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Abstract 
This commentary responds to a case about a Latino grocery worker who 
begins experiencing symptoms but is reluctant to be tested for SARS-
CoV-2 and be treated for COVID-19 out of fear of losing his livelihood. 
The case reveals key weaknesses in US health care system capacity to 
mount evidence-based responses to mitigate, if not contain, spread of a 
deadly contagion in vulnerable populations and to care equitably for 
everyone at risk. 

 
Case 
Mr S is a 55-year-old Latino man who lives in a 2-bedroom apartment with relatives and 
supports his family by working in a grocery store. During the COVID-19 pandemic in the 
United States in 2020, Mr S is an essential worker. He reports symptoms of low-grade 
fever, chills, cough, shortness of breath, and pleuritic chest pain. When working 
becomes impossible due to his increasingly severe shortness of breath over 2 weeks, he 
visits a clinic and is diagnosed with COVID-19. He becomes lethargic as his symptoms 
become more acute and is transferred by ambulance to a local emergency department, 
his oxygen saturation now in the low 90s. 
 
Mr S’s past medical history includes type 2 diabetes mellitus, obesity (body mass index 
of 34), hyperlipidemia, hypertension, hypothyroidism, gastroesophageal reflux disease, 
obstructive sleep apnea, and vitamin D deficiency. A frontal chest radiograph 
demonstrates bilateral multifocal airspace opacities consistent with multifocal COVID-19 
pneumonia. Intensive care unit (ICU) admission with intubation and close monitoring is 
recommended. Mr S expresses worry, however, about his inadequate insurance 
coverage, inability to pay for an ICU stay, and not being able to work. Mr S asks to be 
discharged against medical advice, but eventually agrees to ICU admission for 
management of COVID-related acute respiratory distress syndrome. 
 
Mr S is intubated for 13 days, during which time his condition is complicated by COVID-
related cardiomyopathy and superimposed bacterial pneumonia. He is transferred from 
the ICU to a general medical floor on day 14. On day 26, Mr S is discharged to a 
rehabilitation facility. 
 
When Mr S was asked why he did not get evaluated and quarantine as soon as his 
symptoms started, he responded that the grocery store where he worked remained open 
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during the COVID-19 pandemic because grocery stores were considered “essential” by 
the state and that he had no option for remote work. Mr S’s employer did not offer 
flexible medical leave, and Mr S was concerned that his insurance would not adequately 
cover the medical costs for an emergency room visit and potential hospitalization at an 
out-of-network hospital. These concerns were exacerbated by his lack of financial 
reserve to pay monthly bills and support his family. Mr S concealed his symptoms to 
keep working and to avoid medical debt. 
 
Commentary 
Societal privilege, or lack thereof, has affected the ability of Latinx individuals to protect 
themselves from COVID-19 transmission and financially support their families during a 
global pandemic. Societal privilege results when particular groups benefit and prosper 
because of the advantages, entitlements, and dominance conferred on them by 
society.1 Domains of privilege include gender, race, sexual orientation, socioeconomic 
status, and religious affiliation. Latinx individuals’ lack of societal privilege has increased 
the vulnerability of the Latinx community and has resulted in extreme health inequities 
during the COVID-19 pandemic. As discussed here, layers of vulnerability in the Latinx 
community include overrepresentation in low-wage work, education gaps and language 
barriers, financial constraints, social factors and living conditions, and disparate 
coexisting medical conditions. Current weaknesses in the US health care system (eg, 
lack of trust, limited health outcomes research in underrepresented populations, and 
outdated policies that drive inequity) exacerbate these vulnerabilities. 
 
Layers of Vulnerability in Latinx Communities 
Types of employment. In response to the COVID-19 pandemic, many states temporarily 
suspended business to slow viral transmission. While many people were able to work 
remotely, many like Mr S were deemed essential by states and required to continue 
working to provide services outside their homes, which helped social functioning but 
inequitably increased their exposure to SARS-CoV-2. Although social distancing and self-
isolation recommendations were supported by the Centers for Disease Control and 
Prevention (CDC),2 paid sick leave and working remotely were not options for many 
workers.3 
 
Vulnerable populations, including Latinx communities, are overrepresented in this low-
wage public-facing workforce (eg, transportation, food, and agriculture) and are more 
likely to be exposed to the virus.4 Historically, non-White populations have been driven 
into low-wage employment with little flexibility in work hours and little or no paid time off. 
Specifically, prior to the pandemic, only 16.2% of Latinx workers held jobs that would 
allow for remote work compared to 31.4% of non-Latinx workers.5 
 
Education and language barriers. Latinx individuals are half as likely to hold a college 
degree as non-Latinx White adults.6 This widening educational divide contributes to the 
aforementioned overrepresentation of Latinx individuals in low-wage jobs with little 
flexibility. The educational gap is further exacerbated by the scarcity of policies and 
programs to support the advancement and financial stability of low-wage workers, as 
demonstrated by the weak enforcement of antidiscrimination laws and the dearth of 
organizational initiatives to improve worker skills and promote good jobs through 
economic and workforce development.7 Furthermore, 28.4% of Latinx individuals are not 
fluent in English, and 71% of Latinx individuals speak a language other than English at 
home.8 This lack of full fluency in English can decrease access to health care, impair 
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delivery of high-quality care, increase length of inpatient stays, and result in worse 
health outcomes.9 
 
Financial constraints. Mr S’s financial circumstances mirror those of the majority of 
Latinx adults in the United States. Many Latinx families are under marked financial 
pressures, with the poverty rate for Latinx individuals being nearly double that for non-
Latinx Whites (19.4% vs 9.6%, respectively).5 Approximately 70% of Latinx adults in the 
United States do not have emergency funds to cover 3 months of expenses.10 Added 
financial strains of the pandemic have forced many to choose between continuing to 
work while infected or staying home without income. 
 
Mr S’s avoidance of medical care due to his lack of insurance and fear of mounting 
medical cost is not uncommon. Many Latinx individuals cannot afford health insurance, 
and those who can are often underinsured and forced to pay out-of-pocket expenses 
that are unaffordable and continue to increase over time.11 Latinx individuals have the 
lowest rates of health insurance of all racial or ethnic groups in the United States except 
American Indians/Alaska Natives.11 In 2018, 26.7% of Latinx adults ages 18 to 64 were 
uninsured, compared to only 9.0% of non-Latinx Whites.12 In 2019, approximately 21% 
of Latinx adults ages 18 and older in the United States went without care due to costs.13 
 
Social factors and living conditions. Like Mr S, many Latinx families live in 
multigenerational homes that make it difficult to isolate and social distance in the event 
of a positive COVID-19 test.14 These more crowded living conditions for the Latinx 
community might also increase vulnerability to the virus, making even a decision to stay 
home risky. Furthermore, Latinx individuals are overrepresented in congregate settings, 
such as prisons,15 which can further increase risk exposure and limit one’s ability to 
keep distant, per CDC recommendations.16 
 
Coexisting medical conditions. Like Mr S, many Latinx individuals may be more 
susceptible to severe cases of COVID-19 because of coexisting medical conditions. 
Specifically, Latinx individuals diagnosed with COVID-19 have higher rates of 
hospitalization and ICU admission than White individuals, regardless of whether they 
had coexisting medical conditions such as hypertension, cardiovascular disease, kidney 
disease, or diabetes.17 The layers of vulnerability in the Latinx community, including 
presence of coexisting medical conditions, result in higher COVID-19 morbidity and 
mortality in the Latinx community. Specifically, in November 2021, the rates of COVID-
19 mortality, hospitalizations, and cases in Latinx individuals were 2.1 times, 2.5 times, 
and 1.6 times higher, respectively, than those of non-Latinx Whites.18 
 
Reorganizing US Health Care 
While the US health care system cannot undo what has been done, the system must 
begin to address the complex combination of economic, physical, and social forces 
undermining the health of Latinx communities in the midst of this public health crisis. 
The case of Mr S serves to highlight the disproportionate impact that these combined 
factors can have on one’s decision to pursue, avoid, or delay health care. 
 
This inequity prompts us to wonder, How should the US health care system be 
restructured to meet the needs of the Latinx community during and after the COVID-19 
pandemic? To begin, the US health care system must urgently acknowledge its current 
inability to provide high-quality care for vulnerable populations. It must recognize that 
the health care crises faced by individuals such as Mr S are not isolated incidents. 
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Rather, these all-too-common events in combination represent a pervasive threat to the 
overall health of the nation. A pandemic cannot be controlled if certain portions of the 
population are made, and then left, vulnerable to illness. 
 
Practical initial steps for the US health care system to take to achieve more equitable 
care for vulnerable populations include building trust with vulnerable populations, 
improving data collection on health outcomes in underrepresented populations, 
increasing research funding for studies dedicated to improving equitable care, and 
driving policy change to make health care affordable and accessible for everyone.5,19 
Such policy changes might include offering public options for health insurance, 
expanding Medicaid coverage in all states, lowering consumer costs for medical care, 
providing nonemergency transportation for medical care, and having community health 
workers or navigators available.20 
 
One challenge in reorganizing US health care lies in implementing the monumental 
changes necessary to make lasting impact. Lasting impact can only be made when both 
the US health care system and society dismantle the existing system of social privilege, 
combat centuries of structural racism, and overcome cultural and socioeconomic 
inequities in access to health care.5 
 
Conclusion 
COVID-19 has laid bare health inequity in Latinx communities that is closely linked with 
lack of social privilege, low-paid public-facing employment, substandard housing, lower 
level of education, language barriers, and financial constraints. To address health 
inequity, US health care must acknowledge its weaknesses and welcome the challenge 
of redesigning health care delivery from the top down through the lens of health equity. 
Changing existing systems of social privilege, structural racism, and socioeconomic 
inequity are critical to health care reform success. 
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