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The Politicization of COVID-19 and its Effect on Racial and Ethnic Minorities in the
United States

Coronavirus Disease 2019 (COVID-19) was first reported in Wuhan, China, in December
2019 (Wu et al., 2020) and in the United States in January 2020 (Schuchat et al., 2020). The
United States comprises 4.2% of the world’s population, yet, is responsible for 15% of the
world’s COVID-19 deaths (WHO, 2021). As of October 15, 2021 the United States (including
all states, Washington D.C., and territories) have recorded 44, 709, 010 cases and 720, 228

COVID-19 related deaths (CDC, 2021).

In an attempt to lessen the transmission of COVID-19, the Center for Disease Control
(CDC) recommended ever-changing mitigating measures including usage of masks, social
distancing, limiting indoor activities, and vaccinations (CDC, 2021). Unfortunately, these public
health recommendations highlighted the disparities and inequities in the United States and
deepened the political divide. This paper seeks to explore the connection of COVID-19
infections and mortality rates in racial and ethnic minorities with the political party association of

each state’s Governor.

Review of Literature

COVID-19 and the U.S.A.

COVID-19 quickly spread with The World Health Organization (WHO) officially
labeling COVID-19 a global pandemic on March 11, 2020 (Baker & Clark, 2020). Due to the
ease of COVID-19 transmission and infection, 39 States and the District of Columbia (DC)
implemented mask mandates in early 2020 and 49 states and DC closing in-person dining
activities. Across the United States, counties that implemented mask mandates showed a

decrease in COVID-19 infections and death rates within 20 days of the mandate. However,



counties that allowed restaurants to quickly reopen for dining-in had an increase in COVID-19
infections 41-100 days after reopening and an increase in COVID-19 death rates 61-100 days
after reopening (Guy et al., 2021). This trend was confirmed with the study by Kaufman et al.
2020 who also evaluated the impact of mask mandates on the number of COVID-19 infections
and subsequent deaths in the United States. Their study reveals COVID-19 cases were ten times
the number in states that reopened without a mask mandate compared to those states continuing
the mandate. The authors note mask mandates prevented an estimated 50,000 COVID-19 deaths
within the first six weeks of the pandemic in the 13 states with a mask mandate; 11 of the 13

states were governed by a Democrat.

The Role of Social Determinants of Health

Understanding the role social determinants of health (SDOH) play in health disparities is
of paramount importance. SDOH are major forces that shape health outcomes and are grouped
into 5 domains: economic stability, education access and quality, health care access and quality,
neighborhood and built environment and social and community context (Healthy People 2030
n.d.). The WHO report that disproportions in resources are significant contributors to the health
and welfare of racial and ethnic minorities (WHO, 2020). The COVID-19 pandemic highlights
these inequities and the systemic racism. For example, Holtgrave et al. 2020, stresses the
difficulty adhering to social distancing guidelines when utilizing public transportation and/or
living in small, crowded, and intergenerational households. Black non-Hispanics are
disproportionately represented in neighborhoods with poor housing and a reliance on public
transportation (Poulson et al., 2021). Xian et al. 2021, emphasizes the frontline or “essential”
jobs tend to be related to food service (i.e. grocery and restaurants), public transportation, and

healthcare; which allow for limited flexibility in working hours and environment. Further, Porter



et al. 2021, highlight the fact that black non-Hispanics are employed in the top nine occupations
considered essential and black non-Hispanics and Hispanics are more likely to be employed in
high-risk transmission industries. Economically marginalized communities historically rely on
government-funded healthcare which routinely lack the funding necessary to provide
appropriate, swift, and essential medical care during a crisis, let alone, a pandemic. This point is
underscored by the specific issues with obtaining medical treatment for the American
Indian/Alaska Native (Al/AN) population due to regulations mandating they can only receive
treatment through the Indian Health Services (IHS) (Xian et al., 2021). Poverty and the
accompanying lack of resources contribute to an increased risk of health issues; especially

cardiovascular, lung, diabetes, and psychiatric disorders (Holtgrave et al., 2020).

Only 22% of the 3,142 counties in the United States have a higher than national average
(>13%) of black non-Hispanics; yet these same counties account for 52% of the total COVID-19
cases (Porter et al., 2021). Data demonstrates that black non-Hispanics have a 1.4 times the risk
of COVID-19 hospitalization, 2 times the risk of being admitted to an intensive care unit (ICU),
and 11.36 times the risk of death compared to the white non-Hispanic population (Poulson et al.,
2021 and CDC, 2021). During September 09-14, 2020 across the USA, the Hispanic population
had a 158% higher COVID-19 infection, the black non-Hispanic population had a 50% higher
COVID-19 infection, the Asian population with 100% in seven states and the AI/AN with 100%
in nine states relative to their percent population (Xian et al., 2021). In one of California’s largest
health systems, compared to white non-Hispanic, black non-Hispanic patients diagnosed with
COVID-19 had a 2.7 fold increased chance of hospitalization (Porter et al., 2021). In Texas, the
Hispanic population had the highest mortality disparity where as in Montana, AI/AN had the

highest disparity for mortality. Xian et al. 2021, notes the most striking disproportion was in



Nevada with 34% of all COVID-19 deaths from the AI/AN population despite only being 6% of

the state’s total population.
The Politicization of COVID-19

Republicans and Democrats differ in their acknowledgment of COVID-19 including how
the virus is spread, its risks, and the best way to prevent the spread (Bernet, 2021). Republicans
were much more likely to focus on the impact safety mandates had on the economy and
individual freedom compared to Democrats who implemented stricter policies and focused on
controlling the spread of the virus (Albrecht, 2021, as cited in Bruine de Buine et al. 2020;
Hamilton and Safford, 2020). Guntuku et al. 2021, analyzed over 300,000 Twitter tweets by U.S.
legislators from January to October, 2020. The authors specifically examined the language used
surrounding COVID-19, finding that Democratic legislators focused on social services and racial

disparities while Republican legislators concentrated on government relief and economic aid.

Eden et al. 2021, looked at what effect the 2020 political party of U.S. state governors
and the 2016 county-level voting preference for the 2016 presidential election had on COVID-19
infection and death rates. A total of 3,102 counties within the United States and D.C. were
included. Analysis showed Republican counties with a 12% higher COVID-19 case rate
compared to Democratic counties. Furthermore, for counties with an average resident age of less
than 50 years old, Republican counties had a 7% increase in diagnoses and when the average
resident age was higher than 50 years old, the case rate increased to 54% higher than Democratic
counties. The death rate from COVID-19 for Republican controlled states were 22% higher than
Democratic states. Additionally, for counties with an average resident age of less than 50 years
old, Republican counties had a 20% increase in deaths but when the average resident age was

higher than 50 years old, the death rate increased to 91% compared to Democratic counties. The



authors concluded that overall the data showed a 59% stronger relationship between the 2016

presidential election party affiliation and COVID-19 death rates for citizens above age 50.

Neelon et al, 2021, reviewed COVID-19 infection and death rates by U.S. state governor
political party between March and December 2020. Their analysis shows early in the pandemic,
March-June 2020, Republican-led states had fewer COVID-19 diagnoses than Democratic-led
states. However, this changed beginning in early June and continuing through December 2020 as
the infection rates in Republican-led states was higher than Democratic-led states. This pattern
repeated for COVID-19 deaths — with lower rates of deaths initially then increasing in
Republican-led states vs Democratic-led states. Additionally, it was found the best predictor for
adherence to mask mandates was if the citizen considered themselves a Democrat (Neelon et al,

2021, as cited in Adolph, C., 2020).

Chen and Karim (2021) evaluated COVID-19 mortality rates amongst Republican and
Democratic leaning counties. Of the 3,140 counties reviewed, 486 were considered Democratic
and 2.654 Republican. From February to December 2020, data analysis showed that initially
Democratic counties had higher death rates than Republican counties. However, by the end of
2020, deaths in Republican counties surpassed those in Democratic counties. The authors also
analyzed characteristics for each county and found Republican counties, compared with
Democratic counties, had a smaller population density per square mile, less hospital beds, lower
unemployment rate, lower median household income, less black non-Hispanic population and

less adults over the age of 65.

State Examples



In Florida, counties that supported Republican candidates for political offices in 2016
already experienced overall worse public health outcomes including dying younger with elevated
rates of drug, alcohol, or suicide-related mortality. Counties won by Democrats had twice as
many black non-Hispanic and Hispanic citizens as those counties won by Republicans. This
study shows Florida counties with a higher proportion of Democrats complied with stay-at-home
orders and voluntarily self-quarantining than residents in Republican leaning counties (Bernet,
2021). The legislators and Republican governor of Florida limited local autonomy and
unilaterally reopened educational, restaurant, and other facilities while demanding a “no mask
mandate”. Moreover, the governor restricted the ability to classify a death as COVID-19 related
thereby skewing the data (Bernet, 2021). Black non-Hispanics and Hispanics are 41% of the
Florida population but are 51% of positive COVID-19 cases and account for 46% of COVID-19
hospitalizations (Bernet, 2021). Counties with a larger share of black non-Hispanics showed an
elevated infection rate compared to counties with a lower proportion of black non-Hispanics.
However, counties with the highest Republican share, had the highest infection rates for both
black non-Hispanics and Hispanics. Unfortunately, the governor restricted the ability to classify

a death as COVID-19 related thereby skewing the data (Bernet, 2021).

From the first diagnosis in New York, a Democratic-led state, through March 2020, it is
estimated the COVID-19 infection rate in white non-Hispanic at 8%, black non-Hispanic at
18.7%, and Hispanic at 28.4%; the hospitalization rate in white non-Hispanic at 0.93%, black
non-Hispanic at 1.89%, and Hispanic at 1.85%. Adult mortality rates from COVID-19 compared
to the state’s total adult population as 0.03% for white non-Hispanic, 0.12% for Hispanic, and
0.18% for black, non-Hispanic. Additionally, it was noted that black non-Hispanics were 5.38

times and Hispanics were 3.48 times likely to die from COVID-19 compared to white non-



Hispanics (Holtgrave et al., 2021). The Bronx, a borough of New York City, experienced the
highest number of COVID-19 related hospitalizations and deaths despite having lesser number of
residents, younger inhabitants, and sufficient hospital beds than other boroughs. However, the
Bronx area has a greater percentage of black non-Hispanics and a higher proportion of residents

living below the poverty level (Porter et al., 2021).

Georgia, a Republican-led state and one of the first states to ease “stay at home” policies,
consistently show an increase in diagnosis of COVID-19 relative to the higher amount of
residents who are black non-Hispanic and Hispanic populations. During the first seven weeks of
the pandemic, counties in Georgia with the highest rates of COVID-19 mortality also had the
highest proportion of black non-Hispanic, over age 60, income of less than $20,000, resided in

rural areas and had a 13-fold increase in odds of dying from COVID-19 (Porter et al., 2021).

Conclusion

Combine the longstanding inequalities in SDOH and their effect on health disparities
with a pandemic, it is not surprising that racial and ethnic minorities are disproportionally
impacted by COVID-19. Abundant research analysis shows that areas of the country with large
numbers of Republican supporters initially had lower COVID-19 infections and deaths but as
they continued to ignore public health safety recommendations the number of cases and deaths
surpassed those of Democratic-led areas. This review highlights the link between political
leanings and higher infection and mortality rates for those areas that are considered Republican.
The connection between government mandates, SODH, and COVID-19 infections and deaths in

racial and ethnic minorities cannot be ignored. The data supports the



References:

Albrecht, D.E. (2021). COVID-19 in rural America: Impacts of politics and disadvantage. Rural

Sociology, 0(0), 1-25. https://doi.org/10.1111/rus0.12404

Baker, E., & Clark, L. L. (2020). Biopsychopharmacosocial approach to assess the impact of
social distancing and isolation on mental health in older adults. British Journal of

Community Nursing, 25(5), 231-238. https://doi.org/10.12968/bjcn.2020.25.5.231

Bernet P. (2021). COVID-19 Infections and Mortality in Florida Counties: Roles of Race,
Ethnicity, Segregation, and 2020 Election Results. Journal of racial and ethnic health

disparities, 1-11. Advance online publication. https://doi.org/10.1007/s40615-021-

01135-z

CDC COVID-19 Response Team (2020). Geographic Differences in COVID-19 Cases, Deaths,
and Incidence - United States, February 12-April 7, 2020. MMWR. Morbidity and

mortality weekly report, 69(15), 465-471. https://doi.org/10.15585/mmwr.mm6915e4

Chen, H. F., & Karim, S. A. (2021). Relationship between political partisanship and COVID-19
deaths: future implications for public health. Journal of public health (Oxford, England),

fdab136. Advance online publication. https://doi.org/10.1093/pubmed/fdab136

Eden, J., Salas, J., Santos Rutschman, A., Prener, C. G., Niemotka, S. L., & Wiemken, T. L.
(2021). Associations of presidential voting preference and gubernatorial control with
county-level COVID-19 case and death rates in the continental United States. Public

health, 198, 161-163.

Guntuku, S. C., Purtle, J., Meisel, Z. F., Merchant, R. M., & Agarwal, A. (2021). Partisan

Differences in Twitter Language Among US Legislators During the COVID-19


https://doi.org/10.1111/ruso.12404
https://doi.org/10.12968/bjcn.2020.25.5.231
https://doi.org/10.1007/s40615-021-01135-z
https://doi.org/10.1007/s40615-021-01135-z
https://doi.org/10.15585/mmwr.mm6915e4

10

Pandemic: Cross-sectional Study. Journal of medical Internet research, 23(6), e27300.

https://doi.org/10.2196/27300

Guy, G. P., Jr, Lee, F. C., Sunshine, G., McCord, R., Howard-Williams, M., Kompaniyets, L.,
Dunphy, C., Gakh, M., Weber, R., Sauber-Schatz, E., Omura, J. D., Massetti, G. M.,
CDC COVID-19 Response Team, Mitigation Policy Analysis Unit, & CDC Public
Health Law Program (2021). Association of State-Issued Mask Mandates and Allowing
On-Premises Restaurant Dining with County-Level COVID-19 Case and Death Growth
Rates - United States, March 1-December 31, 2020. MMWR. Morbidity and mortality

weekly report, 70(10), 350-354. https://doi.org/10.15585/mmwr.mm7010e3

Healthy People 2030 (n.d.). Social determinants of health?

https://health.gov/healthypeople/objectives-and-data/social-determinants-health

Holtgrave, D. R., Barranco, M. A., Tesoriero, J. M., Blog, D. S., & Rosenberg, E. S. (2020).
Assessing racial and ethnic disparities using a COVID-19 outcomes continuum for New
York State. Annals of epidemiology, 48, 9-14.

https://doi.org/10.1016/j.annepidem.2020.06.010

Kaufman, B. G., Whitaker, R., Mahendraratnam, N., Smith, V. A., & McClellan, M. B. (2020).
Comparing Associations of State Reopening Strategies with COVID-19 Burden. Journal

of general internal medicine, 35(12), 3627-3634. https://doi.org/10.1007/s11606-020-

06277-0

Neelon, B., Mutiso, F., Mueller, N. T., Pearce, J. L., & Benjamin-Neelon, S. E. (2021).

Associations Between Governor Political Affiliation and COVID-19 Cases, Deaths, and


https://doi.org/10.2196/27300
https://doi.org/10.15585/mmwr.mm7010e3
https://health.gov/healthypeople/objectives-and-data/social-determinants-health
https://doi.org/10.1007/s11606-020-06277-0
https://doi.org/10.1007/s11606-020-06277-0

11

Testing in the U.S. American journal of preventive medicine, 61(1), 115-1109.

https://doi.org/10.1016/j.amepre.2021.01.034

Porter, G., Desai, K., George, V., Coughlin, S. S., & Moore, J. X. (2021). Racial Disparities in
the Epidemiology of COVID-19 in Georgia: Trends Since State-Wide Reopening. Health

equity, 5(1), 91-99. https://doi.org/10.1089/heq.2020.0089

Poulson, M., Geary, A., Annesi, C., Allee, L., Kenzik, K., Sanchez, S., Tseng, J., & Dechert, T.
(2021). National Disparities in COVID-19 Outcomes between Black and White
Americans. Journal of the National Medical Association, 113(2), 125-132.

https://doi.org/10.1016/j.jnma.2020.07.009

Xian, Z., Saxena, A., Javed, Z., Jordan, J. E., Alkarawi, S., Khan, S. U., Shah, K., Vahidy, F. S.,
Nasir, K., & Dubey, P. (2021). COVID-19-related state-wise racial and ethnic disparities
across the USA: an observational study based on publicly available data from The

COVID Tracking Project. BMJ open, 11(6), e048006. https://doi.org/10.1136/bmjopen-

2020-048006


https://doi.org/10.1016/j.amepre.2021.01.034
https://doi.org/10.1089/heq.2020.0089
https://doi.org/10.1136/bmjopen-2020-048006
https://doi.org/10.1136/bmjopen-2020-048006

