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Abstract
This research draws upon several areas of current research relating to risk factors in public health services and their effect on 
minority populations in the U.S. Most minorities today are affected with at least one non-communicable disease and most often, 
their behaviors trigger health risks, coupled with the inequity that leads to lack of access to quality health. When considering 
risk factors, it is suggested that modifiable behaviors such as tobacco use, physical inactivity, unhealthy diet and the harmful use 
of alcohol, all increase the risk of non-communicable diseases (NCDs).  The research design relied on both secondary sources 
and qualitative data. Secondary data included publicly available data on social, economic and health status characteristics of 
minorities. Documentary data includes the articulating the interpretation, then the reflecting (also reflective) of the interpretation 
of the empirical material, and finally, the generating of theory as a multidimensional typology. After extensive analysis of the 
current research, the researchers concluded that the nation needs to be prepared for another global pandemic and start working on 
prevention measures that would work if used early and foster success in controlling the outcome. A rapid risk prevention strategy 
will help those disenfranchised (the unemployed and uninsured), create predictability, economic security and wellness.
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Introduction
This research draws upon several areas of current research 
relating to risk factors in public health services and their ef-
fect on minority populations in the U.S. The study of health-
care inequality and access to quality care among minority 
populations in the U.S. is a major aspect of health services 
that comprises the area of risk management which primari-
ly is the part of behavioral health that involves risks specific 
to the services provided. A root cause or patient injury and 
health care risk management are also related to litigation 
that continues to be the breakdown in written and verbal 
communication between providers and patients; as is often 
the case in other types of health care delivery. According 
to the World Health Organization (WHO, 2019), the well-
being of an individual is encompassed in the realization of 
their abilities, coping with normal stresses of life, produc-
tive work, and contribution to their community. Behavioral 
health also helps us to define mental health; since mental 
health (in terms of cultural differences, subjective assess-
ments, and competing professional theories) is the level of 
an individual’s psychological well-being or an absence of 
mental illness.  Mental health is the state of someone who is 

functioning at a satisfactory level of emotional and behav-
ioral adjustment, which includes an individual’s ability to 
enjoy life and to create a balance between life activities and 
efforts to achieve psychological resilience (WHO, 2019). 

Most minorities today are affected with at least one non-
communicable disease and most often, their behaviors trig-
ger health risks, coupled with the inequity that leads to lack 
of access to quality health. When considering risk factors, 
it is suggested that modifiable behaviors, such as tobacco 
use, physical inactivity, unhealthy diet and the harmful use 
of alcohol, all increase the risk of non-communicable dis-
eases (NCDs). This also includes metabolic risk factors that 
are regularly seen among the minority populations that in-
crease the risk of NCDs such as:

• Raised blood pressure

• Overweight/obesity

• Hyperglycemia (high blood glucose levels), and 

• Hyperlipidemia (high levels of fact in the blood)

Health equity is significantly linked to poverty. Poverty 
for obvious reasons is significantly linked with NCDs and 
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predicted to impede poverty reduction initiatives in low-
income communities by increasing household costs that 
are associated with health care. As indicated, vulnerable 
and socially disadvantaged people get sicker from being 
exposed to harmful products, such as tobacco, unhealthy 
dietary practices and having limited access to health ser-
vices (WHO, 2019).

The disproportionate effects of COVID-19 among ethnic 
minority populations have really widened realizations of 
the persistence of issues related to racism, police brutality, 
disproportionate effects of COVID-19 among ethnic minor-
ity populations and social health inequities in the United 
States. Therefore, there is a need to evaluate how medi-
cal institutions constrain or enable the critique of power 
structure and whether individuals working within the sys-
tem evaluate their own privileges, practices and pedagogy 
to advance social justice [23]. Most essential workers are 
associated with minorities with minimum wage and below 
middleclass Americans that cannot afford to miss work, 
but are being forced to stay home due to the COVID-19 pan-
demic. These people cannot afford their medical bills and 
very often are afraid to even go for medical checkup; those 
with insurance nearly always end up having high-deduct-
ible plans and cannot cope with the medical bills debt that 
is sometimes outrageous [6]. behavioral health and clini-
cal risk control must be integrated with the organization’s 
quality improvement and patient safety initiatives, so that 
when monitoring activities are indicated to assure quality 
care and treatment, the organization may delegate such 
monitoring to its quality improvement program. Similarly, 
when the risk identification process recognizes opportu-
nities for improved patient care and safety, referrals to 
the appropriate committees, departments, and individu-
als should be among the risk control techniques applied. 
Risk management issues related to behavioral health risks 
must be identified, controlled and monitored just as in any 
area of services. Suicide or homicide attempts are good ex-
amples, and all reporting activities should be documented 
in the patient’s clinical record. The protocols for clinical 
monitoring are straight forward and there must be ongo-
ing monitoring of the effectiveness of the facility’s policies 
and procedures to identify patients at risk for suicide or 
homicide. Attempted and completed suicide or homicide 
must be reported to the following:

• Facility risk management department 

• Facility administration 

• Facility legal department or attorney

• Any person identified by the patient as a potential vio-
lence or homicide victim

• Patient’s physician

• Patient’s family or representative

• Law enforcement, when applicable

• State Department of Mental Health

• State Department of Health

• Professional licensing board, if applicable

• Facilities professional liabilities insurance broker and 
carrier

A confidential investigation and analysis of any suspected 
event should be carried out immediately. The investigation 
should include whether or not the organization’s protocols, 
policies and procedures regarding the identification of pa-
tients at risk for suicide or homicide were properly carried 
out and a detailed plan of correction must be developed 
and implemented to prevent any future recurrence. Behav-
ioral health risk programs need constant evaluation and 
must be adapted to meet changing needs and circumstanc-
es. Any incidents must be investigated, analyzed, and used 
as learning experiences, with sufficient risk control tech-
niques implemented to prevent future similar incidents. 
Success can be measured in part by a facility’s ability to 
learn from its own mistakes, and from the mistakes of oth-
ers, and to proactively adjust the risk control program in 
response to those lessons learned [6].

Behavioral health professionals understand the impor-
tance of privacy and confidentiality; and have always 
understood their obligation to protect client privacy and 
confidentiality and to be familiar with widely recognized 
exceptions (for example, when mandatory reporting laws 
concerning abuse and neglect require disclosure of infor-
mation without client consent, or when laws or court or-
ders require disclosure without client consent during legal 
proceedings) [15]. 

Purpose of the Study
The purpose of this study is to provide an understanding 
of health care risk factors among the minority groups, the 
problems associated with income, their health behavior, 
including lack of access to quality healthcare. The majority 
of minorities fall under the category of low-income house-
holds, whereby they have low financial literacy and are un-
familiar with concepts like inflation. Most of the time, they 
have low expectations due to extent to which the low wage 
is being concentrated within a few low-wage sectors of the 
economy, versus the pandemic affecting low-wage workers 
in a number of sectors across the economy. According to 
Dalton [11], for each month from March 2020 to January 
2021, at least 20% of the decline in employment among the 
lowest wage establishments was due to with-in-industry 
changes. Another important finding is that even for those 
who remained employed during the pandemic, the prob-
ability of becoming part-time for economic reasons in-
creased, especially for low-wage workers.  

Conceptual Framework
During the past few years, the distributions of income and 
wealth in the U.S. have changed in such a way that the eco-
nomic environment, mostly lower-middle-class people has 
become much worse, and forcing poor minorities in the 
country to become victims of major health issues, most 
recently with the COVID-19 pandemic. Latest research 
suggested that the COVID-19 pandemic plunged the U.S. 
economy into recession in early 2020 and has fundamen-
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tally affected the labor market [11], as of February 2021, 
COVID-19 was responsible for more than 450,000 deaths 
in the United States and the unemployment rate rose from 
3.5% February 2020 to 14.7% in April 2020 before falling 
to 6.3% in January 2021. A new inclusive health systems 
framework is needed to balance disparities among people 
in the country; that would strengthen health systems in 
an effort to move towards universal health coverage and 
to achieve sustainable development goals to ensure health 
and wellbeing for all.

The conventional wisdom has long been that a growing 
gap between the rich and the poor is a bad thing and by 
providing a level of equity and providing opportunities for 
more income would decrease the inequity. Using income 
levels to measure the well-being of individual families 
may be helpful to determine how the lowest-paid workers 
are being disproportionately affected with the pandemic 
Also, changes in government spending patterns may help 
in distributions of income and wealth which may provide 
less costs to lower income families and tangible econom-
ics will lower the costs on universal health coverage for all 
Americans. It is significant to review income inequality by 
examining changes in the income-tax structure that sig-
nificantly shifted real after-tax purchasing power in favor 
of those atop the socioeconomic ladder, compared to those 
below middle class, where their net worth remained virtu-
ally unchanged; and the real growth in wealth came pre-
dominantly at the top. These are the people that can afford 
health insurance or have access to quality health care and 
so on. Indeed, distributions of income and wealth are con-
centrated at the top 1% and those in the middle class and 
below lost ground [11].

Significant of Study and Major Problems
Definitely, there is a need to correct the wealth distribu-
tion in the country, as the wealth gap among the upper-
income families and the middle and lower-income families 
is growing significantly. According to Pew Research Center 
[7], lower-income families net worth increased only from 
$12,300 in 1983 to $20,600 in 2001 (about 67% increase), 
middle-income families increased from $102,000 in 1983 
to $144,600 in 2001. The gains for both lower and middle-
income families were outdistanced by upper-income fami-
lies, whose median wealth increased by 85% over the same 
period, from $344,100 in 1983 to $636.00 in 2001.As of 
2016, upper-income families had 7.4 times as much wealth 
as middle-income families and 75 times as much wealth 
as lower-income families; an indication that the wealthy 
are getting richer and the poor are getting poorer. So, the 
wealth gap between the richer and poorer families have 
more than doubled from 1989 to 2016; as in 1986, the rich-
est 5% of families had 114 times as much wealth as families 
in the second quartile, about $2.3 million compared with 
$20,300. As a result of this and by 2016, this ratio had in-
creased to 248, a much sharper rise than the widening gap 
in income [19].

For many industries, employment decline has been chal-
lenging and the income uncertainty has certainly de-
creased confidence in the economy growth, as most of 

the industries affected by the pandemic heavily relied on 
employment in-person interactions with the customers or 
engaging with human factors for productivity, as a way of 
having confidence in guaranteed income. So, the growing 
health concerns and finding ways to maintain the customer 
base in a safe way has become problematic for such indus-
tries to gain a competitive level and regain a higher pro-
ductivity [12]. The percentage of people living from pay-
check to paycheck has risen since the COVID-19 pandemic 
and the decline in employment has risen significantly as of 
December 2020; the current rate of unemployment is 6.7% 
[15]. About 85% of the global population is homing to low-
income and high-risk populations which will continue to be 
in danger or a threat to equitable allocation of resources if 
strategies from national procurement fail, and could lead 
to inadequate supply to all populations. Vaccine hesitancy 
also continues to make the news, as some populations es-
pecially minorities are refusing or delaying acceptance of 
COVID-19 vaccines; this is mostly found in all socioeconom-
ic, religious, and ethnic groups [25].

Research Methodology
The research design relied on secondary data sources that 
included publicly available data on social, economic and 
health status characteristics of minorities. Documentary 
data includes the articulating and the interpretation, then 
the reflecting (also reflective) of the interpretation of the 
empirical material, and finally, the generating of theory as 
a multidimensional typology. The findings in this research 
rely on a reexamination of published research within the 
last five years, especially during this COVID-19 period. Giv-
en the extensive literature review and analysis on health 
services for the minority, a deductive approach was pur-
sued in the analysis of the findings [2, 10]. 

Major findings presented in the research mirror those 
within the frameworks investigated and correlated with 
the current public discussions concerning disparities in 
health care services and economic inequality, lack of access 
to care, failure to take mental health issues seriously, and 
the systemic racism that has indeed underpinned every-
thing else currently going on in the country. Exclusion cri-
teria in this study included publications that were not from 
this country and not published within the last two years. 
Disparities among social groups continue to be significant-
ly persistent and many Americans continue to be affected 
by experiencing poorer health than people in other de-
veloped countries; this exposure of findings is needed for 
people to understand and find ways to tackle the problems.

Findings and Discussions
As was predicted from the start of the pandemic, the low-
est-paid workers would be disproportionately affected. 
After analyzing the Bureau of Labor Statistics’ (BLS) Quar-
terly Census of Employment and Wages and Occupational 
Employment Statistics data [13], The researchers found 
that low-paid occupations were heavily represented and 
high-paid occupations lightly represented in the industry 
sectors most susceptible to employment losses during the 
pandemic. Using data from BLS’s Current Population Sur-
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vey (CPS), the median hourly wage of workers in highly ex-
posed sectors was $15.00, compared to $ 21.50 for workers 
in other sectors. However [11], a larger share of workers 
in highly exposed sectors worked part-time hours in 2019. 

Health insurance, medical services, drugs and medical 
supplies, pose major risk factors for minorities and these 
four major areas, especially health insurance, provide ac-
cess to healthcare in order to minimize the risk of cata-
strophic financial losses due to medical expenses by more 
evenly distributing healthcare spending [8]. It is evident 
that minorities do not have the luxury of having access to 
quality health care services, and most minority groups do 
not have insurance, whereas health insurance is the major 
measure of healthcare expenditures that accounted for al-
most 68.7% of total healthcare spending in 2018.  Hispan-
ics/Latinos and Blacks/African Americans spent less on 
healthcare than the Caucasian population in all the above-
mentioned categories. All groups increased their spending 
on healthcare gradually over the 2004–18 period, however 
spending by Whites and all others has increased more rap-
idly since 2014. Health insurance is a resource that pro-
vides access to healthcare for most of the households and 
accounts for more than two-thirds of healthcare costs per 
household. The spending on health insurance premiums by 
race and ethnicity also correspond with the total health-
care spending, whereas Hispanics or Latinos, or Blacks or 
African Americans spent less on health insurance, com-
pared with the Caucasian and all other groups [8].

Health inequities usually referred to as health disparities, 
have become major research topics and areas of concern to 
both political organizations and educational institutions. 
The current event is forcing people to reflect on so many 
areas of injustice in the country and people are realizing 
how complex it really is. We are now seeing the multi-fac-
torial construct, differential access to medical care, treat-
ment modalities, and disparate outcomes among various 
racial and ethnic groups have been validated in numerous 
studies; and most importantly, the cost and access to the 
healthcare system, primary care physicians, and preven-
tive health services plays the subtle role of bias in creat-
ing and/or exacerbating health disparities and is well 
documented in the literature that is being generated. As 
a singular human race occupying this planet, we have an 
ethical obligation to work as one group and find ways to 
eradicate the major pandemic we face – racism.  A recent 
publication by the U.S. Centers for Disease Control and Pre-
vention (CDC) identified specific groups at higher risk for 
severe illness, such as older adults living in long term care 
facilities, those with a BMI of forty or higher, and immu-
nosuppressed individuals, including people with HIV/AIDS. 
However, most risk models have not incorporated clinical, 
Sociodemographic, and environmental variables, which 
may be predictive of community spread within the U.S [7, 
22].

As with other infectious diseases, predictors of COVID-19 
infections may include employment status, education lev-
el, income, and housing conditions, which could influence 
the ability to seek care, adhere to treatment, and practice 

physical distancing measures. Thus, effective strategies for 
predicting risk factors for community transmission should 
include both clinical and social factors. The latter factors 
in particular remain understudied, especially among com-
munities of lower socioeconomic status. Emerging data 
already show that minority communities and/or low socio-
economic status are experiencing disproportionate rates 
of serious illness if infected, due to pre-existing economic 
and health inequities (p. 2). 

Race and ethnicity are major predictors of risk. Higher risk 
of infection among African Americans, indigenous, and oth-
er people of color are reported to be associated with oth-
er Sociodemographic and environmental characteristics 
found to be significant; and African Americans and Latinos 
are more likely to live in communities with poor air qual-
ity, work in jobs that cannot telecommute, and lack access 
to healthcare, which may increase the risk of infection and 
contribute to racial disparities in mortality. Additionally, 
chronic conditions such as obesity, stroke, and diabetes, 
and premature death also affect African Americans and 
Latinos disproportionately compared to whites. Minority 
communities are more likely to experience lower socioeco-
nomic status, and be employed as essential workers. For 
other vulnerable groups, lack of personal transportation is 
a barrier to healthcare access and social distancing which 
further exacerbates infection risk. Minorities also experi-
ence more structural barriers to social distancing mea-
sures and are more vulnerable to severe illnesses [21, 22].

The researchers concluded that the nation needs to be pre-
pared for another global pandemic and start working on 
prevention measures that would work if used early and 
foster success in controlling the outcome. A rapid risk pre-
vention strategy will help those disenfranchised (the un-
employed and uninsured); create predictability, economic 
security and wellness. Doing so would help develop favor-
able public movements for social justice and economic 
equality that will lead to more responsive government 
policy and sociopolitical systems that are more attuned to 
diversity, equity, and inclusion. 

Notable findings and discussions reported in different 
research indicated that about 78% of pediatric coronavi-
rus deaths occur in Black, Hispanic or indigenous popula-
tions, while COVID-19 related gene expression is higher in 
Black patients [14]. Also, during the COVID-19 pandemic, 
African American and Latina women had been the most 
affected due to layoffs and lack of child care support that 
drove women out of the workforce entirely. The number, as 
of February 2021, for women in the labor force participa-
tion rate was 55.5%, approximately the same rate as was 
recorded in April 1987 and minority women working in 
low-wage occupations has been the most impacted [17]. 
Now, there is a sweeping societal change predicted that 
will make life worse for most people as greater inequality, 
rising authoritarianism and rampant misinformation take 
hold in the wake of the COVID-19 outbreak; this is in ref-
erence to what life will be like in 2025 in the wake of the 
outbreak of the global pandemic and other crises that took 
place in 2020; among the outcomes predicted is a higher 
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level of economic inequality [1].

Indeed, patient safety is important and needs to be in-
corporated in on how to reduce health disparities among 
minority populations since equity issues in patient safety 
have been understudied and there has been an inability to 
create principles for successfully advancing health equity, 
as aligned with the culture and toolkit of the safety field. 
According to Chin [9], achieving equitable patient safety is 
realistic and necessary to create important opportunities 
for people to receive the care needed as the patient safety 
field needs to move quickly to maximizing the health of di-
verse individuals and individual organizations must com-
mit to the mission of maximizing the health of diverse indi-
viduals and minority populations. These actions will help 
improve individual and population health, improve health 
and healthcare equity, examine safety criteria and systems 
for bias, develop validated patient safety equity perfor-
mance measures; promote and nurture the moral move-
ment for equity in patient safety [9].

Risk factors in public health services and their effect on 
minorities in the U.S. remain to be labor market effects 
with declines in employment due to COVID-19 in the areas, 
such as services like construction and transportation, lei-
sure and hospitality, warehousing, and other services that 
greatly has both short-term and long-term effects of im-
plications for future employment among minorities. Most 
are ordered to stay home and several other mandates for 
businesses to close and leading to the collapse of major 
business sectors [12]. With this, about 25% of unemploy-
ment claims can be explained by the implementation of 
stay-at-home orders [3]. About 30% decline in online job 
postings across the United States during the pandemic [18] 
and workers in the bottom quintile of wages make up over 
half of the employment in industries particularly exposed 
to the virus [13] also, 42% of recent layoffs result in perma-
nent job loss [4].

Conclusion
Several findings suggested that due to COVID-19, the U.S. 
economy plunged to recession in early 2020 due to COV-
ID-19 and affected the labor market [11] reported that as of 
February 2021, unemployment rate rose from 3.5% in Feb-
ruary 2020 to 14.7% in April before falling to 6.3% in Janu-
ary 2021. The Bureau of Labor Statistic current population 
survey (CPS) found that median hourly wage of workers 
in highly exposed sectors was $15.00 compared to $21.50 
for workers in other sectors in 2019 while a larger share 
of workers in highly exposed sectors worked part-time 
hours in 2019 [5], findings using Home base work records 
reported that as of mid-April, the number of hours worked 
by workers with a wage below $15 an hour was about 75% 
below the level in late January, while the hours of workers 
with wage above $15 was about 60% below the January 
level. By June, the hours of all workers in their sample had 
recovered to about 50% to 60% of the January level. The 
Opportunity Insights Economic Tracker indicated that em-
ployment bottomed out in the third week of April, at which 
time the employment level for workers with annual earn-
ings below $27,000 was 37.4% below the level in January. 

For workers earning between $27,000 and $60,000, this 
figure was 23.3%, and it was 13.7% for workers earning 
more than $60,000. By the third week in August, the em-
ployment level of workers in the lowest earnings group 
was still 17.5% below the January level. In contrast, the 
employment of workers in the middle earnings group was 
5.4% below the January level and the employment of high 
wage workers had nearly recovered completely, as it was 
only 1% below its level in January [11].

Significant efforts are needed to eradicate health dispari-
ties among minority groups with intervention projects that 
will include ensuring cultural competence among health 
care providers and improving health literacy among health 
workers, physicians, government policy and reviews of the 
health care system in America. Without intervention, ex-
isting racial and ethnic health disparities among minority 
older adults are likely to be exacerbated, as racial and eth-
nic minorities will comprise 42% of older adults. The press-
ing need to address these health disparities is perhaps 
most evident in Alzheimer disease (AD), which increases in 
prevalence with age and is disproportionately more preva-
lent among African American and Hispanic/Latino individ-
uals [24]. The relevance of the Affordable Care Act (ACA) is 
also significant to provide quality healthcare to the unin-
sured, especially families that fall below the poverty line 
and middle-class individuals, as health care remains unaf-
fordable for many minorities in the lower income bracket. 
As reported, the average premium for a mid-level plan for a 
40-year-old, who doesn’t qualify for a subsidy has climbed 
to $462 a month in 2020 from $273 in 2014, additionally 
the law has not addressed soaring prescription drug costs 
and staggering deductibles [16]. 

The Affordable Care Act should not become a financial bur-
den; however, not everyone in the lower income bracket 
benefitted or was even aware of what it means for them-
selves and their family. The recent 2018 National Health 
Interview Survey and the National Healthcare Quality 
and Disparities Report indicated that minorities rate their 
health status as fair or poor more often than White indi-
viduals, and minorities receive worse care than White 
patients for about 40% of 250 quality measures. In an in-
creasingly diverse nation, including African Americans, 
Hispanics, Asians, Native Americans, Alaska Natives, Na-
tive Hawaiians, Pacific Islanders, and White individuals, 
health disparities among racial and ethnic groups are 
prevalent, pervasive, and persistent [20, 21]. 

In conclusion, ethnic minority populations experience 
disparity in the quality and safety of the health care they 
receive due to a range of socio-cultural and economic fac-
tors and there is a dearth of evidence pointing to the na-
ture and rate of patient safety and risk management events 
occurring at alarming rates amongst ethnic minority con-
sumers. Developing relevant intervention approaches to 
enhance the safety of their care and developing healthcare 
risk management protocols to prevent NCDs are so signifi-
cant in 2021 century and completely necessary in order for 
us to be competitive in the global economy. Patient safety 
and risk management have grown tremendously, but un-
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fortunately, there are insufficient resources dedicated to 
its practical application in the context of risk to the patient, 
provider, unit and system levels.
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