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American Indian/Alaska Native (AI/AN) persons experienced disproportionate mortality during the 2009
influenza A(H1N1) pandemic (1,2). Concerns of a similar
trend during the coronavirus disease 2019 (COVID-19)
pandemic led to the formation of a workgroup* to assess the
prevalence of COVID-19 deaths in the AI/AN population. As
of December 2, 2020, CDC has reported 2,689 COVID-19–
associated deaths among non-Hispanic AI/AN persons in the
United States.† A recent analysis found that the cumulative
incidence of laboratory-confirmed COVID-19 cases among
AI/AN persons was 3.5 times that among White persons
(3). Among 14 participating states, the age-adjusted AI/AN
COVID-19 mortality rate (55.8 deaths per 100,000; 95% confidence interval [CI] = 52.5–59.3) was 1.8 (95% CI = 1.7–2.0)
times that among White persons (30.3 deaths per 100,000;
95% CI = 29.9–30.7). Although COVID-19 mortality rates
increased with age among both AI/AN and White persons, the
disparity was largest among those aged 20–49 years. Among
persons aged 20–29 years, 30–39 years, and 40–49 years, the
COVID-19 mortality rates among AI/AN were 10.5, 11.6,
and 8.2 times, respectively, those among White persons.
Evidence that AI/AN communities might be at increased risk
for COVID-19 illness and death demonstrates the importance
of documenting and understanding the reasons for these disparities while developing collaborative approaches with federal,
state, municipal, and tribal agencies to minimize the impact of
COVID-19 on AI/AN communities. Together, public health
partners can plan for medical countermeasures and prevention
activities for AI/AN communities.
During July 22–September 3, 2020, data were collected on
confirmed COVID-19–associated deaths that occurred during
January 1–June 30, 2020, from 14 participating states.§ These
states represent approximately 46.5% of the AI/AN population

in the United States.¶ States provided data on confirmed
COVID-19 deaths by two race/ethnicity groups (AI/AN and
White), sex (men and women), and 10-year age groups. At
the request of the participating tribal epidemiology centers
and states, White race was chosen as the sole comparator to
avoid comparison of AI/AN persons of other races/ethnicities
that have experienced similar COVID-19 health disparities.
AI/AN race was defined as AI/AN either alone or in any racial/
ethnic combination; White race was defined as non-Hispanic
White only.** The workgroup, which included epidemiologists
and tribal epidemiology subject matter experts, also collected
data on underlying health conditions known to increase risk
for severe COVID-19–associated illness; however, incomplete
data precluded analysis of underlying health conditions. Data
for race, ethnicity, and COVID-19 mortality were obtained by
the state health departments from multiple sources, including
case investigations, death certificates, and laboratory reports.
Age-adjusted and age-specific COVID-19 mortality rates were
calculated for AI/AN and White populations.†† The AI/AN
and White populations for each state were obtained from 2019
postcensal population estimates§§ and used as the denominator for rate calculations. Death rates by race/ethnicity were
age-adjusted to the 2000 U.S. standard population; 95% CIs
for rates were calculated using the Byar approximation to the
Poisson distribution. COVID-19 death rates among AI/AN
were compared with those among White persons using rate
ratios. The number of deaths among persons aged <20 years was
small (<10), and these data were suppressed to avoid possible
harm to AI/AN communities if potentially identifiable data
were published. This activity was reviewed by the Council of
State and Territorial Epidemiologists and was conducted for
public health surveillance purposes consistent with applicable
federal law.¶¶

* Representatives from 14 state health departments, New York City Department of
Health and Mental Hygiene, the Council of State and Territorial Epidemiologists,
seven Tribal Epidemiology Centers, the Indian Health Service, and CDC.
† https://www.cdc.gov/nchs/nvss/vsrr/covid19/health_disparities.htm.
§ The following 14 states were solicited by CSTE to participate in the workgroup
and provide data for analysis: Alaska, Arizona, Louisiana, Minnesota,
Mississippi, Nebraska, New Mexico, New York, North Dakota, Oklahoma,
Oregon, South Dakota, Utah, and Washington.

¶ https://data.census.gov/cedsci/table?q = 2019%20acs&tid = ACSDP1Y2019.DP05.
** AI/AN was defined as AI/AN alone or multiracial and includes non-Hispanic
and Hispanic ethnicity. White was defined as non-Hispanic ethnicity with a
response of White only and no other race selected.
†† Data were analyzed and confirmed separately by the Urban Indian Health
Institute and the Northwest Tribal Epidemiology Center.
§§ https://www.census.gov/content/census/en/data/datasets/time-series/demo/
popest/2010s-state-detail.html.
¶¶ 45 C.F.R. part 46.102(l)(2).
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Participating states reported 1,134 deaths among AI/AN
persons and 18,815 deaths among White persons during
January 1–June 30, 2020. Men accounted for 621 (55%) AI/AN
deaths and 9,775 (52%) deaths in White persons. Overall,
AI/AN persons who died from COVID-19 were younger than
were White persons: 35.1% of AI/AN COVID-19–associated
deaths were among persons aged <60 years, compared with 6.3%
of deaths among White persons (Table) (Figure).
The age-adjusted AI/AN COVID-19 mortality rate
(55.8 deaths per 100,000) was 1.8 (95% CI = 1.7–2.0) times
that among White persons (30.3 deaths per 100,000) (Table).
For both AI/AN and White persons, mortality was higher
among men (66.4 and 36.1 per 100,000, respectively) than
among women (46.8 and 25.4 per 100,000, respectively).
Among both AI/AN and White persons, COVID-19 mortality rates increased with age, with the highest age-specific
mortality rate among persons aged ≥80 years (488.3 and 520.1
per 100,000, respectively). Mortality rates among AI/AN
persons were higher than those among White persons in all
age groups except the oldest age group. The largest differences
were among persons in the three age groups encompassing
20–49 years. Among persons aged 20–29 years, 30–39 years,
and 40–49 years, the COVID-19 mortality rates among AI/AN
persons were 10.5, 11.6, and 8.2 times those among White
persons, respectively (Table).

Discussion

In the 14 states that participated in this study, the overall COVID-19 mortality rate among AI/AN persons was
higher than that among White persons. This finding is consistent with those from a similar study assessing pandemic
influenza A(H1N1)–related mortality (1). Long-standing
inequities in public funding; infrastructure; and access to
health care, education, stable housing, healthy foods, and
insurance coverage have contributed to health disparities
(including higher prevalences of smoking, obesity, diabetes,
and cardiovascular disease) that put indigenous peoples at
higher risk for severe COVID-19–associated illness (4). The
lack of consistent and complete collection of underlying
health conditions prevented the workgroup from assessing the
contributions of these conditions to the observed disparity in
mortality. This highlights the need for consistent approaches
across jurisdictions to collect this information systematically
and completely. As with influenza mortality rates, differences
in socioeconomic factors might have contributed to elevated
COVID-19 mortality (5). Financial or transportation-related
barriers to health care access might have prevented patients
from receiving timely medical care at the time of initial evaluation, resulting in more severe illness that was less amenable
to treatment (2).

TABLE. COVID-19–associated deaths* among American Indian/Alaska Native (AI/AN)† and non-Hispanic White (White) persons aged ≥20 years,§
by demographic characteristics — 14 states,¶ January–June 2020
AI/AN deaths
Characteristic

No. (%)**

Total*
Sex*
Men
Women
Missing
Age group, yrs¶¶
20–29
30–39
40–49
50–59
60–69
70–79
≥80
Missing

White deaths

Rate†† (95% CI)

No. (%)§§

Rate†† (95% CI)

AI/AN:White rate ratio
(95% CI)

1,134 (100)

55.8 (52.5–59.3)

18,815 (100)

30.3 (29.9–30.7)

1.8 (1.7–2.0)

621 (55)
513 (45)
0

66.4 (60.9–72.1)
46.8 (42.8–51.1)
—

9,775 (52)
9,035 (48)
5

36.1 (35.4–36.8)
25.4 (24.9–26.0)
—

1.8 (1.7–2.0)
1.8 (1.7–2.0)
—

27 (2)
72 (6)
99 (9)
200 (18)
268 (24)
235 (21)
230 (20)
3

6.3 (4.2–9.2)
19.8 (15.5–25.0)
34.0 (27.6–41.3)
73.9 (64.1–84.9)
127.7 (112.8–143.9)
218.1 (191.1–247.8)
488.3 (427.3–555.7)
—

31 (0.2)
91 (0.5)
199 (1)
870 (5)
2,337 (12)
4,514 (24)
10,767 (57)
6

0.6 (0.4–0.9)
1.7 (1.4–2.1)
4.1 (3.6–4.7)
15.6 (14.6–16.7)
41.6 (39.9–43.3)
122.2 (118.7–125.9)
520.1 (510.3–530.0)
—

10.5 (6.3–17.6)
11.6 (8.5–15.8)
8.2 (6.5–10.5)
4.7 (4.1–5.5)
3.1 (2.7–3.5)
1.8 (1.6–2.0)
0.9 (0.8–1.1)
—

Abbreviations: CI = confidence interval; COVID-19 = coronavirus disease 2019.
* Rates are age-adjusted to the 2000 U.S. standard population.
† Includes Hispanic and non-Hispanic AI/AN persons.
§ Cases in persons aged <20 years suppressed because number was <10.
¶ Alaska, Arizona, Louisiana, Minnesota, Mississippi, Nebraska, New Mexico, New York, North Dakota, Oklahoma, Oregon, South Dakota, Utah, and Washington.
** Includes 12 persons with unknown ethnicity.
†† Deaths per 100,000 population.
§§ Includes five persons with unknown sex.
¶¶ Rates are age-specific.
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FIGURE. Percentage distribution of COVID-19–associated deaths among American Indian/Alaska Native* and non-Hispanic White persons
aged ≥20 years, by age group† — 14 states,§ January 1–June 30, 2020
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Abbreviation: COVID-19 = coronavirus disease 2019.
* Includes Hispanic and non-Hispanic ethnicities.
† Percentages by age group are not age-adjusted.
§ Alaska, Arizona, Louisiana, Minnesota, Mississippi, Nebraska, New Mexico, New York, North Dakota, Oklahoma, Oregon, South Dakota, Utah, and Washington.

In 2010, the Advisory Committee on Immunization
Practices (ACIP) first recommended that vaccination efforts
should focus on delivering influenza vaccine to AI/AN population, among others, when supply is limited, based on the
disproportionate impact pandemic influenza A(H1N1) had
on AI/AN communities during 2009–2010 (6). The ACIP
COVID-19 Vaccines Work Group has developed an ethical
framework to guide COVID-19 vaccine allocation decisions
when supply is limited (7), which aims to maximize benefits
and minimize harms, promote justice, mitigate health inequities, and promote transparency. Compared with White
persons, AI/AN persons have experienced higher morbidity
and mortality from COVID-19 (3).*** Federal, state, tribal,
and local partners should consider the AI/AN disparities from
COVID-19 and other underlying factors when developing
their vaccine allocations strategies.
The findings in this report are subject to at least six limitations. First, mortality estimates for other persons of color
were not assessed, preventing comparisons with these groups.
*** https://cdn1.sph.harvard.edu/wp-content/uploads/sites/1266/2020/06/20_
Bassett-Chen-Krieger_COVID-19_plus_age_working-paper_0612_Vol19_No-3_with-cover.pdf.

Second, deaths caused by COVID-19 were likely underreported because of limited testing availability and reluctance to
be tested, particularly in the early months of the pandemic (8).
Third, limited completeness and accuracy of race/ethnicity data
might lead to undercounting of AI/AN COVID-19–related
deaths. AI/AN persons are more likely to be racially misclassified as White or other races in vital records and other data
systems, resulting in underestimates of morbidity and mortality in AI/AN communities (9). Fourth, the inconsistent and
incomplete collection of data for underlying health conditions
precluded an analysis controlling for underlying health conditions as a factor for COVID-19 mortality. Fifth, the analytic
methods used did not account for clustering of deaths by state.
Finally, this study reports data from selected states and therefore does not represent the entire AI/AN population within
the United States.
Despite these limitations, these findings suggest that, compared with the White population, the AI/AN population in
the 14 participating states has been disproportionately affected
by the COVID-19 pandemic, especially among younger age
groups. Improved data quality and completeness for case investigation, death certificates, and laboratory reports can guide
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Summary
What is already known about this topic?
COVID-19 incidence is higher among American Indians/Alaska
Natives (AI/ANs) than among non-Hispanic Whites. In 2009,
AI/ANs experienced disproportionately high pandemic
influenza A(H1N1)–associated mortality.
What is added by this report?
Based on data from 14 participating states, age-adjusted
COVID-19–associated mortality among AI/ANs was 1.8 times
that among non-Hispanic Whites. Among AI/ANs, mortality was
higher among men than among women, and the disparity in
mortality compared with non-Hispanic Whites was highest
among persons aged 20–49 years.
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What are the implications for public health practice?
AI/ANs have experienced disproportionate rates of infection
and mortality during the COVID-19 pandemic. The excess risk,
especially for AI/AN males and persons aged 20–49 years,
should be considered when planning and implementing
medical countermeasures and other prevention activities.

decisions on resource prioritization to identify and protect
populations at higher risk for illness and death. Public health
agencies should engage with tribes through tribal consultations
and confer with urban-dwelling AI/AN communities to build
upon existing community assets and values to enhance health
outcomes. AI/AN communities have formed bidirectional
partnerships with public health partners that are rooted in
tribal sovereignty and fulfillment of treaty rights to promote
culturally sensitive strategies for COVID-19 prevention activities and medical countermeasures (10).††† Strategies can draw
on cultural factors that include protecting elders and ensuring
a healthy future for younger generations. Improving the quality
of COVID-19 data will be important for AI/AN communities and their partners to identify populations experiencing
excess risk and plan and implement prevention activities and
medical countermeasures.
†††
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