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Introduction
Pandemics are rare events, there have only been five since the Spanish Flu of 1918. Not
surprisingly, for many medical and public health professionals, scholars, and government
officials around the globe, the current outbreak of SARS-CoV-2 is the first pandemic in their
lifetime. COVID-19 is an illness like no other in our epidemiological history, leaving societies
dependent on management coordination between governments and health specialists, while
exposed to disinformation and political messaging on critical public health issues.
The new COVID-19 pandemic has also served as a global experiment in which an
undiscriminating bio-physical process of contagion works as an exogenous force that brings to
light pre-existing, non-randomly distributed social inequities in the population. People with preexisting chronic conditions like diabetes, hypertension, and cardiovascular disease, and
conditions related to obesity, are at higher risk for severe COVID-19. Research shows that the
great majority of these pre-existing conditions are strongly socially patterned (1). Individuals of
low socioeconomic status (SES), and racial and ethnic minorities, tend to register these
conditions at much higher rates than those of higher SES and members of the majority racial and
ethnic group in any given society (2).
Socio-political inequalities are shown to be critical underlying reasons why a pandemic
rarely affects sociodemographic groups homogeneously. Existing legislation, governmental
policies and programs, and institutional dynamics are the most powerful forces that distribute the
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public goods and services that ultimately shape the social determinants of health (3-5), including
those that determine who does and who does not get infected with the novel coronavirus SARSCoV-2. As national and local governments have enacted their COVID-19 pandemic responses,
the full distribution of resources has followed the same established socio-political paths through
which their country-specific hierarchies were created. Although it is poor individuals and those
from racial and ethnic minorities who comprise the lion’s share of COVID-19 cases and deaths
(6), there is still limited reporting of pandemic-related indicators and data by race, ethnicity, and
SES. This generalized situation further exposes individuals at the bottom of the socioeconomic
ladder and other vulnerable communities to a higher risk of COVID-19-related illness, disability,
and mortality.
In the United States, as in the rest of the globe, there are strong intersectionalities among
SES, gender, race and ethnicity, and immigration status. The intersection of these indicators has
worked in concert with other powerful social markers of vulnerability, like residential
segregation, increasing the propensity of getting infected. In line with these relationships, our
goal in this chapter is to illustrate how higher concentration of immigrants across counties
interact with non-white/white residential segregation, thus representing some of the
sociodemographic conditions that facilitate the transmission of the virus. The theoretical
motivation behind our analysis is that residential segregation exacerbates the vulnerability of
immigrant communities, thus leaving them more exposed to the social, economic, geographic,
labor, and public health conditions that enable infections.
It has been determined that social indicators of vulnerability work as ‘pre-existing
conditions’ for contracting severe COVID-19. In the United States, for example, poor and loweducation individuals (who are predominantly comprised of racial and ethnic minorities,
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including immigrants) tend to experience lower rates of health insurance coverage as well as
lower access to and lower quality of healthcare services. In the sociodemographic environment,
these communities also show higher unemployment, work instability, and weaker job benefits;
higher exposure to pollution and environmental hazards; lower levels of political power and
representation; and higher residential segregation among many other disadvantages (4, 7-13).
The purpose of the present chapter is, therefore, to offer a global account of the harmful
effects that the COVID-19 pandemic has had on the U.S. society overall and, particularly, on
poor, racial and ethnic, and immigrant communities. We describe the current U.S. political
context, pre-existing social inequalities, and how they have interacted, resulting in a weak, and
many times incongruous, response against the spread of SARS-CoV-2. We present a statistical
analysis to illustrate how non-white/white residential segregation interacts with the concentration
of immigrant communities to produce higher infection rates across U.S. counties1. We conclude
by offering a summary of possible policy solutions that could be, or could have been,
implemented to ameliorate the detrimental economic and health effects of the pandemic.
COVID-19 and pre-existing health disparities in the U.S.
There is no scientific evidence of significant genetic predispositions varying by race or
ethnicity to acquire, develop, and die of COVID-19 (14-16). Nevertheless, in the United States,
Black people, Native Americans, and peoples of Hispanic descent (of all races) currently show
COVID-19-related mortality rates that are about three times those of white individuals (17).
These differences exacerbate up to four times among Black people compared to white people in

In the United States, counties are the smallest geographic administrative divisions with some degree of
governmental authority. All 50 states are divided into counties, adding up to 3,143 counties and county-equivalents
countrywide as of 2020.
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several counties in the Midwest and the South, and among Hispanics (compared to white people)
in several counties in the Midwest, mid-Atlantic and Northwest areas. In some states, including
Illinois, the share of COVID-19 cases and deaths among Black people is as high as 37 and 45
percent of all cases and deaths, respectively, while this racial group represents only 16 percent of
the state’s population (18).
This pattern of racial and ethnic health inequality is not specific to certain localities, as it
holds at the national level too. Whereas the share of the Black population nationwide is only 13
percent, Black patients have accounted for 23 percent of all COVID-19 deaths (6, 19). As to
Hispanics, according to a study of medical records filed between March and May of 2020 at four
hospitals at the University of Cincinnati, Hispanic patients diagnosed with COVID-19 were
twice as likely to require hospitalization and almost three times as likely to suffer from severe
COVID-19 as white patients (20).
Even though the United States is the largest recipient of immigrants in the world,
immigrants—especially those of low SES—are particularly absent from current official
epidemiological statistics, face enormous barriers to COVID-19 testing and treatment, and tend
to live and work in conditions that increase their risk of being exposed to SARS-CoV-2. As the
U.S. entered the initial phases of the pandemic in March, the federal government listed its
“essential workers” guidelines, identifying the essential labor activities that would not be
suspended during shelter-in-place orders (21). Twenty states out of the 42 that adopted essential
worker orders embraced the federal guidelines, while the others developed their own according
to their industry needs. In this process, most states took into consideration the needs of the
agricultural and construction industries—which heavily employ immigrants—in their essential
workers guidelines (22). For instance, unauthorized immigrants represent about 5 percent of the
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U.S. civilian labor force but comprise 15 percent of the agricultural workforce and 13 percent of
construction labor (23). As essential workers, these immigrants had to continue working during
the pandemic, with wages below the median national wage. In most cases, their work involved
face-to-face interaction in close physical proximity, putting them at higher risk of exposure
to SARS-CoV-2 (24, 25).
In addition to their labor conditions of disadvantage, low-SES immigrants in the United
States––most of them originally from Latin America and Asia––are more likely to reside in more
ethnically homogenous neighborhoods and be less fluent in English. We assert that both
residential segregation and limited English proficiency increase the risks of COVID-19 infection
in communities of low-SES immigrants. It is thus critical to understand the mechanisms through
which living in co-ethnic neighborhoods isolate residents from basic health services and increase
the likelihood of living in overcrowded dwellings. This is because limited or null proficiency in
the English language can narrow low-SES immigrants’ access to information regarding
mitigation measures. Limited English proficiency may also curtail the effectiveness of contactand-tracing efforts if the teams in charge are unable to speak the language spoken in these
communities.
Aggressive immigration enforcement measures, the fear of being stopped and asked for
their immigration status or proper documentation, logistical difficulties to find and secure
housing, and policies requiring housing-eligible documentation comprise distributional forces
that place low-SES immigrants in highly segregated areas, making them live in highly co-ethnic
enclaves (12). Social stigma aligned with targeted neighborhood policing makes immigrants
distrustful of government officials, isolate them from searching healthcare services when needed
and reluctant to manifest their health status if infected.
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The detrimental biopsychosocial effects of residential segregation are well studied.
Residential segregation is highly correlated with living in highly polluted areas, including
deteriorated built environments with scarce access to public services. Aside from dealing with
overcrowding conditions at home, segregated neighborhoods offer little infrastructure for
walking and exercising. These communities are targeted by the tobacco and alcohol industries,
and suffer from high crime rates. For example, according to the Public Policy Institute of
California, California—home to about 27 percent of all unauthorized immigrants in the
country—has overcrowding rates among Hispanic households (18.4 percent) that are
considerably higher than those of white households (2.4 percent). The environmental
circumstances of segregated neighborhoods make social distancing measures very challenging, if
not impossible, for members of these poor and racially/ethnically-concentrated communities and,
therefore, puts them at higher risk of getting infected, even when staying at home (26).
Among low-SES immigrants, limited English proficiency acts as an isolating factor,
especially among those with neither health insurance nor access to healthcare services. In the
U.S., about 7.7 million immigrants are uninsured before the pandemic—i.e., 27-percent share of
all the uninsured population. From those 7.7 million, 2.6 million low-income immigrants were
not eligible for public insurance under Medicaid—i.e., the U.S.’s public health insurance
program—due to their immigration status (27). Further, considering that the U.S. healthcare
system heavily relies on employer-sponsored health insurance, as unemployment increased
sharply in April 2020 from 4.4 to 14.7 percent (Figure 1), it is expected that insurance coverage
shrunk dramatically, especially among those with higher job instability like the poor, racial and
ethnic minorities, and low-SES immigrants. Figure 1 also shows that the great majority of jobs
lost due to the pandemic are temporary jobs, the types of jobs that most vulnerable populations
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Figure 1. Unemployment rate and reasons for unemployment in the U.S.

Source: U.S. Bureau of Labor Statistics.

hold, including low-SES immigrants and racial and ethnic minorities.
As the pandemic intensifies, the stronger effects have been detected in economic
activities that rely on larger shares of immigrant and racial/ethnic minority labor and that, during
the reopening of the economy, have shown to be more unlikely to allow physical distancing.
Such sectors include leisure and entertaining (e.g., casinos and amusement parks), travel
arrangements and transportation, mining, employment services, restaurants and bars, personal
services (e.g., dentists, daycare providers, barbers), other retail (e.g., department stores and car
dealers), and manufacturing (e.g., aircraft and cars) (28, 29). The detrimental economic outcomes
in these industries have translated either into a dramatic loss of income and increasing poverty or
into a higher risk exposure to infection among vulnerable communities (28, 30).
Policymakers and these communities face a pounding dilemma: While re-opening these
industries has positive effects in the economy, the observance of mitigation measures to control
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the spread of COVID-19––e.g., wearing face masks, keeping physical distance, and applying
occupancy limits––is difficult, yet crucial to sustain the economic recovery and prevent future
shutdowns and other suppression measures. Limited physical distancing and crowded
workplaces in these industries are a constant threat of infection in a context in which COVID-19
new infections continue escalating in most states nationwide.
Low English proficiency of immigrants is not only an obstacle to labor market
participation but also a burden to navigate the U.S. healthcare system. For instance, lower shares
of immigrants who are not proficient in English have access to the Internet compared to Englishdominant communities and the U.S.-born (31). Lack of English proficiency thwarts immigrants’
access to healthcare online resources such as telemedicine and other remaining channels,
including telephonic visits that involve interpreters and translators. Under these circumstances,
immigrants are having an increasing shortage of necessary one-on-one remote experiences and
visual cues, which result in cumbersome and unsatisfactory healthcare experiences (32). Low
proficiency in English can also be an obstacle for state authorities when implementing contactand-tracing efforts to contain the outbreak in communities with dense low-SES immigrant
presence (33). Low English proficiency also limits immigrants’ access to new information or
educational efforts released by governmental agencies, usually distributed via e-mail, text
messaging, or mail—most of the time, at least initially, printed only in English.
The COVID-19 pandemic and the U.S. political context
The United States is experiencing levels of political polarization greater than any since
the American Civil War. Such extreme divergence has not only perpetuated rampant inequality
but also weakened the U.S. welfare system, its institutions, and the sociopolitical mechanisms to
protect vulnerable populations. During the pandemic, radical policy differences between
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politicians of the two traditional political parties in the U.S.—i.e., the Republican and
Democratic parties—and branches of government controlled by each party, have come to light.
Republicans show a strong preference for a full and fast reopening of the economy while
Democrats advocate for a more gradual agenda in closer coordination with public health
authorities. As the current federal Senate and the presidency are controlled by Republicans and
the federal House of Representatives by Democrats, the political struggle to control the policy
agenda has translated into a lack of federal-level coordinated leadership in managing the
pandemic response.
Historically, there has been federal-state collaborations in the distribution of funds and
resources as well as on the execution and regulation of the largest healthcare programs and their
intersections—e.g., Medicaid, the Affordable Care Act, the Children’s Health Insurance
Program, and some provisions of Medicare. Although the U.S. Constitution confers to the states
the primary responsibility of healthcare and public health of their constituents, including the
imposition of quarantines and economic lockdowns (34, 35), the infectious nature of the novel
SARS-CoV-2 required a centralized strategy to contain the infection. Such leadership would
have helped prevent the scarcity of personal protective and medical equipment and increases in
prices, promote a timelier response to test and trace cases nationwide, an effective approach to
data collection and dissemination, and mitigation efforts more responsive to the inequalities
socially ingrained in social class, race and ethnicity. The victims with the largest burden of such
process have been minority communities across the social fabric and all sectors of the economy.
Immigrants have been particularly targeted by the current administration, such that the
disadvantages carried by their immigration status are now interacting with the pandemic. Perhaps
the most harmful initiative implemented against immigrants under the Trump Administration has
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been the zero-tolerance immigrant family separation policy. Under this policy, thousands of
immigrant children have been separated from their parents and held in detention centers since
2017, even if the separation policy was officially put to a halt in June 2018 (36). Aside from the
irreparable psychosocial damage imposed to immigrant children and their families, these
detention centers have become incubators for the virus as authorities have been unable to grant
the necessary conditions for inmates to comply with the Centers for Disease Control and
Prevention (CDC) COVID-19 Pandemic Response Requirements (37, 38). In spite of recent
judge orders to release all detained children due to COVID-19 without enforcing family
separations, 346 children still remain in detention centers (39).
Situations like the ones just described are happening within a broader political and legal
environment. For instance, the U.S. federal government issued three acts of Congress as its main
plan of action to counteract the health and economic effects of the pandemic. First, the
Coronavirus Preparedness and Supplemental Appropriations Act was signed into law in March
8th and allocated US$8,300 million to domestic and international response in research, disaster
loans, and telehealth services (40). Second, the Families First Coronavirus Response Act
(FFCRA) became law on March 18th, providing US$11,700 million to fund public health
programs, testing, and unemployment benefits (41). But the largest stimulus package was
approved in the Coronavirus Aid, Relief, and Economic Security (CARES) Act, signed into law
on March 27th to distribute US$2,200,000 millions (~11 percent of the U.S.’s GDP) as an effort
to provide economic relief from impact of the pandemic.
The CARES Act included provisions for public health programs, testing, and
unemployment benefits. It also mandated some employers to provide paid sick leave, tax credits,
and free COVID-19 testing to their employees, and expanded food assistance and unemployment
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benefits, and increased Medicaid funding (42). Overall, of the total funds assigned to the CARES
Act: (a) 40 percent was allocated to corporations and small businesses, (b) 25 percent to
individuals in the form of direct cash and unemployment benefits, (c) 15 percent to state and
local governments, (d) 7 percent to public health, and (e) 3 percent to the safety net, education,
and others (43).
The CARES Act excluded unauthorized immigrants (44). Problems of racial and ethnic
inequalities have emerged, especially regarding how these funds are allocated. For example, as
the program relies on banking intermediation, businesses owned by Black and Hispanic
individuals, historically rejected from receiving financial support from the financial system, have
faced similar discrimination under the CARES Act (45). Indian tribes as well as their businesses
and governments were allocated U$8,000 million (46)—i.e., 0.4 percent of the total CARES Act
funds in spite Native Americans represent 2.1 percent of the U.S. population. As of July 2020,
the administration had allocated almost 80 percent of the CARES Act funds.
The politicization of the COVID-19 pandemic
Researchers have pointed out the increasing politicization of health and healthcare
systems and how such politicization has penetrated many aspects of U.S. institutions, including
the scientific community (47-49). In the United States, the politicization of health—and now the
politicization of the pandemic—has been fueled by political ideological polarization. Today, the
Democratic and the Republican Party are at their maximum level of ideological polarization (50,
51). The Republican Party now holds the most extreme social conservatism since its foundation
in 1855. This extreme polarization has generated gridlock in federal, state, and local
governments, especially in the legislative branch. Bills are considered or not, pass or fail strictly
along party lines. Thus, political polarization correlates with government inaction, and political
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inaction maintains the status quo, including the increasing levels of socioeconomic inequality
that distribute the detrimental effects of the pandemic—i.e., unemployment, poverty, and
resulting morbidity and fatalities that derive from pre-existing chronic conditions—among
socially-differentiated communities.
The COVID-19 pandemic has revealed not only the political polarization that exists
among politicians but also how such political elite polarization shapes social behavior among
partisan constituencies. For instance, Republican individuals have been shown to follow less
social distancing measures and their behavior has become increasingly radicalized by protesting
against social distancing measures like business closures, stay-at-home orders, and the use of
masks in public spaces (52, 53). Republican individuals have also become increasingly
distrustful of or misinformed about science in general (e.g., scientific consensus on humaninduced global warming and climate change) and, accordingly, of pandemic management
strategies promoted by the scientific community (54, 55). Not surprisingly, much of the
Republicans’ social behavior with regard to the pandemic has been supported by President
Trump’s administration (53), who initially undermined the veracity and danger of the pandemic.
The concatenation of political elites’ polarization and partisan social behavior has
enabled President Trump’s administration to work to weaken and seek the repeal of the
Affordable Care Act (ACA)—the single most important piece of health legislation in recent U.S.
history that allowed more than 20 million people to get health insurance—in the midst of the
pandemic (56). The ACA was enacted in 2014 during President Barack Obama’s administration
as a comprehensive health care reform. The ACA expanded Medicaid, allowing all adults with
incomes under 138 percent of the federal poverty threshold to receive public health insurance
irrespective of their health pre-existing conditions. The ACA also increased the affordability of
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private health insurance by providing subsidies to citizens with incomes between 100-400
percent of the federal poverty threshold. The ACA also supports the development of strategies
and mechanisms to decrease healthcare costs. More than 20 million people have gained access to
health insurance through the ACA. By weakening the ACA, the Trump administration threatens
to increase the level of vulnerability of already-vulnerable communities.
While the ACA is also identified by progressive politicians as one of the largest
redistributive policies in recent U.S. history, conservative politicians see the ACA as a way of
taxing productive areas of the economy to redistribute those resources to sectors of higher risk.
In other words, for Republican politicians, the ACA represents an institutionalized way to legally
tax the wealthy to subsidize the poor (57). In this line of reasoning, the Trump administration
signed—in the midst of an upturn of the economy—the Tax Cuts and Jobs Act of 2017 (TCJA),
reducing corporate taxes from 35 to 21 percent. Given the connections between income
inequality and mortality in the population—with illness and mortality increasing as income
inequality increases—researchers have estimated that the increase in income inequality derived
from the TCJA alone could produce about 30,000 additional annual deaths in the U.S. (58).
The polarization of the political elites is not limited to the federal sphere, percolating its
influence through the U.S. federal system to the 50 states. This division in party lines has left a
visible footprint on the suppression and mitigation measures2 states have adopted to respond to
the pandemic and the heterogenous outcomes in the aftermath of opening the economy since
May. President Trump commissioned a high-level COVID-19 Task Force to coordinate the
response under the assumption that the risk of infection was still low (60). In daily appearances

State suppression measures include ‘stay-at-home’ orders, curfews to the entire population, and bans of public
gathering of more than 10 individuals. Mitigation measures include isolation, social-distancing, hygiene, the use of a
face mask, and mobility and travel restrictions (59).
2
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well through July, the President consistently undermined the mitigation message prioritizing a
fast reopening of the economy, insisting that wearing a mask and practicing social distancing
were optional measures, and advocating without evidence for the use of hydroxychloroquine—a
malaria treatment the World Health Organization (WHO) and the Federal Drug Administration
(FDA) discarded as a potential treatment for COVID-19 (61).
Taking a laissez-faire approach to the pandemic coordination strategy, the White House
decided to test the states’ ability to obtain necessary basic medical equipment and testing kits on
their own, generating competition for supplies among them and even with the Federal
Emergency Management Agency (FEMA). Prices of medical equipment climbed, and shortages
prevented state hospitals from providing key assistance to patients (62). Criticisms from several
governors––Democrats and Republicans––roused attacks from the President, further dividing the
political spectrum over the pandemic response and how it affects various aspects of public
economy dynamics.
This situation led governors to address the pandemic with their own institutional
resources, generating a heterogenous response that allowed some regions to control the spread of
the virus more adequately than others. Most states led by Democrat governors mandated stay-athome orders and the use of face masks in public earlier in March. Some Republican-led states
never imposed shelter-in-place measures, and most of those that did waited until April to enact
such orders (63). At this writing, less than half of Republican-led states require residents to wear
masks in public (64). In contrast, more Democrat-led state governments have kept bars closed
and have imposed capacity restrictions to restaurants and non-essential businesses than
Republican-led ones (65). Since June, lifting the shelter-in-place orders and reopening businesses
has increased the number of cases in almost all states. Some states in the Midwest region of the
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U.S., and particularly in the South and Southwest regions, have been facing record high peaks in
new cases. With a few exceptions, the states with the current largest amounts of cases per capita
are led by Republican governors (65).
The polarized political climate reveals an exceptional character of the pandemic in the
U.S. Figure 2 illustrates the international COVID-19 cases disadvantage of the U.S. that emerged
from its lack of federal coordination. Although the European Union and countries like Turkey
had similar increasing infection rates at the beginning of the pandemic, the U.S. peaked at about
twice their rates. After the peak, the pace of decline was much slower for the U.S., then
stagnating for more than a month when some states (but not others) started to reopen their
economies. Approximately by June 1st, the effect of the full reopening of the economy started to
manifest with a subsequent dramatic increase of the infection rate. In June 1st, the 7-day infection
rate average of the U.S. was about 63 COVID-19 cases per one million residents; by July 14th it
was about 183 cases per one million residents—i.e., it tripled in 45 days. The infection rates for
Turkey and the European Union (EU) in June 1st were 12 and 10 cases per one million residents,
respectively, and remained stable by July 14th. By July 14th, the United States passed from 5-to-6
times the infection rates of Turkey and the EU in June 1st, respectively, to an astonishing 15-to19 times their infection rates (66). The United States, the wealthiest nation in the world with
almost 25 percent of global wealth and about 4 percent of the world’s population, is now
responsible for about 25 percent of all global COVID-19 deaths and cases. Domestically, the
health effects of the pandemic have entrenched themselves into pre-existing social inequalities
that have more detrimental effects on racial, ethnic, and immigrant minorities.
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Figure 2. Seven-day average of daily new COVID-19 cases per million people in the U.S., the
European Union, and Turkey

Source: Our World in Data.

Data and methods
To illustrate how demographic factors interact with aspects of social vulnerability, and
more specifically how immigrant concentration and segregation interact to facilitate the
transmission of SARS-CoV-12, we collected county-level COVID-19 cases data from the Johns
Hopkins University Coronavirus Resource Center and USFacts—a reputable non-profit
organization that collects U.S. government data. We also collected other sociodemographic and
health data from the Robert Wood Johnson Foundation—the largest US philanthropic
organization dedicated to the study of health—and other sources (Table 1). Our study period
approximates the days when all U.S. states had reopened their economies—i.e., between June 1 st
and July 14th, 2020 (the latest available data at the moment of analysis). This period, covering the
recent reopening of the economy, serves as a natural scenario in which new infections can more
notably be detected across vulnerable communities. Our analysis includes those counties that had
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Table 1: Data sources and variable definitions
Variable
Description
COVID-19 Cases These are confirmed cases by testing, including presumptive
positive cases. Sources: John Hopkins University Coronavirus
Resource Center and USAFacts.
COVID-19
The fraction of the county population that has acquired COVIDInfection Rate
19 (county number of COVID-19 cases divided by the county
population). Source for population: Census Population Estimates.
Residential
A segregation index ranging from 0 (complete integration) to 100
segregation
(complete segregation). The index represents the percentage of
(Black/white)
either Black or white residents that would have to move to
different geographic areas in order to produce a distribution that
matches that of the larger area. Source: Robert Wood Johnson
Foundation; American Community Survey, 5-year estimates.
Residential
A segregation index ranging from 0 (complete integration) to 100
segregation (non- (complete segregation). The index represents the percentage of
white/white)
either non-white or white residents that would have to move to
different geographic areas in order to produce a distribution that
matches that of the larger area. Source: Robert Wood Johnson
Foundation; American Community Survey, 5-year estimates.
Rural
Fraction of the county population that lives in rural areas. Source:
Census Population Estimates.
Children in
Fraction of the population under age 18 living in poverty. Source:
Poverty
Robert Wood Johnson Foundation.
High School
Fraction of the ninth-grade cohort that graduates from high
graduation
school in four years. Source: Robert Wood Johnson Foundation.
Below 18 years
Fraction of the population below 18 years of age. Source: Census
of age
Population Estimates.
Not proficient in
Fraction of the population not proficient in English. Source:
English
Source: Robert Wood Johnson Foundation; American
Community Survey, 5-year estimates.
Poor or Fair
Fraction of adults in a county who consider themselves to be in
Health
poor or fair health. Source: Robert Wood Johnson Foundation.

Year
2020 (June 1st
and July 14th
2020 (June 1st
and July 14th
2014 - 2018

2014 – 2018

2010
2018
2016-2017
2018
2014-2018

2017

reported at least one death by June 1st, 2020. After data processing, our analytic sample includes
1,972 counties (out of 3,142, or 63 percent of the total number of counties in the U.S.),
accounting for a population of 307 million people (out of 333 million, or 92 percent of the total
U.S. population).
Although we implement a linear regression approach, our empirical analysis is
descriptive in nature. We aim to illustrate how higher concentration of immigrants across
counties interact with non-white/white residential segregation, thus capturing quintessential
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sociodemographic conditions that facilitate the transmission of the virus. Accordingly, we
hypothesize that U.S. counties—i.e., state political and administrative subdivisions with local
government authority in charge of distributing public goods and services—with higher
concentrations of immigrants and higher segregation will show a higher increasing number of
COVID-19 cases per 10,000 residents after June 1 st.
Our dependent variable is the natural logarithm of the difference between the number of
county-level COVID-19 cases per 10,000 residents in June 1st and in July 14th. The two
independent variables of interest are the concentration of immigrant population (measured as the
percent of the population that is not proficient in English) and residential non-white/white
segregation (a customary variable used to represent structural, institutional, and individual
racism and xenophobia). For simplicity of interpretation, we structured immigrant concentration
into quartiles. For instance, counties at the bottom or 1st quartile are those located at the 25th or
lower percentile of the non-speaking English population distribution; those at the top or 4th
quartile are those located at the 75th percentile or above. Likewise, we coded our segregation
variable into “low” (under the median of the non-white/white segregation distribution) and
“high” (above the median). Our results are consistent across different coding alternatives of our
variables. To avoid biased estimates, we also controlled for some key confounders.
To ensure that our non-white/white segregation estimates are more closely related to
vulnerable communities like immigrants and not due to historical segregation against Black
people, we controlled for Black/white residential segregation. To ensure that our estimates are
not driven by socioeconomic differences across counties, we controlled for education (high
school graduation rate) and poverty (fraction of children living in poverty). Given large
differences between urban and rural areas in the U.S., we controlled for the fraction of the county
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population that lives in rural areas. We also considered the manifested differences in
transmission and detection of COVID-19 by age—accounting for the different age patterns
among immigrants vs. non-immigrants and segregated vs. non-segregated communities, as
well—for which we controlled for the fraction of the county population under the age of 18
years. To diminish biases possibly arising from underlying differences in the health of the
population (i.e., the possibility that counties with residents manifesting poorer health are more
susceptible of acquiring and manifesting severe COVID-19), we controlled for the fraction of the
county population reporting poor or fair health status. Finally, given that infection rates and how
they interact with sociodemographic factors may vary depending on the starting level of
infections, we also controlled for the number of COVID-19 cases detected by June 1 st. Table 2
reports descriptive statistics of our variables.
Table 2. Summary statistics of analytic sample (n=1972)
Cases in June 1
Cases in July 14
Infect. Rate (per 10,000), June
Infect. Rate (per 10,000), July
Infection Rate Difference
Immigrants*
Non-white/white Segregation**
Black/white Segregation**
Rural
Child Poverty
High School Graduation Rate
Pop. Under 18 years
Pop. Poor/fair Health Status

Mean
780
1,252
40
66
26
2.0
32
46
.47
.23
86
.22
.18

Std. Dev
3,264
4,664
68
83
33
2.8
12
17
.28
.09
.08
.03
.04

min
1
2
.08
1.44
0
0
.04
.26
0
.03
.30
.07
.08

max
78,495
107,667
1219
1308
452
27
89.7
90.4
1
.66
1
.36
.36

* Measured as the fraction of county population that does not speak English.
** The segregation index ranges from 0 (complete integration) to 100 (complete segregation).

Our linear regression model is of the following form:
4
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𝐿𝑛(𝐷𝑐 ) = 𝛼 + ∑ 𝛽𝑞 𝐼𝑞𝑐 + 𝜗𝑆𝑐 + ∑ 𝛾𝑞 (𝐼𝑞 ∗ 𝑆)𝑐 + ∑ 𝛿𝑛 𝑋𝑐 + 𝜀𝑐
𝑞=1

𝑞=1
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𝑛

where 𝐿𝑛(𝐷𝑐 ) is the natural logarithm of the infection rate difference between June 1 st and July
14th in county c. The term ∑4𝑞=1 𝛽𝑞 𝐼𝑞𝑐 represents the four immigrant concentration quartiles 𝐼𝑞𝑐 in
county c and their respective coefficients 𝛽𝑞 . 𝑆𝑐 stands for non-white/white residential
segregation in county c. The expression ∑4𝑞=1 𝛾𝑞 (𝐼𝑞 ∗ 𝑆)𝑐 represents the four interaction terms
(one per quartile q) by segregation level with their respective coefficients 𝛾𝑞 . The term ∑𝑛 𝛿𝑛 𝑋𝑐
represents a vector of n controls 𝑋𝑐 (described above) with their respective coefficients 𝛿𝑛 . 𝜀𝑐 is
the error term of the regression. The standard errors of the coefficients are estimated using robust
statistics, which accounts for heteroskedasticity. Table 3 summarizes our main coefficient
estimates. We present a visual representation of our results in Figure 3.
Table 3. Main linear regression parameter estimates
Coeff.
Variables
(SE)
Immigration Concentration (Q2)
.047
(.096)
Immigration Concentration (Q3)
.196*
(.110)
Immigration Concentration (Q3)
.457***
(.097)
Segregation
-.060
(.110)
Q2 X Segregation
.191
(.133)
Q3 X Segregation
.506***
(.142)
Q4 Segregation
.483***
(.129)
Observations
1,972
R-squared
.302
Note: Robust standard errors in parentheses. For simplicity,
control variable coefficients are excluded. Q1 of immigrant
concentration is the category of reference. Statistical
significance code: *** p<.01, ** p<.05, * p<.1.

Results
There was a total of 951,479 new COVID-19 cases in the U.S. during our study period.
Of these cases, our analyses included 930,607 cases (98 percent). In our analytic sample, the
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observed average county increased from 780 in June 1st to 1,252 cases in July 14th. The observed
county average infection rate in June 1st was 40 cases per 10,000 residents, which increased to 66
cases per 10,000 residents—i.e., a 65 percent increase in just 45 days.
Looking at the net county average increase in COVID-19 cases during our study period by
immigrant concentration quartiles, quartile 1 (Q1) went from 89 cases in June 1st to 140 cases in
July 14th, Q2 from 177 to 291, Q3 from 387 to 664, and Q4 from 2,051 to 3,245, respectively.
These striking increases in COVID-19 cases are translated into increases in the infection rates of
21 (Q1), 19 (Q2), 25 (Q3), and 37 (Q4) additional cases per 10,000 residents, respectively. These
results highlight how concentrated vulnerability of immigrant communities is translated into
high-level transmission of COVID-19.
A similar pattern emerges when comparing counties according to non-white/white
segregation levels. Low-segregation counties increased COVID-19 cases from an average of 253
cases in June 1st to 520 cases in July 14th, whereas high-segregation counties increased from an
average of 1,219 to 1,862 cases. Their corresponding average infection rates increased from 36
to 63 cases per 10,000 residents in low-segregated counties, and from 43 to 69 in highsegregation ones. To disentangle possible health and sociodemographic differences between
counties, Figure 3 summarizes the predicted values from our regression model. The Y-axis is the
predicted change in infection rates per 10,000 residents (between June 1st and July 14th) whereas
the X-axis represents the two levels of segregation, low and high. Each point estimate represents
each of the eight possible scenarios between low-and high-segregation and the four quartiles of
immigrant concentration. Results show that, after controlling for health and sociodemographic
factors, there are very little differences in the infection rates change between low- and highsegregation counties with low immigrant concentration (1st and 2nd quartiles).
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A different pattern emerges among counties at the top 3rd and 4th quartiles of immigrant
concentration. Among counties where levels of segregation are low, there are small differences
in the infection rate changes across counties even if their immigrant concentration varies.
Conversely, there are notable increases in the infection rates of counties with high immigrant
concentration and high segregation. Increases in the infection rate for 3rd quartile counties are
about 1.5 times the increases of those at the bottom quartiles; increases for counties with the
highest immigrant concentration (Q4) are twice as high as those at the bottom quartiles. Our
estimates displayed in Figure 3 show that going from low- to high-segregation counties, the
changes in infection rates for Q1 and Q2, respectively, were small, from a rate of 20 to 19 and
from 21 to 24 additional cases per 10,000 residents. In contrast, infection rates changed from 24
to 38 and from 31 to 48 additional cases per 10,000 residents for Q3 and Q4, respectively.
Changes in the infection rates are not statistically differentiable for low-segregation counties
across levels of immigrant concentration. Conversely, differences between Q1 and Q2 vs. Q3
and Q4 are large and statistically differentiable among high-segregation counties (p<.05).
Policy Implications and Conclusions
Our findings highlight the need for policies and interventions targeting the
conditions that increase the vulnerability of disadvantaged communities during the
COVID-19 pandemic, especially immigrants and segregated populations. Social
factors like residential segregation that have historically put immigrants and other
communities at high risk of morbidity, disability, and death, also show to be
powerful determinants of COVID-19 transmission. Pre-existing social inequalities
are being translated into health inequalities that, in turn, bring harmful effects to the
overall population and aggravate the intensity of the pandemic. Given that our
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Figure 3. Change in infections by immigrant concentration and
segregation per 10,000 residents

Detected increases in infection rates happened during the period in which states
reopened the economy, our findings also bring to light that economic policy is health
policy, and vice versa.
The Trump administration has exacerbated conditions that put vulnerable communities at
higher infection risk. These actions include fueling social unrest, weakening public health
institutions, unequally distributing the resources of the CARES Act in favor of large
corporations, and slandering the evidence-based strategies needed to contain the spread of
COVID-19. The administration has undermined the seriousness of the pandemic from the start,
calling it a “hoax” of the opposition party, and undermined institutions—like the Centers for
Disease Control and Prevention (CDC)—responsible for protecting the population (67). Against
the recommendations of scientists and public health experts from the White House Task Force,
President Trump openly either opposed or showed ambiguity about wearing a face mask or
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maintaining prudent physical distance. President Trump also sent unidentifiable federal agents to
agitate social justice protests in Portland, Oregon, and is interested in expanding operations in
other major U.S. cities. His administration has used all of these as raw materials for political
campaigning in election year. Both constituencies—Democratic and Republican—are now being
mobilized by instrument of political polarization. Under such circumstances, SARS-CoV-2 is not
the only underlying cause of the pandemic crisis in the U.S.: Politics is, as well.
This politics-driven chaotic situation arose precisely when politics could have been an
effective catalyst to ameliorate the detrimental effects of the pandemic. The government could
have consistently promoted mitigation measures and listened to what protestors had to say about
reducing police brutality against Black people, Hispanics, and Native Americans. The
government could have also waited until COVID-19 infections and deaths decreased to
manageable levels to then put in place a testing-and-tracing strategy (just as many European and
Asian nations have successfully done) instead of precipitating states into opening their
economies too soon.
Many other policies and government interventions can still be implemented to ameliorate
the racial/ethnic manifested disparities during the pandemic and improve social justice. For
instance, it has been reported that between 15 and 20 percent of people with COVID-19 get
hospitalized; however, since the U.S. does not have a universal healthcare system, the median
cost of a person with a symptomatic infection requiring hospitalization is about US$18,600 (68).
These costs are making infected people avoid healthcare services during the pandemic,
especially racial/ethnic minorities and immigrants, since they tend to have much higher
uninsured rates. To prevent this from happening, the U.S. government should put in place a
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temporary pandemic-specific universal healthcare coverage system such that, whatever the
healthcare costs of a COVID-19 infection, they are covered via Medicaid.
Smart testing can also be implemented. Given shortage of testing kits in the U.S., testing
should prioritize vulnerable communities—i.e., the communities showing higher infection and
mortality risks. The government can also implement universal norms for and access to personal
protective equipment (PPE) for all healthcare personnel (e.g., for every single individual working
in a hospital). This policy could be extended to industry sectors where a higher fraction of racial
and ethnic minorities and immigrants perform low-wage work, which includes work labeled by
the government as “essential jobs”. This policy can be further expanded to increase access to
work benefits and protections, where a higher fraction of racial/ethnic minorities and immigrants
do not have decent living wages, vacations and sick leave, health insurance, and ample
workspaces to decrease contagion. This should also include the possibility of expanding remote
work as much as possible and increasing Internet accessibility for workers at all levels of the
labor hierarchy. A natural extension of these measures to ameliorate contagion based on social
vulnerability is developing a universal daycare system. Universal daycare would allow poor and
minority parents (especially mothers and mothers who live in the household without a spousal
partner) to continue working during the pandemic.
Several avenues of local policy to dismantle the mechanisms that contribute to and
perpetuate racial and ethnic segregation should include strategies to engage community members
and involve them in the design, implementation, assessment and guardianship of these initiatives.
For instance, cities can increase access to and distribution of healthy foods as well as control
healthy food prices in highly segregated areas and poor neighborhoods. Local authorities should
enhance living spaces through the improvement of safety, the construction of spaces for walking,
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exercising, and gathering with adequate physical distancing (e.g., through the development of
parks, or making public school infrastructure accessible to the surrounding communities). States
and localities should also expand and provide living spaces for the homeless, including the
development of channels for food supply and other basic living needs like clothing and
healthcare services.
At the federal level, at least two aspects call for immediate attention to help ameliorate
the conditions of segregation that increase the risk of infection among racial, ethnic and
immigrant minorities. The Department of Health and Human Services (HHS) should guarantee
access to the CDC, hospitals, state authorities, and researchers to the COVID-19 data that, since
July 10th, started being collected by a private firm under federal contract (67). These changes to
data reporting were implemented in the midst of a sharp public health crisis, generating
confusion among public health actors and limiting the ability of state and local authorities to
respond. Transparent data collection efforts should continue engaging public health authorities to
report race and ethnicity for all cases, deaths, and hospitalizations to gain further understanding
of the pandemic and inform the design of reliable policies to counteract racial and ethnic
segregation along with its harmful consequences. In addition, federal Homeland Security must
stop the separation of immigrant families and the confinement of children in detention centers.
The current detrimental effects of the COVID-19 pandemic in the U.S. could have been
prevented. The COVID-19 pandemic is not only bringing to light enormous social and
racial/ethnic inequalities. It has also brought to light the deleterious health effects of bad politics
and revealed a serious lack of leverage that the scientific community and institutions have at the
political level, in particular over the political institutions and actors in the current administration
that make the ultimate policy decisions that shape the social determinants of health (3, 4, 69). As
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the world moves forward one way or another, and as societies eventually learn how to coexist
with the virus, the underlying social, economic, racial and ethnic, and gender inequalities that the
pandemic and the responses to it have revealed, will continue if no purposeful and firm policies
are implemented to address them.

Acknowledgments
The authors would like to thank the editorial and financial support of the Inequality and Policy
Research Center, and the logistical support of the Advanced GIS Lab at Claremont Graduate
University.

27

References
1. Tai DBG, Shah A, Doubeni CA, Sia IG, Wieland ML. The Disproportionate Impact of
COVID-19 on Racial and Ethnic Minorities in the United States. Clinical Infectious
Diseases. 2020.
2. Bentley GR. Don't blame the BAME: Ethnic and structural inequalities in susceptibilities to
COVID-19. American Journal of Human Biology. 2020;n/a(n/a):e23478.
3. Rodriguez JM. Health disparities, politics, and the maintenance of the status quo: A new
theory of inequality. Social Science & Medicine. 2018;200:36-43.
4. Rodriguez JM. The politics hypothesis and racial disparities in infants’ health in the United
States. SSM - Population Health. 2019;8:100440.
5. Rodriguez JM, Geronimus AT, Bound J, Dorling D. Black lives matter: Differential mortality
and the racial composition of the U.S. electorate, 1970–2004. Social Science & Medicine.
2015;136-137:193-9.
6. Ledur J. COVID-19 is affecting Black, Indigenous, Latinx, and other people of color the
most: The Atlantic; 2020 [Available from: https://covidtracking.com/race.
7. Assari S. Unequal gain of equal resources across racial groups. International Journal of
Health Policy and Management. 2018;7(1):1.
8. Assari S. Income and mental well-being of middle-aged and older Americans: immigrants’
diminished returns. International journal of travel medicine and global health. 2020;8(1):37.
9. Bound J, Geronimus AT, Rodriguez J, Waidmann T. The implications of differential trends
in mortality for social security policy. Michigan Retirement Research Center Research Paper.
2014(2014-314).

28

10. Cottrell D, Herron MC, Rodriguez JM, Smith DA. Mortality, Incarceration, and African
American Disenfranchisement in the Contemporary United States. American Politics
Research. 2019;47(2):195-237.
11. Geronimus AT, Bound J, Waidmann TA, Rodriguez JM, Timpe B. Weathering, drugs, and
whack-a-mole: Fundamental and proximate causes of widening educational inequity in US
life expectancy by sex and race, 1990–2015. Journal of health and social behavior.
2019;60(2):222-39.
12. Hall M, Stringfield J. Undocumented migration and the residential segregation of Mexicans
in new destinations. Social Science Research. 2014;47:61-78.
13. LaVeist TA. The Political Empowerment and Health Status of African-Americans: Mapping
a New Territory. American Journal of Sociology. 1992;97(4):1080-95.
14. Garg S. Hospitalization rates and characteristics of patients hospitalized with laboratoryconfirmed coronavirus disease 2019—COVID-NET, 14 States, March 1–30, 2020. MMWR
Morbidity and mortality weekly report. 2020;69.
15. Gold JA. Characteristics and clinical outcomes of adult patients hospitalized with COVID19—Georgia, March 2020. MMWR Morbidity and mortality weekly report. 2020;69.
16. McCoy J, Wambier CG, Vano-Galvan S, Shapiro J, Sinclair R, Ramos PM, et al. Racial
variations in COVID-19 deaths may be due to androgen receptor genetic variants associated
with prostate cancer and androgenetic alopecia. Are anti-androgens a potential treatment for
COVID-19? Journal of Cosmetic Dermatology. 2020;19(7):1542-3.
17. Oppel Jr. RA, Gebeloff R, Lai KKR, Wright W, Smith M. The Fullest Look Yet at the Racial
Inequity of Coronavirus2020 July 22, 2020. Available from:

29

https://www.nytimes.com/interactive/2020/07/05/us/coronavirus-latinos-african-americanscdc-data.html.
18. Yaya S, Yeboah H, Charles CH, Otu A, Labonte R. Ethnic and racial disparities in COVID19-related deaths: counting the trees, hiding the forest. BMJ Global Health.
2020;5(6):e002913.
19. Census US. The Black Alone Population in the United States: 2019: U.S. Census Bureau;
2019 [Available from: https://www.census.gov/data/tables/2019/demo/race/ppl-ba19.html.
20. Mendy A, Apewokin S, Wells AA, Morrow AL. Factors Associated with Hospitalization and
Disease Severity in a Racially and Ethnically Diverse Population of COVID-19 Patients.
medRxiv. 2020.
21. CISA. Guidance on the Essential Critical Infrastructure Workforce. In: Agency DCaIS,
editor.: Department of Homeland Security; 2020.
22. NCLS. COVID-19: Essential Workers in the States: National Conference of State
Legislatures; 2020 [Available from: https://www.ncsl.org/research/labor-andemployment/covid-19-essential-workers-in-the-states.aspx.
23. Passel JS, Cohn DV. Unauthorized immigrant workforce is smaller, but with more women:
Pew Research Center; 2018 [updated November 27, 2018. Available from:
https://www.pewresearch.org/hispanic/2018/11/27/unauthorized-immigrant-workforce-issmaller-but-with-more-women/.
24. Tomer A, Kane JW. How to protect essential workers during COVID-19. The Brookings
Institution; 2020.
25. BLS. Agricultural Workers and Construction Workers: U.S. Bureau of Labor Statistics; 2020
[Available from: https://www.bls.gov/

30

26. Cuéllar Mejía M, Cha P. Overcrowded Housing and COVID-19 Risk among Essential
Workers2020 July 27, 2020. Available from: https://www.ppic.org/blog/overcrowdedhousing-and-covid-19-risk-among-essential-workers/.
27. Capps R, Gelatt J. Barriers to COVID-19 Testing and Treatment: Immigrants without Health
Insurance Coverage in the United States. Washington, DC: Migration Policy Institute; 2020.
28. BLS. How many workers are employed in sectors directly affected by COVID-19 shutdowns,
where do they work, and how much do they earn? Monthly Labor Review [Internet]. 2020.
Available from: https://www.bls.gov/opub/mlr/2020/article/covid-19-shutdowns.htm.
29. Muro M, Maxim R, Whiton J. The places a COVID-19 recession will likely hit hardest.
Brookings Metro’s COVID-19 Analysis [Internet]. 2020 July 26, 2020. Available from:
https://www.brookings.edu/blog/the-avenue/2020/03/17/the-places-a-covid-19-recessionwill-likely-hit-hardest/.
30. Qian Y, Fan W. Who loses income during the COVID-19 outbreak? Evidence from China.
Research in Social Stratification and Mobility. 2020;68:100522.
31. Brown A, López G, López MH. Digital Divide Narrows for Latinos as More Spanish
Speakers and Immigrants Go Online Washington, D.C.: Pew Research Center; 2016 [updated
July 20, 2016. Available from: https://www.pewresearch.org/hispanic/2016/07/20/digitaldivide-narrows-for-latinos-as-more-spanish-speakers-and-immigrants-go-online/.
32. Page KR, Venkataramani M, Beyrer C, Polk S. Undocumented U.S. Immigrants and Covid19. New England Journal of Medicine. 2020;382(21):e62.
33. Scamman K. Reducing COVID-19 Health Disparities for Spanish Speakers (Hispanics Make
Up Over 34% of U.S. Coronavirus Cases)2020 July 27, 2020. Available from:
https://telelanguage.com/reducing-covid19-health-disparities-for-spanish-speakers-in-the-us/.

31

34. Gerstle G. The New Federalism. Ideas [Internet]. 2020 August 3, 2020. Available from:
https://www.theatlantic.com/ideas/archive/2020/05/new-federalism/611077/.
35. Parmet WE, Sinha MS. Covid-19 — The Law and Limits of Quarantine. New England
Journal of Medicine. 2020;382(15):e28.
36. Washington J. The government has taken at least 1,100 children from their parents since
family separations officially ended2019 July 25, 2020. Available from:
https://theintercept.com/2019/12/09/family-separation-policy-lawsuit/.
37. Erfani P, Lee C, Uppal N, Peeler K. A Systematic Approach To Mitigate The Spread Of
COVID-19 In Immigration Detention Facilities2020. Available from:
https://www.healthaffairs.org/do/10.1377/hblog20200616.357449/full/.
38. Hernández D, Marquez Aldana B, Anadon I, Eason J. The Hotspots in Hiding: COVID-19
and Immigrant Detention2020. Available from: https://medium.com/@ijanadon/the-hotspotsin-hiding-covid-19-and-immigrant-detention-2b81fd67e9ce.
39. Moreno JE. Judge denies Trump administration request to delay deadline to release migrants
from ICE detention centers2020 July 28, 2020. Available from:
https://thehill.com/regulation/court-battles/509048-judge-denies-trump-administrationrequest-to-delay-deadline-to.
40. Oum S, Wexler A, Kates J. The U.S. Response to Coronavirus: Summary of the Coronavirus
Preparedness and Response Supplemental Appropriations Act, 2020
: Kaiser Family Foundation; 2020 [updated March 11, 2020. Available from:
https://www.kff.org/coronavirus-covid-19/issue-brief/the-u-s-response-to-coronavirussummary-of-the-coronavirus-preparedness-and-response-supplemental-appropriations-act2020/.

32

41. Families First Coronavirus Response Act, (2020).
42. Moss K, Wexler A, Dawson L, Long M, Kates J, Cubanski J, et al. The Coronavirus Aid,
Relief, and Economic Security Act: Summary of Key Health Provisions 2020 [updated April
09, 2020. Available from: https://www.kff.org/coronavirus-covid-19/issue-brief/thecoronavirus-aid-relief-and-economic-security-act-summary-of-key-health-provisions/.
43. Snell K. What's Inside The Senate's $2 Trillion Coronavirus Aid Package. What's Inside The
Senate's $2 Trillion Coronavirus Aid Package [Internet]. 2020 July 26, 2020. Available from:
https://www.npr.org/2020/03/26/821457551/whats-inside-the-senate-s-2-trillion-coronavirusaid-package.
44. Singletary M. A timeline of IRS stimulus payment glitches. The Washington Post. 2020 May
4, 2020;Sect. Personal Finance.
45. CRL. The Paycheck Protection Program Continues to be Disadvantageous to Smaller
Businesses, Especially Businesses Owned by People of Color and the Self-Employed. Center
for Responsible Lending; 2020 April 6, 2020.
46. BIA. Bureau of Indian Education Virtual Listening Session- July 8: U.S. Department of the
Interior-Indian Affairs; 2020 [Available from: https://www.bia.gov/covid-19/cares-act.
47. Rodriguez JM, Bound J, Geronimus AT. US infant mortality and the President’s party.
International Journal of Epidemiology. 2013;43(3):818-26.
48. Rodriguez JM, Bound J, Geronimus AT. Rejoinder: Time series analysis and US infant
mortality: de-trending the empirical from the polemical in political epidemiology.
International journal of epidemiology. 2014;43(3):831-4.

33

49. Rodriguez JM, Bound J, Geronimus AT. Authors’ response: Politicization with
misrepresentation: on de-trending in time series analysis. International Journal of
Epidemiology. 2014;43(4):1343-4.
50. Benkler Y, Faris R, Roberts H. Network propaganda: Manipulation, disinformation, and
radicalization in American politics: Oxford University Press; 2018.
51. Lewis J. Polarization in Congress 2020 [Available from:
https://voteview.com/articles/party_polarization.
52. Clinton J, Cohen J, Lapinski JS, Trussler M. Partisan Pandemic: How Partisanship and
Public Health Concerns Affect Individuals’ Social Distancing During COVID-19. Available
at SSRN 3633934. 2020.
53. Dyer O. Covid-19: Trump stokes protests against social distancing measures. BMJ.
2020;369:m1596.
54. Brzezinski A, Kecht V, Van Dijcke D, Wright A. Belief in Science Influences Physical
Distancing in Response to COVID-19 Lockdown Policies2020.
55. Jerit J, Paulsen T, Tucker JA. Confident and Skeptical: What Science Misinformation
Patterns Can Teach Us About the COVID-19 Pandemic. Available at SSRN 3580430. 2020.
56. Stolberg SG. G.O.P. Faces Risk From Push to Repeal Health Law During Pandemic. The
New York Times. 2020.
57. Hacker JS. The great risk shift: The new economic insecurity and the decline of the
American dream: Oxford University Press; 2019.
58. Kim D. Projected impacts of federal tax policy proposals on mortality burden in the United
States: A microsimulation analysis. Preventive Medicine. 2018;111:272-9.

34

59. West R, Michie S, Rubin GJ, Amlôt R. Applying principles of behaviour change to reduce
SARS-CoV-2 transmission. Nature Human Behaviour. 2020;4(5):451-9.
60. Statement from the Press Secretary Regarding the President’s Coronavirus Task Force [press
release]. Washington, D.C.: The White House, January 29, 2020 2020.
61. Cohen E, Bruer W. US stockpile stuck with 63 million doses of hydroxychloroquine2020
July 29, 2020; CNN. Available from:
https://www.cnn.com/2020/06/17/health/hydroxychloroquine-national-stockpile/index.html.
62. Ali W. This Is What Happens When the Federal Government Abandons You2020. Available
from: https://www.theatlantic.com/ideas/archive/2020/04/how-do-you-win-war-when-yourgovernment-abandons-you/609457/.
63. Staff N. Chart: Each State’s COVID-19 Reopening and Reclosing Plans and Mask
Requirements: National Aacademy for State Health Policy 2020 [updated July 24, 2020.
Available from: https://www.nashp.org/governors-prioritize-health-for-all/.
64. KFF. State Actions to Mitigate the Spread of COVID-19: Kaiser Family Foundation; 2020
[Available from: https://www.kff.org/other/state-indicator/state-actions-to-mitigate-thespread-of-covid-19/?currentTimeframe=0&selectedDistributions=face-coveringrequirement&sortModel=%7B%22colId%22:%22Location%22,%22sort%22:%22asc%22%7
D.
65. Almukhtar S, Aufrichtig A, Bloch M, Calderone J, Collins K, Matthew Conlen, et al.
Coronavirus in the U.S.: Latest Map and Case Count 2020 [updated July 29, 2020. Available
from: https://www.nytimes.com/interactive/2020/us/coronavirus-us-cases.html?auth=linkdismiss-google1tap.

35

66. Data OWi. Daily new confirmed COVID-19 cases per million people: The Global Change
Data Lab; 2020 [Available from: https://ourworldindata.org/.
67. Board E. The Trump administration must stop sidelining the CDC. Nature
2020;583(7818):660.
68. Bartsch SM, Ferguson MC, McKinnell JA, O'Shea KJ, Wedlock PT, Siegmund SS, et al. The
Potential Health Care Costs And Resource Use Associated With COVID-19 In The United
States. Health Affairs. 2020;39(6):927-35.
69. Jackman MR, Shauman KA. THE TOLL OF INEQUALITY: Excess African American
Deaths in the United States over the Twentieth Century. Du Bois Review: Social Science
Research on Race. 2019;16(2):291-340.

36

