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INTRODUCTION 
 

The rapid emergence of SARS-CoV-2, and the associated COVID-19 coronavirus disease, has led 
to a number of novel, public health guidelines to control the spread of this worldwide pandemic. Chief 
among these are social distancing measures, which are intended to reduce the number of contacts 
within a completely susceptible population. Older adults are especially susceptible to COVID-19 and 
have been shown to comprise a large proportion of severe cases requiring hospitalization, as well as 
higher case fatality rates reaching 14.8% and 8% in those ≥80 years old and 70-79 years old, respectively 
(Wu & McGoogan, 2020). Due to the absence of treatment and early, tight supply constraints on 
personal protective equipment (PPE), social distancing was established as the most effective measure 
for reducing risk of COVID-19 infection among older adults.  

It is also clear that the rates of COVID-19 infection, hospitalization, and deaths also 
disproportionately affect Black and Brown communities in the United States. For example, the case 
mortality rate in Michigan state is nearly 40% for Black adults, while Black adults only comprise 15% of 
Michigan’s general population (Burke & Fresques, 2020). The overrepresentation of severe cases in 
Black and Brown communities is in no way attributable to biological differences and is instead an effect 
of several social and economic disparities, derived from cultural-level phenomena and structural 
inequality. 

Those who are older adults and part of the Black or Brown community are particularly 
vulnerable to the immediate health risks, as well as the prolonged psychosocial effects, of COVID-19. 
These psychosocial effects may also persist well into the future, due to the further entrenchment of 
existing economic insecurity and structural inequality. In addition, the large and disproportionate loss of 
life in Black and Brown communities during social distancing may lead to disrupted bereavement. As a 
result, levels of chronic loneliness among surviving spouses and partners may rise and persist well after 
social distancing measures are lifted. 

Loneliness has been demonstrated to have clear effects on physical, psychological, and cognitive 
outcomes. Cognitive outcomes, in particular, are also racially biased, due to many of the same social 
factors associated with COVID-19. Public health policy and interventions should be aimed at alleviating 
distress in underrepresented communities that have been disproportionately affected by COVID-19. In 
this background research document, a focus on social disparities and cognitive health will be discussed 
in the context of loneliness, with an emphasis on post-COVID-19 recovery. 

 
CULTURAL-LEVEL PHENOMENA – SOCIOCULTURAL HEALTH EFFECTS 

 
A History of Inadequate Care and Exploitation 
 

There has been a long history of exploitation in Black and Brown communities by both the 
government and the medical-industrial complex. Biased governmental and institutional restrictions on 
freedom and mass incarcerations, offer a glimpse in to the historical injustices that may have shaped 
information and action in communities of color (Becared & Nazroo, 2020). Distrust toward the medical 
community by Black Americans is warranted, because it has been reinforced repeatedly through 
receiving adequate levels of proper care. Milwakee Health Commissioner, Jeanette Kowalik, who is a 
member of the Black community herself, perhaps said it best, “What Black folks are accustomed to in 
Milwaukee and anywhere in the country, really, is pain not being acknowledged and constant inequities 
that happen in health care delivery” (Burke & Fresques, 2020). 

At a federal level, information that has been shared with the general public in regarding to 
COVID-19 has been incomplete or underreported. For example, the CDC had not been reporting on the 
race/ethnicity of COVID-19 infections, hospitalizations, and deaths, although that is standard practice for 
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other health reporting (Burke & Fresques). A lack of governmental transparency additionally stokes 
distrust among Black and Brown communities, which has already experienced as long history of 
dishonesty. Even after additional statistics were released, other ethnic groups, such as Asian, Pacific 
Islanders, and the Navajo Nation, were aggregated into the singular, homogenous group of “Other”. 

Lastly, Black and Brown Americans may have had negative experiences with medical care in the 
past, which may negatively affect formed attitudes about seeking medical care. They may also have had 
a high motivation to reject negative, normative beliefs regarding ethnic stereotypes, which may create a 
barrier to seeking adequate medical care. Black and Brown Americans may also perceive that they have 
low levels of control. This is especially true toward health systems, which have historically been 
institutionally biased toward this population, resulting in poorer health outcomes, from routine 
surgeries to pregnancies. Inequities in the healthcare delivery system stem from the disinvestment in, 
and undervaluing, those that belong to Black and Brown communities (Becared & Nazroo, 2020). 
 
Culture, Structural Factors, and Individual Health Behaviors 
 

Disparities are transmitted socially and influence how people make judgements at the group 
and individual levels. Not only do disparities spread within the current society, but it is also transmitted 
intergenerationally. These experiences generate ideas, set strategies for ways of living, and form 
perspectives on the world. Orlando Patterson (2000) describes this ‘repertoire’ of ideas as culture and 
goes on to describe it as an ‘information system’ that guides individuals, ranging from how they should 
represent themselves in society to the set of instructions used in food preparation. Patterson goes on to 
say that culture interacts with the structural environment and produces certain outcomes, health 
outcomes or otherwise, which should not be reduced to the product of individual-level behavior. 

The clash between culture and structure could not be more evident than that of Black and 
Brown Americans in the American health system. Patterson posits that culture is causal, but only 
through its interaction with structural forces. However, he notes that culture should not be 
characterized in a pejorative way, because it is often structural factors that ascribe a value judgment 
based on the ‘norm’. In many other contexts, cultural beliefs may be highly adaptive. 

The structural factors may interact with Black and Brown American culture and may create a 
toxic interpretation of individual health behaviors, which public health experts should vigilantly guard 
against. Patterson (2020) says, “We cannot restrict the cultural exclusivity to what is normative.” Black 
and Brown Americans have had a long history of cultural disenfranchisement, while often White 
Americans may have engaged in the same behaviors with very different outcomes. 

 
Vulnerabilities to COVID-19 – Racism, Weathering, & Cumulative Psychosocial Stressors 
 

In the past, public health efforts have inaccurately targeted genetics as the root cause of health 
disparities between racial and ethnic groups. For example, genetic factors do not play a significant role 
in the differences of pregnancy outcomes between Black Americans and recently immigrated Black 
Africans, as demonstrated by healthier pregnancies of recent immigrants, who are genetically similar 
(David & Collins, 2007). The driver of this observed effect is that Black Americans have experienced 
discrimination and institutional racism at much higher rates, which has been demonstrated to affect 
pregnancies, as notes above, as well as many other health outcomes. This bias in health outcomes has 
been found across socioeconomic divides and persists even when controlling for education and income. 

Persistent sociocultural and psychological stressors, due to racism, may instead lead to 
significant physiological and psychological risks. This has been referred to as the “weathering” effect, 
which is the result of a lifetime of systemic racism. While race was originally targeted as an overt cause 
in various health gaps, researchers have demonstrated that genetic variance, attributed to race alone, 
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does not explain this effect. However, epigenetics may help us understand the role that social stressors 
and environmental factors play in the biological health of individuals. For example, a lifetime of social 
stressors, due to individual or institutional racism, may modify gene expression and affect biological 
outcomes, such as hypertension and cardiovascular disease. These effects may even be trans-
generational and accumulate, as they are transferred from one generation to the next. 

Conditions such as asthma, diabetes, high blood pressure, and coronary heart disease have been 
found to be ‘socially-patterned’, which can be explained by entrenched structural and institutional 
racism (Becares & Nazroo, 2020) and the environments that people live. These conditions also make 
individuals more susceptible to having symptomatic COVID-19, a more severe course, and higher 
mortality. In other words, these socially imbued risks for developing chronic conditions may also be 
associated with an increased risk of COVID-19 infection, hospitalization, and death. 
 
Ageism & The Value of Human Life 
  
 To compound these issues further, older adults also face disproportionate levels of infection, 
severe hospitalization, and death, due to COVID-19. Many difficult, ethical discussions have been had 
about the valuation of human lives, especially in the context of severe shortages of critical health 
equipment, such as ventilators. The value of a life is often measured by the remaining years of 
productivity in the absence of other severe comorbidities and disability. 

Older adults are also considered a marginalized and vulnerable group, which are also subject to 
inadequate care based on preexisting biases and assumptions. In addition, the voice of an elderly adult 
is often figuratively quieted, especially in a medical setting, as decision-making may be deferred to other 
family members or the medical team itself. This may have special meaning in the context of altered 
cognitive states, due to delirium, age-related cognitive decline, or dementia – especially when family 
members may not be allowed to be present in COVID-19 hospital units or nursing homes to advise about 
care decisions. 

Peterson et al (2020), a team of bio ethicist, has recently proposed an alternative model for 
ventilator allocation that includes forming specialized triage teams, lessening the emotional burden for 
critical care doctors, and aiding transparent communication with the family. The proposed protocol is 
intended to particularly minimize bias and protect the lives of older adults, those from Black and Brown 
communities, and people with disabilities. 

 
STRUCTURAL INEQUALITY AND CLASS – SYSTEMS OF OPPRESSION 

 
Class, Poverty, & Structural Inequality 
 

The class divide between higher and lower socioeconomic status communities is also at the 
center of health disparities and COVID-19. Ethnic minorities are more likely to have lower paying jobs, 
less financial security, and employment in high-risk positions (Becares & Nazroo, 2020). Positions that 
increase risk for exposure to COVID-19 are common for low socioeconomic workers, and they 
experience this increased risk because they are both at the front lines with a high number of contacts 
and are less likely to receive critical PPE (Becares & Nazroo, 2020). Workers in these positions are often 
unseen or invisible in society during non-COVID-19 times (Sivramakrishana, 2020) and although the 
popular trend is to now venerate them as heroes, it does not negate the fact that they are still treated 
as a class of people who are deemed expendable at a societal level. 

Working from home is also often reserved for higher-status workers. The class divide in jobs has 
been the result of longstanding structural inequalities in education, job opportunities, and other 
institutional practices. This socioeconomic division is especially important in non-white communities. 
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These economic differences are racially driven by factors, such as disproportionate college debt, 
neighborhood poverty, and poor access to good schools. These larger forces trigger a trajectory of 
stagnant or downward mobility, which in turn affects outcomes related to health. Targeting these 
community-specific factors of inequality as a primary prevention strategy may lead to improved 
socioeconomic trajectories and healthier outcomes. 

Socioeconomic status (SES) is a fundamental cause of health inequalities, because it has an 
effect on individual or group-level access to health-enhancing resources (Phelan & Link, 2015). Without 
access to these resources that buffer against health risks, those with lower SES experience a 
disproportionate number of stressors and exposures, which produce poor health outcomes. This is 
especially relevant for Black Americans, because SES is differentially distributed, due to entrenched 
racism. Longstanding bigotry in the US has produced a socially stratified caste, which primarily benefits 
White Americans and proliferates the unequal distribution of money, knowledge, power, prestige, 
freedom, and social capital, all of which have a health-enhancing effects (Phelan & Link, 2015). 

In the case of COVID-19, this unequal access to health-enhancing resources may have helped 
drive the overrepresentation of infection non-white ethnic communities. In a recent New York Times 
piece by Kevin Quealy (2020), cell phone mobility data was used to determine that many in the most 
affluent parts of Manhattan left the city as the virus intensified. Those with high-SES status utilized their 
wealth and/or social capital as health-enhancing resource that allowed them to lower their risk by 
traveling or relocating to areas with a lower density of cases. 

The divide between social class is also represented in the failure of our largely, employer-based 
health insurance system. At a time when the public needs the protection of health programs the most, 
up to 26.8 million Americans, as of May 2nd, 2020, may have lost employer-based health insurance 
(Kaiser Family Foundation, 2020). Job loss has disproportionately affected lower-paid workers in the 
food services, leisure and hospitality, and community health-care and education, further entrenching 
economic instability and setting up difficulties for years to come as low SES groups will struggle to 
recover financially. 
 
Environmental Factors & Disadvantaged Neighborhoods – Residential Segregation 

 
Certain environmental factors may also lead to a greater risk for COVID-19 infection. For 

example, considering decile-level neighborhood information below on health disparities, compared to 
the spread of COVID-19 in each zip code, helps to illuminate these potential associations in New York 
City. Becares and Nazroo (2020) states that many underrepresented groups “live in over-crowded, multi-
generational housing… live in deprived neighborhoods with high rates of concentrated poverty and 
increased pollution levels.” Factors which may contribute to the spread of COVID-19. 

Williams and Collins (2001) state that the segregation of Black Americans is the result of SES as a 
fundamental cause driving health disparity. They acknowledge the historical roots of racial segregation 
in residential communities based on discrimination, but then extend residential segregation into present 
day through the “concentration of urban poverty”. The authors outline several of the concepts that have 
been touched on before, such as lower educational and employment opportunity and demonstrate that 
SES indicators for Black Americans in 1998 differ considerably, compared to White Americans. 

Furthermore, geographic differences in health outcomes appear to be associated with 
socioeconomic disparities, as demonstrated in the NYC DOH charts and statistics. In areas of greater 
advantage, residents may have more exposure to health education, better access to quality screenings 
and healthcare management, and more health-promoting resources (e.g. food, parks, etc.). This effect 
points to a clear breakdown in primary and secondary prevention for more disadvantaged, NYC 
residents. In addition, toxicants, such as the dense air pollution in metropolitan areas (e.g. New York 
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City), may lead to increased COVID-19 risks. The respiratory system may be particularly vulnerable to 
social and environmental factors in the early stages of COVID-19 infection. 

 

 
 
The experience of being Black and/or Brown in America is associated with several racial and 

ethnic health disparities at both individual and community levels. Socioeconomic constraints, 
institutional bias, and housing insecurity all contribute to social stressors throughout the life-course, 
which may be associated with social and physiological vulnerabilities to COVID-19. 
 

COVID-19 FALLOUT – A FOCUS ON LONELINESS AND COGNITIVE DECLINE 
 
Loneliness During COVID-19 
 

A consensus definition of loneliness has not been established, but it can be described as “a 
painful feeling of social isolation that accompanies perceived deficiencies in the number or quality of 
one’s social relationships” (Peplau & Perlman, 1982, as cited in Hawkley et al, 2008, p. S375). While 
social isolation does not necessarily lead to loneliness, objective and subjective social isolation are 
related (Hughes et al, 2004). The prevalence and severity of loneliness during social isolation may differ 
at the individual and/or group level, due to several factors. Known vulnerabilities include, “Low SES, 
depression, poor martial quality, infrequent contact with friends and family, few social roles, lack of 
participation in voluntary organizations, physical health symptoms, and physical limitations” (Hawkley et 
al, 2008; Savikko et al, 2005, as cited in Cacoppo et al, 2010). Those with the greatest risk for loneliness 
include older adults, residents of disadvantaged neighborhoods, groups experiencing disproportionate 
loss, and especially spouses and partners who have experienced recent loss. 

The effects of social distancing may also have unintended health consequences for old age 
adults in these already at-risk groups. Nearly half of those over 80 years of age report frequent 
loneliness (Hawkley, 2015), and 19.3% of older adults over 65 years of age report feeling lonely much of 
the previous week (Theeke, 2009, as cited in Masi et al, 2011). Loneliness is linked with several poor 
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health outcomes and is independently associated with declines in physical, psychological, and cognitive 
health (Buchman et al, 2010; Cacioppio et al, 2010; Wilson et al, 2007). For example, decreased 
socialization during late-life is also associated with greater cognitive decline (James et al, 2011). The 
growing number of older adults experiencing loneliness has been identified as a unique public health 
challenge, which warrants special attention (Fried et al, 2020). 

For example, those without a close, intimate partnership, including – but not limited to – 
individuals who are unmarried, widowed, caregivers, etc., may be particularly vulnerable to loneliness 
during social distancing measures. The loss of a loved one, due to COVID-19, may have a particularly 
profound effect on experienced loneliness during social isolation, because of measures that have 
restricted final arrangements and possibly interfered with normal bereavement. While not exclusively 
limited to ethnic communities, it stands to reason that disproportionate rates of COVID-19 infections 
and deaths in racial/ethnic communities may also lead to disrupted bereavement and potentially 
chronic loneliness in these groups as well, even when social distancing measures are relaxed.  
 
Social Factors in Cognitive Decline and Neurodegenerative Disease 

 
Public health efforts have added ~30 years to life expectancy. However, this extension will have 

a profound effect on the number of those living with age-related diseases. Alzheimer’s Disease and 
Related Dementias (ADRD) was a top five cause of death worldwide in 2016 and had not been listed 
previously in 2000 (World Health Organization, 2018). The prevalence of ADRD is expected to triple by 
2060, as large segments of the population reach very old age, of which Black and Latino rates of 
diagnosis are expected to accelerate the fastest (Matthews et al, 2018). 

Alzheimer’s disease affects 5.8 million Americans age 65 years and older according to the 
Alzheimer’s Association’s 2020 Facts and Figures report. Alzheimer’s disease is leads to increased 
mortality. The number of deaths due to Alzheimer’s disease has risen 146.2% between 2000 and 2018, 
while other major causes of death, such as heart disease, stroke, and HIV, have declined (Alzheimer’s 
Association, 2020). Due to a substantial demographic shift, which brings an unprecedented number of 
individuals into the age ranges associated with the greatest risk, the number of those diagnosed with 
Alzheimer’s disease is expected to increase to 13.8 million Americans by 2050. 

Social determinants may provide a new way to look at high-risk populations. For example, 
higher risks have been associated with non-white groups (Mehta & Yeo, 2018), and these non-white 
groups are expected to have the greatest increases in incident dementia over the next 40 years 
(Matthews et al, 2018). Many social forces are driving this trend, such as poor access to sub-specialty 
neurological care for the uninsured or underinsured. Individual or cultural beliefs and attitudes about 
the medical system may be a barrier to detection and diagnosis. Social disparities, such as the education 
gap (Zahodne, 2015), may withhold certain protective benefits in cognition from those not granted 
access to high educational or occupational attainment (Stern, 2012). 

Alzheimer’s disease risk is a story of social inequality between classes. Less advantaged 
individuals are not provided the same opportunities to fend off the deleterious effects of Alzheimer’s 
disease as more advantaged individuals. The risk differences between ethnic groups are not explained 
though differences in genetics or health behaviors, and are better understood as the cumulative effects 
of disparities, such as access to quality education, employment opportunities, and sufficient healthcare 
across the lifespan. 

Due to the current structure of our education and healthcare systems, more advantaged 
families hoard these opportunities through better education, better jobs, greater available resources, 
better health insurance coverage, and increased social capital. Not only do these disparities limit health 
agency across the life course, but they also threaten dignity, security, and humanity. It is the biproduct 
of this demoralizing, power dynamic that inflicts very real, neuropathologic damage. 
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It is said that Alzheimer’s disease does not discriminate. But t is clear that socioeconomic status 
and class differences drive higher rates of cognitive decline in some groups, but not others. In bio ethics 
circles, Alzheimer’s disease has come to be considered a disease of autonomy. It is well known that the 
disease robs individuals of their cognitive and functional abilities, but it is the presence of socioeconomic 
disparities that heightens risk for subsets of the population that are disproportionately affected. 

 
COVID-19, Loneliness, and ADRD 
 

The social risks associated with COVID-19, loneliness, and ADRD overlap considerably. 
Disproportionate deaths due to COVID-19 may lead to increased levels of loneliness among older adults, 
due to unintended consequences of social distancing measures, interruptions in normal bereavement, 
or other unknown effects at this point in time. If steps are not taken to help lonely, older adults, they 
may have difficulty transitioning from lonely and non-lonely state when social distancing measures are 
lifted, leading to chronic loneliness. The negative health effects of chronic loneliness have been well 
documented and include additional associated risks to physical, psychological, and cognitive health. 
Creating opportunities to help older adults transition fluidly between lonely and non-lonely states is 
essential to mitigate unintended, short and long-term health consequences of social distancing 
measures. This is especially true for the oldest old, disproportionately affected groups, caregivers, and 
those with disabilities. 
 

INTERVENTIONS & POLICY 
 
Transitioning from lonely to non-lonely offers several benefits, such as better self-rated health, 

lower family strain, and more frequent socializing (Hawkley & Kocherginsky, 2018). Without 
intervention, certain groups (i.e. non-white, older adults) may be more vulnerable to declines in 
physical, psychological, and cognitive health; suffer from increased morbidities and mortality; and their 
communities may experience a loss of social capital. Fully eliminating loneliness in society is unlikely, but 
preventing chronic loneliness within vulnerable communities can have several downstream public 
health benefits (Perlman & Peplau, 1984). 

Increased socialization during late-life is associated with less cognitive decline (James et al, 
2011). This example demonstrate that sustained social engagement contributes to successful aging 
(Rowe & Kahn, 1997). Loneliness across the lifespan peaks in young adulthood, recedes during midlife, 
then spikes in very old age (Luhmann & Hawkley, 2016). This observation may provide a special 
opportunity to broadly reduce loneliness in society, through intergenerational interventions. One such 
intervention, Experience Corps, increased physical, cognitive, and social activity compared to age-
matched controls (Fried, 2004).  

Experience Corps is a volunteering program that involved the active engagement of older 
African American women. The peripheral benefit of this intervention is that it "places older adults in the 
public elementary school system in support of improved academic outcomes for children" (Tan et al, 
2009). As a result, benefits related to aging could be two-fold 1) for the immediate benefit of older adult 
volunteers, and 2) for the future benefit of the students, i.e. better educational outcomes. 

In addition, initiatives to address public policy decisions and community-level support may be an 
effective way to dramatically alter future risks for loneliness, post-COVID-19. Legislation, may provide 
legal safeguards and benefits for older adults as a protected class. Community outreach programs by 
health systems may help improve health education and strengthen relationships with the community. 
Novel grant programs may provide enhanced opportunities for quality education and employment, 
stabilize and strengthen financial security in a post-COVID-19 economy, and enable healing of the 
collective trauma caused by COVID-19. 
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 Lastly, bias training should be a mandated government policy to educate and inform medical 
staff and public health professionals. It has been shown that standards of care, such as chart review, 
good bedside manner, and attention to vital signs, may be less attended in Black and Brown patients. 
Unconscious, racial bias may create this inattention and should be addressed and corrected. Providing 
routine sensitivity training may help medical staff be more consciously aware of bias and bring greater 
responsiveness to the care of Black and Brown patients. 
 

CONCLUSION 
 

 The short and long-term effects of social distancing measures as a public health strategy are 
currently unknown, but the social, economic, and health costs are already becoming apparent. Long-
term effects for vulnerable populations (i.e. the oldest old, disproportionately affect groups, caregivers, 
and the disabled) may be especially difficult to manage. Those that belong to disproportionately affectd 
groups may be at greater risk for experiencing chronic loneliness from substantial loss of life, even when 
social distancing measures are lifted. 

Loneliness has been associated with many negative health outcomes, but one specific area 
where these risks may be compounded is cognitive health. Without adequately addressing the needs of 
lonely, older adults, COVID-19 public health efforts may risk increasing deleterious, downstream effects 
that stem from the very measures designed to protect older adults. If unaddressed, the increased 
prevalence in chronic loneliness may coalesce with other risk factors and lead to an increased risk for 
cognitive decline and/or Alzheimer’s Disease and Related Dementias. 
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