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Epidemiology

Individuals of all ages are at risk for SARS-CoV-2 infection and severe disease. However, the 
probability of severe COVID-19 is higher in people aged ≥65 years, those living in a nursing home or 
long-term care facility, those who are not vaccinated against COVID-19 or who have poor responses to 
COVID-19 vaccines, and those with chronic medical conditions. Data on comorbid health conditions 
among patients with COVID-19 indicate that patients with cardiovascular disease, chronic kidney 
disease, chronic obstructive pulmonary disease, diabetes with complications, neurocognitive disorders, 
and obesity are at increased risk of severe COVID-19. The risk appears to be higher in patients with 
multiple comorbid conditions. Other conditions that may lead to a high risk of severe COVID-19 
include cancer, cystic fibrosis, immunocompromising conditions, liver disease (especially in patients 
with cirrhosis), pregnancy, and sickle cell disease. Transplant recipients and people who are taking 
immunosuppressive medications may also have a higher risk of severe COVID-19.1 See Clinical 
Spectrum of SARS-CoV-2 Infection for a description of the clinical manifestations of SARS-CoV-2 
infection and a discussion of the spectrum of disease.

Although COVID-19 vaccination does not eliminate the risk of SARS-CoV-2 infection, vaccination does 
significantly reduce the risk of COVID-19–related morbidity and mortality, particularly in individuals 
who are at high risk of progressing to severe disease.2,3 

Racial and Ethnic Minorities and Other Marginalized Groups 

Communities that have been historically marginalized or made socially vulnerable due to a lack of 
access to health care or an inability to socially isolate are at increased risk of SARS-CoV-2 acquisition, 
COVID-19–related hospitalization, and death. These communities include racial and ethnic minorities, 
essential non-health care workers, and some people with disabilities.

Key Considerations
• The COVID-19 Treatment Guidelines Panel (the Panel) recommends that health care providers, 

health care systems, and payers ensure equitable access to high-quality care and treatment for all 
patients, regardless of race, ethnic identity, or other minoritized identity or social status (AIII). 
“Minoritized” refers to social groups that have been deprived of power and status by the dominant 
culture in society and encompasses not just racial identities but other identities as well, including 
gender identity and sexual orientation.4 

• Promoting equitable care for these groups must include considering the full range of medical, 
demographic, and social factors that may negatively impact health outcomes. 

• Clinicians should also be aware that pulse oximeters may not accurately detect hypoxemia in 
people with darker skin pigmentation.5,6 This may delay treatment and lead to worse clinical 
outcomes in patients with COVID-19.7 See Clinical Spectrum of SARS-CoV-2 Infection for more 
information.

• Supporting equitable access to high-quality care and treatment for all groups is now an imperative 
for all health care organizations accredited by the Joint Commission, as well as a priority for the 
Centers for Disease Control and Prevention (CDC) and other public health agencies.
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COVID-19–Related Health Outcomes
Historical structural inequities significantly contribute to the health disparities experienced by racial 
and ethnic minority groups (e.g., Black/African American people, Hispanic people, American Indian/
Alaska Native people).8 Recent data have highlighted that some racial and ethnic minority groups 
experience higher rates of COVID-19, subsequent hospitalization, and death in relation to their share of 
the total U.S. population. Black/African American people, Hispanic people, and American Indian/Alaska 
Native people also experience rates of hospitalization that are more than 2 times higher and rates of 
COVID-19–related death that are approximately 2 times higher than those experienced by White people. 
The largest disparities were observed among American Indian/Alaska Native people, who experienced a 
rate of hospitalization almost 3 times higher and a rate of death 2.1 times higher than White people.9

The increased risk of severe COVID-19 among racial and ethnic minority groups may be partly 
attributed to higher rates of comorbid conditions in these populations (e.g., cardiovascular disease, 
diabetes, chronic kidney disease, hypertension, obesity, pulmonary diseases).9

Disparities in Access to Care 
Members of racial and ethnic minority groups have an increased risk of exposure to COVID-19 
and decreased access to care. Large-scale mobility data reveals that people living in lower-income 
communities were less able to physically isolate during COVID-19 emergency declarations,10 as 
members of these communities were frequently unable to work from home.11 A 2020 study evaluated 
access to health care resources in New York City and found that in areas of the city where the majority 
of the population was Black/African American and Hispanic, there were higher COVID-19 positivity 
rates and fewer licensed hospital beds and intensive care unit beds than in areas where the majority of 
the population was White.12 

Disparities in Access to COVID-19 Treatments
Data from 41 U.S. health care systems reveal racial and ethnic disparities in the use of anti-SARS-
CoV-2 monoclonal antibodies (mAbs) for the treatment of COVID-19.13 Black/African American 
patients, Asian patients, and patients of other races were, respectively, 22.4%, 48.3%, and 46.5% less 
likely to receive anti-SARS-CoV-2 mAbs for the treatment of COVID-19 than White patients.13,14 
Disparities have also been observed in the dispensing rates for ritonavir-boosted nirmatrelvir (Paxlovid) 
and molnupiravir. During the period when the use of outpatient COVID-19 medication was increasing 
substantially, treatment with ritonavir-boosted nirmatrelvir was 35.8% lower among Black/African 
American patients and 29.9% lower among Hispanic patients than among White patients.15 Despite a 
greater number of dispensing sites in neighborhoods with a higher social vulnerability, oral antivirals 
were prescribed at a lower rate for patients with COVID-19 who were living in these areas than in those 
with a lesser degree of social vulnerability.16 These disparities are not limited to outpatient settings. One 
retrospective cohort study of veterans hospitalized with COVID-19 reported that Black veterans had 
lower odds of receiving COVID-19–specific treatments, including systemic steroids, remdesivir, and 
immunomodulators, than White veterans.17  

Other Marginalized Groups
Other marginalized groups also experience worse outcomes for COVID-19. Hospitalization rates for 
COVID-19 among Medicare beneficiaries eligible for disability were approximately 50% higher than 
those among people eligible for Medicare based on age alone, and this discrepancy disproportionately 
affected Black/African American people, Hispanic people, and American Indian/Alaska Native people.18 

Migrants, refugees, and essential non-health care workers (e.g., food supply, food service, public 
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transportation, and agricultural workers) also have disproportionately high rates of COVID-19 cases 
and deaths. These high rates can be attributed to overcrowding, an inability to physically isolate, and 
inadequate access to health care.19-21  

Given the pervasiveness of disparities in access to care and provision of treatment, it is imperative for 
clinicians, working with others on the patient care team, to assess the social factors that contribute to 
access and quality gaps and to strive to provide equitable treatment to all patients. These issues have 
been identified as a strategic priority by the CDC and the Joint Commission.

SARS-CoV-2 Variants 

Like other RNA viruses, SARS-CoV-2 is constantly evolving through random mutations. New mutations 
can potentially increase or decrease infectiousness and virulence. In addition, mutations can increase 
the virus’ ability to evade adaptive immune responses from past SARS-CoV-2 infection or vaccination. 
This viral evolution may increase the risk of reinfection or decrease the efficacy of vaccines.22 There is 
evidence that some SARS-CoV-2 variants have reduced susceptibility to plasma from people who were 
previously infected or immunized, as well as to certain anti-SARS-CoV-2 mAbs.23-25 

Since December 2020, the World Health Organization (WHO) has assigned Greek letter designations to 
several identified variants. A SARS-CoV-2 variant designated as a variant of concern (VOC) displays 
certain characteristics, such as increased transmissibility or virulence. In addition, vaccines and 
therapeutics may have decreased effectiveness against VOCs, and the mutations found in these variants 
may interfere with the targets of diagnostic tests. The variant of interest (VOI) designation has been 
used for important variants that are not fully characterized; however, organizations do not use the same 
variant designations, and they may define their variant designations differently.26,27 

In September 2021, the CDC added a new designation for variants: variants being monitored (VBMs). 
This refers to variants for which data indicate a potential or clear impact on approved or authorized 
medical countermeasures or variants associated with more severe disease or increased transmission 
rates. However, these variants are either no longer detected or are circulating at very low levels in the 
United States; therefore, they do not pose a significant and imminent risk to public health in the United 
States.

The Omicron variant was designated as a VOC in November 2021 and rapidly became the dominant 
variant across the globe. The Omicron subvariants BA.1, BA.1.1, and BA.2 emerged in early to 
mid-2022. The subvariants BA.4 and BA.5 and, more recently, other subvariants such as BQ.1, BQ.1.1, 
XBB, and XBB.1.5 are circulating in the United States. The newer Omicron subvariants are more 
transmissible than previous variants and are not susceptible to any of the anti-SARS-CoV-2 mAbs that 
have been developed for treatment and prevention of COVID-19.24,25,28,29 

Earlier variants include the Alpha (B.1.1.7) variant, which was first seen in the United Kingdom and 
shown to be highly infectious and possibly more virulent than previously reported variants;30-32 the Beta 
(B.1.351) variant, which was originally identified in South Africa; the Gamma (P.1) variant, which was 
identified in Manaus, Brazil; and the Delta (B.1.617.2) variant, which was identified in India. Although 
the Alpha, Beta, Gamma, and Delta variants were previously designated as VOCs, they have largely 
disappeared worldwide. For a detailed discussion on the susceptibility of certain VOCs, VOIs, and 
VBMs to available anti-SARS-CoV-2 mAbs, see Anti-SARS-CoV-2 Monoclonal Antibodies.

Data on the emergence, transmission, and clinical relevance of these new variants are rapidly evolving; 
this is especially true for research on how variants might affect transmission rates, disease progression, 
vaccine development, and the efficacy of current therapeutics. Because the research on variants is 
moving quickly and the classification of the different variants may change over time, websites such as 
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the CDC’s COVID Data Tracker, CoVariants.org, and WHO’s Tracking SARS-CoV-2 Variants provide 
regular updates on data for SARS-CoV-2 variants. The Panel reviews emerging data on these variants, 
paying particular attention to research on the impacts of these variants on testing, prevention, and 
treatment. 
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