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During 2020, the coronavirus disease 2019 
(COVID-19) pandemic negatively affected the 
health of many people, both directly and via  
an impact on health-care provision and access. 
However, these effects were not evenly dis-
tributed across all groups within society. A 
growing body of evidence indicates that the 
impact of the severe acute respiratory syn-
drome coronavirus 2 (SARS-CoV-2) has been 
magnified by poverty, racism, and their conse-
quences, which include disparities in access to 
health care1. In this Year in Review, we discuss 
four publications that help us understand how 
the COVID-19 pandemic is highlighting and 
amplifying inequity in neurology.

The first key publication2 is a retrospective 
analysis of a cohort comprising 69 patients 
across the USA and Canada who experi-
enced acute ischaemic stroke in the context of 
COVID-19 infection. This analysis found that 
the rates of symptomatic intracranial haem-
orrhage and death were significantly higher 
among patients who identified as Black than 
among those who identified as white, Asian, 
or Latino. The reason for this disparity is not 
completely clear. Although Black patients in 
the cohort were significantly more likely to 
have diabetes mellitus and elevated LDL levels 
than other patients, the rate of other stroke risk 
factors, as well as stroke severity at presenta-
tion, door-to-CT time and functional disabil-
ity score did not differ between the two groups. 
One concerning observation was that Black 
patients had lower rates of receipt of throm-
bolysis and thrombectomy, raising the possi-
bility that unequal access to therapeutics could 
underlie the observed outcome inequities.

A second retrospective cohort study3 pub-
lished this year characterized the neurological 
manifestations, risk factors and clinical out-
comes among 509 patients hospitalized with 
COVID-19 at an academic medical centre 
(AMC, tertiary care hospital integrated with 

findings suggest that the pandemic is limiting 
access to emergency care for Black and Latino 
populations specifically. This conclusion is 
concerning as evidence indicates that, com-
pared with white patients, Black and Hispanic 
patients with neurological conditions are  
less likely to receive care from outpatient 
neurologists and instead rely more heavily on 
emergency departments7.

Another key publication from this year8 
described the results of an international, 
cross-sectional, web-based survey of 5,378 
people living with Parkinson disease without 
known COVID-19 infections. Participants 
reported that during the pandemic they had  
experienced disruptions in health care, social  
engagement and exercise, as well as a wors-
ening of motor and non-motor symptoms. 
Participants with a lower household income 
were less likely to attend telemedicine appo
intments, had greater difficulties obtaining  
medications and were less likely to find alter-
native means of exercise than participants 
with a higher household income. The small 
number of study participants who identi-
fied as African American, Asian, American 
Indian, Alaska Native, Native Hawaiian or 
Pacific Islander also reported greater diffi-
culties in obtaining medications than partici-
pants who identified as white. These findings 
suggest that the effect of the COVID-19 
pandemic on people living with neurological 
conditions is greater for already marginal-
ized and underserved groups, and highlight 
existing structural barriers to health care, 
for example, the digital divide, which lim-
its the ability of patients to attend telemed-
icine appointments and communicate via  
patient portals9.

a medical school) and nine other hospitals 
within a health system in Chicago, Illinois. 
Neurological manifestations, in particular 
encephalopathy, were observed in 82.3% of 
participants and were particularly common 
in those with severe COVID-19. On average, 
the patients hospitalized at the non-AMC 
hospitals had worse functional outcomes and  
greater 30-day mortality than patients hospi-
talized at the AMC hospital, despite having 
similar COVID-19 severity, fewer comorbid-
ities and less frequent neurological manifesta-
tions. In addition, the patients at the non-AMC  
hospitals had a greater likelihood of hav-
ing ‘do not resuscitate’, ‘do not intubate’ and 
‘transition to comfort measures only’ orders 
and were described as having reduced access 
to intensive and specialty care.

A third retrospective cohort study ana-
lysed the effect of the start of the COVID-19 
pandemic on telestroke care in a network 
covering 38 hospitals across South Carolina, 
USA4. The median number of weekly consul-
tations was significantly lower in March and 
April 2020 than in the 12 months prior to the 
pandemic; the largest proportional decrease 
was for consultations for Black patients. This 
observation suggests that COVID-19 is pre-
venting already underserved patients from 
accessing neurological care. Similarly, data 
from the National Syndromic Surveillance 
Program (NSSP) showed a 20% decline in 
emergency room visits among people experi-
encing acute stroke during the first 10 weeks  
of the pandemic5. Although analyses of the 
NSSP data by race were not published, a cross- 
sectional web-based survey of 9,896 adults 
representative of the US population showed 
that emergency care avoidance because of 
COVID-19 related concerns was significantly 
higher among participants who identified as 
Black or Latino than among participants who 
identified as white6. Taken together, these 
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This year, the COVID-19 pandemic has altered neurological care in  
many ways. However, evidence indicates that people from marginalized 
ethnic and socioeconomic groups have been affected by these changes 
more than others, highlighting and amplifying existing health-care 
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Key advances

•	Black patients with acute ischaemic stroke 
and COVID-19 have faced higher morbidity 
and mortality than white, Asian or Latino 
patients2.

•	Patients hospitalized with COVID-19 at 
non-academic medical centres had worse 
outcomes than those at academic medical 
centres; gaps in access to critical and 
specialty care might influence these 
disparities3.

•	Black patients with acute ischaemic stroke 
were less likely than white patients to 
receive telestroke services during the 
pandemic; gaps in access to acute stroke 
care have also been observed among  
Latino patients5.

•	Among patients with Parkinson disease, 
those with lower incomes have had  
worse access to health care during the 
pandemic than patients with higher 
incomes9.
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These publications indicate that the 
COVID-19 pandemic is a particular burden 
for Black, Latino and lower-income popu-
lations. Although we suspect this burden  
extends to Native American and other Indig
enous communities, and that inequities occur 
beyond the USA, these topics remain largely 
ignored in the neurology literature. To elim-
inate the observed disparities, we must dis-
mantle the structural barriers that prevent 
equal access to neurological care across racial, 
socioeconomic and geographical lines (Fig. 1). 
In our opinion, this requires recognition that 
the challenges stem from societal values  

that perpetuate oppression and uneven power 
distribution delineated by social constructs 
like race, gender and class. Importantly, what 
happens in health care is intricately related to 
governance and public policies. Major fac-
tors that prevent people of colour and those 
of lower income from receiving health care 
include inequitable access to health insurance, 
gaps in access to technology and pervasive 
segregation within the health-care system1,9,10. 
Even if patients of marginalized identities can 
surpass these barriers, they still face inequi-
table hospital policies, interpersonal racism 
and implicit bias10. These factors manifest as 

disparities in neurological care, which have 
been amplified by the COVID-19 pandemic.

Health equity in neurology is possible, 
but we must first understand the systemic 
factors and pathways that underlie disparate 
health outcomes. As the COVID-19 pandemic 
evolves, the neurology community must meas-
ure, report and track disparities; work with 
health-care systems to implement structural 
changes that assure equal access to neurology 
care; advocate for public policies that facilitate 
universal access to health care; and engage 
with communities to combat structural racism 
and socioeconomic inequity. The year 2020 
has made clear the work needed to improve 
the neurological health of some of our most 
vulnerable patients, now it’s up to us to do it.
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HEALTH DISPARITIES 
• Missed or delayed diagnoses2,3

• Missed or delayed treatments1,2,3,4

• Increased morbidity1,2,4  
• Increased mortality1,2

Barriers to access:
• Gaps in health insurance coverage
• Challenges travelling to in-person 

 services
• Limited availability of telehealth 

 resources 

Barriers to quality:
• Unequal availability of diagnostic and 

treatment resources
• Uneven distribution of specialty care
• Limited health care workforce diversity 
• Limited language services

Fig. 1 | The factors that influence access to health care, receipt of quality neurology care 
and neurological outcomes as noted in the highlighted studies. Systemic, institutional  
and interpersonal racism all perpetuate segregation and prevent equitable access to resources, 
including quality health care, resulting in disparate health outcomes.
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