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Abstract: 

Objectives: To highlight the ongoing health inequities experienced by the BIPOC community in 

Canada through the data collected from the COVID-19 pandemic. To demonstrate the 

disproportionate effect of COVID-19 on the BIPOC community, through the negative outcomes 

such as infection rates, hospitalization, ICU admission, and death. To correlate which non-medical 

factors contributed to the outcomes seen and what needs to be accomplished to mitigate future 

health crises.  

Methods: Literature review using the platform PubMed. Key terms used included “COVID-19 

pandemic outcomes, COVID-19 and the BIPOC community, disproportionate outcomes of BIPOC 

community COVID-19, social determinants of health and COVID-19, healthy inequity and 

COVID-19.”  Subsequently, 11 articles were deemed suitable for use in this review. Studies were 

focused on North American studies, particularly in Canada, but were not restricted to such. 

Results: The literature review identified that BIPOC individuals experienced disproportionate 

outcomes during the COVID-19 pandemic. They held greater infection rates, hospitalizations, and 

death compared to the white population of Canada. The non-medical factors which contributed to 

the poor outcomes seen during the pandemic included employment, neighbourhood, SES, and 

systemic racism in health care practices.  

Conclusions: The social determinants of health associated with the negative outcomes seen during 

the COVID-19 pandemic highlight changes that need to be taken to protect vulnerable 

communities. Negative outcomes can be prevented through collaborative measures to create safer 

employment strategies, safer neighbourhoods, and safer health care practices with the goal of 

eliminating systemic racism and creating health equity.   
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Introduction:  

Black, Indigenous, people of colour (BIPOC) make up a substantial number of the 

population in Canada. This number continues to grow as immigration continues. It is no surprise 

that Canada’s BIPOC population continues to increase, as our world continues to change, and 

people are forced to find safer options and more opportunities elsewhere. This has allowed many 

individuals to find a safe place to live and raise their families. It is also important to understand 

Canada’s history. Although it is a safe place for many, its history is full of tragedy with the removal 

of the Indigenous people and their culture from their land through colonization. The history of 

Canada is important to acknowledge when discussing our current outlook in this paper, as the 

effects that colonization has had on the Indigenous people of Canada continues to persist today. 

Particularly, we see the consequences of colonialism, such as systemic racism, in our social 

determinants of health. The social determinants of health (SDOH), defined by the WHO are the 

“the non-medical factors that influence health outcomes. They are the conditions in which people 

are born, grow, work, live, and age, and the wider set of forces and systems shaping the conditions 

of daily life” (12). The SDOH for the BIPOC community in Canada continues to create negative 

outcomes for millions.  

Health equity is when individuals have the fair opportunity to reach their fullest health 

potential (12). Achieving health equity requires reducing unnecessary and avoidable differences 

that are unfair and unjust. In a study done by the WRHA community health assessment in 

Winnipeg, demonstrated men in Point Douglas South lived on average to age 69, while men in 

Inkster West lived on average to 87. Women in Point Douglas South lived on average to age 73, 

while women in Inkster West lived to 90 (1). Point Douglas south is a community in Winnipeg 

known to have the highest number of racialized members. Thus, this community is largely 
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composed of individuals from the BIPOC community. BIPOC members experience substantial 

disadvantages as compared to those a part of the white community in all aspects of their lives, 

especially health outcomes. For comparison, mothers living in Point Douglas had the highest birth 

rate, however, were nine times more likely to receive inadequate prenatal care compared to 

mothers in River East North. Moreover, they were five times as likely to die from a preventable 

cause and least as likely to have post-secondary education (1). This is not by chance, and rather it 

is by design; those who are disadvantaged continue to experience health inequity. The difference 

in life expectancy can be largely traced back to how Canada continues to fail its vulnerable 

members of society through the lack of proper health measures, and governmental policies. We 

have seen these inequities manifest themselves on a larger scale with the COVID-19 pandemic. 

The COVID-19 pandemic has been the centre of discussion upon its arrival in Canada in 

the spring of 2020. Families have been separated for over a year, people have lost their jobs, and 

the ongoing tragic loss of life of millions continues to occur from this horrible virus. The total 

number of infections of COVID-19 globally has now reached 505 million, with over 6.2 million 

recorded deaths (14). People have re-shaped the way they go about their lives to protect themselves 

and their loved ones from falling ill. The international community and their governing bodies have 

invested billions into research leading to a novel vaccine to prevent serious outcomes of the virus, 

along with ways to reduce the outcomes seen through using new forms of treatment options for 

those with symptoms. This pandemic has put the world on stand still and continues to influence 

the way in which individuals live their lives.   

COVID-19 demonstrated the disproportionate and negative health outcomes seen through 

the differences of social determinants of health between the BIPOC and white communities in 

North America. A study done by the Public Health of Ontario indicated that COVID-19 rates are 
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three times higher in areas where there are more racialized people (2). What the COVID-19 

pandemic has allowed us to see is that the SDOH, although a static manifestation, continues to 

increase the poor outcomes associated with the BIPOC community during the pandemic. 

Addressing the systemic issues which continue to allow BIPOC people to die at a greater rate than 

their counterparts is needed to prevent future health crises. This will be done through analyzing 

the COVID-19 pandemic through highlighting the data collected on the negative outcomes seen, 

such as infection rates, hospital admission, ICU admissions, and death. This paper will be assessing 

which non-medical factors contributed to the greater negative outcomes seen in the BIPOC 

community. It will also address the systemic racism which continues to prevail in health care 

settings, such as the lack of proper education on BIPOC individuals in medical studies. Finally, it 

will address how future and current health care workers can learn from this and move forward in 

an actionable way to prevent future negative health care outcomes for this community.  

Methods:  

Articles and papers were broadly searched using the platform PubMed. The type of 

searches included full text articles and papers published between the time span of March 2020 to 

December 2021. Primary studies of any design were examined, along with those of supplemental 

information listed in the reference section of the studies assessed. The key phrases used for the 

search included the following, COVID-19 pandemic outcomes, COVID-19 and the BIPOC 

community, disproportionate outcomes of BIPOC community COVID-19, social determinants of 

health and COVID-19, health inequity and COVID-19. For the selection of the papers/articles 

presented the abstracts were reviewed individually to determine if the articles were appropriate. 

Subsequently, 11 articles were deemed suitable for use in this review. Studies were focused on 

North American studies, particularly in Canada, but were not restricted to such. The use of primary 
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research from the United States, UK and other global centres were chosen if the criteria for 

selection was met.  

Results:  

How has the COVID-19 pandemic disproportionately affected the BIPOC population 

compared to the non-BIPOC population?  

What has been seen during the pandemic is there was increased positive COVID-19 tests 

associated with the racialized population in Canada compared to the white population of Canada. 

A study done by Public Health Ontario reports that COVID-19 rates are three times higher in areas 

where there are more racialized people; hospitalization and ICU rates are four times higher; and 

mortality rates are doubled (2).  

Infection Rates: 

 
 
Figure 1. Image used from “COVID-19 infections in Manitoba: Race, ethnicity, and Indigeneity” (3) 

 

The image above is from a study done by the Manitoba government which highlighted the 

infection rates seen in the population, broken down based on which race, ethnicity, and indigeneity 

(REI) they were a part of. It demonstrates that in comparison to having a population size of 64%, 
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only about 48% of the white population represented COVID-19 positive cases from May 1, 2020, 

to December 31, 2020.  51% of people who tested positive for COVID-19 in Manitoba from May 

1 to December 31 self-identified as BIPOC. This represents 1.5-fold higher than expected value, 

as the BIPOC community represents only 35% of the population of Manitoba (3).   

 

In the City of Toronto, a similar discrepancy was demonstrated. From mid May 2020 to 

July 2020 the city of Toronto reported approximately 3681 cases of COVID-19. From that amount, 

83% were racialized individuals and the infection rate for the BIPOC community was 4.5 times 

greater than it was for the white population (2).  

Hospital admission and Mortality: 

The negative outcomes seen during the pandemic included mild infection symptoms, 

symptoms requiring hospital admission, ICU admission, and the loss of life. In the UK, BIPOC 

individuals account for 13% of the country’s population, but accounted for one-third of infected 

individuals who are admitted at critical care units in hospitals (13).  

 Death certificates were collected from Minnesota from 2017-2020 to examine hyperlocal 

disparities in the mortality during the pandemic and to highlight the excess mortality and negative 

outcomes seen in the BIPOC population.  What this American study highlighted was that total 

mortality in 2020, outside of long-term care facilities, increased by 17%. There was a 14% increase 

in mortality in the white population versus a 41% increase in the BIPOC population (4). The 

mortality associated with COVID-19, and the general excess mortality, were concentrated in 

disadvantaged neighborhoods, within these neighborhoods the individuals with a poorer outcome 

were members a part of the BIPOC community (4).  
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Which non-medical factors are mainly associated with greater infection rates of COVID-

19, hospital admissions and ICU admissions? 

The COVID-19 pandemic has allowed for certain factors to be amplified through their 

unequal and unjustifiable course which allows for the persistence of health inequity for the 

members of the BIPOC community. The COVID-19 pandemic not only affected one’s health, but 

it has had various formulations of impact, the pandemic adversely impacted society in the various 

ways; through the disease itself, the public health response, changes in health services and the 

economic downturn (2). The Canadian medical association states that 85% of risk of illness is 

linked to social determinants of health, 15% is linked to biology (2). There are many non-medical 

factors which had its hand in the disproportionate outcomes seen during the COVID-19 pandemic, 

this paper will highlight the most discussed factors which were seen to have had a role: 

1) Type of employment: 

Certain employment facilities held a greater association with contracting the virus. This 

was seen in the data collection done from May 31 2020 to Dec 31 2020 by the Manitoba 

government: 

 
Figure 2. Image used from “COVID-19 infections in Manitoba: Race, ethnicity, and Indigeneity” (3) 
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The image above demonstrates that COVID-19 positive cases were significantly higher in certain 

occupation types. Food manufacturing, service industry and transportation comprise the top three 

occupations to be over-represented by COVID-19 cases (3).  

 

What this Manitoban study also highlighted was that the BIPOC community were over-

represented in occupations with a higher infection rate; at a much greater percentage than that of 

the white population, seen in the graph below: 

 
Figure 3. Image used from “COVID-19 infections in Manitoba: Race, ethnicity, and Indigeneity” (3) 

 

 

The BIPOC community held employment at sights more likely to be associated with positive 

COVID-19 infection. This demonstrates that occupation type is a non-medical factor which 

contributed to the disproportionate outcomes seen for this community during the pandemic. 

 

2) a. Socioeconomic Status (SES) 

COVID-19 patients who occupied the lower SES group, lived in under resourced 

neighbourhoods and were a part of the poverty line occupied a greater proportion of the negative 

outcomes seen in the overall population (5). In an American cross-sectional study, which included 

2595 consecutive adults who were tested for COVID-19 from March 12 to March 31, 2020, at 
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Froedtert Health and Medical College of Wisconsin, demonstrated both Black race (OR, 1.85; 95% 

CI, 1.00-3.67; P = .04) and poverty (OR, 3.84; 95% CI, 1.20-12.30; P = .02) were significantly 

associated with increased likelihood of hospitalization among the 369 individuals with COVID-

19. Among those admitted, poverty, was significantly associated with ICU admission. Poverty 

held a greater than 3-fold odds of ICU admission (5).  

b. Neighbourhood 

COVID-19 infections were higher in health regions with greater numbers of racialized and 

low-income residents. The peak of the second wave there were 26,528 more infections in 

neighbourhoods with the highest share of racialized residents relative to neighbourhoods with the 

lowest share of BIPOC individuals in Toronto. (6) 

Total mortality during the COVID-19 pandemic varied depending on which community 

and SES one was from. The BIPOC population represented a higher portion of total mortality 

compared to the white population. Total mortality in 2020 outside long-term care facilities 

increased 17% from the reference years of 2017–19 in Minnesota, with much of the increase 

directly attributable to the COVID-19 pandemic. This increase was 14% for the white population 

and 41% for BIPOC population (4) 

 

 
Figure 4. Image taken from COVID-19 Mortality at The Neighborhood Level: Racial and Ethnic Inequalities Deepened In Minnesota (4) 
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Graph above demonstrates the trend where there is a substantially higher mortality rate seen for 

BIPOC individuals living in the Metro region, considered one of the greater disadvantaged 

neighbourhoods in Minnesota, than for all other race-region combinations. This study 

demonstrated that the excess mortality rate during the pandemic, standardized for age and sex, was 

639 deaths per 100,000 people for BIPOC individuals in the most disadvantaged neighborhoods 

compared with 229 per 100,000 people in the most advantaged neighborhoods. This is compared 

to the white population where the numbers were significantly lower at 437 and 152 respectively, 

per 100,000 for the same comparisons (4).  

 

3) Lack of BIPOC education in health care practices:  

The last non-medical factor which was associated with the disproportionate outcomes see 

during the COVID-19 pandemic for the BIPOC community was racism in health care practices. 

The pandemic demonstrated is there is a continued gap in education on how to effectively treat 

members a part of the BIPOC community. Specifically, racism was seen in monitoring symptoms, 

inadequate use of equipment modalities used to track progression of illness, and a lack of proper 

training to allow for optimal care for BIPOC individuals (9).  

The COVID-19 virus held its drastic effects on the respiratory system. Specifically, one of 

the most common presentations to the emergency room for COVID-19 patients was shortness of 

breath, with an associated oxygen desaturation. The measurement of oxygen levels in the patient 

allows the health care team to track the patient’s progression and associated poor prognostic 

outcomes. In a study done by the society of anesthesia and analgesia, demonstrated that dark skin 

decreases the accuracy of pulse oximeters at lower oxygen saturation. A Multivariate analysis 

indicated that Sao2 level, sensor type, skin color, and gender were predictive of errors in Spo2 

estimates at low Sao2 levels (7). The data suggests a clinically important bias which should be 
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considered when monitoring patients with saturations below 80%, especially those with darkly 

pigmented skin.   

Looking at data representing members containing the darkest pigmentation compared to 

the rest of the population, we see the following: ACB (African, Caribbean, black) people comprise 

only 9% of the city of Toronto’s overall population yet they make up 21% of reported COVID-19 

cases (8). Hospitalization and ICU rates are four times higher and mortality rates are doubled. In 

Michigan, 33% of individuals who tested positive and 50% of those who died were African 

Americans although this group accounts for only 15% of the population (13).  

While the scientific literature on COVID-19 manifestations continue to grow, there is a 

notable lack of clinical images on people of colour in medical publications. According to a 

systematic review of English-language articles published between 31 December 2019 and 3 May 

2020, the authors found there were no clinical images representing Fitzpatrick type V or VI skin 

in the published articles, this skin type represents the darker skin tones, largely associated with the 

BIPOC community (9).  

 

Discussion: 

The results demonstrate that the COVID-19 pandemic has had a disproportionate effect on 

black, indigenous, people of colour in Canada, along with various other countries around the 

world. The data demonstrated that BIPOC individuals were infected by COVID-19 at a higher 

proportion compared to their population size, as well as having greater negative outcomes when 

infected, such as hospital admission and death. The negative outcomes seen during the pandemic 

were not by chance but rather influenced by the non-medical factors which continue to shape health 

outcomes.  



Singh, Simran  14 
 

The non-medical factors which held a greater influence during this pandemic were factors 

such as employment, living in disadvantaged neighbourhoods, socioeconomic status, and the 

systemic racism in health care practices. The listed factors have been present for hundreds of years, 

shaping health for the BIPOC community, but unfortunately the measures put in place during the 

pandemic were not sufficient to prevent them in further creating health inequity for millions during 

the pandemic. BIPOC individuals were more likely to be employed in occupations which had a 

higher association of COVID-19 transmission, such as manufacturing, service industry and transit. 

They were less likely to get paid sick time off, work in hazardous conditions, and be equipped with 

sub-optimal PPE (10). BIPOC individuals were more likely to live in disadvantaged 

neighbourhoods and fall into a lower socioeconomic class, resulting in poorer outcomes during the 

pandemic; having 3-fold increase of being admitted to the ICU compared to higher SES white 

individuals (4). The final factor was that of racism in health care settings. This included a lack of 

proper training and continued miseducation on proper treatment of BIPOC communities in 

hospital. Such as, the errors associated with pulse oximeters and the failure to educate on the proper 

dermatological manifestations of the COVID-19 virus on darker skin tones. As highlighted in the 

results section, this led to worse outcomes when in hospital such as ICU admission and death. The 

factors being mentioned are not mutually exclusive. BIPOC individuals are born into society with 

a disadvantaged start. 

The outcomes being presented are the product of many years of systemic racism and its 

manifestations in the western society. Canada’s colonizers created a society where the white 

population, and socioeconomically advantaged, would have the most optimal outcome, including 

their career choices, education and ultimately their health. The influence of Eurocentric views and 

its manifestations of systemic racism in Canada’s health care system could have its own entirety 
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of a paper. This leads to the discussion on what could have/should be done during the COVID-19 

pandemic, using the non-medical factors presented, to reduce the effects the social determinants 

of health continue to have on the BIPOC community.  

1) Type of employment 

The type of occupation held by the BIPOC community put them at greater risk of acquiring 

the infection. Unfortunately, jobs as such did not prioritize their employee’s safety, leading to 

unsafe work environments (3). We saw massive outbreaks at sites such as manufacturing, transit, 

and the service industry during the pandemic. Strategies such as proper PPE, paid sick leave, social 

distancing in the workspace, proper education on how to reduce transmission at work, and greater 

health coverage for employees, were all things discussed by governing parties during the 

pandemic, however they were not applied (10). Therefore, this perpetuated unsafe measures to 

persist, putting the vulnerable communities working for the sites at greater risk and harm during 

this pandemic. 

2) BIPOC living in a disadvantage neighbourhood & Lower SES 

The environment that one lives in greatly affected their outcome during the pandemic. Those 

who lived in disadvantaged communities of lower SES were more likely to be infected with, 

hospitalized, and die from the COVID-19 infection. This non-medical factor predisposed 

individuals to many poor outcomes during the pandemic. Members in this community are known 

to have greater co-morbidities, less access to proper health care settings (such as having a primary 

care practitioner, walk-in centres, hospitals), reduced living space/overcrowded settings, and 

reduced education on proper health measures (13). These communities needed more funding, 

education, and proper resources to prevent the infection from creating such a large gap in 

outcomes. The government’s health measures should have had strategic planning, including 
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targeting centres such as main street project, Silom mission, and other central city centres, to 

address the above issues. Instead, the communities were left with empty promises leading to the 

poor outcomes seen during the pandemic.  

3) Systemic racism in health care settings 

The outcomes seen during the pandemic for the BIPOC community may have been reduced if 

the proper education/training was accomplished prior to and during the COVID-19 pandemic on 

the vulnerable communities. There is a noticeable lag in the educational training of medical 

professionals when it comes to the education on darker skin tones and culturally sensitive training 

for the BIPOC community. What was seen during the pandemic was a prime example of how there 

continues to be ignorance in the health care community when it comes to treating BIPOC 

individuals optimally. There needs to be a larger initiative to have a diverse curriculum covering 

BIPOC individuals specifically, so outcomes seen as the ones during the pandemic can be avoided 

in the future. This includes proper education at the trainee level, such as during the didactic year 

of the Master of Physician Assistant Studies program at the University of Manitoba. There was a 

lack of images of darker skin tones in courses such as dermatology, patient assessment and 

physiology.  Continued education is needed during the workforce, including training of the proper 

signs and symptoms of COVID-19 seen in the BIPOC community and proper monitoring of 

progression of illness. Without the proper training health inequity persists, and racisms ensues with 

withholding optimal treatment to people a part of this vulnerable population.  

 

When looking at the results and highlighting the factors which persisted during the 

pandemic, it is clear that there was a lack in preventative measures in place by public health. In 

Canada and as noted prior, countries such as the United States and the UK, were not sufficient in 
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preventing the social determinants of health from creating further health inequity, which led to the 

disproportionate outcomes seen during the COVID-19 pandemic. This information provides a look 

into key factors that need to be altered for health equity to be met for the BIPOC community. The 

European Journal of health discussed an important starting part, which is by increasing the 

knowledge and to raise awareness in health inequity is through studying the underlying 

mechanisms that allow for health inequalities to persist (10). Studying which non-medical factors 

emphasized the disproportionate outcomes seen during the COVID-19 pandemic is a method 

which can further drive change in the ongoing struggles the BIPOC communities continue to have. 

In the paper published by The Lancet, which discussed the Canadian perspective on 

recommendation for actions on the social determinants of health, highlighted various strategies 

noting the “reduction of health disparities requires collaboration between researchers, 

communities, policy makers, and practitioners, and requires a life-course perspective” (11).  

A range of efforts is needed to counteract the disproportionate outcomes seen during the 

pandemic on the BIPOC community. An important starting point is increasing knowledge and 

awareness of the underlying mechanisms; studies such as the one presented in this paper, are 

needed to understand how the pandemic strikes and by which pathways it impacts certain 

population groups more adversely. As many of the potential risk factors, employment, 

disadvantaged neighbourhoods, SES, and racism in health care practices, tend to cluster in the 

same individuals and areas, it is important to distinguish the specific impact of each in order to 

inform preventive interventions and policies. 
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Prospective studies: 

The pandemic has highlighted that measures that have been put in place by government 

and health officials have not been sufficient at protecting this vulnerable population. Governments, 

such as the Manitoba government, should and needed to take early actions to mitigate the various 

negative effects of COVID-19 and protect vulnerable groups, especially considering policies that 

alleviate some of the risks associated with worse outcomes seen with the BIPOC population. 

Increased collaboration is needed across multiple levels and stakeholders, including between 

health and social work, between different administrative levels, and between public and non-

governmental organizations. Specific preventive and mitigating measures should be strengthened 

where the need is greatest and may be focused on areas with socioeconomic conditions that are 

conducive to high rates of infection and severe disease. Local interventions should be informed by 

and designed in collaboration with the community to allow appropriate measures to be taken that 

resonate with the needs of the communities. This includes things such as collaboration with local 

community leaders, such as Indigenous chiefs, local shelters, outreach centres such as main street 

project and the north end women’s centre. In addition, these measures should be evaluated for their 

effectiveness (4). Greater funding is needed for education, research, and training on BIPOC 

individuals, including education in the medical curriculum, employment training and continuing 

certification examinations. Finally, the inequality in COVID-19 that quickly arose in the wake of 

the pandemic indicates the need for disaster preparedness. There need to be plans to specifically 

address vulnerable communities to ensure a rapid and coordinated response to protect these groups 

at an early phase in future crises. 
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Limitations: 

The focus of this paper used data collected from a restricted time, as it was mentioned the 

pandemic is ongoing, therefore data represented in this paper continues to change. Papers were 

generalized to the Canadian population based on evidence provided globally, including papers 

from other global health centres, as there was a limited selection from Canadian based research 

papers.  

Conclusion:  

In summary, the COVID-19 pandemic has had a disproportionate impact on black, 

Indigenous, people of colour communities in Canada and other global centres. Outcomes seen 

included greater infection rates, hospitalization, and death. This occurred due to the ongoing social 

determinants of health and the failed measures put into place to protect the vulnerable 

communities. This included poor employment, neighbourhood disadvantage, socioeconomic 

status, and systemic racism in health care practices. This literature review, along with the other 

research describing the outcomes seen during the pandemic, highlight the much-needed change 

our leading officials and health care professionals must take to create a society that is safe for all 

and that is continually working towards health equity.  
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