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www.monganinstitute.org/cope-consortium). Aggregated source data are provided with this paper.

From March 24, 2020 to February 1, 2021, we enrolled a total of 4,797,306 individuals (n=370,282 U.S. participants and n=4,427,024 U.K
participants), of whom 1,894,940 individuals were active/logged at least one entry in Dec 2020 (i.e., two weeks prior to the initial vaccine
questionnaire). After excluding participants who did not provide their racial/ethnic information and restricting to those who responded to at
least one vaccine questionnaires, a final analytic cohort of 1,341,682 individuals remained). Sample size was not determined a priori, and we
enrolled all consecutive eligible patients within the study period.

We excluded participants who did not provide their racial/ethnic information or did not respond to at least one vaccine questionnaire (pre-
established).

This is an observational study using data from two different countries (the U.S. and U.K.) which were analyzed separately.

Allocation of the primary exposure (race/ethnicity) is not possible, though multivariable adjustment included age, date of study entry, sex,
personal history of diabetes, heart disease, lung disease, kidney disease, current smoking status, body mass index, prior reported history of
COVID-19 infection, frontline healthcare worker status, region, and education and income at the community level.

Blinding based on primary exposure (race/ethnicity) is not applicable to this study as race/ethnicity were self-reported (and thus, not blinded).

Baseline population characteristics have been summarized in Table 1 and Supplementary Table 1.

Our study population includes all participants enrolled in the COVID Symptom Study smartphone application as described
above (March 24, 2020 to February 1, 2021) in the United States and United Kingdom. Participants were recruited through
general and social media outreach, as well as direct invitations from the investigators of long-running prospective cohorts to
study participants. All participants had access to smartphone technology which could have impacted our results.

Mass General Brigham Human Research Committee (Institutional Review Board Protocol 2020P000909) and King’s College
London Ethics Committee (REMAS ID 18210)




