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Race Versus Social Determinants of Health in
COVID-19 Hospitalization Prediction
Carrie R. Howell, PhD,1 Li Zhang, MS,2 Nengjun Yi, PhD,2 Tapan Mehta, PhD,3
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Introduction: Including race as a biological construct in risk prediction models may guide clinical
decisions in ways that cause harm and widen racial disparities. This study reports on using race versus social determinants of health (SDoH) in predicting the associations between cardiometabolic
disease severity (assessed using cardiometabolic disease staging) and COVID-19 hospitalization.

Methods: Electronic medical record data on patients with a positive COVID-19 polymerase chain
reaction test in 2020 and a previous encounter in the electronic medical record where cardiometabolic disease staging clinical data (BMI, blood glucose, blood pressure, high-density lipoprotein
cholesterol, and triglycerides) were available from 2017 to 2020, were analyzed in 2021. Associations
between cardiometabolic disease staging and COVID-19 hospitalization adding race and SDoH
(individual and neighborhood level [e.g., Social Vulnerability Index]) in different models were
examined. Area under the curve was used to assess predictive performance.

Results: A total of 2,745 patients were included (mean age of 58 years, 59% female, 47% Black). In
the cardiometabolic disease staging model, area under the curve was 0.767 vs 0.777 when race was
included. Adding SDoH to the cardiometabolic model improved the area under the curve to 0.809
(p<0.001), whereas the addition of SDoH and race increased the area under the curve to 0.811. In
race-stratiﬁed models, the area under the curve for non-Hispanic Blacks was 0.781, whereas the
model for non-Hispanic Whites performed better with an area under the curve of 0.821.

Conclusions: Cardiometabolic disease staging was predictive of hospitalization after a positive
COVID-19 test. Adding race did not markedly increase the predictive ability; however, adding
SDoH to the model improved the area under the curve to ≥0.80. Future research should include
SDoH with biological variables in prediction modeling to capture social experience of race.
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INTRODUCTION

I

ncluding self-identiﬁed race in risk prediction may
guide clinical decisions in ways that cause harm
and widen racial disparities.1 Including race as a
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predictor has become standard, with many prediction
models developed without explanation of causal biological mechanisms of racial differences1‒3 and others with
reasons that are outdated or fraught with racial bias.3−5
The University of Alabama at Birmingham, Medical Towers 638, 1717
11th Avenue South, Birmingham AL 35205. E-mail: chowell@uabmc.edu.
This article is part of a supplement entitled Obesity-Related Health
Disparities: Addressing the Complex Contributors, sponsored by the
National Institute on Minority Health and Health Disparities (NIMHD),
part of the National Institutes of Health (NIH), an agency of the U.S.
Department of Health and Human Services (HHS).
0749-3797/$36.00
https://doi.org/10.1016/j.amepre.2022.01.034

© 2022 American Journal of Preventive Medicine. Published by Elsevier Inc. All rights Am J Prev Med 2022;63(1S1):S103−S108
reserved.

S103

S104

Howell et al / Am J Prev Med 2022;63(1S1):S103−S108

Furthermore, electronic medical record (EMR) data,
often the entry point for recording race data in health
care,6 are notoriously characterized by high levels of
missingness or unknown race7 and inaccuracies.8,9 A
growing body of literature points to race/ethnicity as a
social construct,3 conceptualized as a measure that captures a life-long social experience,6 wherein the causal
effect of race on outcomes is assumed through racism
and social factors as opposed to biological differences.2
For these reasons, examining the inclusion of race and
social determinants of health (SDoH) in models has
become increasingly important, further highlighted by
the coronavirus disease 2019 (COVID-19) pandemic.10
This holds particularly true when examining obesityrelated risk factors and outcomes where racial and lowincome disparities have been well described.11,12 Obesity
can exacerbate insulin resistance, progressing to metabolic syndrome and prediabetes, culminating in manifestations of Type 2 diabetes and cardiovascular disease.
This one disease process, cardiometabolic disease
(CMD), could explain the associations between poor
COVID-19 outcomes and obesity, hypertension, diabetes, and cardiovascular disease.13 This study reports the
lessons learned using race versus SDoH measures to
account for disparity when predicting the associations
between CMD severity, using cardiometabolic disease
staging (CMDS),14−16 and hospitalization after a positive
COVID-19 polymerase chain reaction (PCR) test among
patients captured in the EMR at an academic medical
center in Alabama.

METHODS
This retrospective study included patients in the EMR with a positive PCR test (collected in 2020), as well as a previous encounter
where clinical data were available (2017‒2020), and were aged
≥35 years (Appendix 1, available online). Data were extracted as
part of a larger study (reviewed and approved as exempt by the
institution’s IRB) examining the associations between retrospective cardiometabolic markers, SDoH, and poor COVID-19 outcomes (hospitalization, intensive care unit stay, mortality). For
brevity, only results for the hospitalization outcome deﬁned as
new hospital admission and a positive COVID-19 PCR within
14 days of admission are reported. Cardiometabolic severity was
deﬁned using risk factors from the CMDS,14‒16 which included
BMI, glucose, blood pressure, high-density lipoprotein cholesterol,
and triglycerides. Owing to small group numbers of Hispanics and
Asian Americans in the sample, the analysis was limited to nonHispanic Black and non-Hispanic White. Guided by the National
Institute on Minority Health and Health Disparities SDoH Framework,17 marital and insurance statuses were included as individual
SDoH; neighborhood-level SDoH included census tract level
Social Vulnerability Index,18 rurality,19 and Health Professional
Shortage Area20 designation (Appendix 2, available online).
Bayesian logistic regression with Cauchy priors21 was used to
model COVID-19 hospitalization (reported as OR and 95% CI)

using CMDS, age, and sex adding race and SDoH in different
models. Model 1 included CMDS only, with Model 2 adding race;
Model 3 included CMDS and SDoH with Model 4 adding both
SDoH and race to CMDS. To evaluate the predictive performance
of ﬁtted models, tenfold cross-validation with several measures
was used, including area under the curve (AUC) (a measure that
reﬂects the accuracy of the model to correctly classify those with
and without the outcome; higher values indicated better performance, whereas a value of 1 means a perfect prediction), mean
squared error, and misclassiﬁcation. AUCs were compared using
DeLong’s test. Statistical analysis was performed in 2021 using R
software (version 4.0.3).

RESULTS
A total of 2,745 patients had complete data for analysis.
Overall, patients had a mean age of 58 years (SD=13.2)
and were mostly female (59%), and 47% were Black.
Table 1 shows the study population characteristics by
race category. Black patients had higher proportions of
suboptimal SDoH, had higher BMI and clinical parameter values, and were more likely to be hospitalized.
Table 2 shows the predictive power and validation for
models. In the CMDS only model, AUC was 0.767 vs
AUC of 0.777 when race was included (p=0.002). Adding SDoH to the CMDS model improved AUC to 0.809
(p<0.0001), whereas the addition of race to the CMDS
and SDoH model increased AUC to 0.811 (p<0.0001).
Black race was signiﬁcant (footnote in Table 2) when
added to the CMDS (OR=2.10, 95% CI=1.72, 2.57) but
was attenuated and marginally nonsigniﬁcant when
SDoH were added (OR=1.28, 95% CI=0.99, 1.65).
Figure 1 shows the ORs, AUC, mean squared error, and
misclassiﬁcation statistics for models stratiﬁed by race.
Male sex, higher glucose levels, insurance status, and
higher Social Vulnerability Index were associated with
increased odds of hospitalization for both Blacks and
Whites at mostly comparable magnitudes. AUC for
Blacks was 0.781, whereas the model for Whites performed better with an AUC of 0.821 (p=0.02). Although
misclassiﬁcation was higher in the model for Black
patients, the false-negative rate (e.g., underestimation)
decreased when SDoH were added (Appendix 3, available online).

DISCUSSION
Using CMDS, CMD severity was predictive of hospitalization after a positive COVID-19 test in Black and
White patients in the sample. Although adding race to
the CMDS model did slightly improve predictive ability,
race became nonsigniﬁcant when SDoH were accounted
for. In addition, adding SDoH to the model improved
AUC to >0.80, indicating excellent predictive ability.
www.ajpmonline.org
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Table 1. Comparison of the Characteristics of the Study Population Between Black and White Patients
Characteristics
Age, mean (SD)
Sex, n (%)
Male
Female
Cardiometabolic parameters
BMI, mean (SD), kg/m2
Plasma glucose, mean (SD), mg/dl
Systolic blood pressure, mean (SD), mmHg
Diastolic blood pressure, mean (SD), mmHg
HDL cholesterol, mean (SD), mg/dl
Triglycerides, mean (SD), mg/dl
Individual SDoH
Marital status, n (%)
Married
Single
Divorced/widowed
Insurance status, n (%)
Private
Public
None
Other
Neighborhood SDoH
Urbanicity, n (%)
Metropolitan
Micropolitan
Rural
Small town
Social Vulnerability Index, n (%)
Low
Moderate
High
Healthcare access, n (%)
Not designated HPSA
Designated HPSA
COVID-19 hospitalization, n (%)
Yes
No

Non-Hispanic Black, n=1,285

Non-Hispanic White, n=1,460

p-valuea

56.8 (12.8)

59.7 (13.4)

<0.0001
<0.0001

434 (33.8)
851 (66.2)

687 (47.0)
773 (53.0)

34.0 (7.7)
128.5 (48.0)
134.5 (12.1)
81.4 (6.8)
49.0 (12.6)
128.0 (69.4)

30.9 (6.7)
116.7 (36.2)
129.9 (11.7)
78.7 (6.5)
48.9 (13.2)
149.8 (80.6)

510 (39.7)
485 (37.7)
290 (22.6)

1,012 (69.3)
174 (11.9)
274 (18.8)

664 (51.7)
558 (43.4)
36 (2.8)
27 (2.1)

903 (61.9)
531 (36.4)
17 (1.2)
9 (0.6)

1,236 (96.2)
32 (2.5)
6 (0.5)
11 (0.8)

1,337 (91.6)
78 (5.3)
20 (1.4)
25 (1.7)

220 (17.1)
309 (24.1)
756 (58.8)

841 (57.6)
406 (27.8)
213 (14.6)

546 (42.5)
739 (57.5)

1,348 (92.3)
112 (7.7)

494 (38.4)
791 (61.6)

406 (27.8)
1,054 (72.2)

<0.0001
<0.0001
<0.0001
<0.0001
0.86
<0.0001
<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

<0.0001

Note: Boldface indicates statistical signiﬁcance (p<0.01).
HDL, high-density lipoprotein; HPSA, health professional shortage area; SDoH, social determinants of health.
a
Comparison of characteristics using chi-square tests for categorical variables and t tests for continuous variables.

In models stratiﬁed by Black and White race, similar
SDoH risk factors and magnitudes of risk for hospitalization were found. Although stratiﬁed models
revealed that cardiometabolic markers and SDoH had
better predictive ability in White patients than in
Black patients, these results indicate the need to
interrogate additional social determinants speciﬁc to
health inequalities among Black patients. Importantly,
the false-negative rate (e.g., underestimation)
decreased for Black patients, indicating that SDoH
aided in identifying those truly at risk.
July 2022

These ﬁndings are similar to those of a recent
study22 where census tract income but not race was
associated with COVID-19 intensive care unit stay
after controlling for BMI, age, sex, and comorbidities.
Conversely, another study23 found that both Black
race and insurance status were associated with hospitalization early in the pandemic (e.g., March 2020).
However, the authors found that the associations did
not persist when examining ventilation or mortality
outcomes (e.g., worse survival). Instead, they found a
greater incidence of COVID-19 among Blacks, likely
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Table 2. Predictive Power and Validation for Models With
and Without Race Variable Added
Model
CMDS only
CMDS+raceb
CMDS+SDoH
CMDS+SDoH+racee

AUC

MSE

Misclassiﬁcation
rate

0.767a
0.777c
0.809d
0.811d

0.179
0.175
0.162
0.162

0.260
0.258
0.245
0.243

Note: CMDS includes BMI, glucose, blood pressure, HDL and triglycerides, age, and sex; SDoH individual level includes marital and insurance status; and SDoH neighborhood level includes census tract Social
Vulnerability Index, urbanicity, and Health Professional Shortage Area
designation.
AUC, area under the curve; CMDS, cardiometabolic disease staging;
HDL, high-density lipoprotein; MSE, mean squared error; ROC, receiver
operating characteristic; SDoH, social determinant of health.
a
Groups with the different superscript letters are signiﬁcantly different
from each other, DeLong’s test for 2 correlated ROC curves.
b
Black race was signiﬁcant in the model (OR=2.10; 95% CI=1.72,
2.57).
c
Groups with the different superscript letters are signiﬁcantly different
from each other, DeLong’s test for 2 correlated ROC curves.
d
Groups with the different superscript letters are signiﬁcantly different
from each other, DeLong’s test for 2 correlated ROC curves.
e
Race became nonsigniﬁcant in the model once SDoHs were added
(OR=1.28; 95% CI=0.99, 1.65).

attributable to social vulnerabilities, which may
explain the higher likelihood of hospitalization.23 Both
studies, along with these ﬁndings and others,24 ﬁnd
that social factors rather than race are stronger risks
for poor COVID-19 outcomes.
The impact of Black race on hospitalization was attenuated when SDoH were accounted for. This suggests that
racial differences in outcome were driven more by social
vulnerabilities and social experiences rooted in structural
racism as opposed to biological race differences.2 Of interest, the model limited to Black patients did not perform
as well, even when accounting for SDoH. This could be
due to unmeasured social factors, speciﬁc to Black
patients, not captured in this study’s models such as perceived discrimination and racism.25 Future research
should focus on including, examining, and reporting on
such factors to inform risk prediction modeling.
In exploring the use of race versus SDoHs in COVID19 outcome prediction models, several key lessons were
learned (limitations of the study noted in Appendix 4,
available online). First, it is imperative that social factors
such as socioeconomic disparities and social experience be

Figure 1. OR plots predicting hospitalization outcome, stratiﬁed by Black and White patients.
Note: The points and lines present the estimated values and 95% CIs, respectively. The points and lines present the estimated values and 95% CIs.
a
Marital status reference category is married.
b
Insurance status reference category is private insurance.
c
Urbanicity reference category is metropolitan.
d
SVI reference category is low SVI.
e
HPSA reference category is no HPSA designation.
AUC, area under the curve; DBP, diastolic blood pressure; HDL, high-density lipoprotein; HPSA, Health Professional Shortage Area; MSE, mean
squared error; SBP, systolic blood pressure; SVI, Social Vulnerability Index; TG, triglyceride.
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included in health prediction modeling, instead of solely
conceptualizing race through a biological framework.25
Second, there is a pressing need to explore the risk factors
speciﬁc to minority and low-income populations. For the
EMR, this can be accomplished by assimilating data warehouses that contain rich data on social and behavioral
factors in these populations that can be harnessed for prediction models. Finally, researchers and clinicians should
question and appreciate the social context that may lead
to a patient’s poor health outcome as opposed to myopically focusing on biological racial differences.

CONCLUSIONS
Considering SDoH in the context of race in prediction
modeling should become standard practice in health
research, particularly in the age of precision public
health,26 where healthcare models are moving toward
tailoring interventions to a population’s speciﬁc risk and
circumstances.
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