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ABSTRACT
Introduction Early reports highlighted racial/ethnic
disparities in the severity of COVID-19 seen across the
USA; the extent to which these disparities have persisted
over time remains unclear. Our research objective was to
understand temporal trends in racial/ethnic variation in
severity of COVID-19 illness presenting over time.
Methods We conducted a retrospective cohort analysis
using longitudinal data from Cedars-Sinai Medical
Center, a high-volume health system in Southern
California. We studied patients admitted to the hospital
with COVID-19 illness from 4 March 2020 through 5
December 2020. Our primary outcome was COVID-19
severity of illness among hospitalised patients, assessed
by racial/ethnic group status. We defined overall illness
severity as an ordinal outcome: hospitalisation but no
intensive care unit (ICU) admission; admission to the ICU
but no intubation; and intubation or death.
Results A total of 1584 patients with COVID-19 with
available demographic and clinical data were included.
Hispanic/Latinx compared with non-Hispanic white
patients had higher odds of experiencing more severe
illness among hospitalised patients (OR 2.28, 95% CI
1.62 to 3.22) and this disparity persisted over time.
During the initial 2 months of the pandemic, non-
Hispanic blacks were more likely to suffer severe illness
than non-Hispanic whites (OR 2.02, 95% CI 1.07 to
3.78); this disparity improved by May, only to return later
in the pandemic.
Conclusion In our patient sample, the severity of
observed COVID-19 illness declined steadily over time,
but these clinical improvements were not seen evenly
across racial/ethnic groups; greater illness severity
continues to be experienced among Hispanic/Latinx
patients.

INTRODUCTION
The emergence and rapid spread of the novel
SARS-CoV-2 have exposed and exacerbated
racial and ethnic health disparities across
the country.1–5 Prior analyses of disparities in
COVID-19 illness have not fully accounted
for variations in underlying comorbidities
or assessed the extent to which severity of
COVID-19 clinical presentations is evolving
over the course of the pandemic.6–11 There
is strong reason to suspect that severity of

What this paper adds
►► The COVID-19 pandemic has disproportionately af-

fected minority communities. Datafrom early in the
pandemic demonstrated worse outcomes, particularly amongAfrican Americans.
►► COVID-19 severity of illness among non-
Hispanic
blacks initially improved, however, but is showing
signs of returning.
►► Severity of COVID-19 illness among the Hispanic/
Latinx population remained higher than non-
Hispanic whites during most of the pandemic and
shows signs of worsening.
►► COVID-19 severity of illness among minority populations has changed during the course of the pandemic, but has been persistently worse among Hispanic/
Latinx patients. Growingdisparities in severity of
illness may reflect decreased ability of the minority population to limit exposure to the virus, aswell
as obtaining less benefit from novel treatments for
COVID-19.

illness is not only changing over time but
also varying by race and ethnicity—at least
partly due to the dynamic interplay between
public health efforts to limit disease spread,
improvements in medical therapies, and
racial/ethnic clustering of socioeconomic
factors such as essential employment status,
neighbourhood infrastructure and trust in
the medical system.12 To better understand
racial/ethnic variation in how COVID-19
illness severity is changing over time, while
accounting for the effects of pre-
existing
conditions and socioeconomic factors, we
conducted multivariable-adjusted temporal
trends analyses using longitudinal data
collected from our healthcare system,
which serves as a primary high-volume clinical centre for treating COVID-19 illness
affecting the diverse urban population of
the greater Los Angeles County.
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Data collection
We curated demographic, clinical and outcomes data
from the electronic health record (EHR) and confirmed
all key variables with manual adjudication. We defined
race and ethnicity membership as follows: Hispanic/
Latinx ethnicity (all races), non-Hispanic black (NHB),
Asian/Pacific Islander, non-Hispanic white (NHW) and
other (including individuals with multiple races listed).
We used data from the American Community Survey 2019
to calculate neighbourhood socioeconomic status (SES)
for each patient census tract based on the Agency for
Healthcare Research and Quality (AHRQ) SES index,13
which includes measures of unemployment, household
income, property value, poverty level and educational
attainment. We mapped patients to a census tract using
their primary address listed in the EHR.
To capture relative comorbid status at the time of
presentation to medical care, the Elixhauser Comorbidity
Index (ECI) score, using van Walraven weighting,14 was
calculated for all patients based on the International
Classification of Diseases-10 codes present prior to or at
the time of initial presentation for COVID-19. Hospitalisation characteristics including length of stay, admission
to an intensive care unit (ICU), intubation and in-hospital death were ascertained from time stamps recorded
for admission, unit transfers and discharge. Interventions
such as intubation were identified through time-stamped
orders in the EHR and verified by manual chart review.
Clinical outcomes
Our primary objective was to evaluate temporal trends of
COVID-19 severity of illness among hospitalised patients
by race and ethnicity. Hospitalised patients, rather than
all patients diagnosed with COVID-19, were selected
given the known variation in rates of presentation to care
over time, particularly in relation to periodically imposed
Ebinger JE, et al. bmjnph 2021;4:e000253. doi:10.1136/bmjnph-2021-000253

lockdowns that may have influenced patterns of detection
and diagnosis of the milder forms of COVID-19 illness.
We defined severity of illness as an ordinal variable, based
on a modified core outcome measure scale15: 0=required
hospitalisation but no ICU or intubation (least severe);
1=required hospitalisation and ICU but no intubation;
and 2=required hospitalisation, ICU, and intubation or
death (most severe).
Statistical analysis
We summarised demographic and clinical characteristics using mean and SD for continuous variables and
counts with percentages for categorical variables. We
used χ2 test and one-way analysis of variance to compare
demographic and clinical characteristics, by racial/
ethnic subgroups, within four discrete time periods.
Time periods were calculated based on quartiles of the
cumulative distribution of daily COVID-19 admissions (in
our sample) to account for variations in incidence over
the course of the pandemic: period 1, from 4 March to
7 May; period 2, from 8 May to 14 July; period 3, from
15 July to 20 October; and period 4, from 21 October to
5 December. We conducted multivariate ordinal logistic
regression to examine the association between race/
ethnicity and severity of illness adjusting for age, sex, ECI
and SES index both overall and for each distinct time
period. We fit models using restricted cubic splines with
seven knots to account for dynamic non-linear temporal
trends in illness severity observed over the course of the
study period for all patients as well as among hospitalised
patients. Racial/ethnic differences in temporal trends
in illness severity were evaluated using likelihood ratio
tests between models with and without interaction terms
between race/ethnicity and the cubic spline variable
representing time. To further evaluate severity of illness
at different time points throughout the study period, we
also fit models stratified by time period. Racial/ethnic
differences in illness severity across the four discrete time
periods were evaluated using joint hypothesis testing. All
analyses were conducted using R V.3.4.1 (R Foundation
for Statistical Computing, Vienna, Austria) and p values
<0.05 were considered significant.
Patient and public involvement
Patients and the public were not involved in the development of this study.

RESULTS
Cohort characteristics
We identified a total of 1636 COVID-19-positive patients
admitted to the hospital, of whom 51 (3.1%) did not have
documented race or ethnicity and 1 did not have a documented date of birth and were thus excluded from analyses. For the final sample, including 1584 patients, the
mean age was 61.6±19.8 years, 874 (55.2%) were men, the
median household income was estimated at $36 118 (IQR
$23 359–$54 207), and the mean SES index was 56.6±6.8
167
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METHODS
Study population
In this retrospective cohort study, we identified all patients
admitted to the hospital with confirmed SARS-
CoV-2
infection in our large multisite health system based in
Los Angeles, California (Cedars-
Sinai Medical Center,
CSMC), from 4 March through 5 December 2020. As the
largest non-profit hospital in western USA, CSMC serves a
catchment area of >1.8 million people, with over a quarter
million inpatient hospital days for admitted patients, >90
000 emergency department visits and nearly 800 000
outpatient appointments each year. All laboratory testing
for SARS-CoV-2 were performed using reverse transcriptase PCR of extracted RNA from nasopharyngeal swabs
at the Los Angeles Department of Public Health from
4 March to 21 March 2020 and thereafter at the CSMC
Department of Pathology and Laboratory Medicine. A
limited number of patients (1.0%) received SARS-CoV-2
testing at an outside facility, and documentation of a positive test result was reviewed by medical staff and considered comparable for accuracy.

Ebinger JE, et al. bmjnph 2021;4:e000253. doi:10.1136/bmjnph-2021-000253

5.7 (3.9)

Daily cases

87 (5.5)
36 118
(23 359–54 207)
56.58 (6.83)

 Other

Median household income of census tract, median (IQR)†

SES index‡

77 (19.4)

101 (25.4)

72 (18.0)

81 (20.2)

101 (25.2)

155 (38.8)

63 (15.8)

8.86 (11.76)

55.32 (6.60)

29 513
(22 035–50 119)

13 (3.2)

146 (36.5)

60 (15.0)

164 (41.0)

17 (4.2)

213 (53.2)

58.94 (20.39)

5.9 (2.7)

Time period 2
(n=400)

64 (16.3)

84 (21.4)

111 (28.2)

184 (46.8)

78 (19.8)

10.03 (11.92)

56.01 (6.63)

31 357
(22 459–51 149)

23 (5.9)

147 (37.4)

76 (19.3)

128 (32.6)

19 (4.8)

212 (53.9)

58.79 (20.22)

4.0 (2.5)

Time period 3
(n=393)

83 (21.1)

122 (31.0)

130 (33.0)

199 (50.5)

94 (23.9)

11.91 (13.69)

56.94 (6.85)

38 345
(24 426–55 335)

31 (7.9)

163 (41.4)

55 (14.0)

119 (30.2)

26 (6.6)

235 (59.6)

61.72 (18.55)

8.6 (6.0)

Time period 4
(n=394)

0.36

0.002

0.095

0.001

0.031

0.003

<0.001

<0.001

<0.001

0.233

<0.001

<0.001

P value

*Time periods defined based on quartiles of cumulative cases. Time period 1 ranges from 4 March to 7 May; period 2 from 8 May to 14 July; period 3 from 15 July to 20 October; and
period 4 from 21 October to 5 December.
†Median household income was obtained from the American Community Survey 2013–2018. Data were missing for 16% of the sample due to missing data on patient census tract. For
these patients, income was imputed as the median value. P value for median household income was obtained via Kruskal-Wallis test.
‡SES index calculated according to AHRQ methodology, standardised to Los Angeles County.
§Elixhauser comorbidity score calculated using the van Walraven method.
AHRQ, Agency for Healthcare Research and Quality; COPD, chronic obstructive pulmonary disease; SES, socioeconomic status.

296 (18.7)

Prior COPD or asthma, n (%)

122 (30.7)

464 (29.3)
388 (24.5)

Diabetes mellitus, n (%)

746 (47.1)

Hypertension, n (%)

Prior myocardial infarction or heart failure, n (%)

208 (52.4)

307 (19.4)

Obesity, n (%)

72 (18.1)

10.50 (12.52)

11.22 (12.45)

58.04 (6.98)

42 447
(24 803–58 764)

20 (5.0)

195 (49.1)

Elixhauser comorbidity score§, mean (SD)

Clinical characteristics

651 (41.1)

 Non-Hispanic white

71 (17.9)

80 (20.2)

491 (31.0)
262 (16.5)

 Hispanic/Latinx

31 (7.8)

 Non-Hispanic black

 Asian

214 (53.9)

66.87 (19.09)

6.1 (3.5)

Time period 1
(n=397)

93 (5.9)

874 (55.2)

Male sex, n (%)

Race/ethnicity, n (%)

61.58 (19.83)

Age, years, mean (SD)

Demographic characteristics

Overall
(N=1584)

Demographic and clinical characteristics of patients with COVID-19 by time period*
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5.7 (3.9)

Daily cases

874 (55.2)
36 118
(23 359–54 207)
56.58 (6.83)

Male sex, n (%)

Median household income of census tract, median (IQR)*

SES index†

307 (19.4)
746 (47.1)
464 (29.3)
388 (24.5)
296 (18.7)

Obesity, n (%)

Hypertension, n (%)

Diabetes mellitus, n (%)

Prior myocardial infarction or heart failure, n (%)

Prior COPD or asthma, n (%)

156 (24.0)

187 (28.7)

169 (26.0)

329 (50.5)

123 (18.9)

11.82 (13.09)

16 (17.2)

20 (21.5)

33 (35.5)

42 (45.2)

6 (6.5)

10.82 (12.61)

57.20 (5.91)

37 939
(23 618–52 368)

45 (48.4)

65.31 (21.83)

0.34 (0.58)

53 (10.8)

89 (18.1)

159 (32.4)

179 (36.5)

98 (20.0)

8.36 (11.66)

51.95 (5.17)

23 607
(20 805–29 764)

258 (52.5)

54.03 (17.33)

1.77 (1.66)

Hispanic/Latinx
(n=491)

59 (22.5)

76 (29.0)

82 (31.3)

157 (59.9)

65 (24.8)

12.05 (12.41)

54.36 (5.36)

28 877
(22 373–44 211)

145 (55.3)

62.27 (19.49)

0.95 (1.07)

Non-Hispanic black
(n=262)

12 (13.8)

16 (18.4)

21 (24.1)

39 (44.8)

15 (17.2)

7.67 (11.02)

57.97 (6.25)

40 323
(26 734–58 295)

54 (62.1)

61.70 (18.68)

0.31 (0.57)

Other
(n=87)

<0.001

<0.001

0.059

<0.001

0.004

<0.001

<0.001

<0.001

0.215

<0.001

<0.001

P value

*Median household income was obtained from the American Community Survey 2013–2018. Data were missing for 16% of the sample due to missing data on patient census tract. For these patients,
income was imputed as the median value. P value for median household income obtained via Kruskal-Wallis test.
†SES index calculated according to AHRQ methodology, standardised to Los Angeles County.
‡Elixhauser comorbidity score calculated using the van Walraven method.
AHRQ, Agency for Healthcare Research and Quality; COPD, chronic obstructive pulmonary disease; SES, socioeconomic status.

10.50 (12.52)

Elixhauser comorbidity score‡, mean (SD)

60.69 (6.04)

53 112
(40 242–61 525)

372 (57.1)

66.45 (19.91)

2.35 (2.04)

Non-Hispanic white Asian
(n=651)
(n=93)
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Clinical characteristics

61.58 (19.83)

Age, years, mean (SD)

Demographic characteristics

Overall
(N=1584)

Demographic and clinical characteristics of patients with COVID-19 by race/ethnicity

Characteristics

Table 2
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Cumulative COVID-19 cases over time by race/ethnicity.

(table 1). Hypertension was the most common comorbidity (47.1%), followed by diabetes mellitus (29.3%)
and prior myocardial infarction or heart failure (24.5%).
A total of 651 (41.1%) identified as NHW, 262 (16.5%)
as NHB, 491 (31.0%) as Hispanic/Latinx, 93 (5.9%) as
Asian and 87 (5.5%) as other race/ethnicity. Compared
with NHWs, Hispanic/Latinx and NHB patients tended
to be younger, have lower estimated median income and
higher rates of diabetes mellitus; NHBs also tended to
have higher frequency of hypertension, while hypertension was less common among Hispanic/Latinx patients
(table 2).
During the study period, 201 (12.7%) patients required
ICU admission without need for intubation and 156
(9.8%) required intubation or suffered in-hospital death.
The frequency of clinical outcomes, by level of illness
severity, is shown by racial/ethnic group in online supplemental table 1. Among patients admitted to the hospital
for whom vital sign data from the emergency department
were available (n=1551), we examined the first-encounter
vital signs. The distribution of first-encounter vital signs
overall and by racial/ethnic group is shown in online
supplemental table 2. We observed statistically significant differences across racial/ethnic groups in certain

Figure 2 Predicted probability of severe COVID-19 illness
over time, among hospitalised patients. ICU, intensive care
unit.

170

first-
encounter vital signs, although for very narrow
average ranges of difference: oxygen saturation (difference range <1%), heart rate (<5 beats per minute) and
systolic blood pressure (<6 mm Hg).
Crude temporal variations
The average daily rate of new COVID-19 admissions was
5.7±3.9 cases per day over the study period, with variations
seen over time (figure 1). We observed COVID-19 admission rates peaked in periods 1 and 4 (6.1±3.5 and 8.6±6.0
cases per day, respectively) and nadir in periods 2 and 3
(5.9±2.7 and 4.0±2.5 cases per day, respectively) (table 1).
The average patient age was highest at the beginning of
the pandemic in period 1 (66.9±19.1), lowest in period 3
(58.8±20.2) and increased again in period 4 (61.7±18.6).
Overall comorbidity status, as measured by the ECI, was
highest in periods 1 and 4 (11.2±12.5 and 11.9±13.7,
respectively) and lowest in period 2 (8.9±11.8). Similar
trends were observed among NHWs in analyses stratified
by race/ethnicity (online supplemental table 3). NHBs
did not demonstrate similar reductions in ECI during
period 2 and ECI was relatively lower for Hispanic/Latinx
patients throughout the study period. Rates of intubation and death steadily decreased over time, while ICU
utilisation initially declined from periods 1 to 3 before
increasing again during period 4 (table 2). Similar trends
were appreciated when outcomes were stratified by race/
ethnicity.
Multivariable-adjusted temporal variations by race and
ethnicity
In multivariable analysis, we observed that the risk of developing more severe illness steadily decreased over time
(figure 2). When stratified by race/ethnicity, Hispanic/
Latinx patients were more likely to experience severe
illness compared with NHWs (OR 2.28, 95% CI 1.62 to
3.22). This finding was consistent across time periods,
except for time period 3, although a non-significant trend
towards more severe disease for Hispanic/Latinx populations was still observed. Similar to analyses of overall
Ebinger JE, et al. bmjnph 2021;4:e000253. doi:10.1136/bmjnph-2021-000253
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Overall
OR (95% CI)

Time period 1
OR (95% CI)

Time period 2
OR (95% CI)

Time period 3
OR (95% CI)

Time period 4
OR (95% CI)

Ref

Ref

Ref

Ref

P value

Race/ethnicity‡
 Non-Hispanic white Ref
 Hispanic/Latinx

2.28 (1.62 to 3.22) 2.67 (1.34 to 5.34) 2.40 (1.25 to 4.69) 1.80 (0.86 to 3.87) 3.87 (1.75 to 8.86) 0.105

 Non-Hispanic black 1.46 (1.00 to 2.13)

2.02 (1.07 to 3.78) 1.22 (0.54 to 2.67) 0.58 (0.21 to 1.48) 2.66 (1.08 to 6.48) 0.530

 Asian or other

0.98 (0.47 to 1.98) 3.35 (1.39 to 7.86) 0.28 (0.04 to 1.02) 1.55 (0.58 to 3.89)

1.11 (0.72 to 1.69)

0.022

Bold indicates a statistically significant vaue.
*Outcome of COVID-19 illness severity score in hospitalised patients was defined as an ordinal variable where 0=required admission
but never ICU-level care; 1=required ICU-level care but never intubation; 2=required intubation. Models adjusted for race/ethnicity, van
Walraven Elixhauser comorbidity score, age, census tract, SES index and sex.
†Time periods defined based on quartiles of cumulative cases. Time period 1 ranges from 4 March to 7 May; period 2 from 8 May to 14
July; period 3 from 15 July to 20 October; and period 4 from 21 October to 5 December. P value represents joint test for difference in OR
across time periods for each race/ethnicity category.
‡Asian and other race collapsed due to small sample size among hospitalised patients.
ICU, intensive care unit; Ref, reference; SES, socioeconomic status.

illness severity, NHB patients were more likely to experience more severe illness than NHWs in periods 1 and 4
(2.02, 1.07 to 3.78; and 2.66, 1.08 to 6.48, respectively),
without significant differences appreciated during the
remainder of the study period (table 3, online supplemental figure 1).
DISCUSSION
In our high-
volume academic medical centre, serving
a diverse urban population that has been substantially
affected by the pandemic, we found that COVID-19
illness severity steadily decreased over time. However, the
temporal improvement in severity of COVID-19 illness
among our patients was not seen evenly across racial/
ethnic groups. Importantly, among patients hospitalised
for COVID-19, Hispanic/Latinx patients were consistently
at the highest risk for the most severe forms of COVID-19
illness compared with NHWs, and this disparity not only
persisted throughout the course of the pandemic but may
be worsening with time. Further, improvements in disparate outcomes for NHBs seen earlier in the pandemic
appear to be re-emerging.
Our findings extend from prior reports of minority
populations experiencing greater severity of illness and
poorer outcomes due to COVID-19. As early as March
2020, emerging studies indicated that NHBs were being
hospitalised at 33% higher rates than expected across
the USA.16 Data collected from subsequent single-site17–21
and regional studies nationally22 23 and globally24 25 also
confirmed disproportionately worse COVID-19 outcomes
being experienced by racial/ethnic minority populations.
Our findings confirm that racial/ethnic disparities in
COVID-19 outcomes not only exist across a large metropolitan population in Southern California, but that these
disparities are persisting over time—even after accounting
for variations in underlying pre-
existing comorbidities
that are known to influence illness susceptibility. In fact,
Hispanic/Latinx patients in our sample have greater risk
Ebinger JE, et al. bmjnph 2021;4:e000253. doi:10.1136/bmjnph-2021-000253

for more severe forms of COVID-19 illness even while
consistently being younger and with fewer comorbid
conditions compared with NHWs. Importantly, our data
highlight an elevated risk of severe COVID-19 illness in
Hispanic/Latinx patients has not only been constant
over time but appears to be increasing. For most of the
study period, hospitalised Hispanic/Latinx patients were
more than twice as likely to require ICU admission, be
intubated or die than NHW patients; now, by the end of
the study period, Hispanic/Latinx are nearly four times
as likely to suffer severe COVID-19 illness. By contrast,
initially observed disparities for NHBs disappeared within
2–3 months into the pandemic, but are now re-emerging,
with NHBs 2.7 times as likely to suffer severe COVID-19
illness during the most recent time period in our study.
There are several potential explanations for our findings. The overall decline in COVID-19 illness severity, with
a reported mortality rate as high as 16.6% in January–
April and declining to 9.3% by May–June,26 has been associated with broadening demographics of the populations
at risk, in addition to rapidly advancing therapeutics such
as remdesivir, baricitinib and monoclonal antibodies.27–29
As for other disease states, new therapeutics are often not
available to all segments of society simultaneously and thus
can exacerbate disparities in healthcare access, utilisation
and outcomes.30–32 Beyond variations in access to therapeutics, racial/ethnic disparities in clinical outcomes can
arise from the complex interplay between sociodemographic factors and intrinsic disease risk.33 For Hispanic/
Latinx compared with NHW patients in our sample, the
only characteristic that consistently differed was lower
SES index (driven in part by lower estimated median
household income). Factors related to lower SES may
have led to a greater delay in presentation with COVID-19
illness even though we did not observe clinically meaningful racial/ethnic differences in first-
encounter vital
signs. Unmeasured or otherwise undetected subclinical
risk factors may also be driving the persistent disparities
171
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the extent to which this Hispanic/Latinx and NHB
disparity represents biological differences in susceptibility to severe COVID-19 illness or variations in the social
determinants of health, or both.
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