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INTRODUCTION

T

here are increasing calls to collect data to better
understand the inequities populations of color
are facing in the U.S. with regard to coronavirus
disease 2019 (COVID-19). Recent reports suggest that
racial and ethnic minorities in the U.S. are at increased
risk of acquiring COVID-19 and experiencing greater
severity of infection and are at excess risk of death.
Although efforts to collect data stratiﬁed by race on
COVID-19 tests administered, conﬁrmed cases, and
deaths are necessary to understand the needs of populations of color, the public health community must recognize that not all health inequities will be captured. One
ethnic group likely at increased risk of COVID-19 complications that will not be captured with stratiﬁed racial
reporting is Arab Americans.
Arab Americans are individuals with ethnic, linguistic,
or cultural origins to Arabic-speaking countries in the
Middle East and North Africa that live in the U.S.
Although activist groups worked hard to lobby for the
2020 Census to capture Arab Americans through a distinct racial/ethnic category (i.e., Middle Eastern and
North African), and testing found that the additional
identiﬁer properly captured Arab Americans,1 this category was not adopted in the 2020 Census.2 The inability
to capture health data on Arab Americans from hospital
databases, population surveys, and other health records
stems from a lack of a racial/ethnic identiﬁer. Prior work
has shown that Arab Americans’ health outcomes are
distinctly different from the outcomes of white non-Hispanics, the group they are asked to identify with on standard surveys.3−5 Recent evidence also shows that Arab
American health patterns do not ﬁt into traditional
immigrant health patterns.6,7 The health needs of Arab
Americans are unique and require dedicated and intentional data collection on health outcomes. Hospitals and
community organizations should make every effort to
capture data on Arab Americans affected by COVID-19
to better understand their risks and to target speciﬁc
responses for this population. There are a number of
reasons why Arab Americans may be at increased risk of

COVID-19 infection, complications, and death, including exposure to xenophobia and stigma, pre-existing
conditions, crowded living conditions, lack of social support for new immigrants, and poor adoption of prevention behavior.

XENOPHOBIA AND DISCRIMINATION
Arab Americans have faced substantial xenophobia and
discrimination since they ﬁrst started to immigrate to
this country in the late 1800s8 and continue to face a
growing risk of hate crimes following the events of September 11, 2001.9 Progressively greater negative rhetoric
and adverse public policies have increased the vulnerability of this ethnic group in the U.S.10; for example, perceived discrimination among Arab Americans after
September 11th was found to heighten psychological distress,11 reduce levels of happiness,12 contribute to more
adverse birth outcomes,13 and enhance feelings of isolation and stigmatization in this group.14 The literature on
the impact of discrimination on Arab American health
is a subset of a larger and robust literature on the detrimental role of racism and discrimination on the health
of minority populations in the U.S.15−17 Xenophobia
and discrimination have contributed to health disparities
among Arab populations in the past and puts them at
risk of additional disparities with COVID-19 in the
future.

UNDERLYING HEALTH CONDITIONS
There is a high prevalence of underlying health conditions and comorbidities among Arab American populations in the U.S. that places them at increased risk of
COVID-19 complications. Some known risk factors for
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COVID-19 include diabetes, cardiovascular disease,
hypertension, and obesity. Diabetes prevalence among
Arab Americans has been found to be greater than that
of white populations in the U.S., with estimates as high
as 23% in some samples.18 A study of self-reported heart
disease in Michigan found that Arab American women
were 4 times more likely to report a heart disease diagnosis than black American women.19 Another hospitalbased study in Michigan found that the prevalence of
hypertension among Arab Americans was higher for
both men and women than for white non-Hispanics.5
Researchers also found in a study among Arab Americans in California that the proportion of respondents
who were overweight or obese was 55.2%.4 These underlying health conditions are important risk factors for
increased severity of COVID-19 and death in other
groups and indicate increased risk for severity among
Arab Americans.

LIVING CONDITIONS
Large Arab American populations live in states where
the COVID-19 outbreaks have been the most severe:
Michigan, New York, and New Jersey.20 The living conditions of Arab Americans differ from those of the average American, with strong familial ties and
multigenerational homes. Data from the 2006−2010 and
2010−2014 American Community Survey on Arab
households indicate that household size is higher for
Arab Americans than non-Arabs. The average household size for Yemini (4.3), Palestinian (3.5), Jordanian
(3.4), and Iraqi (3.3) families in the U.S. is higher than
the national average (2.6).21 Arab American homes are
more likely to be multigenerational (59%),22 and this
may lead to greater transmission risk within households
to older individuals, increasing vulnerability to infection.

SOCIAL SUPPORT
Many recent immigrants with Arab heritage are refugees
and immigrants with fragile social networks and limited
social support.23 The ability of refugees and immigrants
to access quality health care and information about
health risks in the Arabic language may be an important
impediment to receiving information about COVID-19
risk and prevention. A recent study in California showed
that Arab immigrants (ﬁrst generation Arab Americans)
had worse health outcomes than second and third generation immigrants, supporting the need for dedicated
outreach.4 Although many organizations and groups
have used Arabic language messaging, more work can
be done to effectively reach out to these vulnerable
subgroups.

PREVENTIVE BEHAVIOR
Preventive behavior among Arab Americans may be
poor, especially for reducing infectious disease risk.
Arab Americans are less likely to be vaccinated than the
average American, and studies have found that they
receive the inﬂuenza vaccine less frequently in the past
year in California than white Americans,4 which is corroborated by national data for inﬂuenza and pneumonia
vaccinations.24 This suggests the need for more targeted
education about the risks of infectious diseases for this
vulnerable subgroup, with a goal of positively inﬂuencing vaccination uptake.

CONCLUSIONS
A call for health equity must support the needs of all
populations of color in the U.S. Arab Americans have
often been invisible in these efforts in the past, but
advancing their health needs will contribute importantly
to the larger efforts to reduce health disparities in this
country. Without dedicated data on testing, conﬁrmed
cases, and deaths among Arab Americans, potential
health disparities may be masked and ignored, leading
to worse health outcomes for this population during the
COVID-19 crisis and beyond.
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