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Responding to the COVID-19 Pandemic
The Need for a Structurally Competent Health Care System
harmful social conditions that fundamentally shape
pandemic patterns.6
Over the coming months and years, the US health
care system will struggle to adapt to new, postpandemic norms. In this moment of crisis, however, the US
health care system has a generational imperative to begin to address the inequities made even more apparent
by the COVID-19 crisis. The opportunity exists to reimagine and redesign the health care delivery and education systems through a lens of health equity and racial
justice. By so doing, during a pandemic that highlights
the extent to which no one is safe until everyone is safe,
health outcomes can be improved more broadly.
Increasing numbers of US medical students and physicians are already acclimated to understanding the importance of confronting inequities because many have
been trained to understand the social determinants of
health and its clinical adaptation, structural competency. Structural competency calls on methods from sociology, economics, urban planning, and other disciplines to systematically train health care professionals
and others to “recognize ways that institutions, neighborhood conditions, market forces, public policies, and
health care delivery systems shape symptoms and
diseases.”7 Structural competency is also relevant for
identifying the often invisible networks that support
health, ranging from supply chains, to food delivery networks, to transit systems.
Overthepast6years,structuralcompetency courses and modules have
emerged in medical, nursing, and social
The COVID-19 pandemic is also a clear
work schools and residency programs,
reminder that the US health care system
and in several undergraduate prehealth
cannot treat its way out of public health
programs, in response to the growing
need to understand the structural drivproblems with therapeutic methods alone.
ers of health inequity and the subseUnderstanding how these processes operate re- quent need to address them.8 These interventions build
quires not only acknowledging the social determinants on a 5-part model that includes recognition of how social
of health, but more important, moving farther up- structures “shape clinical interactions,” development of
stream to address the structural drivers that generate “extraclinical language” of structure, rearticulating “culpoverty and other aspects of social disadvantage.
tural” presentations in structural terms,” planning “strucFor example, rates of adverse outcomes related tural interventions,” and development of “structural
to COVID-19, including deaths, can be mapped onto humility.”7 Whether these courses and interventions ulzip codes.2,5 COVID-19 morbidity and mortality pat- timately help to reduce health inequality is unknown.
terns highlight ways that persons from certain groups
The pandemic highlights the importance of turning
disproportionately lack housing security or live in mul- this analysis into action. Broad institutional leadership is
tifamily or multigenerational housing where physical needed to support medical interventions that reduce indistancing is not an option. Persons in these commu- equities. The crisis calls for radical change to how many
nities often work jobs that expose them to the virus, health centers and hospitals operate, and in ways that enor earn incomes that render access to adequate medi- sure the health of individuals by also maintaining the
cal care exceedingly difficult. The pandemic illustrates health of communities, structures, and environments.
the effects of what Pirtle has referred to as COVIDFour domains of intervention emerge from a strucrelated racial capitalism, a system that constructs the tural competency analysis.
The coronavirus disease 2019 (COVID-19) pandemic
has exposed the consequences of inequality in the US.
Even though all US residents are likely equally susceptible to infection with SARS-CoV-2 (severe acute respiratory syndrome coronavirus 2), the virus that causes
COVID-19 disease, the resulting illness and the distribution of deaths reinforces systems of discriminatory housing, education, employment, earnings, health care, and
criminal justice.1,2 The patterns of COVID-19 illuminate
centuries of support systems that the US did not build
and investments it did not make.
Each stage of the pandemic, from containment, to
mitigation, to reopening, highlights the extent to which
certain populations were rendered vulnerable long
before the virus arrived. As a result, marginalized,
minoritized, and communities of low wealth have been
at highest risk, with disproportionate death rates
among African American, Latinx, and Native American
populations across the US.3,4
Sociodemographic differences in COVID-19 morbidity and mortality highlight an unavoidable reality
facing the US health care system as it strives to fulfill
its mission to promote health and well-being, and to
treat disease. At its core, the practice of medicine is
based on individual-level interactions among clinicians,
patients, and families. Yet the pandemic highlights the
extent to which illness for many people results from
larger structures, systems, and economies.1,2
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Promote Truth and Reconciliation

Democratize Information

The US health care system needs to form far-ranging commissions
that take full account of the systems exposed and strained by the
pandemic and that show why, despite heroic efforts by clinicians,
those systems failed people and communities in their time of greatest need. A national “structural vulnerability” analysis, based on a
framework that operationalizes the negative health outcomes imposed by poverty, inequality, racism, and discrimination, could highlight weakened structures that contribute to devastating outcomes in vulnerable populations.9 The analysis should also consider
the full breadth of communities made vulnerable by inadequate infrastructures and policies, from first responders endangered by
inadequate production and supply chains for personal protective
equipment or coronavirus tests, to rural communities put at higher
risk of medical bankruptcies because their states have not expanded Medicaid. Such analysis also needs to include selfreflection regarding the structural disparities created and sustained by the US health care system.

It is essential that the US health care system build and sustain robust
channels of communication with affected communities, ultimately
valuing community-level intelligence to inform health system strategies for emergency preparedness and response. Doing so means
markedly expanding the public voice of the medical and health care
professions more broadly, such as by partnering with media, social media, and other platforms and with communities to co-create health
messaging and response strategies that are antiracist, relevant, and
rooted in science. Such platforms could promote structurally competent information about systemic inequities and ways to mobilize responses to them. These networks also could provide powerful channels to help counteract the misinformation and extremism that have
been promulgated on social media during the pandemic.10

Reimagine Infrastructure
The US health care system needs to build more structurally competent community health centers and hospitals that address patients’ social needs in addition to their medical ones. Such rethinking has long been part of medical attempts to address inequities, from
Geiger’s Mississippi clinics that wrote prescriptions for food in the
1960s, to numerous community health centers around the US, and
Health Leads, which provides access to essential resources alongside medical care today.
Such efforts need to be built out systemwide, substantially
expanded in collaboration with communities, and funded and
reimbursed through vast new public-private partnerships that
can support a diverse array of potential commitments and collaborations. Structurally competent health centers could, for
instance, ensure internet access (for expanded telemedicine),
provide food and housing assistance (in cases of food or housing
insecurity), deliver resources (protective equipment), and create
new medical-financial-legal partnerships (helping people with
rental issues, labor concerns, immigration). Ongoing, communityand meta-level assessment could then coordinate and evaluate services, track potential overlap, and innovate and develop
future partnerships.

The US health care system needs a new, structurally competent
Flexner Report, a new Hippocratic Oath, and a new set of board examinations. Health equity could be promoted by educating physicians about social inequality, training more clinicians to consider and
treat the upstream structural, social, and environmental conditions that often underlie disease. This also means training a workforce of public health–qualified clinicians who understand the social, structural, and political basis of disease, and embrace joining
medical care with public health in ways that facilitate system redesign that aligns the two fields instead of segregates them.
Ultimately, structural competency challenges the US health care
system to address the lasting lesson of the pandemic: that health
and illness are political. The US response to the COVID-19 pandemic has thrown into stark relief the need for medicine to have an
explicit political voice. The current crisis has also shown that a new
approach with new politics based in advocating for structural equity is necessary to mitigate the burden of existing health inequities that affect marginalized communities, and to better prepare the
US for future pandemics.
The COVID-19 pandemic is also a clear reminder that the US health
care system cannot treat its way out of public health problems with
therapeutic methods alone. COVID-19 is a disease of communities and
networks, a pathogen that floats along the infrastructures of human
relations. Only by better strengthening networks and supporting all
communities will anyone, and everyone, return to well-being.
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