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IMPH statement about racism as a public health crisis

The South Carolina Institute of Medicine & Public Health 
(IMPH) is an independent entity serving as an informed 
nonpartisan convener around the important health issues in 
our state, providing evidence-based information to inform 
health policy decisions. 

Information
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share the concerns of the nation and believe it is time to face racism as a public health crisis. For too long, inequities in 

health and wellness have been accepted as the status quo.

IMPH believes that now is the time to reinforce our commitment to equity and support for evidence-based policies 
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a  Throughout this report, the term “Latino,” is used. However, “Latinx” is another term used by some as a gender-neutral version of the male “Latino.”

The racial and ethnic backgrounds discussed in this report are not monolithic. The terms “Hispanic/Latino”a and “Black” 
are often used as designations to describe people from all over the world.1 Experts from the Emory University School 
�S�J���1�I�H�M�G�M�R�I���V�I�G�I�R�X�P�]���W�L�E�V�I�H���E�R���I�\�E�Q�T�P�I���S�J���X�L�I���I�\�T�I�V�M�I�R�G�I���S�J���X�L�S�W�I���H�I�¼�R�I�H���X�L�M�W���[�E�]�����ˆ�8�L�I���0�E�X�M�R�S���G�S�Q�Q�Y�R�M�X�]���M�W���R�S�X���E��
�Q�S�R�S�P�M�X�L�������[�I���[�I�V�I���1�I�\�M�G�E�R�W�����'�Y�F�E�R�W�����:�I�R�I�^�Y�I�P�E�R�W�����'�S�P�S�Q�F�M�E�R�W�����+�Y�E�X�I�Q�E�P�E�R�W�����;�I���F�I�G�E�Q�I���,�M�W�T�E�R�M�G���[�L�I�R���[�I���Q�S�Z�I�H��
to the U.S.”2 Like the Latino community, the Black community is also not homogeneous. Black Americans are African 
�%�Q�I�V�M�G�E�R�����;�I�W�X���-�R�H�M�E�R�����2�M�K�I�V�M�E�R�����0�M�F�I�V�M�E�R�����/�I�R�]�E�R���E�R�H���Q�S�V�I��3 The following report contains a number of references to 
�&�P�E�G�O���E�R�H���,�M�W�T�E�R�M�G���0�E�X�M�R�S���T�I�S�T�P�I���H�Y�I���X�S���X�L�I���W�T�I�G�M�¼�G�M�X�]���S�J���V�E�G�M�E�P���E�R�H���I�X�L�R�M�G���H�E�X�E���E�Z�E�M�P�E�F�P�I���S�R���X�L�I���R�E�X�M�S�R�E�P���E�R�H���W�X�E�X�I��
level. However, IMPH acknowledges the diversity of the individuals described.
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Forward
A few months into the coronavirus pandemic, the Centers for Disease Control and Prevention (CDC) began to 

issue instructions detailing activities individuals should practice to protect themselves from COVID-19.4 As of 

December 2020, little has changed about this guidance, which includes explicit directions on social distancing 

or “avoiding close contact.”5 Self-isolating and avoiding contact with others are some of the most effective 

methods of preventing the spread of COVID-19. Those who have enough space to avoid close contact with 

others in their household, can work remotely, order groceries and other household supplies online and have 

the resources for their children to attend school virtually are well positioned to avoid COVID-19 infection. 

However, many people in South Carolina find themselves 

in very different circumstances: working at jobs that require 

direct contact with the public; living in food deserts without 

access to broadband internet, computers or cell phone 

service; or in multi-generational households without 

space to distance themselves from those who need to 

self-isolate. These South Carolinians are more likely to be 

people of color. Structural racism in South Carolina, with its 

impermeable roots deeply ingrained in society, has created 

the perfect storm in which the pandemic has become a 

syndemic.6,7,b

This report was developed to explain the intersection of racism, race/ethnicity, determinants of health 

and health outcomes and how these factors have made COVID-19 deadlier for people of color. The last 

chapter includes expert-derived recommendations for reversing course and creating a stronger safety net 

for South Carolinians. 

The Urban Institute 
describes Structural 
Racism as “the historical 
and contemporary policies, 
practices, and norms that 
create and maintain 
white supremacy.”8 

b  According to Smithsonian Magazine, “The term ‘syndemic’ was coined by medical anthropologist Merrill Singer of the University of Connecticut 
in the mid-1990s to describe the way epidemics can overlap with one another and social and cultural problems.” Another definition, according to 
a methodological note by Alexander C. Tsai, MD, PhD and Atheendar S. Venkataramani, MD, PhD, states: “In the theory of syndemics, diseases are 
hypothesized to co-occur in particular temporal or geographical contexts due to harmful social conditions (disease concentration) and to interact at 
the level of populations and individuals, with mutually enhancing deleterious consequences.”
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Introduction

The coronavirus pandemic has highlighted vast racial and ethnic inequities in health care and social and 

environmental determinants of health. The intersection of race/ethnicity and social determinants of health 

has established an ideal environment for outbreaks of disease to disproportionately impact people of color. 

Structural racism is one factor that created and continues to maintain these racial disparities. Many leading 

health care organizations have acknowledged the impact of racism on health care delivery and health 

outcomes. The American Hospital Association noted in a recent publication:

Systemic inequities, such as racism or community disinvestment, lead to inadequate investment in education, 

safe and affordable housing, and food access, creating an environment that exacerbates the spread of the virus. 

Black, Indigenous and people of color (BIPOC) communities and individuals with lower socio-economic status 

may have higher rates of certain chronic conditions, such as diabetes, asthma and hypertension, that exacerbate 

symptoms of COVID-19. Individuals who are unable to socially distance because of work or living situations 

are more likely to be exposed to the virus. The COVID-19 pandemic has further highlighted how societal factors 

�M�R�½�Y�I�R�G�I���L�I�E�P�X�L�����E�R�H���X�L�I���H�E�X�E���Q�E�O�I���M�X���E�F�Y�R�H�E�R�X�P�]���G�P�I�E�V���•���Y�R�H�I�V�W�X�E�R�H�M�R�K���E�R�H���E�H�H�V�I�W�W�M�R�K���X�L�S�W�I���W�S�G�M�I�X�E�P���J�E�G�X�S�V�W���M�W��

necessary to improve health and save the lives of America’s BIPOC communities. Awareness of patients’ social 

�R�I�I�H�W���I�R�E�F�P�I�W���L�S�W�T�M�X�E�P�W���E�R�H���L�I�E�P�X�L���W�]�W�X�I�Q�W���X�S���X�E�O�I���X�L�I���¼�V�W�X���W�X�I�T���X�S���E�H�H�V�I�W�W���L�I�E�P�X�L���M�R�I�U�Y�M�X�M�I�W���[�L�M�P�I���T�V�S�Z�M�H�M�R�K��

person-centric care.9 

Public acknowledgement of longstanding racial disparities in care delivery and other aspects of society has 

increased across the country as protests and demonstrations have brought media attention to the issue of 

racism in America. This focus on inequities has highlighted existing initiatives for change and encouraged 

organizations to clarify their understanding of race/ethnicity as they relate to social and environmental 

determinants of health. According to the American Academy of Family Physicians (AAFP):

The AAFP recognizes the impact of racism within the U.S. health care delivery system, which has historically 

engaged in the systematic segregation and discrimination of patients based on race and ethnicity, the effects 

of which persist to this day. Hospitals and clinics, which were once designated for racial and ethnic minorities, 

�G�S�R�X�M�R�Y�I���X�S���I�\�T�I�V�M�I�R�G�I���W�M�K�R�M�¼�G�E�R�X���¼�R�E�R�G�M�E�P���G�S�R�W�X�V�E�M�R�X�W���E�R�H���E�V�I���S�J�X�I�R���Y�R�H�I�V���V�I�W�S�Y�V�G�I�H���E�R�H���M�Q�T�V�S�T�I�V�P�]���W�X�E�J�J�I�H����

These issues result in inequities in access to and quality of health care and are major contributors to racial and 

�I�X�L�R�M�G���L�I�E�P�X�L���H�M�W�T�E�V�M�X�M�I�W�����;�L�M�P�I���W�I�K�V�I�K�E�X�M�S�R���E�R�H���H�M�W�G�V�M�Q�M�R�E�X�M�S�R���F�E�W�I�H���S�R���V�E�G�I���E�R�H���I�X�L�R�M�G�M�X�]���M�W���R�S���P�S�R�K�I�V���P�I�K�E�P��

today, some organizations continue to discriminate based on insurance status, which also disproportionately 

impacts non-white populations.10

When SARS-Cov-2 began to spread across the country, it became clear that COVID-19 cases and deaths were 

disproportionately impacting people of color. Data continue to demonstrate this today. As of December 3, 2020, 

there have been more than 13 million  (13,626,022) cases of COVID-19 confirmed since January 21, 2020 in the 

United States.11 Of the cases where race/ethnicity data is available, Black non-Hispanic residents represented 

14.2% of cases, Hispanic/Latino people represented 24.3%  of cases and white non-Hispanic people accounted 
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for 52.3% of cases.12 Compared to their population demographics (illustrated in the graph below), white people 

bear the least burden of COVID-19, whereas Black and Hispanic people bear the greatest burden of all racial/

ethnic groups in the data set. The disparity is most significant for Hispanic people.
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�'�S�R�¼�V�Q�I�H���'�3�:�-�(���������'�E�W�I�W���'�S�Q�T�E�V�I�H���X�S���4�S�T�Y�P�E�X�M�S�R���F�]���6�E�G�I���E�R�H���)�X�L�R�M�G�M�X�]�����9���7��13 

GRAPH 1

*As of December 3, 202014     |      **Population estimates, July 1, 2019, United States Census Bureau15 
Source: Centers for Disease Control and Prevention (CDC) 2019 Population Estimates & CDC COVID Tracking Project

PopulationCOVID-19 Cases

Also as of December 3, 18.6% of COVID-19 deaths were among Black non-Hispanic residents, and 57.2% were 

among white non-Hispanic residents. As with cases, white people bear a lesser mortality burden proportionate 

to their population demographic while Black and Hispanic/Latino people bear a greater mortality burden 

(illustrated in the following graph). As of December 3, 2020 Black, Indigenous and Latino Americans have 

the highest cumulative COVID-19 mortality rate per 100,000. At last review, Black Americans account for 

an average of 114.3 deaths per 100,000, Indigenous Americans account for an average 108.3 deaths per 

100,000 and Hispanic/Latino Americans represented an average of 78.5 deaths per 100,000. These 

numbers are disproportionately high compared to the 58 per 100,000 for white Americans.16
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Another graph showing COVID-19 cases and deaths per 100,000 people in the U.S. by race and ethnicity also 

highlights racial disparities:

WHITE
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In the United States, through December 1, Native Hawaiians/Pacific Islanders were most likely 
to have contracted COVID-19. Black/African American people were most likely to have died.

NATIVE HAWAIIAN/
PACIFIC ISLANDER
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1143,000

3,261
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5,156

�'�S�R�¼�V�Q�I�H���'�3�:�-�(���������(�I�E�X�L�W���'�S�Q�T�E�V�I�H���X�S���4�S�T�Y�P�E�X�M�S�R���F�]���6�E�G�I���E�R�H���)�X�L�R�M�G�M�X�]�����9���7��17

Per capita case and death data by race and ethnicity in the U.S.20

GRAPH 2

GRAPH 3

*As of December 3 , 202018     |      **Population estimates, July 1, 2019, United States Census Bureau19 
Source: Centers for Disease Control and Prevention (CDC) 2019 Population Estimates & CDC COVID Tracking Project 

Source: Boston University, The COVID Tracking Project, SC DHEC data

PopulationCOVID-19 Deaths



8    |   South Carolina Institute of Medicine & Public Health

As of November 30th, 2020, the South Carolina Department of Health and Environmental Control (DHEC) 

reported that there have been 220,835 cases of COVID-19 in South Carolina.21 COVID-19 incidence shows 

disproportionate burden among Black and Hispanic people. Whereas white people (single race) comprise 

68.6% of the state’s population, they account for only 44% of COVID-19 diagnoses.22   

As demonstrated in the following table, white people represent a disproportionately low incidence of 

COVID-19 in each of South Carolina’s 46 counties. The percentage of white people in each county is higher 

than the percentage of white people diagnosed with COVID-19. The same does not hold true for Black and 

Hispanic/Latino people in most cases. In table 1, counties show a greater percentage of COVID-19 diagnoses 

among Black and Hispanic/Latino people (in lighter green and blue) than they represent in the county 

population. The greater number of cases compared to the population demonstrates a disproportionate impact 

on people of color and suggests a correlation between systemic racism and health outcomes. 

COVID-19 Cases by Race and Ethnicity by South Carolina County

County White Black Hispanic/Latino

Cases Residents Cases Residents Cases Residents

Abbeville 29.9% 69.8% 25.3% 27.4% 3.6% 1.4%

Aiken 51.9% 70.6% 25.1% 24.7% 8.4% 5.6%

Allendale 15.0% 23.5% 67.8% 75.7% 5.5% 1.5%

Anderson 53.9% 79.8% 12.8% 15.8% 3.8% 3.6%

Bamberg 26.2% 36.2% 51.8% 61.1% unknown 2.0

Barnwell 41.8% 50.8% 38.2% 45.7% 3.6% 2.4%

Beaufort 38.6% 75.3% 12.0% 18.1% 18.5% 11.2%

Berkeley 38.6% 67.1% 22.3% 23.8% 7.9% 6.5%

Calhoun 26.3% 55.4% 50.0% 41.4% 2.3% 3.7%

Charleston 41.7% 68.2% 21.2% 27.3% 5.2% 5.1%

Cherokee 42.6% 75.3% 15.6% 20.0% 5.6% 4.2%

Chester 41.1% 60.6% 39.1% 36.9% 4.0% 2.0%

Chesterfield 40.9% 63.0% 36.0% 32.3% 2.9% 4.2%

Clarendon 32.4% 49.3% 41.6% 48.8% 3.2% 3.0%

Colleton 30.1% 57.5% 38.2% 38.4% 2.2% 3.2%

Reported COVID-19 Cases as of November 29, 2020: By Race and Ethnicity*23,c

TABLE 1
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County White Black Hispanic/Latino

Cases Residents Cases Residents Cases Residents

Darlington 39.9% 56.6% 43.6% 40.7% 2.5% 2.0%

Dillon 34.0% 46.8% 44.4% 48.1% 3.3% 2.7%

Dorchester 40.5% 67.8% 26.7% 25.4% 6.4% 5.2%

Edgefield 43.9% 59.9% 29.9% 36.5% 4.8% 5.8%

Fairfield 26.1% 39.7% 54.4% 56.3% 2.6% 2.1%

Florence 41.4% 53.9% 43.7% 42.5% 3.4% 2.5%

Georgetown 48.2% 64.6% 31.5% 31.3% 3.7% 3.1%

Greenville 47.1% 74.4% 12.9% 18.1% 14.0% 9.0%

Greenwood 31.0% 63.8% 25.8% 32.0% 9.2% 6.0%

Hampton 29.0% 42.7% 49.0% 53.4% 1.6% 4.0%

Horry 57.4% 80.8% 10.8% 13.7% 7.5% 6.0%

Jasper 25.5% 52.2% 33.1% 43.1% 23.4% 13.2%

Kershaw 45.9% 71.3% 26.8% 23.9% 9.0% 4.2%

Lancaster 51.4% 73.8% 21.2% 21.4% 12.5% 5.2%

Laurens 41.1% 70.1% 29.7% 24.7% 6.1% 4.7%

Lee 19.4% 32.7% 53.0% 65.6% 1.2% 2.4%

Lexington 55.5% 79.3% 14.5% 14.6% 9.7% 5.9%

Marion 26.7% 39.7% 58.5% 56.8% 3.8% 2.8%

Marlboro 31.7% 41.5% 43.7% 50.6% 11.6% 3.3%

McCormick 29.3% 50.5% 34.6% 46.7% 2.2% 0.7%

Newberry 39.2% 62.8% 23.1% 31.6% 14.0% 7.3%

Oconee 66.8% 87.8% 5.5% 7.1% 8.2% 5.3%

Orangeburg 23.3% 34.4% 57.0% 61.6% 1.6% 2.2%

Pickens 63.7% 88.3% 4.1% 6.6% 5.7% 3.6%

Richland 34.6% 45.5% 33.1% 46.6% 7.2% 5.1%

Saluda 32.7% 65.1% 23.4% 25.2% 27.5% 15.6%

Spartanburg 43.1% 73.4% 13.9% 20.4% 7.2% 6.7%

Sumter 27.0% 48.0% 43.6% 47.0% 2.5% 3.9%

Union 38.2% 65.3% 24.0% 31.4% 1.3% 1.5%

Williamsburg 21.6% 32.0% 64.1% 64.7% 1.1% 2.3%

York 50.7% 74.4% 17.2% 19.1% 10.1% 5.3%

Total** 44% 68.6% 23.3% 27% 7.9% 6%

*Where race or ethnicity is known     |     **Population estimates, July 1, 2019, United States Census Bureau
Source: The South Carolina Department of Health and Environmental Services (DHEC)



10    |   South Carolina Institute of Medicine & Public Health

As of November 30th, 2020, the South Carolina Department of Health and Environmental Control (DHEC) 

reported that 4,444 COVID-19 deaths have occurred in the state.24 Of those deaths, 50.5% are among white 

residents, while 32.3% of deaths are among Black residents.25 Thus, in addition to COVID-19 incidence being 

disproportionately high for Black people and disproportionately low for white people, mortality burden is 

even more disproportionate, given that white people constitute 68.6% of the state’s population, and Black 

people constitute 27%.26 Although mortality by race and ethnicity is disaggregated in Table 2 for South Carolina 

counties, the data should be interpreted with caution due to small numbers. However, in most counties with 

a significant number of deaths, racial inequities are clear. In Charleston County, for example, Black residents 

make up 27.3% of the population, but 40.1% of deaths. In 27 counties (in lighter green below) there is a greater 

percentage of COVID-19 deaths among Black people than they represent in the county population.

In the table below, note the lack of data for Hispanic/Latino residents. Although evidence is clear that people 

of color across the country have disproportionately higher rates of COVID-19 compared to white people, 

official case data may actually be underrepresenting cases in the Latino community.27 A national survey of 1.6 

million Latino households showed households reporting symptoms of COVID-19 far exceeded case counts. 

This unique symptom survey included an agreement that kept respondents anonymous and thus provided a 

more complete picture of the virus’s true toll on Latinos.28 

COVID-19 Deaths by Race and Ethnicity by South Carolina County

According to DHEC experts, while Hispanics make up about 

6% of South Carolina’s population, they make up about 

7.9% of COVID cases and 3.2% of COVID deaths. This data 

is attributable, in part, to the age at which Hispanics are 

diagnosed. The average age of a Hispanic individual who tests 

positive for COVID-19 is 34.3 years, while the average age of 

diagnosis is for non-Hispanic people is 43.6 years.29 Younger, 

healthier people who contract COVID-19 are less likely to die 

from the disease. 

Hispanic/Latino data inconsistencies also suggest that Latinos 

may be less likely to seek testing. This may be attributable 

to distrust of the health care system, fear of institutions, lack 

of insurance, confusion about health care practices, cultural 

and language barriers, difficulty accessing services, lack of 

transportation or social isolation.30,31  In Latino homes where some family members are undocumented, fear of 

deportation is likely the most significant reason to forgo testing.32
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County White Black Hispanic/Latino

Deaths Residents Deaths Residents Deaths Residents

Abbeville 22.7% 69.8% 45.5% 27.4% unknown 1.4%

Aiken 28.6% 70.6% 18.4% 24.7% unknown 5.6%

Allendale unknown 23.5% unknown 75.7% unknown 1.5%

Anderson 71.2% 79.8% 17.9% 15.8% 2.8% 3.6%

Bamberg 35.1% 36.2% 51.4% 61.1% unknown 2.0%

Barnwell 23.1% 50.8% 34.6% 45.7% unknown 2.4%

Beaufort 59.6% 75.3% 20.2% 18.1% 12.8% 11.2%

Berkeley 50.5% 67.1% 39.0% 23.8% unknown 6.5%

Calhoun unknown 55.4% 72.2% 41.4% unknown 3.7%

Charleston 51.4% 68.2% 40.1% 27.3% 3.2% 5.1%

Cherokee 64.6% 75.3% 23.1% 20.0% unknown 4.2%

Chester 41.2% 60.6% 44.1% 36.9% unknown 2.0%

Chesterfield 54.7% 63.0% 37.7% 32.3% unknown 4.2%

Clarendon 34.3% 49.3% 55.7% 48.8% unknown 3.0%

Colleton 32.7% 57.5% 59.2% 38.4% unknown 3.2%

Darlington 45.1% 56.6% 45.1% 40.7% unknown 2.0%

Dillon 38.5% 46.8% 46.2% 48.1% unknown 2.7%

Dorchester 43.4% 67.8% 37.2% 25.4% 7.6% 5.2%

Edgefield unknown 59.9% 50.0% 36.5% unknown 5.8%

Fairfield 37.8% 39.7% 42.2% 56.3% unknown 2.1%

Florence 46.1% 53.9% 48.4% 42.5% unknown 2.5%

Georgetown 52.2% 64.6% 40.3% 31.3% unknown 3.1%

Greenville 66.7% 74.4% 22.3% 18.1% 4.1% 9.0%

Greenwood 60.7% 63.8% 33.3% 32.0% unknown 6.0%

Hampton 29.4% 42.7% 64.7% 53.4% unknown 4.0%

Horry 65.8% 80.8% 13.4% 13.7% 5.0% 6.0%

Jasper 52.2% 52.2% 43.5% 43.1% unknown 13.2%

Kershaw 32.3% 71.3% 33.8% 23.9% unknown 4.2%

Lancaster 43.1% 73.8% 30.8% 21.4% unknown 5.2%

Laurens 49.3% 70.1% 38.8% 24.7% unknown 4.7%

Lee 15.8% 32.7% 73.7% 65.6% unknown 2.4%

Lexington 57.5% 79.3% 13.2% 14.6% unknown 5.9%

Marion 30.6% 39.7% 65.3% 56.8% unknown 2.8%

�'�S�R�¼�V�Q�I�H���'�3�:�-�(���������(�I�E�X�L�W���E�W���S�J���2�S�Z�I�Q�F�I�V�����������������������&�]���6�E�G�I���E�R�H���)�X�L�R�M�G�M�X�]��33,c

TABLE 2
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LCSWs

County White Black Hispanic/Latino

Deaths Residents Deaths Residents Deaths Residents

Marlboro 50.0% 41.5% 38.9% 50.6% unknown 2.8%

McCormick unknown 50.5% unknown 46.7% unknown 3.3%

Newberry 31.3% 62.8% 7.8% 31.6% unknown 0.7%

Oconee 81.0% 87.8% unknown 7.1% unknown 7.3%

Orangeburg 36.6% 34.4% 61.2% 61.6% unknown 5.3%

Pickens 85.6% 88.3% unknown 6.6% unknown 2.2%

Richland 27.2% 45.5% 41.4% 46.6% unknown 3.6%

Saluda 34.6% 65.1% unknown 25.2% unknown 5.1%

Spartanburg 67.5% 73.4% 22.9% 20.4% 3.3% 15.6%

Sumter 30.7% 48.0% 46.5% 47.0% unknown 6.7%

Union 63.0% 65.3% 18.5% 31.4% unknown 3.9%

Williamsburg 17.3% 32.0% 69.2% 64.7% unknown 1.5%

York 49.6% 74.4% 18.2% 19.1% unknown 2.3%

Total Confirmed 
&  Probable**

50.5% 68.6% 32.3% 27% 3.1% 6%

*Where race or ethnicity is known     |     **Population estimates, July 1, 2019, United States Census Bureau
Source: The South Carolina Department of Health and Environmental Services (DHEC)

From the perspective of per capita COVID-19 cases and deaths in South Carolina, Hispanic/Latino people were 

most likely to have contracted COVID-19, and Black people were most likely to die from the disease.34

BLACK/AFRICAN
AMERICAN

WHITE

ASIAN

HISPANIC/LATINO

CASES PER 100,00 PEOPLE DEATHS PER 100,00 PEOPLE

2,712

2,845

37

66

41

1063,781

5,163

In South Carolina, through December 1, Hispanic/Latino people were most likely to have 
contracted COVID-19. Black/African American people were most likely to have died.

Per Capita Case and Death Data by Race and Ethnicity in South Carolina35

GRAPH 4

Source: Boston University, The COVID Tracking Project, SC DHEC data



13imph.org    |   

GEORGIA NORTH CAROLINA SOUTH CAROLINA

0%

10%

20%

30%

40%

50%

60%

70%

80%

53%

31%

69%

61%

21% 22%

9%

6%

27%

67%

58%

27%

11%

31%
34%

9%

15%

46%

COVID-19 Cases* Compared to Population** by Race and Ethnicity37,c 

GRAPH 5

*as of December 3, 2020     |     **2018 ACS 5-Year Estimates
Source: Boston University, The COVID Tracking Project

COVID-19 Comparison: Georgia, North Carolina and South Carolina 

Compared to their share of the population, white people bear a lesser burden of COVID-19 cases in South 

Carolina, Georgia and North Carolina. The disproportionate rates of infection among people of color suggest 

that these populations are at a higher risk of contracting the virus due to social conditions, since there is no 

evidence of any biological or genetic factors which make minority groups more susceptible to COVID-19.36

The gaps in the burden of COVID-19 deaths by race, compared to population demographics, are narrower than 

those for COVID-19 cases. However, in all three states white people bear a smaller burden of deaths compared 

to their proportion of the population, and Black and Latino/Hispanic populations bear a greater burden of 

deaths compared to their proportion of the population.

c  Discrepancies in data are likely due to differences in methodology between the Boston University Tracking Project and DHEC. Boston University 
used the 2018 ACS 5-Year Estimates and Standard Census Categories for race and ethnicity in the dashboard. However, DHEC is currently reporting 
their data using non-standard categories including “unknown” and “under investigation,” which likely led to the largest discrepancies in the data 
between the two sources. In addition, earlier charts and graphs based on DHEC data utilize the 2019 Single Year Population Estimates provided by 
the United States Census, whereas the Boston University COVID Tracking Project uses the 5-Year Estimates provided by the Census, leading to minor 
differences in population data. 

COVID Cases White COVID Cases Black COVID Cases Latino/a
Population White Population Black Population Latino/a
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GRAPH 7

*as of December 3, 2020     |     **2018 ACS 5-Year Estimates
Source: Boston University, The COVID Tracking Project

*as of December 3, 2020     |     **2018 ACS 5-Year Estimates
Source: Boston University, The COVID Tracking Project

d  Discrepancies in data are likely due to differences in methodology between the Boston University Tracking Project and DHEC. Boston University 
used the 2018 ACS 5-Year Estimates and Standard Census Categories for race and ethnicity in the dashboard. However, DHEC is currently reporting 
their data using non-standard categories including “unknown” and “under investigation”, which likely led to the largest discrepancies in the data 
between the two sources. In addition, earlier charts and graphs based on DHEC data utilize the 2019 Single Year Population Estimates provided by 
the United States Census, whereas the Boston University COVID Tracking Project uses the 5-Year Estimates provided by the Census, leading to minor 
differences in population data. 

COVID Cases White COVID Cases Black COVID Cases Latino/a
Population White Population Black Population Latino/a

COVID Cases Hispanic COVID Deaths HispanicPopulation Hispanic
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People of color in America have historically suffered disproportionately from many illnesses, epidemics 

and pandemics, including the seasonal flu. In the U.S. during the 2009 H1N1 flu epidemic, 35% of people 

hospitalized in 13 metropolitan areas of 10 states identified as non-Hispanic Black, while only 16% of the area 

population studied were non-Hispanic Black.40  Parallels have also been drawn between the 1918 flu epidemic 

and COVID-19 in terms of racial disparities.41,42 

Although influenza poses a substantial burden for communities and health care systems across the country, 

fewer than half of U.S. adults receive an influenza vaccine each year.43 The CDC has reported that during 

the 2012-2013 flu season, 44.6% of white people were vaccinated, compared to 35.6% of Black people.44  

Vaccination coverage in the 2017-2018 and 2018-2019 flu seasons showed persistent racial disparities with 

40.2% of white people and 32.3% of Black people vaccinated in 2017-2018 and 48.7% of white people and 

39.4% of Black people vaccinated in 2018-2019.45 Once sick from any condition or illness, Black people are 

less likely to receive adequate medical care.46 Many medical conditions including cardiovascular diseases, 

diabetes and obesity, of which Black and Hispanic/Latino people often bear a disproportionate burden, are 

associated with an increased risk of serious complications from influenza and COVID-19.47

In the 1840s Dr. James Marion Sims performed medical experiments on Black slaves who could not provide 

consent, often without anesthesia. Yet his monument still stands on the State House grounds in Columbia, 

South Carolina today, even though the history of his medical abuse is not contested. By his own admission, 

Sims subjected one female slave, Anarcha, to 30 operations for a single diagnosis. According to the medical 

journal Social History of Medicine, Sims also conducted experiments on enslaved infants.48,49 In 2018, a statue 

honoring Sims in New York City was removed. The previous year the word “racist” was spray-painted on the 

monument.50  

However, Sims’s medical abuse of minorities was not unusual amongst physicians during the mid-nineteenth 

century. An article in Social History of Medicine explained that “in order to gain some measure of social 

acceptance for the practice of dissection, nineteenth-century American anatomists plied their trade upon 

the bodies of outcasts and indigents of many ethnicities, together with members of the free black and slave 

communities.”51 These practices occurred frequently in South Carolina with “the bulk of the bodies used in the 

world of Charleston medical education [belonging] to slaves.”52  

Another well-known medical practitioner during that era, Dr. T. Stillman of Charleston, posted an 

advertisement in 1838 that included the following text: “Wanted fifty Negroes. Any person having sick 

Negroes, considered incurable by their respective physicians, and wishing to dispose of them, Dr. S. will pay 

cash for Negroes . . .”53 Physicians in the nineteenth century often gained recognition as talented surgeons 

among the white aristocracy based on experimentations on people of color.54 

A Brief History of Racism and Health Care
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Experts explain that “racism warped medicine as it did every American institution and contributed to long-

term public health issues that continue to affect Black Americans.”55 Perhaps the most well-known example 

of racism impacting public health, the “Tuskegee Study of Untreated Syphilis in the Negro Male” was an 

experiment conducted on 600 Black men by the Public Health Service and the Tuskegee Institute in 1932.56 

The problems with the study were numerous: the patients did not consent to participate, were not informed 

of the nature of the study and did not receive appropriate treatment for their illnesses.57 In 1947 penicillin was 

used widely to treat syphilis, but the Tuskegee patients were never offered the medication.58 The study was 

initially designed to last for 6 months but continued for 40 years until an advisory panel called for its end 

in 1972.59 Researchers have since determined that “life expectancy at age 45 for Black men fell by up to 1.5 

years in response to the [study] disclosure, accounting for approximately 35% of the 1980 life expectancy gap 

between Black and white men and 25% of the gap between black men and women.”60

In 2010, author Rebecca Skloot published The Immortal Life of Henrietta Lacks, 

a book about a Black woman whose cervical cancer cells were collected and 

distributed by Johns Hopkins Hospital without her knowledge or consent in 

1951.61 In defense of this practice, Johns Hopkins Medicine noted that “Dr. Gey, 

a prominent cancer and virus researcher, had been collecting cells from all 

patients who came to Johns Hopkins Hospital with cervical cancer.”62 At the 

time, Johns Hopkins Hospital was “one of only a few hospitals to treat poor 

African-Americans.”63 Dr. Gey soon found, unlike the other cells he collected 

from cervical cancer patients, Henrietta Lacks’ cells doubled each day.64 Even 
today her cells live on and have been responsible for a number of medical breakthroughs.65 Ultimately, the 

use of Henrietta’s cells created a “multimillion-dollar industry” for the companies who made these medical 

discoveries, but her family was never compensated.66 They were also not aware of the distribution and use 

of the cells until 20 years after Henrietta’s death when scientists “began using her husband and children in 

research without informed consent.”67

Activists have been calling for solutions to health disparities for generations. In 1965, Dr. Martin Luther King 

spoke about these inequities: “Of all the forms of inequality, injustice in health is the most shocking and the 

most inhumane.” Twenty years later, the Report of the Secretary’s Task Force on Black and Minority Health was 

released by Margaret M. Heckler, Secretary of the U.S. Department of Health and Human Services. The report 

was the first of its kind to highlight minority health and found that “health disparities accounted for 60,000 

excess deaths each year and that six causes of death accounted for more than 80% of mortality among Blacks 

and other minority populations.”68 

In 2016 a study analyzing beliefs associated with racial bias in pain management revealed that “a substantial 

number of white laypeople and medical students and residents hold false beliefs about biological differences 

between blacks and whites. [The study also] demonstrates that these beliefs predict racial bias in pain 

perception and treatment recommendation accuracy. It also provides the first evidence that racial bias in pain 

perception is associated with racial bias in pain treatment recommendations.” As society works to reckon with 

its history of racism, implicit biases continue to impact health delivery in ways that increase racial disparities.
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In 2018 infant mortality rates (per 1,000 live births) for non-Hispanic Black people, Native Hawaiian or other 

Pacific Islanders, American Indian/Alaskan Natives and Hispanic/Latino people were higher than the mortality 

rate of non-Hispanic white babies.69 This is not a new statistical trend, but the data for this indicator and many 

others demonstrate that efforts to reduce racial disparities in health care have not produced significantly 

measurable improvement in this area of health and others.70

Although some of the worst stories of racism and public health in our collective consciousness may feel 

like relics of a bygone era, the impacts of such practices persist. In September 2020, a nurse formerly 

employed by an immigration detention center in Georgia filed a whistleblower complaint in which she 

revealed that detainees were subject to “a lack of medical care and unsafe work practices that facilitated the 

spread of COVID-19.”72 She also noted that some females detained at the center received “questionable 

hysterectomies.”73 The United States has a sordid history surrounding forced sterilizations among minority 

groups, which have been promoted as “cost-saving measures” well into the twentieth century.74 Although U.S. 

Immigration and Customs Enforcement (ICE) refutes the whistleblower’s claims, Democratic lawmakers and 

other groups, such as the American College of Obstetricians and Gynecologists, have called for an investigation 

into the claims.75,76
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Conditions in the places where people 

live, learn, work and play affect a wide 

range of health risks and outcomes. 

These conditions are known as social 

determinants of health (SDOH). These 

factors, such as housing, educational 

attainment and access to healthy 

food most strongly predict individuals’ 

health outcomes. Although individual 

choices also influence health outcomes, 

addressing the underlying economic 

and social conditions which influence 

the social determinants of health is 

necessary in order to promote sustained 

improvements in community health.77 

Social and physical environments vary 

widely across South Carolina. Differences 

in income, housing quality, community 

safety, educational opportunities and 

other determinants result in dramatically 

different qualities of life for South 

Carolinians. When social determinants 

yield positive health outcomes for all 

members of a community, health equity 

advances. Social determinants are so 

powerful that the CDC included “creating 

social and physical environments that 

promote good health for all” as one 

Social Determinants of Health
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FIGURE 1

The Bipartisan Policy Center

the four overarching goals for its Healthy People 2020 campaign. The American Public Health Association 

reports that “social determinants of health” has “transcended buzzword status” with 80% of health insurance 

executives reporting that they have begun tackling the social needs of their members.79 

Economic stability is listed as the first domain in the Healthy People 2020 topic areas, which include poverty, 

employment, food insecurity and housing instability.80  Racism is a key determinant of socioeconomic status 

(SES) in the United States and SES, in turn, is a fundamental cause of racial inequities in health.81 However, 

racial inequities in health are not solely tied to disparities in income and education, given that racial differences 
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The figure above shows how social determinants of health can contribute to a scenario in which Latino people 

are disproportionately impacted by COVID-19.
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The Increased Impact of COVID-19 on Latino Communities Resulting from Systemic Racism87

FIGURE 2

Source: Emory University School of Medicine, Division of Infectious Diseases

in health often persist even at equivalent socioeconomic levels due to racism and discrimination. The lived 

experience of Black Americans, indigenous people and Hispanic/Latino people often predisposes them to 

poor health outcomes, while being white is often a protective factor in and of itself. Experts in the field contend 

that individual and institutional discrimination and related stressors adversely impact health. Institutional and 

structural racism also directly and indirectly impact health in many ways.82,83 

For example, undocumented people of color in the U.S. must contend with immigration policies that directly 

and indirectly limit their ability to protect themselves from COVID-19.84 Given that Hispanic/Latino people 

have been targeted by “intensified law enforcement immigration practices”, community members and their 

families live in fear of family separation, detainment and deportation.85 This means that individuals are likely to 

avoid COVID-19 testing locations and other health care facilities when sick. Undocumented people may also 

have limited or no access to health insurance, and because they cannot obtain a driver’s license, they are often 

forced to use public transportation, further increasing their potential exposure to COVID-19.86
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Source: American Journal of Respiratory and Critical Care Medicine, July 2020

e  The Structural and Social Determinants of the Racial/Ethnic Disparities in the U.S. COVID-19 Pandemic. What’s Our Role? - Structural and social 
determinants of health contributing to the racial and ethnic disparities in the coronavirus disease (COVID-19) pandemic in the United States and 
proposed areas for action, as informed by the World Health Organization Conceptual Framework for Action.

f  According the United States Department of Agriculture (USDA), food insecurity is defined as a household-level economic and social condition of 
limited or uncertain access to adequate food.

g  According to Healthy People, Very Low Food Security is defined as “Reports of multiple indications of disrupted eating patterns and reduced food intake.”

Access to Food

In 2019 13.7 million, or 10.5%, of households in the U.S. were food insecure. Food insecurity exists when 

individuals or households do not have consistent access to affordable, healthy food.89 People of color in the 

U.S. experience disproportionately high rates of food insecurity that surpass the national average (Black, 

non-Hispanic households - 19.1%, Hispanic households - 15.6 %).f Data on very low food security also shows 

racial inequities, with white people experiencing the lowest incidence and people of color experiencing food 

insecurity in greater numbers (see next page).90 ,g
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Older data also confirms racial inequities in food insecurity. A 15-year analysis from 2001 through 2016 found 

that non-Hispanic Black and Hispanic households suffered from food insecurity at rates at least twice as high 

as non-Hispanic white households.92 Individuals living in food deserts, or areas with limited or no access to 

healthy, affordable food options, are at greater risk of going hungry.93 Food insecurity has also been associated 

with the advent of chronic disease and a decline in educational attainment.94,95 The map below shows the 

locations of food deserts (in yellow) in South Carolina.

The COVID-19 pandemic has increased food insecurity for people across the U.S. Compounding factors 

like job losses, food hoarding behavior and an increased demand on food banks and other community-

based organizations have limited the effectiveness of programs already in place. Further exacerbating this 

emergency, “many food-insecure individuals have characteristics that put them at a higher risk for severe 

illness associated with COVID-19.”97 People who work in the service, leisure and hospitality industry have 

the highest rates of food insecurity, and often work in roles that do not provide work-from-home options, 

South Carolina Department 
of Health and Environmental 
Control Food Desert Map96

MAP 1

Source: DHEC
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paid sick leave and other standard benefits.98 Conversely, those who work in occupations like management, 

business and finance have the lowest rates of food insecurity.99 Food insecurity is also costly for society at 

large. According to a 2019 study, 

The adverse social, physical, and psychological outcomes associated with food insecurity are well documented, 

particularly in households with children including higher rates of diabetes and hypertension, self-reported fair or 

poor health, maternal depression, behavioral problems or developmental delays in early life, and poor academic 

achievement. These outcomes are not only detrimental to the health and well-being of individual children and 

families but also negatively impact broader society. Based on a combination of lower worker productivity, higher 

costs of public education, greater health care costs, and the cost associated with emergency food distribution, 

the economic burden associated with food insecurity has been estimated to be over $167.5 billion annually.100 

As the coronavirus pandemic continues to impact the economy, and experts theorize about the likelihood of 

a severe and lengthy recession, the number of people suffering from food insecurity in the U.S. could reach 

as high as 17.1 million.101 

Housing and Family Composition

People of color across the country are more likely to live in densely populated areas with a higher 

concentration of multi-unit residential buildings where disease transmission and exposure rates are higher.102  

The CDC also reports that multi-generational households, which may be more common among some racial 

and ethnic minorities, make it more challenging to follow prevention strategies due to crowded conditions.103  

According to the report Linking Housing Challenges and Racial Disparities in COVID-19:

Black households are three times as likely as non-Hispanic whites to live in older, crowded and/or substandard 

homes. Housing instability, quality and homelessness all increase families’ exposure to the virus, as lacking access 

to stable, safe housing limits their ability to practice social distancing and to take required Covid-19 precautions.104   

An analysis in California found that “The poorest ZIP codes with the most people living in crowded housing are 

suffering the most from the coronavirus.”105 Further, “the hardest-hit neighborhoods had three times the rate 

of overcrowded homes and twice the rate of poverty as the neighborhoods that have largely escaped the virus 

. . . the neighborhoods with the most infections are disproportionately populated by people of color.”106  

According to a November 2020 webinar featuring presenters Valeria Cantos, MD and Paulina Rebolledo, MD, 

MSc, both of the Emory University School of Medicine, some Hispanic/Latino people contend with living in 

areas with limited social support and difficulties related to being undocumented, such as poverty and language 

barriers. Further, the prevalence of congregate households also propagates disease. Almost a third (27%) of 

Latino people living in the U.S. live in multi-generational households.107
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Occupation and Working Conditions

People of color are disproportionately represented in work settings and jobs classified as “essential,” such 

as health care facilities, farms, factories, grocery stores, sanitation facilities and public transportation.108 

Black, Hispanic/Latino, Asian American and other non-white people account for 43% of all essential 

workers in the nation amid the COVID-19 pandemic, according to the Economic Policy Institute. While Black 

Americans represent just over 13% of the population, Black workers makeup 15% of all essential workers in 

the pandemic.109  

People who work in these settings are more frequently exposed to COVID-19 because they tend to be in 

close contact with the public and/or other workers. According to the CDC, “the risk of infection may be 

greater for workers in essential industries who continue to work outside the home despite outbreaks in their 

communities, including some people who may need to continue working in these jobs because of their 

economic circumstances.”110 Modes of transportation may also increase the risk of exposure to COVID-19, as 

Black workers are more likely to use public transit to commute to work.111  

Some work environments have been especially hard hit by COVID-19. In a June 2020 article, the New York 

Times described the options available to a Hispanic employee at a processing factory: 

�;�L�I�R���X�L�I���G�S�V�S�R�E�Z�M�V�Y�W���¼�V�W�X���W�T�V�I�E�H���X�S���X�L�I���¼�I�P�H�W���E�R�H��

food processing factories of California’s Central Valley, 

Graciela Ramirez’s boss announced that line workers 

afraid of infection could stay home without pay. A 

machine operator at Ruiz Foods, the nation’s largest 

manufacturer of frozen burritos, Ms. Ramirez stayed on 

the job to make sure she did not lose her $750-a-week 

wages. “I have necessities,” Ms. Ramirez, a 40-year-old 

mother of four, said in Spanish. “My food, my rent, my 

bills.” Soon her co-workers started to get sick, and when 

Ms. Ramirez became congested and fatigued and could 

not smell the difference between the rice on her stove 

�E�R�H���X�L�I���W�S�T�E���H�I���¼�H�I�S���M�R���L�I�V���W�S�Y�T���F�S�[�P�����L�I�V���X�I�W�X�����X�S�S����

came back positive.112 

Ms. Ramirez’s adult daughter tested positive soon after, 

and a doctor told her to assume her other children also 

had the virus.113
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Unemployment

Job loss further exacerbates income-based risk factors for contracting and dying of COVID-19. The coronavirus 

pandemic has created enormous changes in employment and income for many Americans, but Black people 

have lost 1.4 times as many jobs as white Americans since the coronavirus pandemic began. Historically, Black 

Americans have had the highest unemployment rates of any race or ethnic group, ranging from approximately 

5.5% in the months before the pandemic, to over 16% during the summer of 2020.115 The recent economic 

downturn has only exacerbated existing racial disparities in employment and income. The Congressional 

Research Service released a report in early November 2020 that provided data on unemployment during the 

COVID-19 Pandemic.116 The authors provided an executive summary of the statistics:

• Not seen since data collection started in 1948, the 
unemployment rate peaked at an unprecedented 
level in April 2020 (14.7%) before declining to a 
still-elevated level in October (6.9%). 

�'�L�E�V�E�G�X�I�V�M�W�X�M�G�W���S�J���6�I�T�S�V�X�I�H���0�E�F�S�V�E�X�S�V�]���'�S�R�¼�V�Q�I�H���'�3�:�-�(���������'�E�W�I�W���%�Q�S�R�K���;�S�V�O�I�V�W���M�R��
Meat and Poultry Processing Facilities — 21 states, April–May 2020114,h

GRAPH 10

Source: CDC

h  The dataset excludes cases reported by states that were missing information on sex (4,133), age (3,868), race/ethnicity (6,314) and symptom status 
(5,949). White, Black and Asian workers were non-Hispanic; Hispanic workers could be of any race. Testing strategies and methods for collecting 
symptom data varied by workplace. Symptom status was available for a single time point, at the time of testing or at the time of interview. Data 
reported through May 31, 2020.

• In April, every state and the District of Columbia 

reached unemployment rates greater than their 
highest unemployment rates during the Great 
Recession. 
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• Unemployment is concentrated in industries 
that provide in-person services. Notably, the 
Leisure and Hospitality industry experienced an 
unemployment rate of 39.3% in April, before 
declining to 16.3% in October. 

• Part-time workers experienced an 
unemployment rate almost twice that of their 
full-time counterparts in April (24.5% vs. 12.9%), 
but this gap has since closed.117   

• Workers without a college degree experienced 
worse unemployment rates in April (e.g., 21.2% 
for workers with no high school degree) than 
workers with a bachelor’s degree or higher 
(8.4%). The gap between educated and less-
educated workers remained in October. 

• Teenaged women experienced an 
unemployment rate of 36.6% in April, and 
teenaged men, 28.6%; compared with 13.7% for 
women and 12.1% for men ages 25-54.The gap 
between men and women has since narrowed 
overall, but young workers are still experiencing 
relatively high rates of unemployment. 

• Racial and ethnic minorities had relatively high 
unemployment rates in April (16.7% for Black 
workers compared to 14.2% for white workers, 
and 18.9% for Hispanic workers compared to 
13.6% for non-Hispanic workers), and these 
gaps persisted in October.118

Racial and ethnic disparities in unemployment also occurred across the country during the Great Recession. 

According to economist Jhacova Williams,

�;�L�I�R���X�L�I���+�V�I�E�X���6�I�G�I�W�W�M�S�R���F�I�K�E�R�����&�P�E�G�O���[�S�V�O�I�V�W�…���Y�R�I�Q�T�P�S�]�Q�I�R�X���V�E�X�I���M�R�G�V�I�E�W�I�H���X�S���H�S�Y�F�P�I���H�M�K�M�X�W���E�R�H���V�I�Q�E�M�R�I�H��

that high for more than six years. In comparison, the unemployment rate among white workers never reached 

double digits during the Great Recession or its recovery. It took more than 10 years for Black workers’ incomes 

to return to their pre-recession levels.119 

Williams explains that Black Americans are laid off more and hired less than white Americans.120 Though some 

may assume that factors like education and experience explain the disparity, the data tells a different story. 

According to Williams’ assessment, “at every education level, Black workers have higher unemployment rates 

compared to their white counterparts. . . black workers with college degrees have unemployment rates similar 

to that of white workers with high school diplomas.”121

Monthly Unemployment 
Rates by Racial Group: 
Seasonally adjusted 
data, January 2020 to 
October 2020, U.S.122

GRAPH 11
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Monthly National 
Unemployment Rates 
for Full- and Part-Time 
Workers: Seasonally 
Adjusted Monthly 
Data, January 2020 to 
October 2020, U.S.123

GRAPH 12
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The graph below demonstrates the change in unemployment rates from 2019 to 2020 for Hispanic and 

non-Hispanic people from a monthly perspective. For example, in April of 2019 the rate of unemployment for 

Hispanic people was below 5%. One year later, in April of 2020, the unemployment rate was just under 20%.
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Source: Created by the Congressional Research Service (CRS) using data from the Bureau of Labor Statistics (BLS).
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In South Carolina initial claims for unemployment insurance benefits (IU) peaked at 87,686 for the week 

ending April 11, 2020.125 However, unemployment data disaggregated by race and ethnicity is not available 

on a weekly or monthly basis. The South Carolina Department of Employment and Workforce issued the 

following statement regarding data availability: “Because of the small monthly sample size, measures of 

labor force participation and unemployment rate by race and ethnicity cannot be calculated on a monthly 

basis. Annual averages for the state of South Carolina are produced as part of the Census Bureau’s American 

Community Survey series.”126

HISPANIC
NONCITIZEN IN

THE FAMILY

HISPANIC
ALL FAMILY

MEMBERS ARE
CITIZENS

NON-HISPANIC
WHITE

NON-HISPANIC
BLACK

OTHER

68.8%

49.1%

40.7%

35.1%
38.0%

Source: The Urban Institute

Income and Wealth Gaps

People with limited income and little or no accumulated wealth also tend to have limited access to conditions 

that optimize health such as sufficient healthful food, access to high quality health care, quality housing and 

safe places to play and recreate. Earning a lower income tends to result in more prolonged high stress that 

can lead to higher rates of tobacco and alcohol use.127 In South Carolina, as in most other parts of the U.S., 

people of color bear a disproportionate burden of low income and poverty.  In South Carolina, the median 

household income for white people is $61,078, but the median household income for Black people is $34,576. 

Moreover, 10.9% of white families in the state live below the Federal Poverty Level, compared to 21.2% of 

Black families and 17.2% of Hispanic or Latinos.128 The graph below shows the impact of COVID-19 on income 

and employment metrics across the country by race and ethnicity in March and April of 2020.129

Share of Adults Ages 18 to 64 Whose Families Lost Jobs, Work Hours or Work-Related 
Income Because of the Coronavirus Outbreak, by Family Citizenship Status and 

Race/Ethnicity, March/April 2020, U.S.

GRAPH 14
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Neighborhood and Built Environment

Avoiding contracting COVID-19 requires that people 

have the means to socially distance from others, a 

privilege inaccessible to many. People of color are 

more likely to live in close quarters, such as apartment 

buildings or in multi-generational households. Black, 

Indigenous and Hispanic households are more likely to 

be classified as extremely low-income renters compared 

to white people.130 Nationally, as of 2019, there were 

37 rental homes for every 100 extremely low-income 

renter households, severely limiting affordable housing 

options.131 Additionally, 56.3% of Black renters paid 30% 

or more of their income on rent.132 According to a 2020 

report from Harvard’s Joint Center for Housing Studies 

(JCHS), “in just one year, 2018 to 2019, the percentage of 

Black homeless Americans grew from 40% to more than 

half – 52%.” Concurrently, 27% of Black people in America 

are living on the streets (not including those in homeless 

shelters), according to the United States Department of 

Housing and Urban Development (HUD).133  Disparities 

in housing exist because of racial discrimination in real 

estate, lending practices and federal housing policies.134

Overrepresentation of People of Color in the Criminal Justice System

Social and economic conditions and policies have created a justice system that disproportionately imprisons people 

of color.135 Racial bias impacts children from a young age, with studies showing that schools discipline children of 

color more frequently than white children.136 As adults, racial minorities are more likely than white Americans to 

be arrested. Once arrested, they are more likely to be convicted, and once convicted, they are more likely to face 

harsher sentences.137 People of color makeup 37% of the U.S. population but 67% of the prison population in the 

U.S. Black men are six times as likely to be incarcerated as white men, and Hispanic men are more than twice as 

likely to be incarcerated as non-Hispanic white men.138 

Congregate settings like prisons and jails are amplifiers of infectious diseases such as the coronavirus because 

opportunities to isolate the sick and protect other inmates are limited.139 Jails and prisons also house large 

numbers of people with chronic diseases and complex medical needs who are more vulnerable to COVID-19.140  

56.3%
of Black renters pay

30% or more
of their income on rent.

 40%
of the homeless population

is African American

OVER
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Reducing overcrowding in correctional facilities may help 

reduce the spread of COVID-19 and other contagious 

diseases. According to data from the Prison Policy 

Initiative, jails across the country are releasing non-

violent offenders and reducing or eliminating bail for 

misdemeanors or low-level felony offenses because of 

concerns about the spread of COVID-19. Compared to 

jails, prisons are releasing far fewer inmates. Some prison 

systems have enacted “temporary release” of some 

non-violent offenders, early release for some inmates 

considered medically vulnerable and some early release 

of felons who are within six months of completing their 

sentences for non-violent/non-sexual crimes.

 

Before the coronavirus, there were 60,000 people in 

solitary confinement in prisons and jails across the country. 

Now, in response to the pandemic, 300,000 state and 

federal prisoners have been confined to their cells in solitary 

confinement or in lockdown.141 Solitary confinement 

has been shown to cause or exacerbate existing mental 

health conditions and negatively impacts attempts at 

rehabilitation.142 According to an article in the Journal of 

the American Academy of Psychiatry and the Law, “Solitary 

confinement is recognized as difficult to withstand . . . 

psychological stressors such as isolation can be as clinically 

distressing as physical torture.”143 In September 2020 jails, 

prisons and other detention centers accounted for the top 

10 Covid-19 clusters in the country.144 

In South Carolina the Department of Corrections (SCDC) provides regularly updated information on the 

number of COVID-19 cases and deaths, disaggregated by offenders and staff.145 SCDC Director Bryan 

Stirling reached out to the National Guard in May to fill support “gaps” created by the pandemic. According 

to a November 2020 WIS news report, “one team of sixteen soldiers cooks 750 meals a week at Goodman 

Correctional Institution in Richland County, where 80 inmates have had the virus. . . Five other teams of 

soldiers are doing 5,600 vital sign checks a day for inmates on quarantine because of potential exposure.”146
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Education

Disparities in access to high-quality education for Black people and other minority groups has led to lower 

high school completion and college-going rates.147 In South Carolina, 90.6% of white people age 25 and over 

are high school graduates or higher, and 32.9% hold bachelor’s degrees.148 Educational attainment is lower 

for Black residents, as 83.9% are high school graduates or higher, and 15.3% hold bachelor’s degrees. Limited 

educational opportunities can negatively impact future earning potential by leading to lower paying or less 

stable jobs.149 People with limited professional opportunities are likely to have few opportunities to avoid jobs 

that put them at a higher risk of exposure to COVID-19. 

Additionally, as discussed in the telehealth sections on page 34 and 61, a lack of access to a quiet space to 

study, broadband internet, affordable internet plans and computers that can be used for remote learning 

increase educational disparities for children who do not have these newly essential requirements for remote 

education. According to a study on the digital divide, across the country, “thirty percent of all K-12 public 

school students, about 15 million to 16 million children, live in homes that don’t have an internet connection or 

an adequate device for distant learning at home.”150

Public K-12
Students

Fully Connected
Students

Digitally Divided
Students

Fully
Disconnected

Internet
Insufficient

Device
Deficient

Adequate Internet
Connection

Remote Learning
Device

34-35M

9M

5-6M

1M

15-16M

15-16M

MILLIONS OF STUDENTS

51M

15-16 Million Digitally Divided Students Make Up Approximately 30% 
of K-12 public school students151

FIGURE 4

Source: Common Sense Media and the Boston Consulting Group
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The same study, by Common Sense Media and the Boston Consulting Group, found that South Carolina is 

among the ten states with the highest proportion of K-12 students without adequate internet connection.

One of the most significant drivers of health disparities is limited access to care and a lack of adequate, 

accessible health coverage. In South Carolina, 28% of Hispanics, 13% of Black people and 11% of white people 

were uninsured in 2018.153 Access to insurance impacts individual health. Those without coverage are less likely 

to have a primary care provider or to receive preventive screenings that can detect illnesses in their earliest 

stages. In the absence of private insurance Medicaid coverage is linked to better access to care, higher rates of 

preventive health screenings and lower mortality rates among other benefits. 

Economically, individuals and families with income below the poverty level are four times as likely to be 

uninsured as those with incomes at 400% of the federal poverty level (FPL) or above (17.3%  vs. 4.3%). Across 

South Carolina, 35.3% of residents had incomes below 200% of FPL in 2018, compared to the U.S. rate of 

30.4%; furthermore, 12.7% of the state’s population was uninsured compared to 10.4% nationally.154

Ten states with the Highest Proportion of K-12 Students Without Adequate Internet Connection152

FIGURE 5

Source: American Community Survey, conducted by the U.S. Census Bureau, compiled at household level – 1 year aggregation, NCES, BCG analysis

Access to Care

State
# Without adequate 

connection
% Without adequate 

connection
# Without adequate 

device
% Without adequate 

device

Mississippi 234,000 50% 168,000 36%

Louisiana 281,000 40% 227,000 32%

Arkansas 226,000 46% 157,000 32%

Alabama 305,000 41% 232,000 31%

West Virigina 92,000 34% 83,000 31%

Oklahoma 285,000 41% 199,000 28%

New Mexico 134,000 40% 95,000 28%

Tennessee 364,000 36% 277,000 28%

Kentucky 241,000 36% 186,000 27%

South Carolina 266,000 34% 208,000 27%
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2020 Federal Poverty Guidelines155

TABLE 3

Source: U.S. Department of Health and Human Services

Public health insurance programs, such 

as Medicare and Medicaid, are important 

to ensure both affordable health care 

and better health outcomes. In 2018, 

41.2% of Black Americans were enrolled 

in Medicaid or some other public health 

insurance program.156 As of August 2019, 

this population made up 20% of Medicaid’s 

68 million enrollees.157 In Medicaid non-

expansion states, such as South Carolina, 

many people fall within a coverage gap 

– earning too much to qualify for the 

traditional Medicaid program, but not 

enough to qualify for premium tax credits 

on marketplace plans. 

South Carolina data shows that Hispanic/

Latino and non-Hispanic Black residents 

delayed medical care at a higher rate than 

non-Hispanic white people in 2018.158  

Compared to their white counterparts, 

non-Hispanic Black people of all age 

groups are more likely to report lacking health insurance or not visiting a physician due to cost.159 Racial 

and ethnic minorities are less likely to receive preventive health services, often receive lower-quality 

care and suffer worse health outcomes for certain conditions.160 Black Americans, for example, suffer 

disproportionately from high blood pressure, diabetes, heart disease, stroke and other diseases that can be 

linked to access, according to the CDC.161

Other components of limited access to care can include transportation, provider office hours, language and 

cultural barriers and the financial implications associated with missing work to receive care. When people of 

color do receive care, factors including implicit bias, discrimination and racism can influence the quality of care 

a patient may receive. According to the CDC:

�8�L�I���H�M�J�J�I�V�I�R�G�I���W�L�S�[�W���Y�T���M�R���&�P�E�G�O���T�I�S�T�P�I���M�R���X�L�I�M�V�������W���������W���E�R�H�������W���J�S�V���H�M�W�I�E�W�I�W���E�R�H���G�E�Y�W�I�W���S�J���H�I�E�X�L�����;�L�I�R��

diseases start early, they can lead to death earlier. Chronic diseases and some of their risk factors may be silent 

or not diagnosed during these early years. Health differences are often due to economic and social conditions 

that are more common among African Americans than white people. For example, Black adults are more likely to 

report they cannot see a doctor because of cost.162

When an individual has been denied care in the past, they are less likely to seek out care in the future. And 

if providers are not culturally competent in communicating, their patients may not understand the services, 

Persons in 
Family/Household

Poverty Guideline

For families / households with more than 8 persons, 
add $4,480 for each additional person.

1 $12,760

2 $17,240

3 $21,720

4 $26,200

5 $30,680

6 $35,160

7 $39,640

8 $44,120
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treatments or instructions and the importance of care, according to Dr. Georges Benjamin, executive director 

of the American Public Health Association.163 Beyond that, “It can be as corrosive [when] someone makes the 

assumption that you cannot afford to pay for your medication because of race [or ethnicity], when they haven’t 

even bothered to check that you have insurance. That may lead them to prescribe a cheaper alternative that 

may not be the best alternative.”164

The Commonwealth Fund notes that to reduce racial and ethnic health disparities, “professionals must 

explicitly acknowledge that race and racism factor into health care. Less directed efforts to improve health 

outcomes, ones for instance that fail to consider the particular factors that may lead to worse outcomes for 

Black people, Hispanics, or other patients of color, may not lead to equal gains across groups — and in some 

cases may exacerbate racial health disparities.”165

According to the official website of the Office of the National Coordinator for Health Information Technology 

(ONC), the definition of telehealth includes:

The use of electronic information and telecommunications technologies to support long-distance clinical health 

care, patient and professional health-related education, public health, and health administration. Technologies 

include videoconferencing, the internet, store-and-forward imaging, streaming media and terrestrial and 

wireless communications. Telehealth is different from telemedicine because it refers to a broader scope of 

�V�I�Q�S�X�I���L�I�E�P�X�L�G�E�V�I���W�I�V�Z�M�G�I�W���X�L�E�R���X�I�P�I�Q�I�H�M�G�M�R�I�����;�L�M�P�I���X�I�P�I�Q�I�H�M�G�M�R�I���V�I�J�I�V�W���W�T�I�G�M�¼�G�E�P�P�]���X�S���V�I�Q�S�X�I���G�P�M�R�M�G�E�P���W�I�V�Z�M�G�I�W����

telehealth can refer to remote non-clinical services, such as provider training, administrative meetings, and 

continuing medical education, in addition to clinical services.166 

Telehealth has long been used nationally and in South Carolina to enhance access to care and advance 

health equity, particularly in rural communities.167,168  In the spring of 2020, in response to quarantine and 

social distancing mandates, funding was allocated, and policies implemented to increase South Carolinians’ 

access to telehealth. These changes greatly increased the use of virtual health appointments and created 

new opportunities to increase access to care that can be provided through telehealth. According to the South 

Carolina Hospital Association (SCHA):

A total of 144 new telehealth services have been enlisted for Medicare reimbursement since the COVID-19 

public health emergency began in March. In addition to the expansion of reimbursable telehealth services under 

Medicare, CMS [Centers for Medicare & Medicaid Services] also released a preliminary Medicaid and CHIP 

[Children’s Health Insurance Program] data snapshot that shows more than 34.5 million services delivered via 

�X�I�P�I�L�I�E�P�X�L���X�S���F�I�R�I�¼�G�M�E�V�M�I�W���?�E�G�V�S�W�W���X�L�I���9���7���A���F�I�X�[�I�I�R���1�E�V�G�L���E�R�H���.�Y�R�I���S�J���X�L�M�W���]�I�E�V�����8�L�E�X���V�I�T�V�I�W�I�R�X�W���Q�S�V�I���X�L�E�R���E��

2,600% increase compared to data from 2019.169 

Telehealth
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With the recent proliferation of telehealth due to the pandemic, health equity must remain a focus to ensure 

services reach vulnerable communities that may have limited internet access and connectivity. An August 

2020 journal article agrees that “the current COVID-19 pandemic has pushed health systems around the world 

to develop and rapidly deploy telemedicine to address ongoing challenges. . . If equity is made an integral 

part of telemedicine now, it will help ensure that all can benefit from these innovative technologies moving 

forward.”170 Just as health systems have played a part in deploying telehealth technologies, states can also 

play a role in creating equitable access to telehealth, and “given the rapid increase of telehealth services, there 

is an urgent and important opportunity for policymakers, researchers, and health systems to determine the 

appropriate scope and duration for telehealth as well as the appropriate financing mechanism to build a high-

quality, affordable, and equitable telehealth delivery system that meets the needs of patients.”

Areas in Need of Broadband Across South Carolina171

MAP 2

Source: Palmetto Care Connections, South Carolina Office of Rural Health, South Carolina Hospital Association

Areas in dark green have the best broadband connection and areas in pink do not have a broadband 

connection. The number of unserved households in an area is indicated in red, orange and yellow.
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Despite the increased use of telehealth in 2020, the technology is unlikely to be fairly deployed unless 

expanded services are coupled with access to broadband and affordable cellular plans in all areas of the 

state.172  According to The State newspaper, “nearly 435,000 people in 192,000 households in the state 

either have no internet service provider available or have internet service that is not capable of person-to-

person telehealth visits.”173 Broadband internet is considered by many to be an essential utility, akin to water or 

electricity. Yet hundreds of thousands of South Carolinians do not have access to this resource. 

This deficit is a barrier for people seeking health services but also negatively impacts educational attainment 

for school-age children. Students who cannot access online learning do not have the option to stay home 

when COVID-19 cases spike. If they are able to complete some school work at home it is without the benefit of 

formal instruction or support from their teachers. According to a May 2020 report, “the clearest manifestation 

of that harm is the reproduction of inequality. Cleavages of class, race [/ethnicity] and geography have been 

carried over from the physical world to the internet.”174  

Nationally, according to a 2018 American Community Survey (ACS) conducted by the U.S. Census Bureau, 

“non-white Americans are less likely than white Americans to have a home [broadband] connection. . . the 

ACS data indicate that about 10 percent of white Americans lack a home connection. For Black and Latino 

Americans, the number stands at about 18 percent and 14 percent, respectively.” The report goes on to explain 

that, “Conscious or not, the objective effect of current [federal] policy is that broadband investment … is 

directed mostly to assisting non-Hispanic rural white people to get better Internet connections.”

Availability of COVID-19 testing has changed over the course of the pandemic. In the beginning of the 

outbreak in the United States, the CDC gave local and state health departments the responsibility of deciding 

who should qualify for a COVID-19 test (updated guidance was issued March 10, 2020).175 However, the CDC 

specified that some individuals should receive priority testing: those hospitalized with symptoms, symptomatic 

individuals with diabetes, heart disease or chronic lung or kidney disease, people who had been in close 

contact with a confirmed COVID-19 patient within the last two weeks and individuals with symptoms who had 

traveled to an affected area in the last 14 days.176 

South Carolina public health and medical officials expressed concerns early in the pandemic that rural and 

underserved communities have historically experienced disparities in access to testing, prevention and 

treatment.177 In May 2020, when South Carolina ranked last compared to other U.S. states for its coronavirus 

testing efforts, a statewide COVID-19 testing plan was implemented that included increasing per capita testing 

for better public health interventions through community outreach and targeted interventions.178,179  DHEC 

and its partners set out to test at least 2% of the state’s population each month. Priority populations for testing 

included those living in congregate living facilities, in urban areas of the state and in under-resourced minority 

and rural communities.180 As of December 2, 2020 South Carolina ranked 24 out of U.S. states in COVID-19 

testing and had administered 2.73 million tests.181

Access to Testing
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Avoidance of health providers/delayed care due to concerns about contracting COVID

Many people have avoided contact with medical providers since March due to the spread of COVID-19. 

Dr. Georges Benjamin, executive director of the American Public Health Association, has said that the 

medical community has heard about people staying home from dialysis appointments or canceling their 

chemotherapy, and children missing their vaccinations. “The system is pretty passive. If you miss an 

appointment, the doctor usually doesn’t call to get you in,” Dr. Benjamin noted. “We anticipate a lot of delayed 

care because of COVID-19. And we have the risk of those people getting worse.”  

A May 27, 2020 Kaiser Family Foundation Health Tracking poll echoed Dr. Benjamin’s sentiments. The poll 

found that more than half of adults (52%) admitted that they or another member of the family went without 

or put off medical or dental care in the three months preceding the poll because of the pandemic; up from 

48% in May.182,183  The poll showed that about 8 in 10 (82%) said it was because the provider’s office was closed 

or offering only limited appointments.184  

Dental checkups and regular physicals were the most commonly missed appointments followed by those for 

new health symptoms, chronic conditions and preventive screenings, the poll showed. Furthermore, 27% said 

that their condition – or that of their family member – got worse as a result. In addition to dental problems, 

other conditions that worsened included back, joint or bone pain; eye, vision or kidney problems; and mental 

health. “Since much of the care that people report skipping or delaying is in the form of routine check-ups 

and preventive screenings,” the authors wrote, “it may be several months before the effects are recognized in 

terms of delayed diagnoses or missed opportunities for early treatment of cancers or other conditions.”185 

Cost is another factor in avoiding care, according to The Commonwealth Fund.186 Many individuals lost their 

health care along with their jobs in the spring of 2020. People who have maintained their health insurance 

may also forgo medical care because of unstable post-COVID-19 markets and the high out-of-pocket costs.187
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According to the CDC, people with underlying medical conditions are at an increased risk of severe illness from 

COVID-19.188 These conditions can include obesity, diabetes, asthma, serious heart conditions and kidney 

disease.189 According to DHEC, in South Carolina:

The CDC reports that about 24.7 million Americans, or 7.7% of the population, suffered from asthma in 2018.190 

Nationwide, Black Americans die from asthma at a rate much higher than other groups, with a death rate per 

million of 21.8 compared to 9.5 for white people and 6.3 for Hispanics.191 According to the Asthma and Allergy 

Foundation of America, “racial and ethnic disparities in asthma are caused by complex factors, including:

• Structural determinants such as systemic racism, segregation and discriminatory policies

• Social determinants such as socioeconomic status, education, neighborhood and physical environment, 
employment, social support networks and access to health care

• Biological determinants such as genes and ancestry

• Behavioral determinants such as tobacco use and adherence to medicines”192 

The same disparate impact is apparent in diabetes diagnoses. Nationally, Black adults are 60% more likely to 

have diabetes than white people. About 13% of Black people had diabetes in 2018 compared to 8% of white 

people, according to the U.S. Department of Health and Human Services.193 About 42% of Black people suffer 

from hypertension compared to 29% of white people across the country.194

Compounding Epidemics

OBESITY DIABETES ASTHMA HTPERTENSION KIDNEY DISEASE

45.8% of non-Hispanic 
Black adults are obese, 
compared to 32.1% of 
non-Hispanic white 
adults, and 30.4% of 

Hispanic adults. (South 
Carolina Behavior Risk 

Factor Surveillance 
System 2019)

Approximately one in 
six non-Hispanic Black 

adults has diabetes, 
compared to one in 
eight non-Hispanic 

white adults, and one 
in 18 Hispanic adults. 

(South Carolina Behavior 
Risk Factor Surveillance 

System 2019)

In South Carolina, 16.2% 
of non-Hispanic Black 
adults have diabetes 
compared with 12.9% 
of non-Hispanic white 

adults, and 5.4% of 
Hispanic adults. (South 
Carolina Behavior Risk 

Factor Surveillance 
System 2019)

The rates of emergency 
department visits and 

hospitalizations for asthma 
are five times higher for 

Black residents compared to 
white residents. The rates for 
Black residents are six times 
higher compared to Hispanic 

residents. (South Carolina 
Revenue and Fiscal Affairs 

Office 2018)

31.4% of Black high school 
students were told that they 
had asthma, compared to 

24.8% of white students and 
23.4% of Hispanic students. 

(South Carolina Youth 
Risk Behavior Surveillance 

System 2019)

11% currently have asthma 
compared to 8.9% of 

non-Hispanic white adults 
and 7.1% of Hispanic adults. 

(South Carolina Behavior 
Risk Factor Surveillance 

System 2019)

44.2% of non-Hispanic 
Black adults have 

hypertension, compared 
to 38.2% of non-

Hispanic White adults, 
and 14.3% of Hispanic 
adults. (South Carolina 
Behavior Risk Factor 
Surveillance System 

2019)

44.2% have 
hypertension compared 
to 38.2% of white adults 
and 14.3% of Hispanic 
adults. (South Carolina 
Behavior Risk Factor 
Surveillance System 

2019)

Mortality from kidney 
disease for non-Hispanic 
Black residents is more 

than twice as high 
compared to non-

Hispanic white residents, 
and six times as high 

compared to Hispanic 
residents. (South 

Carolina Vital Statistics 
2019)
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Many of the factors believed to contribute to high rates of COVID-19 infection in communities of color can 

be traced back to structural inequalities, chronic stress and trauma experienced by people of color.  Not only 

are Black and Hispanic communities in the United States bearing the brunt of the COVID-19 pandemic, but 

also the underlying conditions that exacerbate its negative consequences. These conditions include historical 

structural racism such as mortgage redlining, lack of access to quality education and health care, employment 

discrimination and health care provider bias.195,196

Pervasive, persistent experiences of stress are damaging. Chronic flooding by stress hormones overtaxes the 

body’s delicate, overlapping regulatory mechanisms—including the immune, endocrine and circulatory systems, 

and those regulating blood sugar and mood.198 Chronic stress linked to racism is a risk factor for high blood 

pressure and heart-related health problems, among many others that render minority communities more 

vulnerable to COVID-19.199

The COVID-19 Vulnerability Index, developed by the Surgo Foundation, is built on the CDC’s Social 

Vulnerability Index (SVI) which measures a community’s capacity to prepare for and respond to the stress of 

Vulnerabilities Index
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Source: The Commonwealth Fund
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hazardous events, including disease outbreaks.200  The SVI includes 15 variables organized into four themes:

The COVID-19 Vulnerability Index adds two additional themes:202

Socioeconomic Status: 

Individuals with low income, educational 

attainment and no occupation 

Epidemiologic Factors: 

High-risk COVID-19 populations with 

underlying conditions (cardiovascular, 

respiratory, immunocompromised, obesity, 

diabetes), high flu and pneumonia mortality 

or high population density

Household Composition and Disability:

Households with elderly (over 65), young 

(under 17), disabled members or single-

parent homes 

Minority Status and Language: 

Racially marginalized groups or those with 

limited English proficiency

Health Care System Factors: 

Poor health system capacity, strength and 

preparedness

Housing Type and Transportation: 

Dwellings with multiple units, mobile, group or 

crowded living arrangements and households 

without access to transportation201

Vulnerability Index Scores by Census Tract Across the U.S.203

MAP 3

Source: Surgo Foundation
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COVID-19 Vulnerability Index scores range from 0 (best) to 1 (worst) for each of the six dimensions and for 

overall vulnerability. In the U.S. the Southeast is the most vulnerable area of the country. South Carolina’s 

overall score is 0.64.204 The following table provides South Carolina’s scores for each COVID-19 Vulnerability 

theme, along with best and worst ranked state for each theme.

The table below shows South Carolina counties in order of vulnerability score listed from most to least 

vulnerable, based on the Social Vulnerability Index explained above.206

Worst = 1 Alabama
North 
Carolina

Nevada
District of 
Columbia

California Mississippi Mississippi

South Carolina 0.64 0.54 0.54 0.5 0.5 0.84 0.86

Best = 0 New 
Hampshire 

District of 
Columbia

Idaho Virginia
West 
Virginia

District of 
Columbia

New 
Hampshire

COVID-19 Social Vulnerability Index Scores for South Carolina 
and States Ranking Highest and Lowest205
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COVID-19 Social Vulnerability Index Scores, Minority Status Scores and 
Quintiles* for South Carolina Counties

TABLE 4

TABLE 5

Source: Surgo Ventures

County Overall Score Minority Status County Overall Score Minority Status

Marlboro 0.988 0.792 Greenwood 0.596 0.795

Bamberg 0.984 0.713 Chester 0.551 0.577

Williamsburg 0.978 0.718 Aiken 0.541 0.722

Allendale 0.970 0.826 Cherokee 0.534 0.574

Barnwell 0.969 0.813 Dorchester 0.532 0.699

Lee 0.946 0.699 Kershaw 0.507 0.613

Dillon 0.942 0.802 Lancaster 0.460 0.646

Clarendon 0.904 0.740 Union 0.454 0.515

Darlington 0.903 0.735 Georgetown 0.453 0.699
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Jasper 0.871 0.934 Spartanburg 0.438 0.754

Edgefield 0.864 0.848 Oconee 0.399 0.552

Calhoun 0.845 0.731 Pickens 0.376 0.405

McCormick 0.825 0.618 Florence 0.375 0.716

Hampton 0.818 0.788 Beaufort 0.264 0.730

Chesterfield 0.815 0.700 Richland 0.254 0.841

Sumter 0.791 0.813 Horry 0.232 0.635

Orangeburg 0.757 0.761 York 0.197 0.640

Saluda 0.741 0.893 Lexington 0.183 0.663

Marion 0.724 0.770 Greenville 0.143 0.779

Fairfield 0.723 0.741 Charleston 0.095 0.672

Abbeville 0.699 0.578

Laurens 0.676 0.679

Colleton 0.675 0.709 *COVID-19 Social Vulnerability Index scores are 
provided for every county across the U.S. Each 
quintile contains 20% of counties across the U.S

Newberry 0.633 0.834

Berkeley 0.626 0.739

Anderson 0.601 0.525

Source: U.S. Department of Health and Human Services

*Overall Vulnerability:

Much of South Carolina’s population lives in rural areas. According to the Surgo Foundation, 

The data show that vulnerable counties have consistently faced faster spread of infection and rise of deaths. 

This disparity continues to increase disproportionately in vulnerable rural America [where] 1.27 million rural 

Black Americans (35% of the rural Black population) live in highly vulnerable {COVID-19} testing deserts. 

Compared to the average rural American, Black Americans are 1.7 times more likely to live in these areas. And 

rural Black Americans are 2.7 times as likely to be living in a vulnerable area with a lack of testing sites and 

increasing deaths, compared to the average rural American.207 

Black residents of rural areas are nearly three times as likely to be living in a testing desert where deaths are 

rising, compared to average rural Americans. The Surgo Foundation released an analysis in June 2020 ranking 

the top 20 U.S. county testing deserts with the most Deaths per Capita. Lee County South Carolina ranked 

13th out of every county in the nation.208  Of the 20 counties listed, 15 have a higher proportion of Black 

residents compared to the national average.209 

i  Counties without any testing sites.

LowVery High High Moderate Very Low
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The COVID-19 pandemic has drawn attention to existing racial and ethnic health disparities in South Carolina 

and across the country, providing an opportunity for states to take action to reduce these inequities. In early 

2020, health experts in the U.S. began providing recommendations for addressing inequalities exacerbated 

by the pandemic. This chapter summarizes some of these recommendations but does not fully reflect the 

depth and breadth of opportunities available to equalize public health services, health care delivery and health 

outcomes in South Carolina.

Review of Recommendations for Reducing Health 
Disparities Highlighted by COVID-19

Essential Workers

The term “essential worker” has become familiar to Americans in the wake of COVID-19. However, South 

Carolina is one of the few states that has not provided guidance defining which workers are considered 

essential.210 The map below, from the National Conference of State Legislatures (NCSL), shows which states 

have implemented federal guidance, created their own state-specific guidance or provided no guidance as to 

the definition of an essential worker.211

COVID-19: Essential Workers in the States212

MAP 4

Source: National Conference of State Legislators (NCSL)

States that have used 
federal guidance

States with no guidance

States that have created 
their own guidance
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In March 2020 when Governor 

McMaster began issuing executive 

orders in response to the pandemic 

many customer-facing, non-clinical 

workers continued to provide essential 

services across the state. These 

individuals represented a diversity of 

professions, from community health 

workers and bus drivers to restaurant 

and retail employees. This diversity of 

representation led public health experts 

to recommend a broad and inclusive 

definition of “essential workers”.

According to a Brookings Institute report on opportunities to reduce the racial and ethnic gap in COVID-19 

deaths small, one-time hazard pay bonuses are not sufficient for supporting individuals “risking their lives 

day after day, week after week” who face constant exposure to COVID-19 “due to limited personal protective 

equipment and lack of training on using that equipment.”213 A report by the National Governors Association 

(NGA) also emphasized the importance of hazard pay:

�8�L�I���S�Z�I�V�V�I�T�V�I�W�I�R�X�E�X�M�S�R���S�J���T�I�S�T�P�I���S�J���G�S�P�S�V���M�R���T�Y�F�P�M�G���J�E�G�M�R�K���N�S�F�W���X�L�E�X���L�E�Z�I���F�I�I�R���G�P�E�W�W�M�¼�I�H���E�W���„�I�W�W�I�R�X�M�E�P�…���T�P�E�G�I�W���X�L�I�W�I��

workers at a higher risk of becoming infected. In partnership with employers and local governments, states can 

set standards for different categories of workers to ensure their safety, such as redesigning the work environment, 

�T�V�S�Z�M�H�M�R�K���L�E�^�E�V�H���T�E�]�����W�Y�T�T�P�M�I�W���J�S�V���T�I�V�W�S�R�E�P���T�V�S�X�I�G�X�M�S�R���E�R�H���G�P�I�E�R�M�R�K�����E�R�H���W�M�G�O���P�I�E�Z�I���F�I�R�I�¼�X�W��214  

Vermont made available two rounds of hazard pay grants to support those working in potential sites of 

contagion during the pandemic.215 Individuals working in twenty-six fields are eligible for the funds, including 

those employed by essential childcare facilities, grocery stores and funeral homes.216 

In New York State, legislation was introduced in September 2020 that would have provided hazard pay 

to essential workers during a “state disaster emergency.”217 The bill was not passed in 2020 but may be 

Hazard Pay

Many of the people who function as essential workers have historically not qualified for benefits like paid sick 

leave or the option to work from home, putting them at a greater risk of sickness and death in the context 

of the current pandemic. In response, health leaders from across the country have called for new policies 

and legislation to improve protections and assistance for those working in essential positions. These changes 

include the following: 



45imph.org    |   

There is both national and state-level support for increasing the minimum wage for Americans. According 

to a 2019 Pew Research Center survey, “Two-thirds of Americans (67%) support raising the minimum wage 

to $15 an hour, including 41% who say they strongly favor such an increase.”222 Black and Hispanic/Latino 

people are represented disproportionately in professions that earn the least. According to a Brookings 

Institute report, “in 2018, Black workers comprised 13% of all U.S. workers, but made up 19% of all low-wage 

frontline essential workers. Latino or Hispanic workers comprised 16% of all U.S. workers, but 22% of low-

wage frontline essential workers.”223 Often these workers hold “critical but undervalued” positions.224

Raise the Minimum Wage

reintroduced in January 2021.218 Under the proposed law, workers would receive hazard pay as a “percentage or 

fixed dollar amount up to $25,000.”219, j 

Select businesses also offered hazard pay to their employees in the spring and early summer of 2020. 

However, some of these businesses ended the additional hazard pay before the risk of COVID-19 infection and 

death decreased meaningfully.220

j  Covered employers would include the following: essential health care operations including research and laboratory services; essential infrastructure 
including utilities, telecommunication, airports and transportation infrastructure; essential retail including grocery stores and pharmacies; essential services 
including trash collection, mail and shipping services; news media; banks and related financial institutions; providers of basic necessities to economically 
disadvantaged populations; construction; vendors of essential services necessary to maintain the safety, sanitation and essential operations of residences or 
other essential businesses; vendors that provide essential services or products, including logistics and technology support, child care and services needed to 
ensure the continuing operation of government agencies and provide for the health, safety and welfare of the public.

Source: Metropolitan Policy Program at Brookings

When America’s Top 20 Retail Companies Started and Stopped Hazard Pay, 2020221

GRAPH 16
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On November 3, 2020, Floridians voted to increase the state’s minimum wage from $8.56 to $15 per hour by 

2026.226 California, Connecticut, Illinois, Maryland, Massachusetts, New Jersey and New York each have a $15 

minimum wage. In South Carolina there is support for increasing the state’s adopted federal minimum wage 

of $7.25. In 2019, state lawmakers introduced legislation (H.3395) that would raise the minimum wage each 

year beginning with an increase to ten dollars per hour in 2020.227 The bill did not pass during the 2019-2020 

session but can be reintroduced in 2021.228

In addition to a livable wage, paid sick leave is another benefit that should be provided to working South 

Carolinians. According to a Brookings Institute report on reducing racial gaps in COVID-19 deaths: 

Paid leave is critical for essential workers. Low-wage workers are not only contracting the virus at higher rates, 

but they are exposing others because they come to work sick and go home sick. Most cannot afford to miss a day 

at work. Implementing paid leave will help essential workers seek the medical care they deserve and reduce the 

potential spread of the virus.229 

Racial disparities are also evident in pre-pandemic paid sick leave benefits. A 2016 study found that “less 

than half of Hispanic workers (46%) in the United States have access to paid sick days compared with 60% 

of workers overall.”230 Although the CARES Act provides sick, family and medical leave, “these provisions 

do not apply to employers with more than 500 employees, while small businesses with fewer than 50 

employees can also ask for an exemption. As a result, only 25% of private sector employees are covered.”231 

Paid Sick Leave

Percentage of workers

Percentage of low-wage 
frontline essential workers
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Access to Safe, Free Childcare

Another report also emphasized racial disparities 

in sick leave policies:

Low-wage workers and workers of color are less likely 

than higher-wage and white workers to have access 

to paid leave. This gap is particularly dangerous and 

harmful for people of color and women, who are 

disproportionately represented in front-line industries 

where they face higher risks of exposure to the 

coronavirus. Communities of color are already feeling 

the economic fallout from the crisis, and inequality in 

access to critical workplace protections such as paid 

leave only deepens the harm.232
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Share of U.S. Workers with Access to Paid 
Sick Leave, by Average Wage Level233,k

GRAPH 18

TABLE 6

Source: U.S. Bureau of Labor Statistics

Source: Office of the Assistant Secretary for Planning and Evaluation, U.S. 
Department of Health and Human Services

When workers must take unpaid sick leave, they 

lose income and spend less money, reducing 

consumption and demand and negatively impacting 

the economy.234 Additionally, without access to paid 

sick leave, some people are likely to avoid COVID-9 

testing after an exposure due to the likelihood that 

they will be asked to quarantine without pay while 

waiting for the results. This behavior could be easily 

diverted through comprehensive paid sick leave 

k  Data from 2019 National Compensation Survey, U.S. Bureau of Labor Statistics

Family Size
Gross Family Income Limit

Monthly Annual

1 $0-$3,190 $0-$38,280

2 $0-$4,310 $0-$51,720

3 $0-$5,430 $0-$65,160

4 $0-$6,550 $0-$78,600

5 $0-$7,670 $0-$92,040

6 $0-$8,790 $0-$105,480

policies.235 Ultimately, funding is needed to sustain the 

sick, family and medical leave provided by the CARES 

Act through the end of the pandemic recovery and 

beyond.

In spring 2020, CARES Act funding provided the 

South Carolina Department of Social Services (DSS) 

with $63 million for improving access to child care 

during the pandemic.236 DSS began the outlay of the 

funding by offering free child care to first responders 

and essential workers and providing $1.28 million in 

grants for child care facilities. 

Announced in October, a new round of child care 

assistance will provide vouchers to qualified parents 

who work “at least 15 hours a week or attend school 

October 2020 Gross Family Income Limit for 
Child Care Vouchers in South Carolina239
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A July 2020 Health Affairs article explained the following 

nightmare scenario acute-care providers faced in March 2020:

Hospitals ran out of personal protective equipment (PPE) and were forced to put frontline clinicians in harm’s way 

without equipment as basic as masks. The country also came to the brink of running out of ventilators and other 

�G�V�M�X�M�G�E�P���I�U�Y�M�T�Q�I�R�X�����Q�I�H�M�G�E�P���T�V�S�Z�M�H�I�V�W���M�R���2�I�[���=�S�V�O���'�M�X�]���H�I�W�G�V�M�F�I�H���L�E�Z�M�R�K���X�S���„�W�T�P�M�X�…���Z�I�R�X�M�P�E�X�S�V�W���F�I�X�[�I�I�R���T�E�X�M�I�R�X�W���E�R�H��

make heart-wrenching decisions about who to ventilate. States were forced to bid against each other for these and 

other critical supplies, such as swabs and reagents for tests.240  

While acute care clinicians worked through these challenging circumstances, others on the frontlines were 

also forced to create their own PPE including those “who . . . interface[d] with many people every day, such 

as grocery cashiers, bus drivers, and nursing home attendants.”241 Not providing PPE to essential workers and 

others who may become exposed to COVID-19 puts lives at risk. 

Access to Personal Protective Equipment at No Charge

Testing, Tracing and Treatment

Place testing and triage centers in areas of greatest need
No-cost testing and triage centers should be easily accessible for all South Carolinians. The state should ensure 

that these resources are located in rural areas and communities of color in addition to existing locations to 

improve the well-being of all state residents. A Brookings Institute report noted the utility of working with 

predominately Black churches that act as community centers for people of color and “can help to overcome trust 

issues related to health care and continue to be beacons of hope in the midst of perceived hopelessness.”242

Hire community members to work as contact tracers
According to a July 2020 Health Affairs article: 

Every effort should be made to recruit contact tracers from the communities they serve and to deploy contact 

tracers based on community need. Using trusted contact tracers can also help to overcome language barriers 

that interfere with effective outreach to non-English-speaking people. This community engagement will also 

serve as an opportunity for employment in communities hardest hit by the economic impacts of COVID-19.243

or training [and to] families [whose] gross income [is] at or below 300% of the federal poverty level.”237  

According to DSS, the number of vouchers available is dependent upon the availability of funding.238 Policy 

experts recommend that stakeholders develop a sustainability plan to continue to support South Carolina 

parents and caregivers in the absence of federal funding.
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Plan for equitable distribution of vaccines or other COVID-19 treatments
As of December 1, 2020 the emergency approval of a COVID-19 vaccine appears to be imminent.244 According 

to the Wall Street Journal, “United Airlines Holdings Inc. on Friday [November 27, 2020] began operating 

charter flights to position doses of Pfizer Inc.’s Covid-19 vaccine for quick distribution if the shots are approved 

by regulators.”245 When a vaccine does receive approval, there will not be enough doses to immunize all 

Americans who wish to receive it in the first weeks or months of distribution.246 This context presents an 

unnerving reality: select groups of people will be vaccinated initially, while others will continue to contract the 

virus and become seriously ill and die. According to a joint statement from government institutions, national 

and local health associations, universities, caregiving leaders, philanthropic organizations and drug developers 

on ensuring racial equity in the development and distribution of a COVID-19 vaccine, “without addressing 

the racially-based mistreatment of [Black, Latino, Native and other communities of color] and acknowledging 

vaccine hesitancy – most notably, a deep and justified distrust of government and scientific and medical 

systems – the national COVID-19 vaccination effort in the U.S. is destined to fail, further exacerbating racial 

health inequities.” The joint statement proposes the following guiding principlesl for an equitable vaccine 

distribution effort:

Some vaccination distribution plans have already been proposed on the state and national level. The National 

Academies of Sciences, Engineering and Medicine recently published a 2020 report setting forth a Framework 

for Equitable Allocation of COVID-19 Vaccine that includes recommendations and a phased approach to 

vaccine allocation (next page).248,n 

Build trust m

• Authentically engage 
Black, Latino, Native and 
communities of color and 
tribal governments. 

• Expand clinical trial 
and vaccine literacy in 
communities of color. 

• Offer full and complete 
transparency about the 
safety and efficacy of the 
vaccine. 

Invest Resources

• Include Black, Latino, 
Indigenous and other 
communities of color in both 
clinical trials and appropriate 
phases of distribution. 

• Ensure vaccine development 
protocols meet safety and 
efficacy standards. 

• Strengthen our local/
community-based public 
health infrastructure.

Expand Access

• Expand, train and sustain 
a U.S. community-
based workforce to aid in 
distribution of the vaccine. 

• Combine vaccination 
distribution with other 
essential resources, including 
mental health. 

• Expand primary care 
capacity and access points. 

• Ensure vaccinations will be 
free to all.247

m  Organizations may consider intentionally combating vaccine misinformation.

l These principles could be used for health equity initiatives beyond vaccine distribution.

n  A Framework for Equitable Allocation of COVID-19 Vaccine was created for Operation Warp Speed, the federal government’s vaccine project.
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Ultimately, the CDC’s Advisory Committee on Immunization Practices (ACIP) will vote on the best course 

of vaccine distribution, and “when ACIP does vote, the committee’s advice will provide critical information 

that state and local health agencies will use to figure out whom to give the first vaccines to and how to 

reach them.”249 National experts suggest that states focus on an equitable distribution of the vaccine.250 This 

approach will be most effective when explicitly targeting essential workers and those in demographic groups 

disproportionality impacted by the virus. No-cost vaccines should be available to any resident who cannot 

afford the treatment. Additionally, “residents of minority communities should be encouraged to take active 

part in discussions about vaccine distribution so that they can advocate on behalf of their communities.”251 

Phase 1A
“Jumpstart Phase”

High-risk health workers
First responders

Phase 1B
People of all ages with comorbid 
and underlying conditions that 
put them at significantly higher 

risk

Older adults living in congregate 
or overcrowded settings

K-12 teachers and school 
staff and child care workers

Critical workers in high-risk 
settings - workers who are  in 

industries essential to the 
functioning of society and at 
substantially higher risk of 

exposure

People of all ages with 
comorbid and underlying 

conditions that put them at 
moderately higher risk

People in homeless shelters 
or group homes and staff who 

work in such settings

People in prisons, jails and 
detention centers, and similar 
facilities, and staff who work 

in such settings

All older adults not included in 
Phase 1

Young adults

Children

Workers in industries and 
occupations important to 
the fuctioning of society 
and at increased risk of 
exposure not included in 

Phase 1 or 2

Everyone residing in the 
United States who did not 

have access to the 
vaccine in previous 

phases

Equity is a crosscutting 
consideration:

In each population group, vaccine access should be prioritized for geographic areas 
identified through CDC’s Social Vulnerability Index or another more specific index.

PHASE 3PHASE 1 PHASE 2 PHASE 4

A Framework for Equitable Allocation of COVID-19 Vaccine

FIGURE 6

Source: National Academies of Sciences, Engineering and Medicine
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On October 16, DHEC released plans for distribution of the COVID-19 vaccine in South Carolina.252 The agency 

worked with the South Carolina Hospital Association, the National Guard and other state agencies to develop 

the plan. The distribution plan will be rolled out in three phases, first targeting health care and essential 

workers, then “critical populations” and then the general population.253 The authors note that a number of 

factors remain unknown, including the amount of vaccines South Carolina will receive, the date vaccines will be 

available and whether “specific Federal directives will apply to distribution.”254 DHEC defines the populations 

who should receive the first vaccinations available in the state as follows:

• front-line medical personnel, including those individuals who provide care for our 
senior populations in nursing homes

• residents of nursing homes

• critical infrastructure employees, as defined by federal guidelines255
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2020 Projected Food 
Insecurity Rate by County, South Carolina257
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Community Support

Food security
COVID-19 has contributed to 

increased food insecurity in South 

Carolina and across the country. Early 

in the pandemic, local coalitions like 

Eat Smart, Move More Spartanburg 

and Tri-County Health Network 

implemented emergency plans to 

reduce food insecurity. In addition 

to the work of local coalitions, state-

level groups such as Eat Smart, Move 

More South Carolina, Healthy People, 

Healthy Carolinas and Blueprint for 

Health provided support across the 

state. Still, the pandemic created 

an extra strain on food pantries and 

other services that deliver meals to 

seniors and those in need across the 

state as job losses led to a substantial 

increase in need.
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As the pandemic continues to infect and kill South Carolinians, the emergency response to food insecurity 

must shift to a model of sustainability. New models must indefinitely increase capacity for service delivery and 

food donation/harvesting. A sustainable model that reduces food insecurity in South Carolina must also use 

data to identify areas of greatest need and bring in new resources to these areas or strengthen the resources 

already in place.

Focusing on sustainability, the South Carolina Food Policy Council is working to develop and strengthen local 

food policy councils and recommends the continued development of these local organizations across the 

state.o Applications for general membership in the council are now open, presenting an opportunity to increase 

diversity of membership. To sustain these efforts, funding is needed and could be secured through legislative 

action, grant programs or private donors. 

Repurpose existing facilities to provide free spaces to quarantine/isolate
According to the CDC, individuals who test positive for COVID-19 must self-isolate for “14 days from the last 

day of exposure to the virus and isolate for at least 10 days after illness onset and 3 days after recovery.”258 

For many people who live in undersized or overcrowded housing, this mandate is nearly impossible to follow. 

According to Health Affairs, “one analysis found that in California, 18.4% of Latino families live in overcrowded 

housing compared to 2.4% of white households; the same study found that home overcrowding is correlated 

with a higher death rate from COVID-19.”259  

Given the importance of isolation in preventing the spread of disease, the authors of Addressing Racial Health 

Disparities in the COVID-19 Pandemic: Immediate and Long-Term Policy Solutions recommend that states use 

federal funding to “establish or repurpose facilities that can be used free of charge for isolation/quarantine; 

empty hotels and dormitories can serve as temporary housing for individuals who are unable to find a place in 

which to isolate.”260 

Use federal funds to provide more equitable opportunities for isolation
Using federal pandemic funding to support those who live in crowded housing or those who do not have paid 

sick leave can create more equitable isolation options for all South Carolinians.261 Nationally, in April 2020, 

“a bipartisan proposal call[ed] for $45 billion with a significant portion dedicated to funding a stipend—in an 

amount analogous to federal jury duty—for voluntary self-isolation. For those who will choose to remain at 

home, support can be given by way of grocery and medication delivery assistance programs to encourage 

isolation within the home.”262,263 To date, the proposal has not been enacted.

Improve access to affordable housing
A July 2020 Health Affairs article emphasized the importance of considering social determinants of health 

when addressing COVID-19 disparities: 

o  According to its website, the SC Food Policy Council (SCFPC) held its first general membership meeting on March 17, 2006. SCFPC serves as a 
forum for members to share their concerns as well as their progress on programs and initiatives that are related to the food system in South Carolina. 
The networking opportunities and the information shared at these meetings have greatly benefited many of the members of the Council as they 
work towards the goals of continued growth, promotion and protection of a healthy agricultural industry, a safe and plentiful food supply and a 
vibrant food system in South Carolina.
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Any reform of the health care system must consider that 70% of variation in health outcomes is tied to social 

determinants rather than the health care that one receives. For example, there needs to be an examination of 

affordable housing through investment in the construction and repair of potential housing options and support 

of policies that extend debt forgiveness and prevent eviction.264  

Funding programs and policies that support social determinants of health is a strategy recommended by 

health experts and government entities alike, from the CDC’s Health in All Policies (HiAP) program, to academic 

researchers who have identified a relationship between SDOHs and health outcomes.265,266

Work with communities to facilitate COVID-19 response and recovery
The Robert Wood Johnson Foundation published a brief in May 2020 describing Health Equity Principles 

for State and Local Leaders in Responding to, Reopening, and Recovering from COVID-19.267 The issue brief 

recommends ensuring that people facing the most significant health and economic disparities are included 

in decision-making processes. Additionally, progress on initiatives should be benchmarked based on the 

outcomes of individuals representing those demographics. This approach is essential for all South Carolinians. 

The issue brief explains: 

Our communities are stronger, more stable, and more prosperous when every person, including the most 
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and treatment, stable housing, and a way to support their families? And, are we creating ways for residents—

particularly those hardest hit—to meaningfully participate in and shape the government’s recovery strategy?268  

Policy makers are also encouraged to work with community-based organizations to understand social determinants 

of health and “identify barriers to accessing health and social services, lift up grassroots solutions, and disseminate 

public health guidance in culturally and linguistically appropriate ways.”269 Specifically, the brief recommends that 

“state and local leaders should measure the success of their response based not only on total death counts and 

aggregate economic impacts but also on the health and social outcomes of the most marginalized.”270  

Empower community health workers (CHWs)
For some people of color, language barriers and other fears about sharing information with state health workers 

can create barriers to health literacy, testing and treatment. Creating and empowering a community-based 

workforce offers a solution to these public health challenges. Members of a community workforce may include 

“health workers, promotores de salud, social workers, non-profit staff, or other community-based leaders 

that share the same culture and life experiences as the people they aim to help.”271 According to the American 

Public Health Association, community health workers are “essential frontline public health workers who are 

trusted members of and/or have unusually close understandings of the communities they serve.”272 A national 

playbook on “Advancing CHW Engagement in COVID-19 Response Strategies” includes detailed frameworks 

on engaging CHWs and strategic recommendations for CHW advancement. The guides were developed for 

local health departments and include specific actions designed to integrate CHWs into COVID-19 strategies.273  
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Some cities, like Baltimore, Nashville, Chicago and San Diego, have implemented community health worker 

programs.274 In Baltimore, the city developed a contact-tracing workforce, the Baltimore Health Corps. The 

program hires those “who have recently lost their jobs due to the pandemic and live in communities hardest 

hit by COVID-19 as community health workers, including those without previous healthcare experience.”275 The 

first of its kind in the city, the program “is funded for a year, with the hopes that the community with give input 

through forums as it continues to grow. All three hundred-plus members of the Baltimore Health Corps will 

receive a living wage and a stipend for health insurance to serve as full-time, trusted contact tracers and care 

coordinators in [Baltimore] communities.”276 

In Nashville, a faith-based health care organization created a community health worker program: 
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ambassadors in their communities to help fellow immigrants navigate health and social service systems, 

address the root causes of disease, and strengthen social capital.277 

Chicago and San Diego have also created similar programs to support and empower community members. 

In South Carolina, Julie Smithwick, executive director of the Center for Community Health Alignment at the 

Arnold School of Public Health at the University of South Carolina, has worked with Mayor Steve Benjamin to 

develop a Columbia Health and Equity Corps based on the Baltimore model discussed above. Funding from 

the CARES Act is needed to implement the program.278 Additionally, DHEC is now hiring CHWs to augment its 

response to the pandemic in the Midlands and other regions. This program should continue and be sustained 

through the end of COVID-19 recovery.279  

Also in the Palmetto State, community health workers and PASOs’ promotores p  have been actively testing 

individuals at DHEC sponsored testing events. The promotores provide information about when testing will 

take place via their social media and monthly newsletters. PASOs also provides testing center guidance to 

individuals who reach out to them with questions about testing.280  

A May 2020 Health Affairs article detailed how CHWs can support state efforts and provide a critical 

communications link:281

• CHWs can develop and distribute culturally appropriate health education materials. 

• Bi- and multi-lingual CHWs can translate written materials and provide interpreter services remotely. 

• CHWs can boost public health and safety-net provider capacity in low-income neighborhoods.   

• CHWs can expand the capacity of homeless shelters, food pantries, and local agencies providing 
assistance with public benefit applications. 

• CHWs can be hired and trained to conduct COVID-19 contact tracing. 

• CHWs can provide COVID-19-related support for Medicaid members, such as coordinating food 
and medication delivery and conducting phone or video visits to monitor symptoms and help 
combat social isolation.282

p  PASOs has provided a functioning model of community health workers/Promotoras for over 15 years.
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Data

Currently, the South Carolina Department of Health and Environmental Control (DHEC) uses several platforms 

to share data about COVID-19 hospitalizations, infections and deaths with the public. These data include 

demographics like age, sex, race and ethnicity. Additional data tracking may improve the state’s ability to 

identify individuals, neighborhoods and communities most at risk of contracting COVID-19. According to a 

Robert Wood Johnson Foundation report:

State and local leaders cannot design equitable response and recovery strategies without monitoring COVID’s 

impacts among socially and economically marginalized groups.q Data disaggregation should follow best 

practices and extend not only to public health data on COVID cases, hospitalizations, and fatalities, but also 

to measures of access to testing, treatment, personal protective equipment (PPE), and safe places to isolate 
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to understand the interplay between place and social factors, as counties with large black populations account 

for more than half of all COVID deaths, and rural communities and post-industrial cities generally fare worse in 

economic downturns.283 

Experts agree that data is essential for reducing health disparities and recovering from public health 

emergencies because responses “can and should vary from person to person or community to community.”284   

Incomplete data prevent pandemic responses that are appropriately nuanced and effective.

Investing in Public Health

Despite its critical role in society, there continues to be a common lack of understanding about what public 

health is and why it matters to all members of a community. To borrow a helpful metaphor, imagine that 

South Carolina is a house, and the public health infrastructure of South Carolina is the foundation of the 

building. When a home’s foundation is not constructed properly, nothing else in the house is stable. The public 

health infrastructure of the Palmetto State should create a solid foundation for the health and well-being of all 

South Carolinians. 

Disparities in health outcomes have significantly destabilized South Carolina communities, and although these 

disparities existed long before COVID-19, the pandemic has revealed significant weaknesses in our health 

safety net. Properly funding public health is essential for all South Carolinians. Despite widespread support for 

public health programs, 

Local public health is chronically underfunded, with less than 3% of the estimated $3.6 trillion in annual health 
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q  People of color (African-Americans, Latinos, Asian Americans, American Indians, Alaska Natives, Native Hawaiians and other Pacific Islanders), 
women, people living in congregate settings such as nursing homes and jails, people with physical and intellectual disabilities, LGBTQ people, 
immigrants and people with limited English proficiency.
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response programs has been cut by half over the past decade, and public health laboratories, which manage 
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�J�S�V�G�I�W���P�S�G�E�P���T�Y�F�P�M�G���L�I�E�P�X�L���S�¾�G�M�E�P�W���X�S���Q�E�O�I���M�Q�T�S�W�W�M�F�P�I���X�V�E�H�I�S�J�J�W���F�I�X�[�I�I�R���G�V�M�X�M�G�E�P�����P�M�J�I���W�E�Z�M�R�K���T�V�S�K�V�E�Q�W���X�L�E�X���W�I�V�Z�I��

communities in need. There is an urgent need to strengthen local public health infrastructure not only to ensure 

a robust response to COVID-19 and future crises but also so that those interventions do not come at the cost of 

health and well-being and thus further perpetuate racial disparities.285 

In a recent webinar focused on the Latino community, physician experts from the Emory University School of 

Medicine suggested the following approaches to overcome social and structural inequities:

• Invest and partner with local community-based organizations that are trusted by 
community members

• Convey community priorities and preferences to optimize engagement

• Make identifying pre-registration information for COVID-19 testing optional

• Offer flexible testing hours

• Do not require ID at testing sites

• Provide community health education and promote health literacy 

• Tackle implicit bias from an organizational standpoint 

• Optimize data gathering to learn more about COVID-19 racial disparities 

• Learn from your local Latino community: Latino populations are not a monolith; different 
strategies may be needed based on local communities’ context 

• Advocate for change at the state and federal level286

Behavioral Health

To create a stronger safety net and improve the health 

of South Carolinians, experts have emphasized the 

importance of improving access to behavioral health 

care. In South Carolina, advocates have called for better 

access to mental health care for many years. Now the 

need to provide increased access to care is more time 

sensitive than ever. According to the National Alliance on 

Mental Illness (NAMI), there has been “a 41% increase in 

the number of calls to its hotline during the pandemic 

compared to the same time period in 2019.”287 NAMI 

recommends that “any discussion of health care reform 

must regard mental health as an equivalent need to 

physical health. There must be funding for programs to 

address trauma and build resiliency.”288
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GRAPH 20

An article in the New England Journal of Medicine acknowledges that some groups may be more susceptible to 

behavioral health illnesses than others; “in particular, people who contract the disease, those at heightened 

risk for it (including the elderly, people with compromised immune function and those living or receiving care 

in congregate settings), and people with preexisting medical, psychiatric, or substance use problems are at 

increased risk for adverse psychosocial outcomes.” 

People of color are also more likely to receive less “culturally responsive care” than their white counterparts 

when seeking behavioral health care.290  According to a Substance Abuse and Mental Health Services 

Administration (SAMHSA) survey on drug use and health, Black and Latino people were found to have 

“substantially lower access to mental health and substance-use treatment services.”291 Similarly, in a 2019 

report, the South Carolina Commission for Minority Affairs noted that “there is a shortage of bilingual mental 

health providers to provide treatment services to the Hispanic community [in South Carolina]. Furthermore, 

there are no language services readily available particularly in rural areas.”292
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African American Behavioral Health Treatment Gaps Across the U.S.293

Hispanic Behavioral Health Treatment Gaps Across the U.S.294

GRAPH 21

GRAPH 22

Source: SAMHSA 
Data: Past year, 2018 National Survey on Drug Use and Health (NSDUH), African American 12+

Source: SAMHSA
Data: Past year, 2018 NSDUH, Hispanic 12+
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Telehealth

Health care coverage considerations

Telehealth is one approach that provides opportunities for extending the reach of physical and behavioral 

health services across the state. To this end, the South Carolina Telehealth Alliance has set forth the following 

recommended policy changes:

• At the state level, the South Carolina Department of Health and Human Services should maintain its 

expanded telehealth coverage beyond the emergency period. This includes the permanent removal of 

restrictions that if reinstated, would prohibit Medicaid beneficiaries from receiving behavioral health, 

pediatric and other types of specialty care via telehealth. It also includes both telephonic and video-based 

forms of telehealth.

• Additionally, private payers should maintain reimbursement at levels equal to that of in-person care and 

not revert to reduced reimbursement levels. Reimbursing telehealth visits at rates considerably less than 

in-person care disincentivizes providers and health systems from utilizing telehealth. 

• The General Assembly should take legislative action to mandate telehealth coverage and payment parity. 

South Carolina is one of the last states in the country without a telehealth parity bill in place. Enacting 

strong parity legislation would build on the legislature’s long commitment to telehealth and ensure its 

sustainability into the future and beyond this crisis.  

• Federal, state and local governments should also consider policy that addresses barriers preventing 

vulnerable populations from accessing telehealth services. Barriers include lack of internet connectivity for 

those in rural or low-income communities and costs associated with audio-visual devices and connected 

health monitoring equipment.295 

The high cost of health care in the U.S. is a constant concern for many Americans. A report by the Financial 

Industry Regulatory Authority found that 31.4% of South Carolinians have unpaid medical debt, (the second 

highest in the nation).296 Unfortunately, receiving treatment for COVID-19 is expected to further increase medical 

debt for people across the country. According to Health Affairs:

�'�S�Q�Q�Y�R�M�X�M�I�W���[�M�X�L���X�L�I���L�M�K�L�I�W�X���V�E�X�I�W���S�J���Y�R�M�R�W�Y�V�E�R�G�I�����R�E�Q�I�P�]���%�Q�I�V�M�G�E�R���-�R�H�M�E�R���%�P�E�W�O�E�R���2�E�X�M�Z�I�����,�M�W�T�E�R�M�G�����E�R�H���%�J�V�M�G�E�R��

American patients, bear the burden of these costs. The high out-of-pocket costs of COVID-19 care are compounded 

by loss of employment, which is the source of health insurance for about half of Americans. Research by Gallup 

�T�S�M�R�X�W���X�S���X�L�I���T�V�E�G�X�M�G�E�P���M�Q�T�E�G�X�W���S�J���X�L�I�W�I���¼�R�E�R�G�M�E�P���F�E�V�V�M�I�V�W�����[�M�X�L���S�R�I���M�R���W�I�Z�I�R���T�I�S�T�P�I���M�R���X�L�I���9���7�����W�X�E�X�M�R�K���X�L�E�X���X�L�I�]��

would avoid seeking treatment for symptoms of COVID-19 due to cost.297 

Some states are implementing initiatives to lighten the financial burden of COVID-19 on their residents through 

health policy actions such as instituting requirements that health care treatment for COVID-19 be fully covered 

by insurance, that cost-sharing is waived permanently for COVID-19 and that insurers provide a grace period for 

premium payments. See South Carolina and neighboring states’ health policy actions in table 7 on the next page.
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Compounding financial concerns for pandemic recovery, “many individuals who become sick from COVID-19 

may take months or even longer to recover.”299  This suggests that waived COVID-19 cost-sharing for 

beneficiaries should be extended into 2021.300  

Location

Waive Cost 
Sharing for 
COVID-19 
Treatment

Free Cost Vac-
cine When 
Available

State Requires 
Waiver of Prior 
Authorization 
Requirements

Early 
Prescription 

Refills

Premium 
Payment 

Grace Period

Expands 
Access to 
Telehealth 
Services

Marketplace 
Special 

Enrollment 
Period (SEP)

Section 
1135 Waiver

Paid Sick 
Leave

Georgia - - - Required Expired - - Approved -

Kentucky - Required For COVID-19 
Testing Required - Yes - Approved -

Louisiana - Required For COVID-19 
Testing Required Expired Yes - Approved -

North 
Carolina

- - - - Expired Yes - Approved -

South 
Carolina

- - - - - - - Approved -

State COVID-19 Health Coverage Policy Actions298

TABLE 7

Source: Kaiser Family Foundation

Health care systems and providers

Detailing COVID-19 frequently asked questions, the American Medical Association (AMA) noted its support for 

the CDCs recommendations detailing actions that health systems and health care providers can implement to 

address inequities in their communities, including the following:

• Implement standardized protocols in accordance with CDC guidance and quality improvement initiatives, 
especially in facilities that serve large minority populations.

• Identify and address implicit bias that could hinder patient-provider interactions and communication.

• Provide medical interpretation services for patients who need them.

• Work with communities and health care professional organizations to reduce cultural barriers to care.

• Connect patients with community resources that can help older adults and people with underlying 
conditions adhere to their care plans, including help getting extra supplies and medications they need and 
reminders for them to take their medicines.

• Learn about social and economic conditions that may put some patients at higher risk for getting sick with 
COVID-19 than others — for example, conditions that make it harder for some people to take steps to 
prevent infection.

• Promote a trusting relationship by encouraging patients to call and ask questions.301  
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Conclusion

As the first year of the pandemic winds down, COVID-19 

has caused more than 269,700 deaths in America, 

including over 4,400 deaths in South Carolina. Given this 

context, it is imperative that actions are taken to address 

health disparities. Future pandemics are likely, and the 

consequences of racial inequities in public health and 

care delivery will continue to destabilize South Carolina if 

state leaders do not reconsider the status quo. Ultimately, 

South Carolinians deserve adequate care delivery and a 

strong public health safety net system. Without strong 

public health infrastructure, our most vulnerable citizens 

will continue to be disproportionately impacted by 

COVID-19 and future pandemics. Improving health equity 

for some will improve public health and health outcomes 

for all - now and for future generations.

Improving health 
equity for some will 
improve public health 
and health outcomes 
for all - now and for 
future generations.
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