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COVID-19, Racism, and Racial Disparities in Kidney
Disease: Galvanizing the Kidney Community Response
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And I’ve been tired so long, now I am sick
and tired of being sick and tired. And we
want a change. We want a change in this
society in America. —Civil rights leader
Mrs. Fannie Lou Hamer

Racial disparities in health and racism
in the lived experiences of Black Americans
have come into sharp focus in the context
of the ongoing coronavirus disease 2019
(COVID-19) pandemic and increased
awareness of brutal attacks on Black
persons. Black Americans continue to
experience higher rates of COVID-19
transmission, morbidity, and mortality
than their representation in the United
States population.1 At the same time,
recent acts of violence targeting Black
individuals have heightened awareness
of the persistence of interpersonal and
structural racism in the United States
and its devastating consequences. As a
kidney community, we have an opportunity to mitigate racial disparities through
deliberative actions to support the patients and professionals most likely to
be affected.
ENDURING RELEVANCE OF THE
“WEATHERING” HYPOTHESIS

In 1992, Dr. Arline Geronimus 1 proposed the “weathering” hypothesis,
which posits that Black individuals experience early health deterioration as a
consequence of the cumulative effect of
repeated experience with social or
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economic adversity and political marginalization.2 The COVID-19 pandemic
and related mitigation efforts have
handed Black Americans yet another
adverse experience to “weather.” Collectively, they represent 12.9% of the population but have suffered 25.1% of
deaths among all American deaths where
race and ethnicity are known.3 On the basis
of estimates as of May 27, 2020, if Black
Americans had died of COVID-19 at the
same rate as White Americans, about
13,000 Black Americans would still be
alive.3
Black Americans and other descendants
of the African Diaspora are overrepresented in low-wage and publicfacing jobs that have recently, and quite
ironically, been dubbed “essential” but
raise the risk of exposure to COVID-19.
Moreover, many Black individuals live in
crowded, poor-quality, and multigenerational housing that limits ability to socially
distance. They also may face barriers to
COVID-19 testing, fragmented access to
primary and specialty care, and disruptions
in social services and safety net programs
due to social distancing measures as well as
increased vulnerability to the economic
consequences of the pandemic.
Social disadvantage has contributed
to Black individuals’ greater burden of
multiple chronic conditions compared
with White persons, including kidney
disease.4 These same conditions have
proven to elevate observed risk of
COVID-19 morbidity and mortality. 1

A study of 5449 persons hospitalized
with COVID-19 in metropolitan New
York found that Black race was associated with 23% greater odds of AKI after
accounting for underlying health conditions, mechanical ventilation, and use of
vasoactive medications.5
Not everything that is faced can be changed.
But nothing can be changed until it is faced.
—Essayist, playwright, and novelist James
Baldwin

FACING THE ROLE OF RACISM IN
RACIAL DISPARITIES IN HEALTH

Structural racism refers to the mechanisms in which societies foster racial discrimination through systems of housing,
education, employment, earnings, beneﬁts, credit, media, health care, and
criminal justice that reinforce discriminatory beliefs, values, and distribution of
resources.6 For example, multiple cities
in the United States have a long legacy of
residential segregation, including the
practice of redlining—the drawing
of red lines around portions of a map
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(often those where racial, ethnic, or religious minorities dwell) to indicate areas in
which mortgage lenders were instructed
by the government to not make loans.
The effect of residential segregation on
kidney health outcomes has been well
documented. An analysis of United
States patients initiating hemodialysis
between 2000 and 2008 found that,
among Black Americans exclusively, residence in highly racially segregated areas
was associated with increased mortality.7
The effect of structural racism can also
be observed in the United States food
system. Greater availability of healthy
foods has been noted in predominantly
White and higher-income neighborhoods.8 This can pose signiﬁcant challenges for individuals with diet-sensitive
health conditions, such as diabetes, hypertension, and kidney disease. Environmental exposures, such as lead in
water systems or air pollutants, are also
geographically patterned in ways that
reinforce racial discrimination. Many of
these same exposures increase risk of
kidney disease.9

GALVANIZING THE KIDNEY
COMMUNITY RESPONSE TO
THESE CRISES

These systems of structural racism also
drive persistent racial disparities across
the continuum of kidney disease from its
risk factors to its treatments for ESKD.4

Many of these disparities will also likely
worsen following COVID-19 and recent
publicized killings of Black Americans
by police. In Figure 1, we outline some
potential consequences to patients stemming from these dual crises and ways
that our community might be responsive to their new and/or ampliﬁed needs.
Because of the disproportionate effect of
COVID-19 on Black individuals, many
are grieving the loss of family and/or
community members and have not
been able to fully access their support
systems (e.g., faith-based organizations)
due to social distancing measures. This
grief has been compounded recently by
bearing witness, through the media, to
the killings of unarmed Black persons—
an experience documented to have adverse effects on the mental health of
Black individuals in the general population.10 In our clinical visits, we should
acknowledge these dual crises, inquire
as to how our patients are coping, and
have on-hand resources to which we can
refer them for further support and counseling as needed.
The economic effect of COVID-19 is
profound. Unemployment rates have
soared, and many have lost their health
insurance coverage. Some people are
newly being forced to make trade-offs
between their basic needs and their
health needs (e.g., paying their rent versus
purchasing medications), and problems,
such as food insecurity, are expected to

rise and disproportionately affect Black
Americans as they did following the
Great Recession.11 We can support patients facing these challenges by assessing their current social needs and
strengthening our partnerships with social workers, community health workers, community-based organizations,
and others who can assist patients in
identifying needed services. We should
also bolster our advocacy efforts for
public policies that might buffer the
economic effects of COVID-19 and confront structural racism, such as those
aimed at streamlining Medicaid enrollment for newly eligible persons.12
Among the most concerning expected consequences of the recent crises is
heightened fear of institutions—including the United States health care system.
Because the very humanity of Black individuals has seemed to be in question
for some people with public authority,
we should anticipate that some patients
will avoid authority ﬁgures (e.g., health
care professionals) due to anticipated
poor treatment. This type of “chilling effect” has been noted among some undocumented immigrant communities
who have avoided seeking health care
out of fear of being deported.13 In the
case of kidney care, this may present as
urgent dialysis initiation due to delays in
seeing a nephrologist, declines in interest
in permanent vascular access placement,
and/or declines in completion of living

Figure 1. There are numerous potential consequences to patients with kidney disease stemming from the COVID-19 and racism crises. The
kidney community should respond to mitigate disparities. COVID-19 photo credit: Alissa Eckert and Dan Higgins (https://phil.cdc.gov/
Details.aspx?pid523311).
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donor and kidney transplant recipient
evaluations. This could lead to worsening of existing racial disparities. Overcoming these fears will require that we
examine our own implicit biases to ensure that we are providing equitable care
worthy of our patients’ trust. We should
also engage trusted community leaders
and organizations as partners in communicating the beneﬁts of timely and appropriate care, even during these tumultuous
times. This foundation of trust14 will become increasingly important as a vaccine
and effective treatments for COVID-19
are developed, which we will want to equitably provide to our patients.
In all of these efforts, we should be
mindful that many of our Black colleagues are also experiencing similar
grief and other direct and indirect consequences as are our patients during
these dual crises. It is important that
they be provided emotional as well as
instrumental support to mitigate negative effects on their personal and professional lives, as well as bolstered kidney
community support to advance health
equity.
The COVID-19 pandemic and recent
high-proﬁle acts of racism have unleashed new adversity for Black individuals to “weather.” Our actions as a kidney
community can inﬂuence the effect that
these crises have on racial disparities and
prepare us to better address challenges
to come.
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Kidney injury is a known and relatively
common sequalae of end stage heart failure,1 and ESKD can occur or be potentiated in the setting of heart transplant.2
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Dialysis after heart transplant adds to
complexity of care, cost, and morbidity.3,4 Simultaneous heart kidney transplant (SHK) can mitigate the effects of
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