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These are unsettling times.  COVID-19 has devastated the world, killing more 

than 2.4M people and nearly 500,000 in the US.i  Even into the New Year, there is still 
much mystery as to this virus as well as how to treat it and best immunize our families.  
Not to diminish the lives and loved ones of other races who were also unfortunately 
lost—three Caucasians dying for every African American in this country—COVID is still 
infamously three times more likely to kill blacks than whites.ii  This burdensome 300% 
tax has been placed upon the black community.  To make matters worse, the offered 
explanations are opaque, neither adding up or sufficiently mitigating COVID’s 
consistent and heartless impact. 

 
Think about it… what kind of blank-check precedent are we setting for future 

health disparities to justify significantly higher COVID deaths with rigid 
socioeconomics and preexisting conditions?  Blacks cannot become complacent in 
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COVID.  Faith without works is dead.  We must be critical but not paranoid and ask 
what we can do to reduce the burdens of COVID upon ourselves and others? 

 
One offered explanation is that blacks are dying more often because we have 

higher instances of preexisting medical conditions that make COVID more difficult to 
manage.iii  This explanation does not hold water, however, because even though 
blacks have higher occurrences of health issues like diabetes and hypertension, that 
usually occurs 10-50% more often than whites; not 300% or three times more likely 
such that blacks should be dying that much more frequently.iv 

 
Yet another estimation given is that blacks tend to more often work manual-

labor jobs that cannot be performed remotely thus they are more vulnerable to 
infection.  But blacks are only 24% more likely to work in-person positions according 
to the Bureau of Labor Statistics, again far from 300%. v 

 
Another hypothesis circulated is that blacks tend to live in more densely 

populated areas, which facilitates greater transmission of the virus.  Though the 
death tolls somewhat trend with population density they do not consistently do so.  
For example, cities like Detroit, Houston, Las Vegas and McAllen, Texas are in the top 
20 deadliest counties, but their population densities are significantly less than San 
Jose, San Francisco, Seattle and Washington DC—cities not located in the top twenty 
deadliest counties.vi  Moreover, blacks are only contracting the disease 31% more 
often than whites, not three hundred percent.vii  

 
Most of us who are familiar with unethical, racially motivated medical 

experimentations of the past like the Tuskegee Study and the Legacy of Henrietta 
Lacks are apt to default to racially divisive conspiracy theories for explanations of 
COVID’s disparate impact.  While we know America has never been perfectly equal, 
multiplying ones racial enemies is counterproductive.  It is unrealistic to believe that 
modern hospitals throughout the country employ large numbers of notoriously, 
racially motivated staff.  Today’s hospitals are relatively diverse—including 35% racial 
minorities who are nurses, support staff and administrators, if not physicians.viii  
Overt or noticeable race-based distinctions are not likely being made in any 
contemporary hospital with respect to hundreds of COVID patients. 

 
More realistically, medical treatment is inherently regional because 

emergency wards are position proximate to accident scenes and residences where 
the need for care is often first realized.  Because American cities (and neighborhoods) 
are still largely racially segregated, hospital clientele follows.  Plainly, where 
neighborhoods are blacker, COVID is often deadlier.   

 
Shockingly, it is not the melanin, seven of the ten “blackest” cities in the US 

are in the top 20 deadliest COVID counties.ix 
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“Blackness,” as shown in the Top 10 List above, is defined by the volume of 

African Americans living in a city.   The New York counties have (by far) the highest 
number of deaths from COVID with over 28,000.  Chicago, Philadelphia and Detroit 
counties also have had higher numbers of deaths.  Blacks are more likely to live in the 
most heavily affected areas.  For example, taking into consideration the entire 
population of blacks and whites in the country, blacks are over 300% more likely to 
live in New York, Chicago and Philadelphia than are whites.  They are further over 
3000% more likely to live in the city of Detroit, having the highest concentration of 
blacks of any major city in the Union.  Therefore, the standard of COVID care offered 
in hospitals in these cities—however successful or unsuccessful—is three (or more) 
times likely to impact blacks. 
 

Ironically, blacks are more likely to seek out hospital care for COVID than 
whites, suggesting an overreliance on hospital treatment.x  The CDC reports that the 
hospitalization rate for blacks is 287% to 440% times that of whites, depending upon 
age.  In this regard, blacks may have chosen the worst time in history to become more 
avid in obtaining medical treatment than whites as blacks hasten to the hospital three 
to four times faster for COVID care and it is yielding worser outcomes for the black 
community.xi 

 
Knowing this, African Americans must study how our local hospitals are 

treating COVID-19 patients as compared to hospitals in cities like Washington DC, San 
Jose, San Francisco and Seattle.  For example, many hospitals moved away from 
intubated mechanical ventilation use with COVID patients after the spring.xii  Perhaps 
the vents need to be used even less often.  Some hospitals may not appreciate that 
blood oxygen readings can be thrown off by an infection, like COVID, due to an 
increased white blood cell released into the blood stream.xiii 
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It is not time to get discouraged, rather now is the time for Black America to 

unmask COVID-19 treatment disparities between the aforementioned cities’ 
hospitals. 

 
 
 

 

Kristy J. Downing 
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