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Understanding Drivers of Coronavirus Disease 2019 
(COVID-19) Racial Disparities: A Population-Level Analysis 
of COVID-19 Testing Among Black and White Populations
Aaloke Mody,1,  Kristin Pfeifauf,1 Cory Bradley,1 Branson Fox,1 Matifadza G.  Hlatshwayo,1 Will Ross,1 Vetta Sanders-Thompson,2 Karen Joynt Maddox,1 
Mat Reidhead,3 Mario Schootman,4 William G. Powderly,1 and Elvin H. Geng1

1Washington University School of Medicine, St Louis, Missouri, USA, 2Brown School of Social Work, Washington University in St Louis, St Louis, Missouri, USA, 3Hospital Industry Data Institute, 
Missouri Hospital Association, St Louis, Missouri, USA, and 4SSM Health, St Louis, Missouri, USA

Background.  Disparities in coronavirus disease 2019 (COVID-19) testing—the pandemic’s most critical but limited resource—
may be an important but modifiable driver of COVID-19 inequities.

Methods.  We analyzed data from the Missouri State Department of Health and Senior Services on all COVID-19 tests con-
ducted in the St Louis and Kansas City regions. We adapted a well-established tool for measuring inequity—the Lorenz curve—to 
compare COVID-19 testing rates per diagnosed case among Black and White populations.

Results.  Between 14/3/2020 and 15/9/2020, 606 725 and 328 204 COVID-19 tests were conducted in the St Louis and Kansas 
City regions, respectively. Over time, Black individuals consistently had approximately half the rate of testing per case than White 
individuals. In the early period (14/3/2020 to 15/6/2020), zip codes in the lowest quartile of testing rates accounted for only 12.1% 
and 8.8% of all tests in the St Louis and Kansas City regions, respectively, even though they accounted for 25% of all cases in each 
region. These zip codes had higher proportions of residents who were Black, without insurance, and with lower median incomes. 
These disparities were reduced but still persisted during later phases of the pandemic (16/6/2020 to 15/9/2020). Last, even within the 
same zip code, Black residents had lower rates of tests per case than White residents.

Conclusions.  Black populations had consistently lower COVID-19 testing rates per diagnosed case than White populations in 2 
Missouri regions. Public health strategies should proactively focus on addressing equity gaps in COVID-19 testing to improve equity 
of the overall response.

Keywords.   COVID-19 testing; racial disparities; Lorenz curve; inequity; structural racism.

The impact of the coronavirus disease 2019 (COVID-19) pan-
demic has mirrored existing racial health disparities in the 
United States [1–4] and, even if not entirely unsurprising, de-
mands additional explanation and urgent remedy. Over the last 
6 months, epidemiologic studies have repeatedly shown greater 
burden of COVID-19 cases, hospitalizations, and mortality in 
minority communities [2–8]. This disparate impact likely re-
sults, in part, from social and economic inequities deeply em-
bedded in American society. For example, overrepresentation 
of minorities in lower-wage service and essential occupations 
means greater exposure risks and less access to protective 

measures (eg, no guaranteed sick leave) for many Black indi-
viduals. However, better understanding of the contribution of 
health systems behavior to COVID-19 disparities [4–10] can 
reveal immediately modifiable mechanisms and redirect on-
going public health efforts.

COVID-19 testing, in particular, is one of the most essential 
components of an effective COVID-19 public health response 
and represents an important potential mechanism for dispar-
ities [1, 2]. Adequate testing is essential for epidemic control 
as it facilitates early case detection, self-isolation, and preven-
tion of onward transmission [11–16]. Furthermore, it enables 
accurate recognition of disease burden in communities, thereby 
contributing to appropriate responses from both the public 
health system and individuals (eg, mask wearing and social 
distancing) [17]. Although inequitable COVID-19 testing in al-
ready marginalized populations can magnify their risk for poor 
outcomes, few studies have examined the extent of disparities 
in COVID-19 testing [11–14, 18, 19] relative to the burden of 
disease.

We seek to deepen our understanding of health disparities 
in COVID-19 testing by examining testing equities explicitly in 
relation to disease burden over time and geography in the St 
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Louis and Kansas City regions in Missouri. We used, in part, a 
tool from economics—the Lorenz curve—which is commonly 
used to visualize and quantify wealth- and income-based ine-
quality in a population [20]. This novel application of an estab-
lished methodology will enable quantification of the underlying 
inequities in COVID-19 testing to directly inform health policy 
solutions [20].

METHODS

Study Setting and Data

We sought to assess disparities in COVID-19 testing across 7 
counties in the St Louis region (St Louis City, St Louis County, St 
Charles, Jefferson, Franklin, Lincoln, and Warren) and 4 coun-
ties in the Kansas City region (Jackson, Clay, Cass, and Platte). 
We used data from the Missouri State Department of Health 
and Senior Services on severe acute respiratory syndrome co-
ronavirus 2 (SARS-CoV-2) polymerase chain reaction (PCR) or 
antigen tests conducted in Missouri. This is expected to contain 
near-complete data on all tests performed in the state, as re-
porting was mandated. This dataset contains test date, test type, 
test result, performing laboratory, patient age category, race, and 
zip code. We used data from the 2018 American Community 
Surveys to obtain sociodemographic and socioeconomic char-
acteristics of individual zip codes.

Analyses

Our analyses are based on the premise that an equitable testing 
strategy is defined by a relative balance between the number 
of tests done and the overall disease burden in a community, 
rather than simply an equal number of tests done per person (ie, 
equal testing). Decreased testing rates relative to the number of 
cases identified generally indicates that testing is only occurring 
among symptomatic patients with a higher probability of di-
sease. In contrast, higher test rates per case indicates testing is 
sufficiently widespread to be effective at also capturing asymp-
tomatic and mild cases of COVID-19, which are a major driver 
of the pandemic [11–15, 21]. The World Health Organization 
(WHO) suggests that adequate testing levels are indicated by at 
least 10, and ideally 30, tests for every diagnosed case [11–15]. 
Based on these principles, we sought to assess disparities in 
COVID-19 testing and disease burden in several ways.

First, we estimated new COVID-19 tests and cases per day 
and the rate of COVID-19 testing per diagnosed case among 
Black and White individuals over time.

Second, we generated modified versions of Lorenz curves 
to assess the relative equity in the distribution of COVID-19 
testing and disease burden across zip codes. Lorenz curves—
originally developed by economists to graphically represent 
income equality—have more recently been leveraged as a tool 
for public health [20, 22, 23]. A Lorenz curve is generated by 
plotting the cumulative proportion of the total population 

against the cumulative proportion of a resource or burden of 
disease after sorting values in ascending order. If the resource or 
burden is equitably distributed across the population, the curve 
will follow a straight line at a 45-degree angle. The curve be-
comes more convex with increasing inequity. We adapted this 
method to examine disparities in (1) the number of COVID-19 
tests performed relative to the burden of diagnosed COVID-
19 cases and (2) the gap between existing and adequate testing 
levels, which we define as the number of additional negative 
tests needed to achieve 20 tests per diagnosed case (based on 
WHO guidance) [14, 24, 25]. We used zip codes as the unit 
of analysis and generated Lorenz curves for both the early (14 
March to 15 June) and later (16 June to 15 September) phases of 
the pandemic. We also calculated Gini coefficients—a measure 
of equality/inequality between 0 and 1, with 0 indicating per-
fect equality and 1 indicating perfect inequality—and Hoover 
indices—a metric that indicates what percentage of the resource 
would need to be reallocated in order to achieve an equitable 
distribution [26]. Last, we grouped zip codes into quartiles 
based on their position on Lorenz curves and assessed differ-
ences in zip code–level sociodemographic and socioeconomic 
characteristics using Kruskal-Wallis tests.

Third, we generated bubble plots to compare rates of COVID-
19 testing for Black versus White residents living in the same 
zip code. For this analysis, we only considered zip codes whose 
populations were at least 1% Black and 1% White to avoid 
identifying extreme outliers from small denominators.

Last, we performed univariate and multivariable mixed-
effects Poisson regression to identify individual-level (eg, race, 
age) and zip code–level (eg, racial makeup, health insurance 
coverage) factors independently associated with having a pos-
itive COVID-19 test. Zip code was included as random ef-
fect. We also assessed for an interaction between race and age, 
stratifying by time period. The effect of race and racism on 
health outcomes is mediated by (as opposed to confounded by) 
ecological structural factors such socioeconomic status; thus, 
unadjusted analyses assess the overall association with race 
and racism while adjusted analyses can be thought to assess the 
contribution of systemic racism that still remains even when 
adjusting away the mediating effects of the measured ecolog-
ical factors [1, 2, 27].

To account for missingness in race, patient zip code, and age 
variables, we performed multiple imputation using multivariate 
normal imputation methods (n = 50 imputations) and adap-
tive rounding of categorical variables [28–30]. Missingness was 
highly dependent on the test date, test result, and performing 
laboratory, and thus the missing-at-random assumption (ie, 
that missingness was random conditional on all the variables 
included in the imputation model [test date, test result, per-
forming laboratory, race, zip code, age, and mortality]) re-
quired for unbiased imputation was very plausible in our setting 
[28–30].
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All analyses were conducted using Stata MP 16.1 (StataCorp) 
and R 3.2.4 (R Foundation for Statistical Computing). P values 
less than or equal to .05 were considered statistically significant.

RESULTS

Between 14 March 2020 and 15 September 2020, 606 725 total 
COVID-19 tests were conducted across 7 counties in the St 
Louis region (total population, 2 135 730: 19.2% Black, 74.6% 
White) and 328  204 were conducted across 4 counties in the 
Kansas City region (total population, 1 292 263: 15.1% Black, 
76.5% White) (Table 1, Supplementary Tables 1 and 2).

COVID-19 Testing Disparities Over Time

In both regions, the number of COVID-19 tests per diagnosed 
case steadily increased until mid-June but began to decline after 
a new surge in cases beginning in mid-July (Figure 1). The rate 
of tests per case in the Black population consistently remained 
about half that of the White population until August. Even 
though the overall number of tests expanded steadily over time, 

it increased more rapidly among the White population as op-
posed to the Black population (Figure 1).

COVID-19 Testing Disparities Across Zip Codes Using Lorenz Curves

Modified Lorenz curves depict the distribution of COVID-19 
testing with respect to the number of diagnosed cases across 
zip codes (Figure 2, Table 2). Between 14 March and 15 June, 
zip codes in the quartile with the lowest rates of tests per case 
accounted for only 12.1% and 8.8% of all tests in the St Louis 
and Kansas City regions, respectively, but accounted for 25% 
of all cases in each region. These zip codes had higher propor-
tions of Black residents, lower median incomes, higher rates of 
poverty, lower rates of health insurance coverage, a higher pro-
portion of residents employed in the service sector, and a higher 
proportion of public transport users (Figure 2, Supplementary 
Tables 3 and 4). In contrast, zip codes with the highest rates 
of testing per case accounted for 45.3% and 45.2% of all tests, 
respectively, to diagnose a similar number of cases (ie, 25% of 
cases in the region). These zip codes tended to have a lower 
percentage of Black residents and be more socioeconomically 

Figure 1.    A–D, Number of COVID-19 tests, diagnosed cases, and tests per diagnosed case ratio among Black and White individuals over time. Estimates represent 7-day 
moving averages derived from multiply imputed datasets. Abbreviation: COVID-19, coronavirus disease 2019.
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advantaged (Figure 2, Supplementary Tables 3 and 4). Disparity 
patterns were similar although more extreme when considering 
the gap in testing to reach adequate levels across zip codes (ie, 
how many additional tests would be needed to achieve 20 tests 
per case) (Figure 2, Supplementary Tables 5 and 6).

In contrast to the earlier period, disparities in testing relative 
to cases were less apparent between 16 June and 15 September 
(Figure  2, Supplementary Tables 3–6). When tracking Gini 
coefficients over time, levels of testing disparities began to 
decline in mid-June, corresponding to a more rapid increase 

in cases in the White as compared with the Black population 
(Figure 3).

COVID-19 Testing Disparities Within Zip Codes

Black individuals also had consistently lower rates of COVID-
19 testing per case compared with White individuals residing 
in the same zip codes (Figure 4). This pattern was largely irre-
spective of the overall racial makeup of a zip code (ie, whether 
the zip codes were predominantly White or Black). Only 13 of 
173 zip codes had a testing rate of greater than 20 tests per case 

Figure 2.    Lorenz curves of disparities in COVID-19 testing. This figure depicts modified Lorenz curves examining disparities in COVID-19 testing. The units of analysis are 
zip codes and they are color-coded by their overall racial makeup. Separate curves were generated for the periods between 14 March to 15 June and 16 June to 15 September. 
The dashed line represents equitable distribution where 50% of testing would be conducted in zip codes accounting for 50% of hospitalizations. Panels A and C depict Lorenz 
curves for the St Louis and Kansas City regions, respectively, measuring disparities in the distribution of COVID-19 tests relative to the diagnosed cases in a zip code. Panels 
B and D depict Lorenz curves for St Louis and Kansas City, respectively, examining the current gap in COVID-19 tests (ie, the number of additional negative tests needed to 
achieve 30 tests per diagnosed case) relative to the total population in a zip code. Abbreviation: COVID-19, coronavirus disease 2019.

Table 2.    Gini Coefficients and Hoover Indices by Region and Time Period

Gini Coefficient Hoover Index

 14 March–15 June 16 June–15 September 14 March–15 June 16 June–15 September

St Louis     

  Tests per case 0.281 0.110 0.203 0.076

  Testing gap over population 0.619 0.243 0.471 0.165

Kansas City     

  Tests per case 0.316 0.176 0.222 0.120

  Testing gap over population 0.861 0.396 0.699 0.266
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among Black residents, but 30 zip codes had this rate among its 
White residents.

Factors Associated With a Having Positive COVID-19 Test

In multivariable mixed-effects Poisson regression, Black 
race was one of the strongest factors associated with testing 
positive for COVID-19 (adjusted risk ratio [aRR], 1.60; 95% 
confidence interval [CI], 1.52–1.69) (Table  3). Additional 
risk factors included being 18 to 24  years old (aRR, 1.37; 
95% CI, 1.31–1.44) as compared to age 24–49 and residing 
in a zip code with lower levels of insurance coverage (aRR, 
1.15 per 10% increase in the uninsured; 95% CI, 1.04–1.26). 
In assessing interactions between race and age across time 
periods, Black race was consistently associated with lower 
rates of testing per case across age strata and time periods but 
these were lowest for older Black individuals in the earlier 
phases of the pandemic (P < .001 for interaction for both 
periods) (Figure 5).

DISCUSSION

Our analyses revealed consistent disparities in the rates of 
COVID-19 testing relative to COVID-19 disease burden be-
tween Black and White communities over time, across both the 
St Louis and Kansas City regions of Missouri, across zip codes 
within these regions, and even within zip codes. Overall, these 
results highlight the systemic inequities in one of the most 

critical but limited resources for controlling the COVID-19 
pandemic but one that is immediately actionable: COVID-19 
testing.

A key premise of our analysis is that an equitable testing 
strategy is essential for a successful COVID-19 response and 
requires that testing be scaled up in proportion to the disease 
burden in an area, which is also in line with current WHO guid-
ance [14, 24, 25]. Increases in the overall disease burden also 
affect this metric, but public health programs failing to adapt 
testing to meet this threshold will still run the risk of identifying 
only the most severe and symptomatic cases in a community 
while systematically missing more mild and asymptomatic 
cases. This ultimately has immense implications for disease con-
trol as transmission from asymptomatic individuals is a major 
driver of the pandemic [11–15, 21]. We find that, although the 
burden of COVID-19 disease has disproportionately affected 
Black communities more, rates of COVID-19 testing have also 
not been correspondingly scaled up relative to this increased 
disease burden. This finding remained consistent over time, 
across regions, and even within geographical areas.

First, despite overall expansion of testing, rates of COVID-19 
tests per case among Black individuals consistently remained half 
that of White individuals for most of the pandemic, a finding 
that has also been demonstrated in other regions of the country 
[13, 18, 19]. Moreover, overall testing numbers actually increased 
more rapidly among White compared with Black individuals, 

Figure 3.    Temporal trends in COVID-19 testing disparities. This figure depicts trends in the Gini coefficients for 2 metrics over time in the St Louis and Kansas City re-
gions: (1) COVID testing relative to diagnosed cases (solid line) and (2) gap in COVID-19 testing (ie, the number of additional negative tests needed to achieve 30 tests per 
diagnosed case) (dashed line). Gini coefficients were calculated on a biweekly basis from Lorenz curves generated for that time interval. Abbreviation: COVID-19, coronavirus 
disease 2019.
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with testing in Black populations always being far from the 
target necessary for optimizing infection control. Although dis-
parities were reduced in later phases of the pandemic, this was 

driven more by increased case counts among the White popu-
lation rather than any increased testing in the Black population. 
Second, using modified Lorenz curves, the majority of zip codes 

Figure 4.    Disparities in COVID-19 testing among Black and White residents of the same zip code. This figure depicts testing rates per diagnosed case (A) and the gap in 
negative COVID-19 tests to reach 20 tests per case (B) in Black versus White residents of the same zip code. Each marker represents a single zip code in either the St Louis 
(bubble) or Kansas City (diamond) region. Markers are color-coded by the racial makeup of the zip code and sized by the absolute value of metric of interest (ie, rate of COVID-
19 tests per case in panel A and the overall number of negative COVID-19 tests needed in panel B). The dashed line represents equitable testing distribution between Black 
and White residents. Zip codes falling above the dashed line in panel A or below it in panel B indicate that they decreased testing in Black as opposed to White residents 
(and vice versa). Abbreviation: COVID-19, coronavirus disease 2019.
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with a higher proportion of Black residents and lower health 
insurance coverage also had the lowest rates of testing per case 
and higher gaps between existing and adequate levels of testing 
as opposed to the zip codes with higher rates of testing, which 
were overwhelmingly White. Third, Black residents were more 
likely to have lower rates of tests per case even compared with 
White residents within the same zip code and this was irrespec-
tive of the overall racial makeup of that zip code level. Last, even 
in models adjusting for differences in individual-level character-
istics and mediation of ecologic zip code–level characteristics, 
being Black was associated with a higher risk of testing positive 
for COVID-19 and thus having lower rates of tests per case. The 
lowest testing rates occurred in the most at-risk group: older 
Black individuals in the early pandemic phases when there was 
less knowledge about transmission prevention, limited access to 
testing, and no evidence-based treatments. Thus, our analyses 
demonstrate a pattern of COVID-19 testing disparities that, al-
though changing, was pervasive regardless of time or geography 
and reflects aspects of both structurally and individually medi-
ated racism [1]. Ultimately, these disparities may also be an im-
portant driver of the disparities in actual disease burden, a point 
of national concern.

The underlying etiologies for these consistent disparities in 
COVID-19 testing are likely severalfold, but, ultimately, are all 
manifestations of structural racism in our healthcare system 
and current society [1–4]. It is thus to be expected that these ex-
isting structural disparities in healthcare have permeated into 
the COVID-19 response as well [11, 12] and have only been ex-
acerbated through mechanisms such as access to testing sites or 
funding allocation during the pandemic [31–35]. For example, 
North St Louis, a predominantly Black community that was one 
of the hardest hit in Missouri, did not have a single testing site 
several weeks into the pandemic [35]. It is also important to ac-
knowledge that years of experience with structural racism in a 
historically discriminatory healthcare system has also garnered 
a significant yet appropriate level of mistrust of the healthcare 
system, which may lead those in Black communities to have 
a higher threshold for seeking out testing [4]. These potential 
drivers of testing disparities are layered onto the inequities that 
have led to an increased burden of disease in Black commu-
nities, which includes higher proportions of essential workers, 
less paid sick leave, lower ability to work from home, and living 
in more crowded settings and multigenerational households 
[4–6, 10].

Table 3.    Mixed-Effects Poisson Model of Individual- and Zip Code–Level Factors Associated With Having a Positive COVID-19 Test

Unadjusted Risk Ratio (95% CI) P Adjusted Risk Ratio (95% CI) P

Race     

  Black 1.55 (1.52–1.58) <.001 1.60 (1.52–1.69) <.001

  White 1 (ref) 1 (ref)

  Other 1.38 (1.33–1.42) 1.36 (1.29–1.43)

Age category     

  <18 years 1.03 (1.00–1.06) <.001 .99 (.94–1.03) <.001

  18–24 years 1.35 (1.32–1.37) 1.37 (1.31–1.44)

  25–49 years 1 (ref) 1 (ref)

  50–64 years .88 (.86–.89) .87 (.84–.89)

  65–74 years .73 (.71–.75) .74 (.70–.78)

  75–84 years .82 (.80–.85) .87 (.81–.94)

  ≥85 years .85 (.82–.88) .97 (.87–1.08)

Long-term-care resident .78 (.75–.80) <.001 .79 (.66–.94) .009

Zip code–level characteristics     

  Percent Black, per 10% increase 1.00 (1.00–1.00) .176 .98 (.96–1.00) .023

  Total population, per 10 000 increase 1.02 (1.01–1.02) <.001 1.03 (1.01–1.05) .006

  Average household size, per 1 person increase 1.00 (1.00–1.00) .03 1.00 (1.00–1.00) .774

  Median income, per $10 000 increase 1.00 (1.00–1.00) .013 1.00 (1.00–1.00) .465

  Percent below poverty line, per 10% increase 1.00 (1.00–1.00) .03 … a … a

  Percent without health insurance, per 10% increase 1.22 (1.20–1.23) <.001 1.15 (1.04–1.26) .006

  Percent in healthcare industry, per 10% increase 1.00 (1.00–1.00) .086 1.00 (1.00–1.00) .765

  Percent in service industry, per 10% increase 1.00 (1.00–1.00) .176 … a … a

Region     

  St Louis 1 (ref) <.001 1 (ref) .003

  Kansas City .91 (.89–.92) .89 (.82–.96)

Time period     

  14 March–15 June 1 (ref) <.001 1 (ref) .297

  16 June–15 September 1.05 (1.03–1.07) 1.06 (.95–1.17)  

Abbreviations: CI, confidence interval; COVID-19, coronavirus disease 2019; ref, reference value.
aExcluded from multivariable model due to collinearity. 

D
ow

nloaded from
 https://academ

ic.oup.com
/cid/article/73/9/e2921/6033727 by W

ashington U
niversity School of M

edicine Library user on 29 April 2022



Racial Disparities in COVID-19 Testing  •  cid  2021:73  (1 November)  •  e2929

Addressing inequities in testing is an immediately actionable 
target in the short term but will likely require implementing 
proactive public health responses that move beyond the ex-
isting healthcare infrastructure to increase testing access. Our 
analyses show that, to date, there has been limited evidence of 
any adaptive or targeted strategies to increase testing in areas 
with a higher burden of disease. Going forward, however, it is 
essential for public health officials to consider more deliberate 
and targeted strategies. Targeted community-based testing cam-
paigns in venues such as community centers and high-density 
residential spaces such as public housing, places of worship, or 

transportation hubs could improve access to testing, particularly 
in communities that have suffered neglect by existing public 
health infrastructures to date [11, 12]. Saliva-based COVID-19 
tests, which can easily be administered on a large scale, can make 
community-based testing campaigns significantly more feasible 
[36, 37]. Community-based approaches will also be essential 
for ensuring equitable access to COVID-19 vaccines once they 
are available. In designing these efforts, it is essential that public 
health officials actively engage the individual communities 
themselves in developing plans that take into account the layered 
levels of trauma that exist in these communities [3, 4]. Focusing 

Figure 5.    A, B, Adjusted age-stratified estimates of COVID-19 tests per diagnosed case. This figure represents age-stratified estimates of COVID-19 testing per case 
in models adjusted for differences in zip code–level characteristics. Estimates based on mixed-effects Poisson regression stratified by time period assessing an interaction 
between race and age and adjusted for long-term-care residency status, zip code–level characteristics, and region. For both periods, the P value for the interaction between 
race and age strata was <.001. Abbreviation: COVID-19, coronavirus disease 2019.
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on implementing more equitable testing strategies should be an 
immediate priority but, ultimately, it must also be anchored by 
a long-term commitment to actively dismantle the underlying 
structural racism that gives rise to such health disparities.

This analysis also strongly compels routine monitoring using 
formal metrics to quantitatively track the equity of their distri-
bution to inform adaptive testing strategies. Such metrics have 
been lacking but are a powerful tool because they can be used 
to identify and prioritize communities in most need, track im-
provements or worsening over time (particularly in response to 
interventions), compare different regions, and ultimately, pro-
vide a measure of accountability for healthcare systems’ com-
mitments to protecting health equity. Modified uses of Lorenz 
curves provide a straightforward method to do so. For example, 
tracking Gini coefficients and Hoover indices over time sug-
gests that testing disparities have been easing in both the St 
Louis and Kansas City regions, but that this has more likely 
been driven by changes in disease patterns rather than stra-
tegic changes to testing efforts. They thus present a novel option 
for assessing inequities not only in testing but also for disease 
burden, ability to socially distance, and allocation of COVID-
19 vaccines once they become available [4, 38, 39]. Ultimately, 
they can help develop roadmaps for building a more equitable 
COVID-19 response by identifying to whom, where, and how 
particular resources need to be targeted.

There are several limitations to our analysis. First, state re-
porting of COVID-19 tests was mandatory, but not all variables 
were reported consistently—race and, to a lesser extent, zip code 
in particular. Still, as this missingness was highly dependent on 
the test date, test result, and performing laboratory, multiple 
imputation would still yield unbiased results even with higher 
levels of missingness [28–30]. Second, we lacked data on hospi-
talizations from both regions, which may be a better reflection 
of regional disease burden since it is less affected by limitations 
in COVID-19 testing. Still, we did identify significant inequi-
ties in testing that we would expect to only be further amplified 
given that the number of diagnosed cases likely underestimates 
the true number of infections. Third, we had insufficient data 
to parse between potential drivers of these disparities, such as 
physical access, insurance coverage, test-seeking behavior, and 
differences in symptomatic versus asymptomatic testing. Last, 
the premise of our analyses is that “equitable” and “adequate” 
are defined in relation to the burden of disease in an area, but 
we acknowledge that this metric is also affected by the disease 
burden. Still, our approach is in line with WHO guidance [14, 
24, 25], and we believe that our framing of equitable testing 
yields essential information for understanding how to optimize 
testing strategies going forward.

In conclusion, we characterize consistent disparities in 
COVID-19 testing across time, across regions, across zip codes, 
and even within zip codes. Our modified use of Lorenz curves 
provides straightforward methods to quantify and track these 

disparities over time. COVID-19 testing is critical to an effec-
tive pandemic response, and these testing inequities may be 
one of the important drivers of the disproportionate impact 
of COVID-19 on minority communities in the United States. 
Further efforts should focus on proactive public health strat-
egies to specifically address equity gaps in COVID-19 testing in 
order to improve the equity of the overall COVID-19 response.

Supplementary Data
Supplementary materials are available at Clinical Infectious Diseases online. 
Consisting of data provided by the authors to benefit the reader, the posted 
materials are not copyedited and are the sole responsibility of the authors, so 
questions or comments should be addressed to the corresponding author.

Notes
Disclaimer. The contents do not necessarily reflect the reviews and pol-

icies of the State of Missouri, nor does mention of trade names or com-
mercial products constitute endorsement of recommendation for use. The 
funders had no role in the study design, data collection and analysis, deci-
sion to publish, or preparation of the manuscript.

Financial support. This work was supported by the National Center for 
Advancing Translational Sciences (grant number KL2 TR002346 to A. M.) 
and the National Institute of Allergy and Infectious Diseases (grant number 
K24 to E. H. G.).

This project has also been funded (in part) by the State of Missouri under 
a contract awarded to Washington University. 

Potential conflicts of interest. W. J. P. reports personal fees from Merck, 
outside the submitted work. K.  J. M.  reports grants from the National 
Institutes of Health (NIH)/National Heart, Lung, and Blood Institute, NIH/
National Institute on Aging, and Commonwealth Fund, and contract work 
from the US Department of Health and Human Services, outside the sub-
mitted work. All other authors report no potential conflicts. All authors 
have submitted the ICMJE Form for Disclosure of Potential Conflicts of 
Interest. Conflicts that the editors consider relevant to the content of the 
manuscript have been disclosed.

References
1.	 Jones CP. Invited commentary: “race,” racism, and the practice of epidemiology. 

Am J Epidemiol 2001; 154:299–304; discussion 5–6.
2.	 Chowkwanyun M, Reed AL Jr. Racial health disparities and Covid-19—caution 

and context. N Engl J Med 2020; 383:201–3.
3.	 Webb Hooper M, Nápoles AM, Pérez-Stable EJ. COVID-19 and racial/ethnic dis-

parities. JAMA 2020; 323:2466–7.
4.	 Bibbins-Domingo K. This time must be different: disparities during the COVID-

19 pandemic. Ann Intern Med 2020; 173:233–4.
5.	 Thakur N, Lovinsky-Desir S, Bime C, Wisnivesky JP, Celedón JC. The structural 

and social determinants of the racial/ethnic disparities in the U.S. COVID-19 
pandemic: what’s our role? Am J Respir Crit Care Med 2020; 202:943–9.

6.	 Goyal MK, Simpson JN, Boyle MD, et al. Racial/ethnic and socioeconomic dispar-
ities of SARS-CoV-2 infection among children. Pediatrics 2020; 146. doi:10.1542/
peds.2020-009951.

7.	 Price-Haywood  EG, Burton  J, Fort  D, Seoane  L. Hospitalization and mortality 
among Black patients and White patients with Covid-19. N Engl J Med 2020; 
382:2534–43.

8.	 Azar KMJ, Shen Z, Romanelli RJ, et al. Disparities in outcomes among COVID-19 
patients in a large health care system in California. Health Aff (Millwood) 2020; 
39:1253–62.

9.	 Andersen PK, Abildstrom SZ, Rosthøj S. Competing risks as a multi-state model. 
Stat Methods Med Res 2002; 11:203–15.

10.	 Selden TM, Berdahl TA. COVID-19 and racial/ethnic disparities in health risk, 
employment, and household composition. Health Aff (Project Hope) 2020; 
39:1624-32. doi: 101377hlthaff202000897.

11.	 Huerto  R, Goold  SD, Newton  D. Targeted coronavirus testing is essential for 
health equity. Health Aff Blog 2020. doi:10.1377/hblog20200611.868893.

12.	 Wen  LS, Sadeghi  NB. Addressing racial health disparities in the COVID-19 
pandemic: immediate and long-term policy solutions. Health Aff Blog 2020. 
doi:10.1377/hblog20200716.620294.

D
ow

nloaded from
 https://academ

ic.oup.com
/cid/article/73/9/e2921/6033727 by W

ashington U
niversity School of M

edicine Library user on 29 April 2022

https://doi.org/10.1542/peds.2020-009951
https://doi.org/10.1542/peds.2020-009951
https://doi.org/101377hlthaff202000897
https://doi.org/10.1377/hblog20200611.868893
https://doi.org/10.1377/hblog20200716.620294


Racial Disparities in COVID-19 Testing  •  cid  2021:73  (1 November)  •  e2931

13.	 Lieberman-Cribbin W, Tuminello S, Flores RM, Taioli E. Disparities in COVID-
19 testing and positivity in New York City. Am J Prev Med 2020; 59:326–32.

14.	 Siddarth  D, Katz  R, Graeden  E, Allen  D, Tsai  T. Evidence roundup: why posi-
tive test rates need to fall below 3%. Available at: https://globalhealth.harvard.
edu/evidence-roundup-why-positive-test-rates-need-to-fall-below-3/. Accessed 
15 October 2020.

15.	 Steinbrook R. Contact tracing, testing, and control of COVID-19—learning from 
Taiwan. JAMA Int Med 2020; 180:1163–4.

16.	 Hammond  RA. Reopening America: the value of testing and modeling. 
Available at: https://www.brookings.edu/blog/up-front/2020/07/02/reopening- 
america-the-value-of-testing-and-modeling/. Accessed 15 October 2020.

17.	 Li  S, Feng  B, Liao  W, Pan  W. Internet use, risk awareness, and demographic 
characteristics associated with engagement in preventive behaviors and testing: 
cross-sectional survey on COVID-19 in the United States. J Med Internet Res 
2020; 22:e19782.

18.	 Martinez DA, Hinson JS, Klein EY, et al. SARS-CoV-2 positivity rate for Latinos 
in the Baltimore-Washington, DC region. JAMA 2020; 324:392–5.

19.	 Rentsch CT, Kidwai-Khan F, Tate JP, et al. Patterns of COVID-19 testing and mor-
tality by race and ethnicity among United States veterans: a nationwide cohort 
study. PLoS Med 2020; 17:e1003379.

20.	 Lorenz MO. Methods of measuring the concentration of wealth. Am Stat Assoc 
1905; 9:209–19.

21.	 Gandhi M, Yokoe DS, Havlir DV. Asymptomatic transmission, the Achilles’ heel 
of current strategies to control Covid-19. N Engl J Med 2020; 382:2158–60.

22.	 Christopoulos K, Hartogensis W, Glidden DV, Pilcher CD, Gandhi M, Geng EH. 
The Lorenz curve: a novel method for understanding viral load distribution at the 
population level. AIDS 2016; 31:309–10.

23.	 Mauguen A, Begg CB. Using the Lorenz curve to characterize risk predictiveness 
and etiologic heterogeneity. Epidemiology 2016; 27:531–7.

24.	 Dowdy  D, D’Souza  G. COVID-19 testing: understanding the “Percent Positive.” 
Available at: https://www.jhsph.edu/covid-19/articles/covid-19-testing-understanding- 
the-percent-positive.html. Accessed 15 October 2020.

25.	 Ritchie  H, Ortiz-Ospina  E, Beltekian  D, et  al. Statistics and research: corona-
virus (COVID-19) testing. Available at: https://ourworldindata.org/coronavirus-
testing. Accessed 16 October 2020.

26.	 Costa RN, Perez-Duarte S.  Not all inequality measures were created equal. 
Frankfurt, Germany: European Central Bank. Statistics Paper Series 31. 2019.

27.	 Boyd  RW, Lindo  EG, Weeks  LD, McLemore  MR. On racism: a new standard 
for publishing on racial health inequities. Health Aff Blog 2020. doi:10.1377/
hblog20200630.939347

28.	 Lee  KJ, Carlin  JB. Multiple imputation for missing data: fully conditional 
specification versus multivariate normal imputation. Am J Epidemiol 2010; 
171:624–32.

29.	 Madley-Dowd P, Hughes R, Tilling K, Heron J. The proportion of missing data 
should not be used to guide decisions on multiple imputation. J Clin Epidemiol 
2019; 110:63–73.

30.	 Bernaards  CA, Belin  TR, Schafer  JL. Robustness of a multivariate normal 
approximation for imputation of incomplete binary data. Stat Med 2007; 
26:1368–82.

31.	 Kakani P, Chandra A, Mullainathan S, Obermeyer Z. Allocation of COVID-
19 relief funding to disproportionately black counties. JAMA 2020; 
324:1000–3.

32.	 Shin P, Morris R, Velasquez M, Rosenbaum S, Somodevilla A. Keeping commu-
nity health centers strong during the Coronavirus pandemic is essential to public 
health. Health Affairs Blog 2020. doi:10.1377/hblog20200409.175784.

33.	 Kim SR, Vann M, Bronner L, Manthey G. Which cities have the biggest racial gaps 
in COVID-19 testing access? Available at: https://fivethirtyeight.com/features/
white-neighborhoods-have-more-access-to-covid-19-testing-sites/. Accessed 15 
October 2020.

34.	 McMinn S, Carlsen A, Jaspers B, Talbot R, Adeline S. In large Texas cities, access to 
coronavirus testing may depend on where you live. Nat Pub Radio 2020. Available 
at: https://www.houstonpublicmedia.org/articles/news/2020/05/27/370633/
in-large-texas-cities-access-to-coronavirus-testing-may-depend-on-where-you-
live/. Accessed December 2020.

35.	 Ross  W. Why North St. Louis City needs a COVID-19 testing site—now. St 
Louis Am 2020. Available at: http://www.stlamerican.com/news/columnists/
guest_columnists/why-north-st-louis-city-needs-a-covid-19-testing-site-now/
article_59851be4-7029-11ea-8a47-33453dfbc765.html. Accessed December 
2020.

36.	 Siegler AJ, Hall E, Luisi N, et al. Willingness to seek diagnostic testing for SARS-
CoV-2 with home, drive-through, and clinic-based specimen collection locations. 
Open Forum Infect Dis 2020; 7:ofaa269.

37.	 Wyllie AL, Fournier J, Casanovas-Massana A, et al. Saliva or nasopharyngeal swab 
specimens for detection of SARS-CoV-2. N Engl J Med 2020; 383:1283–6.

38.	 Grohskopf  LA, Liburd  LC, Redfield  RR. Addressing influenza vaccination dis-
parities during the COVID-19 pandemic. JAMA 2020; 324. doi:10.1001/
jama.2020.15845.

39.	 Weill JA, Stigler M, Deschenes O, Springborn MR. Social distancing responses to 
COVID-19 emergency declarations strongly differentiated by income. Proc Natl 
Acad Sci USA 2020; 117:19658–60.

D
ow

nloaded from
 https://academ

ic.oup.com
/cid/article/73/9/e2921/6033727 by W

ashington U
niversity School of M

edicine Library user on 29 April 2022

https://globalhealth.harvard.edu/evidence-roundup-why-positive-test-rates-need-to-fall-below-3/
https://globalhealth.harvard.edu/evidence-roundup-why-positive-test-rates-need-to-fall-below-3/
https://www.brookings.edu/blog/up-front/2020/07/02/reopening-america-the-value-of-testing-and-modeling/
https://www.brookings.edu/blog/up-front/2020/07/02/reopening-america-the-value-of-testing-and-modeling/
https://www.jhsph.edu/covid-19/articles/covid-19-testing-understanding-the-percent-positive.html
https://www.jhsph.edu/covid-19/articles/covid-19-testing-understanding-the-percent-positive.html
https://ourworldindata.org/coronavirus-testing
https://ourworldindata.org/coronavirus-testing
https://doi.org/10.1377/hblog20200630.939347
https://doi.org/10.1377/hblog20200630.939347
https://doi.org/10.1377/hblog20200409.175784
https://fivethirtyeight.com/features/white-neighborhoods-have-more-access-to-covid-19-testing-sites/
https://fivethirtyeight.com/features/white-neighborhoods-have-more-access-to-covid-19-testing-sites/
https://www.houstonpublicmedia.org/articles/news/2020/05/27/370633/in-large-texas-cities-access-to-coronavirus-testing-may-depend-on-where-you-live/﻿
https://www.houstonpublicmedia.org/articles/news/2020/05/27/370633/in-large-texas-cities-access-to-coronavirus-testing-may-depend-on-where-you-live/﻿
https://www.houstonpublicmedia.org/articles/news/2020/05/27/370633/in-large-texas-cities-access-to-coronavirus-testing-may-depend-on-where-you-live/﻿
http://www.stlamerican.com/news/columnists/guest_columnists/why-north-st-louis-city-needs-a-covid-19-testing-site-now/article_59851be4-7029-11ea-8a47-33453dfbc765.html﻿
http://www.stlamerican.com/news/columnists/guest_columnists/why-north-st-louis-city-needs-a-covid-19-testing-site-now/article_59851be4-7029-11ea-8a47-33453dfbc765.html﻿
http://www.stlamerican.com/news/columnists/guest_columnists/why-north-st-louis-city-needs-a-covid-19-testing-site-now/article_59851be4-7029-11ea-8a47-33453dfbc765.html﻿
https://doi.org/10.1001/jama.2020.15845
https://doi.org/10.1001/jama.2020.15845

	Understanding drivers of coronavirus disease 2019 (COVID-19) racial disparities: A population-level analysis of COVID-19 testing among black and white populations
	Authors

	tmp.1651242566.pdf.4wTKB

