinations rates, data shows lower uptake for adults of
color compared to Whites.11 This is despite the widespread
availability of the vaccine, annual public health campaign
promoting vaccination, and its availability at no-cost to those
with insurance. Collectively, these concerns highlight the

daunting task of deploying a successful COVID-19 vaccine
effort, for people of color and the nation at large.

Combating Vaccine Hesitancy

Robust communication and trust-building efforts will need to
be deployed at the federal, state, and local levels utilizing
both traditional and nontraditional partners.12 In a September
2020 letter, the HHS National Vaccine Advisory Committee
provided recommendations for building public confidence to
include utilizing a unified, proactive, and highly visible,
communication structure and community and stakeholder
engagement. Messaging must be clear, consistent, and
culturally relevant about COVID-19 vaccines and their
benefits to individuals, communities, and the country at
large. A Johns Hopkins Center for Health Security report
recommends taking a human-centered design approach for
planning and implementing the COVID-19 vaccination
program to include partnering with minority serving
institutions that are often ideally situated within communities
experiencing vaccine hesitancy, access, and acceptance
issues. Furthermore, partnerships between state/local
officials, universities and grassroot organizations are needed
to understand community views around COVID-19 vaccine
hesitancy.

A Path Forward

The demonstrated lack of trust in the seasonal influenza
vaccine is a somber reminder of the deep cynicism towards
the medical community. Efforts to overcome these
understandable and often deeply held views will need to go
above and beyond the usual attempts to allay concerns,
especially given the fast-track development of the COVID-19
vaccine.
Leveraging Partners. The traditional ‘status quo’ top-down
research approaches of large research entities engaging
communities of color as research subjects will likely produce
the same results. With the COVID-19 vaccine rollout in full
swing, any effective approach to reach disparate
communities of color must also be fast tracked. Local faithbased and community-based organizations, who are already
embedded within these communities, need to be elevated to
spearhead grassroots efforts with the support of strong
research entities and/or universities as partners. Additionally,
minority-serving institutions are an integral part of the
solution as they may be poised to lead educational and
awareness initiatives, expand existing outreach efforts to
include COVID-19 vaccination information, as well as deploy
clinician trainees to aid frontline health workers.
Social Media. Given the current state of pandemic and the
increased reliance on technology, social media platforms
have proven to be both a blessing and a curse. On the one
hand, they provide opportunities to educate an already
captive audience with necessary information; however, they
can also serve to accelerate diffusion of misinformation.
Leveraging influencers and trusted messengers with robust
networks can be utilized to quickly disseminate information
to targeted groups.
Messaging Matters. Clear messaging around the various
COVID-19 vaccines must be developed to assuage rising
sentiments of disparities between receiving a two-dose
vaccine (Pfizer or Moderna) versus a one-dose vaccine
(Johnson & Johnson).
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As a long-standing stakeholder in helping to advance U.S. public health outcomes,
MayaTech is deeply committed to our nation’s health – with a keen eye on
addressing SDOH and reducing systemic barriers that result in health disparities
and inequities. Tackling the coming weeks, months, and years will require
dynamic partnerships among all sectors to ensure that Federal public health
initiatives are effective, efficient, and reach the communities most in need.
The MayaTech Corporation addresses existing and emerging public health
challenges through direct engagement with agencies, governments,
communities, and individuals. We provide a portfolio of research, training,
evaluation, capacity-building, and other strategic support services - all aimed at
reaching/impacting the most vulnerable populations, amplifying best practices,
and innovating the practice of public health.
MayaTech’s recent work has included support of Federal projects aimed at:
increasing capacity for HIV and viral hepatitis service provision; improving
regional-level adult immunization rates; assessing feasibility of state and local
implementation of pandemic flu mitigation recommendations; increasing youngadult HPV vaccination rates in the South; identifying barriers to HPV vaccination
in rural communities; and building workforce capacity among minority behavioral
health providers and trainees.
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