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Both HIV & COVID-19 disproportionately impact
communities of color

HIV

THE LIFETIME RISK OF
ACQUIRING HIV:

BLACK/AFRICAN AMERICAN

MSM:1in 2
Transgender Women: 1in 2
Men:1in 22
Women: 1in 54

HISPANIC/LATINX

MSM:1in 5
Transgender Women: 1in 6
Men: 1in 51
Women: 1in 256

AMERICAN INDIAN/ALASKA
NATIVE
MSM: 1in 12
Transgender Women: N/A
Men: 1in 131
Women: 1in 403

WHITES
MSM:1in 11
Transgender Women: 1in &
Men: 1in 140
Women: 1in 941
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COVID-19

ELEVATED RISK COMPARED

TO WHITE AMERICANS:

BLACK/AFRICAN AMERICAN

Cases: 2.6x higher
Hospitalizations: 4.7x higher
Deaths: 2.1x higher

HISPANIC/LATINX

Cases: 2.8x higher
Hospitalizations: 4.6x higher
Deaths: 1.1x higher

AMERICAN INDIAN/ALASKA
NATIVE

Cases: 2.8x higher
Hospitalizations: 5.3x higher
Deaths: 1.4x higher

(O’Neill Institute, 2020)



-19 is part of a syndemic that magnity
Inequities by race
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Black communities in the United States are bearing the brunt of the COVID-1% pandemic and the un-
derlying conditions that exacerbate ity negative comequences. Syndemic theory provides s usedul
L ke for ingg hoowe such i ing epidemics develop under conditions of health and
soctal disparity. Multiple historical and preseni-day factors have created the syndemic conditions wit hin
which black Americans experience the bethal force of COVID-19, These factors include raciam and ity
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mcu...:.' o muanifestations (eg, chatel slavery, mongage redlining, political gerrymandering, lack of Medicaid
CoVID-19 f i iscrimination, and health care provider bias), Improving racial disparities in
Sytwlesic theary COVID-19 will require that we implement policies that address structural racism at the root of these
Health disparitics disparities.

pitn © 2020 Elsevier Inc. All Tights reserved,

As COVID-19 cases have eéxploded in the United States. stark
ractal disparities in morbidity and momality have emerged. The
burden s most pronounced for black Americans who make up 13%
of the U5, population but 30% of COVID-19 cases in the 14 states for
wihich racial data were available [ 1 ]. Rates of exposure and infection
with the novel pathogen may also differ by race; however, the lack of
widespread testing and limited reporting of racial data make this
difficult to ascertain, Avariery of explanations have been affered for
this emerging health inequity: Black Americans experience a higher
prevalence of underlying chronic conditions, such as hypertension
(5TRIIZ] 18%)[3], ty (50%] [4], which predispase
individuals to poorer clinical outcomes, including death, in the event
of COVID-19 disease | 5], Black Americansare 1.5 timesmore likely o
be underinsured or lack health insurance altogether thanwhites 6],
contributing to delaved access to lifesaving care |7]. On April 17,
2020, U5, Surgeon General Jerome Adams even suggested black
Ameri have higher sub use rates and ded

d b ption, and smoking Lo prevent

huce use, alcohol ¢
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COVID-19 deaths [B]. While these Factors may play a mole i why
black American comumunities face greater losses in this pandemic,
decades of research to understand the disproportionate burden of
HIV among black Americans may help unmask the drivers of this
inequity and improve efforts to mitigate it.

It is a longstanding paradox that black Americans carry the
highest burdens of HIV while also reporting similar rates of HIV risk
behaviors as other groups. This holds true for black American men
‘who have sex with men as well as for black American women [9,10].
Syndemic theory bas provided a useful framework for under-
standing this paradex [11], Anthropaologist Merrill Singer first
proffered syndemic theory as a way “to elucidate the tendency for
multiple co-terminus and interacting epidemics to develop under
conditions of health and social disparity” [12], The high rate of
COVID-19 exposure, acquisition. and mortality ameng black Amer-
icans represents “multiple co-terminus and interacting epidemics”
occurning within persistent national health and social (nequities
already impacting black communities. Multiple historical and
present-day factors have created the syndemic conditions within
‘which lack Americans experience the lethal force of COVID-19,

The health impact of zocial and political decisions outweighs the
impact of individual choices. and these decisions have a historical
context. Sociological and ecenomic studies have shown correlations
between modern-day attitudes and policies in former confederate




PROCEEDINGS OF A WORKSHOP

INVESTING IN « white haalth ot
INTERVENTIUNS THAT ¢ ...winlle ned care accounts 1or
some 10 to 20 percent of the
ADDRESS NON-MEDICAL, determinants of health,
HEALTH-RELATED socioeconomic factors and factors
SOCIAL NEEDS related to the physical environment

are estimated to account for up to

50 percent of the determinants of
health”

The National Academies of
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Distribution by borough of NYC hospital beds & COVID-19 cases
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Sources: COVID-19 case count by borough as of April 25, 2020 https://www1.nyc.gov/site/doh/covid/covid-19-data.page
NYC Hospital bed counts https://profiles.health.ny.gov/hospital/county_or_region/Categorized by author




Figure 1

Nursing Homes With Relatively High Shares of Black or

Hispanic Residents Were More Likely To Have At Least One
COVID-19 Death

Share of Nursing Homes With At Least One COVID-19 Death (as of October 11, 2020):

Facilities with High Share of Black Residents : 63%
Facilities with Low Share of Black Residents :

Facilities with High Share of Hispanic Residents 55%
Facilities with Low Share of Hispanic Residents

< Facilities with High Share of White Residents
Facilities with Low Share of White Residents

All Facilities: 45%

NOTES: Includes 13,9682 nursing homes for which race/ethnicity data were available for all groups and for which resident cases or deaths were not >

total number of beds. High share of Black residents or Hispanic residents refers to 20% or more. High share of White residents is 80% or more.

Facilities may fall into more than one of these groups. KFF
SOURCE: KFF analysis of Shaping Long Term Care in America Project at Brown University funded in part by the National Institute on Aging

(1P01AG027296), CMS COVID-19 Nursing Home Data (as of October 11, 2020)



HIV-Risks of Evaluated ORs

by Evaluated Factors Black MSM (Social Determinants) THE LANCET
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. Black partners
. Current STI dx

Undiagnosed HIV (HIV+ MSM)

. Lower education

. CD4 < 200 (HIV+ MSM)

Low income

. Crack cocaine

. HIV status nondisclosure (HIV+ MSM)
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. Ever incarcerated

. No health coverage (HIV+ MSM)
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. Less ART adherence (HIV+ MSM)

. Not virally suppressed (HIV+ MSM)
. Childhood sex abuse

. Less ART access (HIV+ MSM)

. Early sex debut

. Fewer clinical visits (HIV+ MSM)

. Older partners
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. Unemployment
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. Concurrent partners

. Receptive UAI

. Serodiscordant UAI (HIV- MSM)
. HIV+ partners (HIV- MSM)

. Serodiscordant UAI (HIV+ MSM)

. Injection drugs

. Circumcised
.1 vs. >1 lifetime HIV tests

. Number of sex partners

. Same race partners

. Serosorting (HIV- MSM)

. Drug use before/during sex
. Gay ID

. Amphetamines

. Amyl nitrites

0.2

0.5

Odds ratio

10

I
20

(Millett, The Lancet, 2012)



We are on trac
White America

New York City (NY)
161 161
8 81
44
24

< to end the HIV epidemic with

S

Seattle (WA)

— e s

s e 0.5
2020 ' 2030 2040 2020 ' 2030 ' 2040
Year
Atlanta (GA) Baltimore (MD)
161 161
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2020 ' 2030

2040 2020 ' 2030 ' 2040

These estimates were
made pre-COVID.

It will take much

longer to end HIV in
black and brown

communities due to
COVID-19 delays

Epidemic control (<1/10,000)

—— Overall city level

= = = Black

= Hispanic

=~ White/others (Zang et al, 2020)



Social determinants of health
that magnity health inequities
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Social Determinants of Health & HIV Racial Disparities
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Beyond Race and Place: Distal Sociological Determinants

of HIV Disparities
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Abstract

Informed behavior change as an HIV prevention tool has yielded unequal successes across populations. Despite decades of
HIV education, some individuals remain at high risk. The mainstream media often portrays these risk factors as products of
race and national borders; however, a rich body of recent literature proposes a host of complex social factors that influence

behavior, including, but not limited to: paverty, income ineq sodial and heakh care access.
We the between social s and HIV across elghty large ULS, cities in 1990
wmbunnqﬂinhemajm factors included Income in lity, poverty,
and ge rates. However, these ecological factors were weighted diff iall a:mssmkgmm
leg hemosemal intravenous drug use, men who have sex with men (MSM]). risk rose signifi with poor
economic indicators, while MSM risk depended more heavily on i+ | stigma {as d by
marriage laws). HIV incidence among black ifi by with ic factors but also
with and imk in the male :awtohenmeﬂectotmmimammw Dur results support an
mrallnndelnlmroulogvvdmpmny iru:ome L ity fin the form of racism
and ar d into drhmsofuw-w inthe US.,

information-based pm!nlion efforts. The relative weights of these distal factors vary over time and by HIV risk group. Our

ONE 9i8): #91711, dai:1 01371 jousralpore. 0091711
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Introduction

“Kanow your epidemic’ was the charge given by the 2007 Joimt
Ulniited Nations Programme on HIV/AIDS, as it noted that the
Iman bekaviors promoting HIV tramm

on are significunly
inflieneed by eulural and sructural variations within and acros
societies [1]. A significant characteristic of HIV incidence in the
Uniited Swmies is ity tacial disparity, with black and Hispanic
inelivichiab bearing a disproportionate burden of new infevtions
[2]. Variations in sexual behaviors between black and white
melividuals (e.g. ¢
explain this [3.4,

wer munbers, age of sexal debut) cannot fully
|

Poverty has emerged a8 o major foree in prometing the
1 of HIW around the world [7,8.9]. In the US
anel HIV are associated [10,11,12], and impoverished urban arcas
have HIV prevalence rutes cqui
income countries with generlized
srength of §

TR

poverty

1 o those of many low-
epidemics [L1]. F

smection between poverty and HIV has recently

wever, the

been called o question, 4 HIV prevalmes raks have been
fowmd s positively correlate with wrealth within some sub-Salaran
African countries [13,14,13]. Income inequality, however, has

PLOS ONE | www.plosane.om

remmained a stable predictor of HIV across nations, twugh why
remains poorly understood [7,16,17]

Sockrecomomic st can explain a significam degroe—bat not
all—of the US. racial disparities in sexually transmitted infections
such as HIV [10,18). Hogben and Leichliter [19] have

residential segregation as an underlying social deternm

pissed
it of
wnaltiple other disparities that increase HIV incidence, inchuding

redheced healh care access, higher inearceration rates and vigma
Economic maability and malefomale ratios skewed by male

v may contribute 1o risky concurrent panmerships

ving body of lemmre supports the need to wnderstand

how HIV epidenics change over space and time [24]. The US
epidemic began in the subpopulation of men whe have sex with
men (MSM),
infoctions [2,23], yet has propartion

s group that still accounts for a skim majority of HIV
¢ declined over the pas
two decade. Young, non-white and poor MSM renuain particon-
Larly at risk [26]. Sotne hanve proposcd . covert Cdown bow™)
MSM activity s pantially responsible for 4 lhl\ discrepancy, though
s rema

Much of

froan e aned persnd-intensive indnvidual anereews and

e iiow Alsiat the ecology of HIV itk éomies

April 2014 | Volume 9 | Issue 4 | e91711
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Homelessness and HIV outcomes may worsen due to
the COVID-19 Recession

s Mean Viral Load

o Viral Supression

90%
85%
80% 87109
70%
65%

8
z 60%
<
=
@ 50%
=
§ 42%
S 40%
S 30%
o

20%

10%

0%
Rent/Own  Treatment Center/ SRO/Hotel Friend Shelter Outdoors
(n=1739) Transitional Housing (n = 151) (n = 148) (n=31) (n = 50)
(n-79)
aOR Reference 0.97 0.49 0.38 0.27 0.16
(95% CI) (0.52, 1.81) (0.32, 0.73) (0.25, 0.57) (0.13, 0.60) (0.09, 0.30)

(Clemenzi-Allen, 2019)
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Homelessness at diagnosis is associated with death
among people with HIV in a population-based study

of a US city

Matthew A. Spinelli®, Nancy A. Hessol®, Sandy Schwarcz",
Ling Hsu®, Maree-Kay Parisi®, Sharon Pipkin©, Susan Scheer®,

Diane Havlir® and Susan P. Buchbinder®

Objective: San Francisco, California, has experienced a 44% reduction in new HIV
diagnoses since 2013 supported by its ‘Getting to Zero’ initiative; however, the age-
adjusted mortality rate in people with HIV (PWH) has not decreased. We sought to
identify factors associated with death among PWH in San Francisco.

Design: Population-based incidence-density case—control study.

Methods: Among PWH in the San Francisco HIV surveillance registry, a random
sample of 48 decedents from 1 July 2016 to 31 May 2017 were each matched to
two to three controls who were alive at the date of death (108 controls matched on age
and time since diagnosis). Covariates included demographics, substance use, housing
status, medical conditions, and care indicators from the study population. We used
matched-pair conditional logistic regression to examine factors associated with mor-
tality.

Results: Of the 156 PWH in the study, 14% were African-American, 14% Latino, and
8% female sex. In adjusted analysis, factors associated with higher odds of death
included: homelessness at HIV diagnosis [adjusted odds ratio (AOR)=27.4; 95%
confidence interval (Cl) =3.0-552.1], prior-year IDU (AOR=10.2; 95% Cl=1.7—
128.5), prior-year tobacco use (AOR =7.2; 95% Cl = 1.7-46.9), being off antiretroviral
therapy at any point in the prior year (AOR=6.8; 95% Cl=1.1-71.4), and being
unpartnered vs. married/partnered (AOR =4.7; 95% Cl=1.3-22.0).

Conclusion: People homeless at HIV diagnosis had 27-fold higher odds of death
compared with those with housing; substance use and retention on antiretroviral
therapy in the prior year are other important intervenable factors. New strategies to
address these barriers, and continued investment in supportive housing and substance
use treatment, are needed. Copyright ® 2019 Wolters Kluwer Health, Inc. All rights reserved.

AIDS 2019, 33:1789-1794

Keywords: antiretroviral therapy, HIV, homelessness, mortality, preventable
mortality, substance use
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The COVID-19 Recession and Women

G*’:h?;n] The NEW ENGLAND
W/ JOURNAL of MEDICINE -

) Women have lost more jobs than men in COVID-19
. downturn, a reversal from the Great Recession

Employed workers, in millions

Jefferson, Alabhama

COVID-19 downturn
May 2020 February 2020 % loss

All workers | % -13%

137.5 158.0
Women | @O -15
Portland, Oregon 638 78.0
Men | 1@ -4
0 74.0 83.0 =03
Great Recession 5009 2007
san Antonio, |exas Al WG ll ; A3
138.7 146.7
Women O i 4
65.8 68.3
N Men . @ | -7
New York City 0 729 784 200

Note: Estimates refer to employed workers ages 16 and older, nonseasonally adjusted.
0% g0 I 1 TILH Estimates for 2007 and 2009 refer to the fourth quarter of each year.

Source: Bureau of Labor Statistics and Pew Research Center analysis of 2007 and 2009
Current Population Survey data.

PEW RESEARCH CENTER

PERCENT INCREASE IN DOMESTIC VIOLENCE 2020
drop in caseloads are likely to experience a second surge. This pandemic
has reinforced important truths: inequities related to social

determinants of health are magnified during a crisis, and sheltering in a mfAR
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COVID-19 and Residential Segregation

o The Washington Post B (orecaman 2

National E— A Primarily
Residential segregation plays a role in et
coronavirus disparities, study finds MUY Wnke e

Diagnoses

60-77% White 4 4500, 2d
Diagnoses

| <60% White 3,995,398 i
Diagnoses Divarsa
Counties

(Millett et al, 2020) amfAR
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As with COVID-19, HIV diagnoses are highest in more diverse counties
(fewer whites) and lowest in counties with more white residents.

Both COVID-19 and HIV disproportionately impact communities of color. Residential segregation,
structural racism and social determinants of health drive diagnoses in nonwhite communities.

20
18
16
14
12
New HIV
Diagnoses
100,000
Population 8
6
4 —
2 T

<60% 60.18%~77%.39% 77.44%-88.11% 88.11%-93.80% >93.80%

amfAR Proportion of Population White (Non-Hispanic)
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The centrality of health insurance in health
equity

Health Insurance Coverage Is The percentage of uninsured Americans dropped from 2012 through 2017,
Fundamental to Ending the HIV Epidemic

but EHE locations lagged behind the nation as a whole.

B National
I'r"-": el H
S 20% B 7 included states
0
5 50 local
o =% F1, o B
£ 18% jurisdictions
.'_; ] F -
D
2 16%
0
£ 14%
e
o
o 29
- 12
E_
R 10%
i

2012 2013 2014 2015 2016 2017
(US Census data; amfAR
EHE database)




Percent of Uninsured is Highest in The 7 EHE States

45%**
30%
. National 38%
B 7 Included States 25% 35%
50 Local Jurisdictions i
m Black
S » Hispanic
10%
5%
0%
White Asian Two or Afrlgan Natlyle Natllve Latinx Other Medicaid
(non- More  American Hawaiian American
Hispanic) /Pacific (KFF, 2020)
Islander

Source: ehe.amfar.org amfAR
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Citizenship Status of Nonelderly Uninsured Population by
Race/Ethnicity, 2018

4%

= Non-Citizens
®m Naturalized Citizens
m U.S. Born Citizens

White Black Hispanic Asian

Note: Numbers may not sum due to rounding. Persons of Hispanic origin may be of any race but are categorized as Hispanic for this analysis; other groups are non- I(FF
Hispanic. Includes nonelderly individuals 0-64 years of age. All values have a statistically significant difference from the White population at the p<0.05 level.

Source: KFF analysis of 2018 American Community Survey, 1-Year Estimates. LY FOUNGATION



Non-English Speakers and HIV/ COVID-19 risk
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RESEARCH ARTICLE
County-level factors affecting Latino HIV
disparities in the United States

Nanette D. Benbow'*, David A. Aaby?, Eli 5. Rosenberg?, C. Hendricks Brown'

1 D of Psychiatry and Sciences, 9 of Medicine, h Univarsity,

Chacago, Nincis, United States of Amanica, 2 Depanment of Praventiva Medicing, Fainbarg Schodl of

Medicine, Morthwestern University, Chicago, lllinois, U f America, 3 Dep of
X ar Albany Schoal of Public Heasth, State University of New York.

Epidamioiogy
Rensselaer, New York, Un|

* Nanstie @ norhwestarm.

Abstract

To determine which
to care factors are
nosed HIV infection.

found that significan

compared ko lower values included proportion of HIV diagnoses due 16 injection drug use,
percant Latin fiving in poverty, parcent not English proficient, and percant Puarto Rican.
Latino disparities in d with c ing percent severe housing, drug overdose mortal-
ity rate, percent rural, lemale p rate, social 1 rate, parcent change in
Lating papulation, and Latino to NL-White proportion of the population, Thase factars while
significant had minimal effects on diminishing disparity, but did substantially reduce the vari-
ance in disparity rates.
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‘igure 2. Proportion of Patients Testing Positive for Severe Acute Respiratory Syndrome Coronavirus 2

SARS-CoV-2) by Language

No. Positive rate, %
Language tested (95%Cl)
English 1154 4(3.8-4.2) i
Non-English 347 18.6 (16 .8-20.3)- +/
Amharic 21 233 (14.6-32.1)- ——
Arabic 1 3.1(0-9.2) —-—
Cambodian/Khmer 7 26.9(9.9-44)
Korean 5 11.1(1.9-20.3) |
Mandarin/Cantonese 9 6.1(2.2-9.9) - ——'—
Other 38 11.9(8.4-15.5) |
Russian 7 11.1(3.4-18.9)
Somali 12 17.6(8.6-26.7) o
Spanish 199 25.1(22-28.1) ==
Tagalog 10 16.1(7-25.3)
Tigrinya 9 15.5(6.2-24.8)
Vietnamese 29 17.6 (11.8-23.4) S —

(I) 5I lb 1I5 2I0 2I5 3r0 3I5 4r0 4I5

Positive rate, % (95% Cl)



Travel, HIV services and retention/ viral suppression
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Travel Distance to HIV Medical Care: A Geographic Analysis
of Weighted Survey Data from the Medical Monitoring Project

in Philadelphia, PA

M. G. Eberhart - C. D. Voytek - A. Hillier -
D, 8. Metzger - M. B. Blank - K. A, Brady

D Springer Science+Business Media New York 2013

Abstract  Decisions regarding where patients access HIV
care are not well understood. The purpose of this analysis
was (o ine dif! in travel di Lo care amo)
persons receiving care in Philadelphia. A multi-stage
sampling design was utilized to identify 400 potential
participants. 65 % (260/400) agreed to be interviewed,
Participants were asked questions about medical care,
supportive services, and geographic location. Distanc
were calculated between residence amd care location.
46.3 % travelled more than three miles beyond the nearest
facility. Uninsured travelled further (6.9 miles, 95 % CI
3.9-9.8) than persons with public insurance (3.3 miles,
2.9-3.6). In muliivariate analyses, no insurance (20/260)
was associated with increased distance (p = 0.0005) and
Hispanic ethnicity was associated with decreased distance
{p = 0.0462). Persons without insurance travel further but
insurance status alone does not explain the variability in
distance travelled o care. In Philadelphia, Hispanic

M. G. Eberhant (0=1) - K. A. Brady

AIDS Activities Coordinating Office, Philadelphia Department
of Public Health, 1101 Markel Street. 8th Floor, Philadelphia,
PA 19107, USA

e-mail: michael eberhart @ phila. gov

C. D. Voyiek - D. 8. Meteger
Perelman School of Medicine. University of Pennsylvania,
Philadelphia, PA, USA

A, Hillier
School of Social Policy and Practice, University of
Pennsylvania, Philadelphia, PA, USA

M. B. Blank
Center for Mental Health Policy and Services Research,
University of Pennsylvania, Philadelphia, PA, USA

populations, and providers that may be most accessible to

these studies varied by geographic location [6, 9], study
population [1, 4, 6-8], and methodology [5, 10, 11], the
general consensus is that distance is often a barrier 10 eare
[12]. More specifically, persons living in rural areas tend 1o
travel greater distances than persons in urban areas [3, 10],
and straight-line distances have been shown to be a reliable
measure of actual distance travelled [10]. Geographic
analyses have also been wtilized Lo assess access to care by
focusing on the distribution of medical care sites within a
given jurisdiction or catchment area [2, 9, 11-17). As a
result, strategies that address equitable access to care often
emphasize location in effort to reduce physical barriers [2,
14-18], when other factors may also impact where persons
access care, Two factors commonly identified as influ-
encing decisions regarding where to access medical care
include racefethnicity and socioeconomic status [1, 3, 5]
However, other factors which may be more difficult to
measure and quantify, such as access to ancillary services,
facility reputation, fear of ur d disclosure, and geo-
graphic relationship 1o non-medical services, have also
been identified [4, 6, 7].
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Identifying spatial variation along the HIV care continuum: The
role of distance to care on retention and viral suppression

Terzian AS', Younes N', Greenberg AE', Opoku J?, Hubbard J', Happ LP', Kumar P2,
Jones RR*, and Castel AD' DC Cohort Executive Committee

Department of Epidemiology and Biostatistics
George Washington University, Washington,
HIV/AIDS, Hepatitis, STD, and TB Administrati
Georgetown University, Washington, DC “Oc
Division of Cancer Epidemiology & Genetics,
Health, Bethesda, Maryland

Abstract

Background—Distance to HIV care may be
suppression (V8) in Washington, DC.

Methods—RIC (= 2 HIV visits or labs 290 d
VS8 (<200 copies/mL at last visit) and distance
participants receiving HIV care in outpatient clinics in 2015. Logistic regression models and
geospatial statistics were computed.

Results —RIC was 73%:; 97% were on ART, among whom 77% achieved VS. ZIP code-level
clusters of low RIC and high VS were observed in the Northwest; low VS in the Southeast. Those
traveling =5 miles had 30% lower RIC (aOR=0.71, 95% CL: 0.58,0.86) and lower VS (aOR=0.70,
95% CI:0.52,094).

Conclusions—Longer distances were associated with lower RIC and VS, Geospatial clustering
of RIC




Racism and Racial Attitudes are Associated
with Health Outcomes
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Health inequities are deeply entrenched and costs

lives as well as resources

Economic Consequences of Racism in Health

ESTIMATING THE ECONOMIC BURDEN OF RACIAL
HEALTH INEQUALITIES IN THE UNITED STATES

Thomas A. LaVeist, Darrell Gaskin,
and Patrick Richard

The primary hypothesis of this study is that r
and health care impose costs on numerous
health care costs and indirect costs such as I
conducted three sets of analysis, assessing
(2) indirect costs, using data from the Med
(2002-2006) to estimate the potential cost
disparities for racial/ethnic minorities and t
wilh health inequalities for racial/ethnic mino:
of premature death, using data from the N
(2003-2006). They estimate that eliminating
would have reduced direct medical care exp
and indirect costs associated with illness and
$1 trillion for the years 2003-2006 (in 2008
should address health disparities because s
with the values of our society and addressin
but this analysis shows that social jusiice can

In 2002, the U.S.-based Institute of Medici

report on racial and ethnic inequalities in quality of care within health care settings
(1). Unegual Treatment placed the issue of racial and ethnic inequalities in
health status and health care on the nation’s health policy agenda, leading to
increased attention and resources devoted to understanding and ultimately solving

this longstanding and vexing problem.

Racial/fethmic dispanities in health status and health care are well docu-
mented (2, 3), mainly using vital statistics to compute differential age-adjusted

International Journal of Health Services, Volume 41, Number 2, Pages 231-238, 2011

@ 2011, Baywood Publishing Co., Inc.
doi: 10.2190/HS.41.2.¢c
http: //baywood.com

“...addressing health
disparities...would have
reduced direct medical care
expenditures by about $230
billion and indirect costs
associated with illness and
premature death by more than
S1 trillion for the years”

US racial inequality may be as deadly as COVID-19

Elizabeth Wrigley-Field**

“Bepartment of Saciology and Minnesota Population Center, University of Minnesota, Minneapalis, MN 55455

Edited by Douglas 5. Massey, Princeton University, Princeton, NJ, and approved August & 2020 {recefved for review July 13, 2020}

The COVID-13 demic Is causing a phic increase in US
mortality. How does the scale of this pandemic compare to another
US catastrophe: radal inequality? Using demographic models, | es-
timate how many excess White deaths would raise US White mor-
tality to the best-ever (lowest) US Black level under alternative,
plausible assumptions about the age patteminn nf avrece martaling
in 2020. Ifind that 400,000 excess White de

equal the best mortality ever recorded a

montality in 2020 to reach levels that Blac

pandemics, current COVID-19 mortality k

crease by a factor of nearly 6. Moreover

Results

I used official US life tables (3) and demographic models 1o esti-
mate how many additional deaths due to COVID-19 would be re-
quired for age-adjusted, non-Hispanic White mortality in 20200 to
mse to the minimum recorded age-adjusted, non-Hispansc Black
ot Tt it Gt ot Y A WA

s o “For White mortality rates in 2020

experienced every year. | argue that, if Blac
every year on the scale of Whites' experiel
too should the tools we deploy to fight it
nat be limited by how accustomed the Uni
racial inequality.

raclal inequality | mortality | cOVID-19

he COVID-19 pandemic is likely to k

States on a scale not seen in a century,
catastrophic flu killed tens of millions we
million in the United States. Yet mortali
Americans, were unprecedented nevertl
mortality for US Blacks in any given (n
research has shown that the infectious n
urban Whites in 1918 was lower than th
urban nomwhites in every documented
Fig. 1 shows that a similar pattern pertain
age-adjusted total mortality and life expo
pectancy in 1918 was far lower than in

to reach levels that Blacks
experience any given year, White
COVID-19 mortality would need
to increase nearly 6-fold.”

et ndicac o “Eyen amid COVID- 19, US White

1918 was bower than Black mortality in all
to 1931. By all major mortality measures—
mortality, and life expectancy—in the early
century, Blacks in the United States expe
comparable to Whites' experience of the |1

A century later, stark inequalities in sur
of the carly twenty-first century look li
twentieth century, with a deadly pande
mortality for Whites that nevertheless »
mortality Blacks experience routinely, ou
This question cannot be answered definiti
COVID-19 is known. As a framework for
how many White deaths from COVID-1!
‘White mortality in 2020 to reach the levels of Black mortality in its
best recorded year.

The results provide context for understanding the scale of racial
inequality in montality in the United States. Despite recent
scholarly focus on rising White mortality (2), that racial inequality
remains extreme. As Fig. 1 underscores, best-ever Black ape-
adjusted mortality and life expectancy are eéquivalent to White
rates from, respectively, nearly 20 or 30 y carlier. For COVID-19
to raise mortality as much as racial inequality does, it would need
1o erase two to three decades of mortality progress for Whites.

400,000 cxcess White deaths occur in 2020, the COVID-19

#uithor contributions: EW.F. designed research, performed research, analyzed data, and
wrate the papet

The authar dectares 1o competing interest.

This open access artice is distributed Lnder Creative: Commaons Attribution NonCammertial
MoDerhatives Livense 40 (£C BY-NCND)

"Email: ewtSumn.edu.

Farst publiched August 24, 2020

mortality is likely to be less than
what US Blacks have experienced
every year.”
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Latino life expectancy will decrease due to COVID-19

The Disproportionate Impact of COVID-19 on Older
Latino Mortality: The Rapidly Diminishing Latino
Paradox @

Rogelio Sdenz, PhD &, Marc A Garcia, PhD

The Journals of Gerontology: Series B, ghaal58, https://doi.org/10.1093/geronb/gbaal58
Published: 08 September2020  Article history v

!ﬁ‘j PDF MR SplitView ¢ Cite  # Permissions = Share ¥

Abstract
Objectives

This brief report aims to highlight stark mortality disparities among older Latinos that
result from the novel coronavirus disease (COVID-19) pandemic.

Methods

We use recent data from the Centers for Disease Control and Prevention to compute
age-specific death rates (ASDRs) for 3 causes of death: deaths from COVID-19, residual
deaths, and total deaths for 4 age groups (55-64, 65~74, 75~84, and 85 and older) to
assess the impact of COVID-19 on older Latino mortality relative to non-Latino Whites
and non-Latino Blacks and also in comparison to residual deaths. Additionally, we
obtain ASDRs for all causes of deaths from 1999 to 2018 to provide a pre-pandemic
context and assess the extent to which the consistently observed mortality advantage
among Latinos persists during the pandemic.
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The costs of addressing COVID-19
timeline?

Impact on ETE funding anc

@) Dr. Tom Frieden & @DrTomFrie... - Aug 19

Estimated cost of recent
epidemics/pandemics:

SARS (2003) - $40 billion
H5N1 (2006) - $40 billion
H1N1 (2009) - $45 billion
Ebola (2014) - $55 billion
COVID-19 (2020) - $8.8 TRILLION

Investing in public health preparedness is FAR
cheaper than the economic impact of a
pandemic.

7:00 AM - Aug 20, 2020 - Twitter for Android
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The COVID-19 Pandemic and the $16 Trillion Virus

The SARS-CoV-2 (severe acute respiratory syndrome

Jectories comtinue, an estimated 625000 cumulative

coronavirus 2) pandemic is the greatest threat topres- — deaths will ocrur through
perity and wall-being the LIS has ence dsincethe  naxt yearinthe LS,

Great Depression. This Viewpoint aggregates mortal- il sman life is im-
ity, idity, mer onditions, anddirecteca:  possible, economists have developed the technique of
namic lasses i t ] afth demic  valuing isticallives™:that is, haw muchitis

inthe US en the optimistic assumption that it will be sub
stantially contained by the fall of 2021. These costs far
exceed those associated with conventional recessions

worthto people to reduce their riskof mortality or morbed
ity. This approach has been used asa standard in US regu-
latory policy and in discussions of global health policy.

e the raq War, and aresimilar to th

global climate change. However. increased investment

with The lengthy economic liter b
value of a statistical life; for example, in environmental
and haalth ion. Although i g uni-

L comtact traci -
efits that are at least 30 times greater than the esti-
mated costs of the investment in these approaches,
Since thie oneetof caranavirus diseass 2018 {COWVID-
19} in March, 60 millien daims have been filed for un-
employment insurance. Before COVIDAD, the greatest

versally accented, ranges are aften used. In enviran-
mental and health policy.® for example, a statistical life
is aszumed to be worth $10 million. With a more con-
servative value of §7 million per life, the economic cast
of premature deaths expected through the next year s

number of weekly new faim: at §4.4 trillion.
(hased an data from 1967 on) was 635 000 inthewesk Some individuals wha survive COVID-19 are likely ta
of October 2. 1982. For 20 eginningin late March t bang-term complications, indhuding respi-
2020, new went clak ratory. cardiac. disorders. and may have
week; a5 of September 20 new i i wedeath. 0 i
Iow that amount, of COVIDI9-suppest that long termimpairment oceurs for
oo oy one hirdof sur 1
—_—

The total cost [of the pandemic] is

estimated at more than $16 trillion,
or approximately 90% of the annual

gross domestic product of the US.

Recessions feed om thenmselves. Work atwork

spviere o critical disease * Because there
areapproximately 7 times a3 many survi
wiars fream severe or critical COVID-9 des
ease as there are COVID-19 deaths, long-
term impairment might affect mare than
twice as many people as the number of
pecple whodie.

Given the predominance of respiratory complica-

1g COVID-1S sunvivors, affected individuals may

have less bo spend, and thus sul brusiness rev
enue declines. The federal government offset much of

b ke those with moderate chronie obitruetive pulme.
\ Ariata i "

the initialkass awing tothe shutdawn, which has averted y di 5
wiatvwould likely have L Great Ds ion, But  of-lifedisutility of approxi ly -0.25 1o ~0.35. Assum
Lhe wirus is ongoing, and thus full recovery ks nol ex.  ing a Lotal reductson in quality-adjusted life expectancy,

pected until wall intathef Thato P
get Office projects a total of $26 trillion in lost cutput
during the next decade.!

Lovwrar COWID-
18; death lity of life also c:

Indluding length aswell as quality of ife, of 35% and tak-
inginto consideration the assumed value of a year of life
yield gl sications of
526 trillion for cases forecast through the next year.

in economic terms. Te date, approximately 200 DOO
b COVID-18.

more will crcur. [nthe LIS, 5000
COVIDI9 deaths.are sccurring per week and theestimated
effec P i (R, [e. the

beraf peoplewho hecame infectad by 3 personwith SARS-
Cov2infection]) is approximatety 1. Ifthese ratescontinue,
arther 250 000 death Al in the nexd year,

Even individuals wha da nat develap COVID-19 are
affected by the wirus. Loss of life amang friends and
lowed ones, fear of contracting the virus, concern
ahout econamic security, and the effects of isalation
and lonelimess have all taken a toll on the mental
health of the population. The proportion of US adults
whe repert symptoms of depression or anxiety has
averaged approximately 40% since April 2020; the

Seasonal factors could increase mortality, although
whether COVID13 will display a larpe seasonal pattern is
I CoviD uggest

T ther i
40% of COVID-19-related deaths. Thus, if the current tra-

ble figure in early 2019 was 1.0%.” These
data to an BO million additianal
individuals with thase mantal health conditions related
16 COVID9 1T, in line with prevailing estimates, the
wost of these conditions is valued at about 320000
per person per vear and the mental health symproms

LAMA  Octaber 23, 2020 Valunie 324, Number 1
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Possible ways forward
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Medicaid expansion is gaining popularity

AP AP NEWS

— Top Stories  Topics ~ Video Listen @

After victories, Medicaid expansion revisited in
Mississippi
By LEAH WILLINGHAM  August 30, 2020

JACKSON, Miss. (AP) — After voters
expanded Medicaid in conservative
states like Missouri and Oklahoma,
health care advocates are renewing a
push for expansion in Mississippi and
other Southern states where
Republican leaders have long been
opposed.

They say the changing tide has
followed rising income inequality,
joblessness and pressure from
hospitals in economic turmoil —
issues exacerbated by the coronavirus

pandemic.

“There have been, in the last two years, votes on Medicaid expansion
in some of the most conservative. Republican-leaning states in the

States That Have Expanded Medicaid Are Better
Positioned to Address COVID-19 and Recession

Over 650,000 Uninsured Essential Workers
Could Gain Medicaid Coverage if Holdout
States Adopted Expansion

Transportation, waste management, and other services 167,000

Health care workers 155,000
Grocery store workers, other retail 137,000
Food production

Other essential workers 109,000

Note: “Essential workers” refers to essential or front-line workers likely required to go to work
despite stay-at-home orders. Fifteen states have not implemented the Affordable Care Act's
option to expand their Medicaid program to cover low-income adults

Source: CBPP analysis of Census Bureau data




COVID-19 and identification of people with
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Routine Screening for HIV in an Urban Emergency Department During

the COVID-19 Pandemic

Kimberly A. Stanford" - Eleanor E. Friedman’ - Jessica Schmitt® - Thomas Splegel” - Jessica P. Ridgway” -
Michelle Moore? - Michelle Taylor® - David Pitrak: - Moira C. McNulty?
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The emergency department (ED) has been identified as a
key location for HIV screcning, with many new diagnoses
resulting from non-targeted ED screening programs [1]. The
COVID-19 pandemic has greatly affected ED operations
across the country, Many EDs have scen dramatic increases
in patient volumes, while others have experienced a [ull, as
only the most serious cases continue (o arrive at the ED.
Preparedness for and management of COVID-19 are clearly
emergent public health prioritics, but other important pab-
lie health initiatives, such as ded HIV ing and
linkage to care. must continue. Routine HIV screening in
the ED faces many barriers in normal times, due 1o compet-
ing prioritics and complexitics of implementation [2]. The
COVID-19 pandemic presents further challenges o routine
screening programs. We describe how our urban ED in Chi-
cago, with advance planning, was able to continue routine
HIV screening in the face of the COVID-19 pandemic,

HIV Screening Program and ED Design

The University of Chicago has had a program for expanded
HIV testing and linkage to care at our hospitals and clinics
since 2011, Recently that pmgram has placed special empha-
sis on sereening in the ED, utilizing automated electronic
medical record (EMR) reminders to support test erdering,
All ED patients under age 65 who have no known diagnosis
of HIV and have not been tested for HIV in the last year
are eligible for screening. The HIV care team assumes all

=1 Kimbserdy A, Stanford
kstanford @ medicine bsd nchicago.cda

! Section of Emergency Medicine, Department of Medicine.
University of Chicagn, Chicago, IL. USA

* Section of Infecties Discases and Global Health,
Department of Medicine, University of Chicago. Chicago,
. USA

Published onbine: 02 May 2020

the temporary space, work flows and HIV screening contin-
wed as normal with sutomated EMR alens and test orders,

We assessed routine HIV testing rates in the ED from Jan-
wary 1, 2020, until April 18, 2020. For this analysis, we con-
sidered March 5, 2020, to be the beginning of the pandemic
period, as this was the date of the first case of COVID-19 in
the City of Chicage. All dates prior to March 5, 2020, are
considered pre-pandemic. We describe the outcomes of all
patients newly diagnosed with HIV dusing the pandemic,
including days w notification, days 10 fist medical visit, and
days to ART initiation.

Testing Trends
During the first month and a half of the COVID-19 pan-
demie, the ED conducted 1789 HIV 1ests, screening 20.8%

aof the total 8616 ED visits during this time. This was not
significanily different from testing performed during the

4) Springer

ATLANTA
1800
1

8 600
E 1400
1
3 200
2 1000
E 800

Q

4 goo

Z

> 400

= 200
0

(50,0) (50,25) (50,50) (25.0) (25,25) (25.50) (0,0) (0.25) (0.50)
(REDUCTION IN RISK BEHAVIOR, REDUCTION IN HEALTH SERVICES), %

NEW YORK CITY

(50,0) (50,25 (50,50) (25.0) (25,25) (25,50) (0,0) (0,25 (0,50)
(REDUCTION IN RISK BEHAVIOR, REDUCTION IN HEALTH SERVICES), %

HIV INFECTIONS AVERTED
ggEEEEREE

BALTIMORE

{50,0) (50.25) (50.50) (25,0) (25,25) (25.50) (0.0) (0,25) (0,50)
(REDUCTION IN RISK BEHAVIOR, REDUCTION IN HEALTH SERVICES), %

HIV INFECTIONS AVERTED
«BABRRRER

SEATTLE

250

(50.0) (50.25) (50.50) (25.0) (25.25) (25.50) (0.0) (0.25) (0.50)
(REDUCTION IN RISK BEHAVIOR, REDUCTION IN HEALTH SERVICES), %

g &8 B

HIV INFECTIONS AVERTED
4

amfAR

MAKING AIDS HISTORY

LINKED OPT-OUT HIV TESTING LEVELS
10% 25% ~ 50% m75% m90%

(Zang, et al 2020)



Contribution of algorithms/ guidelines to health inequities
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The NEW ENGLAND JOURNAL of MEDICINE

MEDICINE AND SOCIETY

Drebra Malina, Ph.0., Fditer

Hidden in Plain Sight — Reconsidering the Use
of Race Correction in Clinical Algorithms

Darshali A. Vyas, M.D., Leo G. Eisenstein, M.D., and David 5. Jones, M.D., Ph.D.

Physicians still lack consensus on the meaning
of race. When the Journal took up the topic in
2003 with a debate about the role of race in
medicine, one side argued that racial and ethnie
categories reflected underlying population ge-
netics and could be clinically useful.' Others
held that any small benefit was outweighed by
potential harms that arose from the long, rotten
history of racism in medicine. Weighing the
two sides, the accompanying Perspective article
concluded that though the concept of race was
“fraught with sensitiviies and fueled by past
abuses and the porential for future abuses,”
race-based medicine still had potential
unwise to abandon the practice of recording race
when we have barely begun to understand the
architecture of the human genome.™

The next year, a randomized trial showed that
a combination of hydralazine and isosorbide
dinitrate reduced mortality due to heart failure
among patients who identified themselves as
black. The Food and Drug Administration grant-
ed a race-specific indication for that product,
BiDil, in 2005.* Even though BiDil's ultimate
commercial failure cast doubt on race-based
medicine, it did not lay the approach to rest.
Prominent geneticists have repeatedly called on
physicians to ke race seriously,™ while distin-
guished social scientists vehemently contest these
calls.™*

Our understanding of race and human genet-
ics has advanced considerably since 2003, yet
these insights have not led to clear guidelines on
the use of race in medicine. The result is ongoing
conflict between the latest insights from popula-
tion genetics and the clinical implementation of
race. For example, despite mounting evidence that
race is not a reliable proxy for genetic difference,
the belief that it is has become embedded, some-
times insidiously, within medieal practice. One

subtle insertion of race into medicine involves
diagnostic algorithms and practice guidelines
that adjust or “correct” their outputs on the basis
of a patient’s race er ethnicity, Physicians use these
algorithms to individualize risk assessment and
guide clinical decisions. By embedding race into
the basic data and decisions of health care, these
algorithms propagate race-based medicine. Many
of these race-adjusted algorithms guide decisions
in ways that may direct more attention or re-
sources to white patients than to members of ra-
cial and ethnic minorities.

To illustrate the potential dangers of such
practices, we have compiled a partial list of race-
adjusted algorithms (Table 1). We explore several
of them in detail here. Given their potential to
perpetuate or even amplify race-based health
inequities, they merit thorough scrutiny.

CARDIOLOGY

The American Heart Association (AHA) Get
with the Guidelines-Heart Failure Risk Score pre-
dicts the risk of death in patients admitted to the
hospital.” It assigns three additional points ro any
patient identified as “nonblack,” thereby catego-
rizing all black patients as being at lower risk.
The AHA does not provide a rationale for this
adjustment. Clinicians are advised to use this risk
score to guide decisions about referral to cardi-
ology and allocation of health care resources.
Since “black™ is equated with lower risk, follow-
ing the guidelines could direct care away from
black patients. A 2019 study found that race may
influence decisions in heart-failure management,
with measurable consequences: black and Latinx
patients who presented to a Boston emergency
department with heart failure were less likely
than white patients to be admitted to the cardi-
ology service.™

VIEWPOINT

Mayo Clinic, Rochester,
Minnesota.

Melissa Simon, MD
Northwestern
University, Chicago.
lllinois.

AlexH. Krist. MD.
MPH

Virginia
Commonwealth
University, Richmond,

Viewpoint

Opinion

Addressing Systemic Racism Through Clinical
Preventive Service Recommendations

From the US Preventive Services Task Force

Wellness and disease prevention are the founda-
tions of health. The US Preventive Services Task Force
(USPSTF) is congressionally mandated to make
evidence-based recommendations about clinical pre-
ventive services, which, if delivered equitably to the
intended population, can prevent many premature
deaths. All USPSTF recommendations are based on a
rigorous and objective methodology that has been con-
tinually refined since 1982. This methodology was cited
by the Institute of Medicine as a gold standard for mak-
ing guidelines.” In addition, the Patient Protection and
Affordable Care Act mandated covr—— "~ —*-
insurers without cost sharing for USPS

The 2018 Quality and Disparities Report from the
Agency for Healthcare Research and Quality, which
included measures on healthy living (eg. receipt of
smoking cessation counseling), patient-centeredness
of care, care coordination (eg, for diabetes and asthma
care), and effective treatment (eg. outcomes of cancer
care), showed an improvement in the quality of health
care from 2000 through 2017 on most, but not all,
measures.* Also, while there were some improve-
ments, disparities persisted across many priority areas.
Overall, compared with White people, Black people

mmsanareenes “| JSPSTF js creating a roadmap

However, when making recomi

USPSTF often finds substantial d Q Q
savingben:fgsin’)]frse?;mr:::;eda:r\t that WIII be gUIdEd by a

content
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tably avail to Black, Indigenous, an
people. For instance, the 2020 systen

formmodeling forthe usesT colore— \A\f () rkg rou p comm iSSiO n Ed tO

ing recommendation found consistent
uitiesacross the screening-to-treatmer

e Jevelop and advance the USPSTF

treatment.? This underscores the nee
tems of care to ensure consistent ¢

anmenenne. dPProach to how systemic racism

tention to groups experiendng worse
As described in the 2003 Institut

e o ff@CES preventive health care.”

Disparities in Heaith Care, health ine
froma “historic context in which health
ferentially allocated on the basis of soc
ethnicity"® and are sustained by syst
USPSTF considers systemic racism tol
of societal and interpersonal practices within and out-
side health care institutions that foster discriminatory
practices tocr Y ic disadvantage and health
inequities ina racial group. Health inequities manifestas
disproportionate risk, incidence, morbidity, or mortal-
ity. These inequities are due to social, economic, and
structural factors stemming from systems inwhich pub-
lic policies, institutional practices, and other norms wark
to perpetuate systemic racism. Even when deemed un-
intentional, well-documented structural inequities are
evident within the health care ecosystem that span the

ample, despite knowing for more than halt a century that
Black men are twice as likely to die from prostate can-
cer as White men, the US-based Prostate, Lung, Colo-
rectal, and Ovarian Cancer sareening trial included only
3370 Black men in its 76 683 study sample.

In some cases, the USPSTF has derived evidence
to inform recommendations that may promote health
equity. For example, a modeling study commissioned to
inform an updated USPSTF lung cancer screening rec-
ommendation showed that initiating screening at a
younger age and lower smoking intensity may improve

entire tion-to-treatment conti Beinga
member of a racial ethnic minerity group is assodiated

ith multiple dimensions of social disadvantage, which
in turn is associated with worse health care access, af-

fordability, and quality of care.

lfe ined.® Because Black men are at greater risk
than White men for lung cancer at lower pack-years of
smoking, lowering the pack-year level at which to start
screening, as the USPSTF is now recommending, may re-
duce racial disparitiesin ancer health if

JAMA  Published online January 25, 2021

© 2021 American Medical Association. All rights reserved.




Re-assess prevention/ care algorithms or guidelines

= WIGEEBR

Black people.

f!@

New Algorithms Could Reduce
Racial Disparities in Health Care

Machine learning programs trained with patients’ own
reports find problems that doctors miss—especially in
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Introduction

Human i d v virus (HIV) epid
Umitecl States ig diriven by.an unrelenting epidemic among 1
hawe sex with men {M2EM] | 1,2} and is remsarkable for bl
white disparities in HIV among MSM [1] and for expam
epidemics among young black MSM, There is an emerging  therefore could nat explore reasons for disparities [6],
consensus that lactors boyend individual risk behaviors (e, How we think about reasens for black versus white disparities
armong LIS, MEM was elegantly framed by Millet et a1, in 2006 | 7;
= thig conceptual framework has guided the -\nprm.@r agenda in the
et e ey o ot o e A o Attt G yoxza  fiekd for nearly a decade. We conducted a prospective, cohort study
Tel.: -+ 1 ~KM-T27-2038; fax: 404-7TZ7-2777. af black and white MSM in Atlanta that systematically measured
F-nail addrri e (PS. Saallivan) the domains suggested by Millett et al, | 7] to asiess their polential

inbrg: b chow ooy 10001 1) anmvepich 3,006
1047 -EF97/© 2015 Elsevier Inc. All rights reserved.




We can reduce health inequities

AJPH PERSPECTIVES

Reducing HIV-Related Health Disparities in the
Health Resources and Services Administration’s
Ryan White HIV/AIDS Program

Priiil Meistdsaper, MSPH, Allisair Moaried, PRD, Stacy Cobvers, MPH, Mirasid Faiiimg, MPH, Heither Hauck,
MSHV, LICSTY, and Laura W Cheerer, MDD, SM

he Ky Whise HIV/AIDS

Progrm (IWWHAP, admin-
istered by the Health Roouces
anid Services Adinaiiriisen
[HIRSA), HIV/AIDS Bureay,
sippores direct health care 1nd

pportservice for ot dhin half

o wnillon peple bivuie with HIV

o (PLWH}—nore daan 50% of

Al peple lvang with diagnonced
HIV i the United Stanes" The
RWHAP hus sizcceshully created
effective patient-centered services
ta suppan swong provider-pa-

tacnt relationdups. The RWHAP
funds grants te abes or counties,

A0 sraees, il Local commmaniey-based

organgzatons to coordinate and
deliver efficeat and effecove HIV
care, teatiieit, dicdication, and
support: services for low-income
PLWH. Since it was estiblished,
the RWHAP hao developed

i comprehensive systean of
saferv-net providers to deliver

? thewe srvice. The RWHAT s
T critical to ensurmg that FLWH

are buked to and retaned in care,
are able o adhere 1o medicatian

F regimens, and remiin vinlly
- sppressed. These goals are arucial

nast oy 1o ensiming optamal HIV
health outcomes among PLWH
bae alser 1o preventing fumbher
transnbsion of the virus amd,

, ultimately. ending the HIV

epidemic.”

HRSA has focused on four
goak o inform prograninutic
effors and funding w end die
HIV eidernic; (1) recuice the
mamber of people whe become

infected wath HIV, (2) mcrcase

acces to care and improve heakth
outcomes for PLWH, (3 acheve
a inore coondiated naronal re-
spanse to the HIV cpubenne, and
{4) reduce HIV-related health
dlisparities. ™

Ewential o reducing HIV-
relared health dispariies is the
abiliy to menitor clieit-level
health vucome of FLWH
served by the ROWHAP. The
WWHAP recipionts and sub-
recipicnts sobmit de-identfied
elicat=level daga o HRSA
tlitenigh the RWHAP Savices
Tepoet, includingeats to mysitor
progress toward achieving slect
andicators of HIV-rebited heakh
outéomes? such s retetion in
HIV secical care aind vieal sip-
presuon, Smoe 2000, clew-level
IWHAP Services Repon daa
have been used t assess the de-
magraphics of clients receiving
services, progres in HIV-relied
wantcomies, andd dispanties in
HIV-relased outcommes

Thas commentary outhnes
wrends n addresang drpantes
viral supprewion fites amoig
PLWH served by the RWHAP
and its initiatives to enhance ef-
foems o reduce daparitees in
HIV-eelated healih outcome

armodig key populsions

E AUTHORS.
with the BV ALDS B

weepied Jaly 23, JOIK
0 2008 AR 2018 WS

RWHAP DATA

We osed dira from the
RWIHAR Services Report,
HIRSA's primary sousce of an-
wual client-level data reported by
miore than 2000 fimded grant
recpiens ansd subrecipients
These dita have been reported
singe 2000, and HRSA lis isod
thiese data 1o awew the demio-
graphics of chents receiving ser-
vices throagh the RWHAP and
their HIV-rekited ot coaries. We
wved data o the 2000 and 2016
ealendar-year LWHAF Sorvices
Fepore data sers, HILSA calou-
Latis vimal siippreaion e fof
PLWH whe had had a1 lest one
ourpatien ambulaory health
servioe vimt and had at lewt one
viral Inad tost reported during the
calendar year: HRSA defines cli-
et a5 wirally suppresed if thew
most recent viral load rest result
withibis the calendas year wis fewer
tian 200 copies per inililies

SELECT RWHAP
CLIENT
DEMOCRAPHICS

I 2006, the RWHAP served
sliglatly moee than 551546 cli-

ents. Nearly bwa thisds (52 8%) of

TABLE 2—Ryan White HIV/AIDS Program Client Disparities in Viral

Suppression: United States, 2010 and 2016

Percentage Point

Percentage Point Percentage Point Change in
Difference in Viral  Difference in Viral Difference,
Suppression, 2010 Suppression, 2016 2010-2016
Gender (Ref=male)
Female 4.6 14 -3.2
Transgender 9.4 6.0 =34
Race/ethnicity
(Ref=White)
American Indian/ 5.9 6.4 0.5
Alaska Native
Asian =25 =29 =0.4
American
Hispanic/Latino 2.7 22 -0.5
Multiple races 5.9 6.5 0.6
Native Hawaiian/ 5.8 4.6 -1.2
Padific Islander
Age, y (Ref = 55-64)
<13 1.3 59 -1.4
13-24 32.5 19.5 -13.0
25-34 20.5 13.0 =7.5
35-44 9.9 1.1 -2.2
45-54 5.0 32 -1.8
265 -4.5 =33 1.2
Housing status
(Ref= stable
housing)
Temporary 1.5 1.2 -0.3
Unstable 16.4 14.1 =23
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Abstract

Background: There is growing concern that racial and ethnic minority communities around the
world are experiencing a disproportionate burden of morbidity and mortality from
symptomatic SARS-Cov-2 infection or coronavirus disease 2019 (Covid-19), Most studies
investigating racial and ethnic disparities to date have focused on hospitalized patients or have
not characterized who received testing or those who tested positive for Covid-19.

Objective: To compare patterns of testing and test results for coronavirus 2019 (Covid-19) and
subsequent mortality by race and ethnicity in the largest integrated healthcare system in the
United States.

Results: Among all individuals in care, 74% were non-Hispanic white (white), 19% non-Hispanic
black (black), and 7% Hispanic. Compared with white individuals, black and Hispanic individuals
were more likely to be tested for Covid-19 (tests per 1000: white=9.0, [95% CI 8.9 to 9.1];
black=16.4, [16.2 to 16.7]; and Hispanic=12.2, [11.9 to 12.5]). While individuals from minority
backgrounds were more likely to test positive (black vs white: OR 1.96, 95% CI 1.81 to 2.12;
Hispanic vs white: OR 1.73, 95% Cl 1.53 to 1.96), 30-day mortality did not differ by
race/ethnicity (black vs white: OR 0.93, 95% Cl 0.64 to 1.33; Hispanic vs white: OR 1.07, 95% Cl
0.61to 1.87).

Conclusions: Black and Hispanic individuals are experiencing an excess burden of Covid-19 not
entirely explained by underlying medical conditions or where they live or receive care. While
there was no observed difference in mortality by race or ethnicity, our findings may
underestimate risk in the broader US population as health disparities tend to be reduced in VA,



Transmission Transmission Incidence  Incidence

rate” rate ratio ratet rate ratio

(black vs (black vs

white) white)
Scenario 1; observed continuum (for each race)
White MSM 9710 4.99 . 0.2 .
Black MSM 9833 5-45 1.36 2.57 19! €=
Black MSM receiving interventions in HIV care continuumi
Scenario 2: racially 7206 349 1.00 1.89 C.80 _27%
equivalent care
Scenario 4: 95% 7209 4.99 1.00 1.89 681 -2 7%
diagnosis
Scenario 4: 95% 7362 408 1.02 1.99 594 -25%
retention
Scenario §: concurrent 4066 225 0.56 1.06 328 ~L09
95% diagnosis and 95%

retention (Rosenberg, 2014)



Transmission Transmission Incidence  Incidence

rate” rate ratio ratet rate ratio

(black vs (black vs

white) white)
Scenario 1; observed continuum (for each race)
White MSM 9710 499 . 0-32
Black M5M 9833 545 1.36 .57 792
Black MSM receiving interventions in HIV care continuumi
Scenario 2: racially 7206 349 1.00 1.89 C.80 _27%
EUIvaieRt-care-
Scenario 3: 95% 7209 499 1-00 1.89 681 -27%
diagnosis
Scenario 4: 95% 7362 408 1.02 1.93 593 -25%
retention
Scenario §: concurrent 4066 225 0.56 1.06 328 ~L09
95% diagnosis and 95%

retention (Rosenberg, 2014)



COVID-19 and Aging with HIV

COVID-19 Takes Aim at Aging Black Americans

Death rates per 100,000 U.S. population by age, race and Hispanic origin
I Non-Hispanic Black Hispanic or Latino [l Non-Hispanic white

200 400 600 800 1,000 1,200

(=]

N
o]
o

Years 65-74 244

Years 75-84 487
178

85 and older 985

Chart by Elizabeth Lucas and Lydia Zuraw/Kaiser Health News Addressi ng differences in care lo ng-term
grc-l);irﬁ;;AKuF;rliae‘malysis of Centers for Disease Control and Prevention data from the week ending Feb. 1 through the week care faCi I itieS by income 3 nd protecti ng
* Embed PLWH
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We must think ahead about long-acting
agents access to reduce inequities

ﬂm FDA approves first monthly injectable to
treat HIV infection

By ED SILVERMAN @Pharmalot
JANUARY 21, 2021
Reprints

SCIENCE NEWS
Long-Acting Cabotegravir Is an Effective

PrEP Option for Women

Cabotegravir injections and daily Truvada pills are both highly effective, but
women may find it easier to use the long-acting regimen.
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Collaborations with other Federal Departments to
reduce inequities

Income Housing

* Working with DOL re: vocational ¢ Working with HUD re: PLWH in
training mixed income housing

Transportation Increasing healthcare access

* Projects with DOT or with * Medicaid work requirements
ili,sl?ueéél_yft to help alleviate travel  , p,plic charge rule

e Establishing more healthcare
facilities in communities of color

AAAAAAAAAAAAAAAAA



Solicit insight and recommendations from
outside experts

Exercise convening power for a Recommend activities under
day-long meeting with an expert HHS purview

panel * Short-term/ long-term

* Academics actions

* Healthcare providers

* PWAs Recommend activities outside

HHS purview in conjunction
with other agencies

* Short-term/ long-term
actions

AAAAAAAAAAAAAAAAA



Declare Racism a Public Health Issue
What gets measured gets managed

THE LANCET

National Institutes of Health

Office of Extramural Research

Ehe New Nork Times

Racism, the pUinC they are based on race or ethnicity; in
health crisis we can no others, colour, caste, religious beliefs,
. Indigeneity or someone's migratory ' .
longer ignore sttt Houever theundeshibg oppres: e i [t would be more than just a symbolic gesture.

Extraordinary times call for extraor-
dinary measures. We are facing a
global pandemic, a climate catastro-
phe, an imminent recession, and
possibly depression. The health of the
most vulnerable and all of humanity
is at stake. Yet there is nothing new,
extraordinary, or unprecedented about
racism, xenophobia, and discrimina-
tion. The killing of Mr George Floyd,
on the back of numerous other deaths
of Black Americans at the hands of
the police,* and the two-four times

increased mortality risk from COVID-19 olitics. Internationally, we have Dr. Michas! Lauer s
ty P Y .

for minority ethnic groups’ have witnessed the vilification of particular NIH stands Agalnst NiH's Depuly Director

brought to light social and structural nationalities, with overt forms of or s

injustices that have existed for
centuries and are derived from the same

intersecting systems of oppression. border controls against particular ne principal scientific
When a single act of violence is nationalities and undermine migrant - n

captured and amplified on social rights’ In the UK, minoritised ethnic Blomedlcal Research Veexler and avisar 1o

media, much like the televised US civil  groups are more likely to contract a the NIH Director on the

rights protests of the 1960s, it brings  severe acute respiratory syndrome i exiramral

police brutality into the consciousness  coronavirus 2 (SARS-CoV-2) infection st Lo

of people across the world. It elicits a
visceral response, and humanity joins

sion that caused these injustices to
occur are largely similar. Racism and
xenophobia are about division and
control, and ultimately power. Together
they constitute a structural form of
violence that results, at the extreme, in
innocent people being murdered.

The COVID-19 outbreak has uncov-
ered a crisis in our social and political
fabric extending beyond the outbreak
itself: an uncomfortable propensity
towards racism, xenophobia, and
intolerance exacerbated by trans-
national health challenges and national

sinophobia.® Politically, xenophobia

has been weaponised to enforce

and, subsequently, face a higher risk of
a severe form of illness.

Extramural Nexus

Open Mike

Helping connect you with the NIH perspective, and helping connect us with

Yours

n March 1, 2021 by Mike Lauer

Structural Racism in

Iam proud to join rmy NiH colleagues today in reaffiming our

el e bl sl rmisanskh A el

Research, senving as
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Declare Racism a Public Health

Emergency

By Abdullah Shi

Mr. Shihipar is a pi
Impact Initiatives a
in the Department

March 7, 2021




. Millett G ot al

5 Thaf
INTERFATIONAL A0S SCRCIETY

nal o the International ety 2020, 23025635 I

COMMENTAR

New pathogen, same disparities: why COVID-19 and HIV remain
prevalent in U.S. communities of colour and implications for
ending the HIV epidemic

i igH m,._.,-,,,.x.,,, A Millert. 1100 Vermont Awerwe, MW, suite £00, Wishington, Distrid JOURNAL OF THE
i v s p INTERNATIONAL AIDS SOCIETY

Abstract
Introduction: The LIS Ending the HIV Epidemic (EHE) Initiathe was launched nation|
ending the HIV epidemic by 2030, EHE initially scales up effective HIV prevention a
greatest proportion of annual HIV diagnoses in the Uinited States (US). However, the

infectious disease 11 months into the Initiative’s implementation. SARS-COV-2, a noy

‘ eight million Americans and at least 223 000 (as of 23 October 2020) have succul COMMENTARY @ Open Access @ @
5 explores the social conditions that place communities of colour at greater risk for CO/

-‘ to EHE in a post-COVID-19 universe,

Discussion: One of the many common threads between HIV and COVID-19 is the - LT, .
ancns conmaiis o o & e et o e s e o |- NN@W Pathogen, Same Disparities: Why COVID-19 and HIV Remain
outcomes are due to health access, socio-economic factors and emvironmeéntal conditiof r
ated with greater HIV burden in Black and Brown communities have re-emerged in ep - i = -

COMID-19 cases, hospitalizations and deaths in communities of colour. Using data frof P I t U S c m t f c I d I I t f

tary makes direct comparisons between HIV and COVID-19 racial disparities across thy reva e n I n ° (] 0 m u n I I es 0 0 o r a n m p Ica I 0 ns 0 r
more, | examine three sets of challenges facing EHE: (1) Challenges that hamper bath

insufficiently addressing the social determinants of health; amplification of disparities 2 - [ [

(2} Challenges posed by COVID-19 {ie. diverting HV resources to address COVID-19) E n d I ng th e H IV E p I d em Ic
and (3) Challenges unrelated to COVID-17 (i.e. emergence of new and related health o

Act and long-term viability of EHE)L

Conclusions: Racism and discrimination place communities of colour at greater risk f
and sustaining an end to the US. HIV epidemic will require structural change to el

maintain disparities, G rego rio A. Millett =4

Keywords: disparities; COVID-19; ending HIV epidemic; social determinants of health;

O Access

wvenus] First published: 28 October 2020 | https://doi.org/10.1002/jia2.25639

e, which pesmits use, distribution and reproduction in any medium, r A

1 | INTRODUCTION and 57% of deaths natiomvide [3], As striking as these numbers

are. the disproportionate impact of COVID-1% has not only
The United States (US) Ending the HEV Epidemic (EHE) Initia- affected Black communities. The Centers for Disease Control
tive was launched nationally in Februany 2019 [ 1. The Initia- and Prevention (COC) reported that American Indians were 3.5
tive scales proven prevention and treatment interventions (o times mare fikely to be diagnosed WID compared to

reduce HIV transmission in localities and populations at high Whites [4]. Another analysis found that s of COVID-19 "hot ‘
risk for HIV. Eleven months into the EHE init the: first spot counties were disproportionately Latina (5], whereas a sep-
case of SARS-COV-2 was diagnosed in the U5 |2] Radal dis- arate study reported disproportionate COVID-1% hospitaliza- ‘
parities in COVID-19 diagnoses and deaths became apparent tions among people of colour across 12 states [l Although ' "
soon after the first reported cases. similar reports of racial disparities in COVID-19 infections have
As early as -April, 2020, 22% of LS counties with greater been reparted in France he United Kingdom 2], Canada [¥] h
than a thirteen percent population of Black residents (the and Brazil [10]. the issue has been covered more exhaustively in
national average) accounted for 52% of COVID-19 diagrases the scientific and groy literature in the Us. ﬂ
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THE LANCE

:

T

Despite advances in HIV treatment and
prevention, large inequalities still exist in the USA

Comparisons of HIV prevalence in the USA by race, sex, and risk group, 2017

Female

White people
White men

White women

White people
White men

White women

Heterosexual people
Heterosexual people
Heterosexual people

Heterosexual people

Relative prevalence of HIV

5 10

15 20

e Hispanic people
r—@ Hispanic men

—@ Hispanic women

® Black people

»
Lt

Men were 3-4 times more likely to have HIV than women

Black women were 17-6 times more
likely to have HIV than White women

® Black women

e Transgender men

® People who inject drugs

—-—
—

100 150

® Transgender women

@
Men who have sex with men



Thank you.

Discussion
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