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SOCIAL INEQUALITIES IN THE TIME OF COVID-19 

Abstract 

With the recent outbreak of the Coronavirus pandemic, daily life is being drastically 

impacted, whether it is compromising someone’s health, laying off a large portion of our 

workforce, or moving our youth to indefinite online schooling. With these struggles, many social 

inequalities are being exacerbated, due to a lack of resources being accessible to lower social 

groups. Previous research has shown that ​low-income populations are less likely to have health 

insurance, making them unable to receive proper medical care. Additionally, while more than 

half of our workforce is without a job, low-income populations usually work in hourly-paid jobs 

that remain essential during the pandemic, putting them more at risk. Previous research also 

notes that low-income students are disproportionately affected by technological troubles, and a 

lack of meals provided by the school system. The current study analyzed healthcare, economic, 

and educational disparities occurring since March, 2020, when the pandemic hit. The main 

comparison of interest was between 3 different income groups: ​<$10,000 to $39,999, $40,000 to 

$79,999, and $80,000 to >$150,000. 
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Introduction 

In March of 2020, the United States was introduced to a new disease called COVID-19, 

which was quickly labeled as a global pandemic. The dictionary definition of the word 

“pandemic” is, “​An outbreak of a disease that occurs over a wide geographic area (such as 

multiple countries or continents) and typically affects a significant proportion of the population ​: 

a pandemic outbreak of a disease.”​ According to the World Health Organization (WHO), the 

Coronavirus, or COVID-19 for short, is an invasive disease that spreads through droplets 

expelled by the nose when a person coughs or sneezes. Many people who contract this disease 

will only be mildly to moderately affected by respiratory symptoms, such as dry cough, 

headache, fever, and loss of taste or smell (World Health Organization). Concern starts to arise 

when COVID-19 is contracted by older populations and populations with underlying health 

problems. These populations experience more serious and life-threatening symptoms, such as 

difficulty breathing and shortness of breath, chest pain and pressure, and loss of speech and 

movement (World Health Organization). From January 21st, 2020 until November 17th, 2020, 

there have been a total of ​10,984,398​ confirmed cases and ​245,470 ​total deaths in the United 

States, with numbers increasing daily (Centers for Disease Control and Prevention). Even though 

not everyone is directly affected by the Coronavirus, everyone is being impacted by this ruthless 

disease in some way.  

This research will focus on how COVID-19 has rapidly transformed daily life, through 

compromising someone’s health, increasing the proportion of the workforce that is laid off, or 

forcing students to attend virtual schooling. As with any disaster, social inequalities are 

exacerbated, and those with a lack of resources struggle more. With cases of COVID-19 rapidly 

increasing every day, these inequities will only continue to become more prominent over time. 
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This paper will be assessing 3 notable social inequalities: access to healthcare, economic 

disparities, and access to education, by comparing the prevalence of inequality between social 

groups. The following is a review of the literature providing information on healthcare, 

education, and the economy, in relation to the current pandemic. 

Literature Review 

Healthcare 

Research on COVID-19 in relation to healthcare disparities has found that African 

American and Hispanic populations are disproportionately affected by the Coronavirus. Azar et 

al. (2020), found that in California, African Americans make up 33% of patients hospitalized 

from the disease, which is more than double that of white patients. Within this same body of 

research, it was also found that the death rate for African Americans is higher than their 

representation in the population; while this group comprises 6% of the population, they have a 

10% mortality rate. Brown et al. (2020) discovered that African Americans, who represent 13% 

of the total United States population, are twice as likely to die from the Coronavirus than other 

populations and account for one third of the total number of cases. Similarly, Hispanic 

populations are shown to be the largest minority group in the United States, comprising around 

18% of the population. Within this population, research has shown that COVID-19 affects 28.4% 

of the population (Macias Gil et al. 2020). 

 The reason behind these statistics being so disproportionate, compared to other 

populations, begins with health insurance coverage. When assessing health insurance for 

minority populations, it was shown that Hispanics have the lowest rates of health insurance 

coverage when compared to other minority groups. While only 5.4% of Whites were uninsured 

in 2018, 19.8% of Hispanics were uninsured. Noonan, Velasco-Mondragon, and Wagner (2016) 
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found that the percentage of African American adults without health insurance has been 

decreasing rapidly, and at a similar rate as that of Hispanic populations without health insurance. 

Additionally, it was found that holding an immigrant status instills a fear or mistrust towards 

public health services, meaning that these populations are more likely to be excluded from public 

insurance coverage, such as Medicaid (Macias Gil et al. 2020). Unfortunately, people who use 

Medicaid, or who reported having no health insurance, had twice the odds of being admitted to 

the hospital for Coronavirus than people who reported using commercial health insurance (Azar 

et al. 2020). 

There has been constant concern that our medical system is unable to support the amount 

of patients being brought into hospitals. For example, the number of ICU beds and ventilators 

needed to aid patients is disproportionate to the number of Coronavirus cases being admitted. For 

several months in 2020, patients have been exceeding the current hospital capacity in a number 

of cities, making it hard to provide proper care (Kang et al. 2020). Sheykhi (2020) found that 

because of how high the numbers of people being admitted for Coronavirus are, non-Coronavirus 

patients are unable to receive normal treatment. Lack of hospital beds, medication shortages, and 

a reduction of medical staff due to their own contraction of the virus, are just some of the ways 

that hospitals are being impacted by COVID-19. The public health system has been reported as 

underfunded for decades, and therefore was not prepared for the challenge that the Coronavirus 

presented. 

One of the most common inequalities contributing to a lack of healthcare is poverty. 

Poverty and low socioeconomic status are shown as highly correlated with negative health 

outcomes, high morbidity, and high mortality rates, with mortality being independent from any 

other risk factor (Noonan, Velasco-Mondragon, and Wagner 2016; Yancy 2020). People who are 
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living in low-accessibility, impoverished areas are more vulnerable to high Coronavirus 

mortality rates because of their socioeconomic status, housing type, and access to transportation 

(Kang et al. 2020). For example, in minority communities, health screenings and drive-through 

testing are not always readily available, or convenient, due to lack of transportation, technology, 

and geographic segregation, meaning that these populations are not receiving the same access to 

resources as their more affluent counterparts. Additionally, recommendations to “social distance” 

or “shelter-in-place” are less effective for minority populations, as this is a form of privilege for 

middle to upper-class communities. Low socioeconomic status populations do not get the 

luxuries of paid sick-leave and working from home, because many of them work in essential 

services (e.g. food service). If these employees do not get paid-leave, and they are unable to 

work due to sickness, they risk the possibility of losing employment completely. Even if it is 

advised that these employees stay home when they are sick or at risk for contracting COVID-19, 

remaining at home might not financially be an option (Brown et al. 2020; Macias Gil et al. 2020; 

Webb Hooper, Nápoles, and Pérez-Stable 2020). 

Economy 

In addition to healthcare disparities, the economic system is also struggling to 

accommodate the imbalance inflicted by the Coronavirus. Globally, the workforce is composed 

of approximately 3.3 billion people. Because of the virus, it has been estimated that more than 

four out of five people, or 80%, of the total workforce has been impacted by full or partial 

closures of the workplace (Savić 2020). These workplace closures are not just occurring in a few 

sectors of our economy, they are spanning across a wide range of jobs and businesses. Some of 

the most significantly impacted workplaces include, retail, wholesale, and service sectors, which 

include tourism, entertainment, and transportation. Because the pandemic has impacted so many 
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different interconnected economic sectors, it has triggered what has been termed as an 

“economic contagion,” meaning that there have been major disruptions to trade, tourism, energy 

and finance (Lenzen et al. 2020).  

As a result of a numerous amount of people being out of a job, there has been a rise in the 

number of applications for unemployment insurance nationally, which supplies workers with a 

state-provided, calculated income every week based on what they were previously earning. 

These state unemployment programs are in high demand, with more than 40 million people 

applying for these benefits (Galea and Abdalla 2020). Because the numbers are so high, the 

online system is being overwhelmed because of the increase in applicants, causing payments to 

be delayed, or even missed in some cases. Unemployment numbers this high have not been seen 

since the 1930s Great Depression era (Galea and Abdalla 2020; Saloner et al. 2020). Along with 

unemployment insurance payments, there are other state and federal relief programs that are 

being relied on during this time. The problem with these relief efforts is that they are not readily 

available to all populations. Temporary Assistance for Needy Families (TANF) has been limited 

to certain groups because of income eligibility and work requirements. These requirements 

include, TANF can provide funds for no longer than 5 years, TANF cannot be used to assist legal 

or illegal immigrants until they have been in the state for 5 years, and families must meet federal 

work rates, which are 20 hours per week for single-parent families and 35 hours a week for 

two-parent families (Center on Budget and Policy Priorities). The national government stimulus 

of $1,200 was granted to “eligible” adults, whose income was under $99,000 ($198,000 for joint 

filers), and awarded an additional $500 per dependent child under the age of 17, or up to $3,400 

for a family of 4 (U.S. Department of the Treasury). Dependents who were living on their own, 

such as those in college, were unable to receive the stimulus, even if they were out of a job. 
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These assistance programs were only given a one-time boost as a part of the Coronavirus Aid, 

Relief, and Economic Security (CARES) Act, but have not been supplemented since April 2020, 

even as unemployment rates increased (Saloner et al. 2020). 

Unemployment insurance might be a concern for those out of a job, but for a lot of lower 

income populations, their role in our economy cannot afford to stop. In research conducted by 

Lenzen et al. (2020) on socioeconomic losses from the pandemic, it was found that the 

Coronavirus has deepened socioeconomic vulnerabilities, widened wealth gaps, and placed 

burdens on lower income populations. Additional research found that the risk of acquiring 

COVID-19 has been greater for minority and low socioeconomic status populations, and that it is 

disproportionately affecting these groups in comparison to middle and upper-class populations 

(Bonaccorsi et al. 2020; Galea and Abdalla 2020). The reason behind this inequity is that these 

lower-class populations have been shown to work in more of the essential service sectors of our 

economy such as, food, factory, and agricultural systems. The workers who make up this critical 

part of our economy are more likely to work in overcrowded conditions and have less access to 

protective equipment to stop the spread of the virus. Because of these conditions, these essential 

workers may be unable to follow social distancing policies properly (Lee et al. 2020). While 

some salaried positions allow their employees to work from home, allowing for safe social 

distancing, these hourly-workers have no other choice but to go into work with these risky 

conditions every day.  

Savić (2020) defines working from home as having 4 essential characteristics: “(1) a 

person who is an employee of a company or a staff member of an organization; (2) actual work 

engagement with a company or an organization on specific tasks; (3) work being performed 

outside the company’s physical premises; and (4) telecommunication with the employer.” For 
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many fortunate populations, this has become a mandatory practice to ensure safety among 

employees. One of the biggest benefits to working at home is that parents are able to stay home 

with their children. Since the Coronavirus has led to the shutting down of schools and childcare 

centers, many children have no other choice than to stay at home with their parents (Markey 

2020). While this may be seen as a positive occurrence for most privileged families, problems 

arise when working-class parents are unable to stay home with their children during the day. This 

inequality is especially prominent in regards to the quality of education that children are 

receiving through staying at home, whether it is being taught by their parents, or being 

self-taught. 

Education 

In most of the research on educational disparities in the time of COVID-19, the biggest 

problem with online schooling is that there is not enough access to the internet and proper 

technologies. Studies have shown that 18% of students do not have access to broadband internet, 

and for those who do have access to the internet, more than half report poor network connection 

(Anderson 2020; Dushkevych 2020). Even if students do have access to a stable internet 

connection, it is not certain that they have the proper technology, or knowledge of technology, to 

complete all of their assignments for school. It is assumed in our technologically-driven world 

that most students are digitally literate and can easily adapt to using technology to complete their 

work, but that is not always the case. Because of this, parents and teachers are spending more 

time learning online educational programs themselves, and teaching their children how to use the 

technology they need to be able to learn (Chang 2020; Kaup 2020). When students are forced to 

complete numerous virtual assignments, while also dealing with internet problems and weak 

signals, this stress puts students at risk for depression (Mowad 2020). 
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Aside from internet trouble, there are many other factors that influence the effectiveness 

of online learning. One of the main factors impacting learning is distraction. By sitting at a 

computer screen all day, students are more likely to be distracted by computer games, social 

media, and other online content that is readily available to them (Chang 2020). In order to try 

and combat this problem, some classes have been virtually synchronous, meaning that everyone 

meets at the same time online, rather than doing your work at your own pace. While this method 

is meant to be more engaging, teachers are having trouble continuously capturing the attention of 

children in these synchronous settings, since they cannot physically be there to stop distractions 

(Kaup 2020). Teachers and students alike are having trouble navigating the unknowns of virtual 

learning, since this is a fairly new occurrence for most populations. In a study conducted by Roy 

et al. (2020), 80% of students were not in favor of continuing online learning in a 

post-Coronavirus era.  

Technology considerations are just one part of the education inequalities that are being 

highlighted by the current pandemic. Anderson (2020) argues that children from communities of 

color or from high-poverty/low-income areas depend on their school for a lot more than other 

populations. Students receive safety, security, one-on-one attention, and adequate food from their 

schools, and Coronavirus has taken that away from them. Schools normally provide a safe space 

for children to go during the day while their parents are at work, and allow them to potentially 

receive two meals if they are unable to receive meals from home. Anderson (2020) comments on 

the problem of providing nutritional meals to children during this crisis, saying that a lot of 

school systems usually provide children-in-need with breakfast, lunch, and meal bags to take 

home. With schools being shut down, children’s only option is to eat at home. Luckily, many 

school districts have realized this disparity, and began to use buses to provide meals to students 
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that are delivered to the home, bus stop, or community. It was also shown that families in this 

socioeconomic group lack the resources and background knowledge to properly homeschool 

their children, resulting in a widening of the educational achievement gap in minority groups 

across the United States. Adding to this gap, individual school districts have been given the 

flexibility to determine how students are evaluated, resulting in inconsistencies in standardized 

teaching, learning, and testing (Anderson 2020). 

Previous research has shown that because of the Coronavirus pandemic, many social 

inequalities are being exacerbated. As seen through literature on healthcare, COVID-19 is 

disproportionately affecting African American and Hispanic communities, which are 

communities that are less likely to have health insurance to cover their medical bills. In addition, 

people living in low-income areas are also less likely to have health insurance or close access to 

healthcare facilities. For those who are able to receive healthcare, we have seen that hospitals are 

surpassing full capacity and do not have enough supplies to properly support everyone. 

Literature on economic impacts of the Coronavirus has shown that more than half of our 

workforce has been without a job since the pandemic began, and has had to rely on government 

relief to support themselves. Unfortunately, low socioeconomic status populations cannot afford 

to be without a job, so these people have no other choice to continue working through the 

pandemic. Problems arise when these populations are having to work in close conditions with 

others and are not provided with adequate protection against the spread of the virus. Finally, 

research on education has shown that internet and technology accessibility are two of the biggest 

inconsistencies with online education. In addition to technological trouble, children are having a 

hard time staying focused and learning new material online. For low socioeconomic groups, 

these inequalities are only more prevalent, with the addition of lack of meals provided by the 
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school system. Because of this sudden pandemic, the inequity in our society is more prominent 

than ever before.  

Methods 

Data 

Survey data was collected from a convenience sample of 123 participants. Par​ticipants 

were recruited through emails to professors and organizations at the University of North Carolina 

at Greensboro, and through posts about the survey shared on Facebook. Inclusion criteria 

allowed for only ages 18 and older to complete the survey. Those who expressed interest in the 

survey virtually, through email or social media, were asked to click on the link provided to them, 

which then directed them to the anonymous survey. The survey began with an age screener for 

18+, and was followed by a consent form before the questions begin. Those who gave consent 

were then asked to complete a four-part survey that began with demographic questions, and was 

followed by information about healthcare, economic, and educational challenges they are facing. 

The survey consisted of 51 questions, and averaged around 10 minutes to complete. Being that 

this survey was completely virtual, no in-person interaction was required. ​Tables 1-6 show the 

demographic characteristics of the sample. 

Sample 

Table 1: Sex of Study Sample 

 

Label N Percent 

Female 79 76.70% 

Male 21 20.39% 

Nonbinary 3 2.91% 

   

Total 103 100% 
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As shown in Table 1, 76.70% of respondents (N=79) responded that they were female. 

20.39% of respondents (N=21) responded that they were male. 2.91% of respondents (N=3) 

responded that they were nonbinary. 

 

Table 2: Ethnicity of Study Sample 

 

As shown in Table 2, 8.74% of respondents (N=9) responded that they were of Hispanic 

or Latinx ethnicity. 91.26% of respondents (N=94) responded that they were not of Hispanic or 

Latinx ethnicity. 

 

Table 3: Race of Study Sample 

Label N Percent 

Hispanic or Latinx 9 8.74% 

Not Hispanic or Latinx 94 91.26% 

   

Total 103 100% 

Label N Percent 

White 82 75.23% 

Black or African American 17 15.60% 

American Indian or Alaska 
Native 

3 2.75% 

Asian 3 2.75% 

Native Hawaiian or Pacific 
Islander 

0 0.00% 

Other  4 3.67% 
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As shown in Table 3, 75.23% of respondents (N=82) responded that they were of White 

race. 15.60% of respondents (N=17) responded that they were of Black or African American 

race. 2.75% of respondents (N=3) responded that they were of American Indian or Alaskan race. 

2.75% of respondents (N=3) responded that they were of Asian race. 0.00% of respondents 

(N=0) responded that they were of Native Hawaiian or Pacific Islander race. 3.67% of 

respondents (N=4) responded that they were of another race. For the measure of race, 

participants were allowed to select all that apply. 

 

Table 4: Age of Study Sample 

 

As shown in Table 4, 54.4% of respondents (N=56) responded that they were 18 to 24 

years of age. 10.7% of respondents (N=11) responded that they were 25 to 36 years of age. 

15.5% of respondents (N=16) responded that they were 37 to 48 years of age. 12.6% of 

respondents (N=13) responded that they were 49 to 60 years of age. 6.8% of respondents (N=7) 

responded that they were 61 years of age or older. 

Total 109 100% 

Label N Percent 

18 - 24 56 54.4% 

25 - 36 11 10.7% 

37 - 48 16 15.5% 

49 - 60 13 12.6% 

≥ 61 7 6.8% 

   

Total 103 100% 
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Table 5: Education Level of Study Sample 

 

As shown in Table 5, 0.00% of respondents (N=0) responded that they had completed 

some high school. 11.65% of respondents (N=12) responded that they had graduated high 

school. 33.01% of respondents (N=34) responded that they had completed some college. 16.50% 

of respondents (N=17) responded that they had completed a 2 year degree. 23.30% of 

respondents (N=24) responded that they had completed a 4 year degree. 11.65% of respondents 

(N=12) responded that they had completed a master’s degree. 3.88% of respondents (N=4) 

responded that they had completed a doctoral degree. 

 

Table 6: Average Household Income of Study Sample 

Label N Percent 

Some high school 0 0.00% 

High school graduate 12 11.65% 

Some college 34 33.01% 

2 year degree 17 16.50% 

4 year degree 24 23.30% 

Master’s degree 12 11.65% 

Doctoral degree 4 3.88% 

   

Total 103 100% 

Label N Percent 

< $10,000 18 17.6% 

$10,000 - $19,999 8 7.8% 

$20,000 - $29,999 9 8.8% 
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As shown in Table 6, 41.1% of respondents (N=42) responded that they had a household 

income of less than $10,000 to $39,999. 22.6% of respondents (N=23) responded that they had a 

household income of $40,000 to $79,999. 37.2% of respondents (N=38) responded that they had 

a household income of $80,000 to more than $150,000. For the remainder of the analysis, data 

has been aggregated into 3 income groups. 

Results 

Tables 7-10 show the percentage of responses for specific survey questions. The 

percentages are broken down by income brackets. These brackets were chosen because they each 

signify one-third of the total range of average household income responses, allowing for 

comparison between low, middle, and high income groups. There were 42 respondents in the 

low-income group, 21 respondents in the middle-income group, and 37 respondents in the 

high-income group.  

$30,000 - $39,999 7 6.9% 

$40,000 - $49,999 5 4.9% 

$50,000 - $59,999 6 5.9% 

$60,000 - $69,999 7 6.9% 

$70,000 - $79,999 5 4.9% 

$80,000 - $89,999 9 8.8% 

$90,000 - $99,999 6 5.9% 

$100,000 - $149,999 13 12.7% 

≥ $150,000 10 9.8% 

   

Total 102 100% 
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Table 7: Healthcare Data by Income Bracket 

Category Percent for 
Income 
Bracket  
<$10,000 to 
$39,999 

Percent for 
Income 
Bracket 
$40,000 to 
$79,000 

Percent for 
Income 
Bracket 
$80,000 to 
>$150,000 

Do you rely on any of the following public 
healthcare services for assistance? 

   

Medicare 5% 9% 11% 

Medicaid 23% 9% 0% 

Children’s Health Insurance Program 
(CHIP) 

0% 0% 0% 

Other 15% 5% 3% 

I do not rely on any of these public 
healthcare services 

59% 68% 83% 

Unknown 3% 9% 6% 

Has a lack of money kept you from going to the 
doctor? 

   

Yes, it has 49% 35% 23% 

No, it has not 51% 65% 77% 

How satisfied are you with the care you 
received at your last medical visit? 

   

Extremely satisfied 26% 45% 46% 

Somewhat satisfied 33% 32% 46% 

Neither satisfied nor dissatisfied 13% 14% 3% 

Somewhat dissatisfied 10% 0% 3% 

Extremely dissatisfied 3% 0% 0% 

I have not had any medical visits since 
March 2020 

15% 9% 3% 

How satisfied are you with accessibility to 
treatment (if needed)? 
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When asked whether or not they rely on certain public health services, 83% of 

high-income respondents said that they did not rely on any public healthcare services. 11% of 

high-income respondents relied on Medicare, and 3% relied on another form of public services. 

For the middle-income group, 68% of respondents did not rely on any public healthcare services. 

9% relied on Medicare, 9% relied on Medicaid, and 5% relied on another form of public 

services. Low-income respondents relied the most on public healthcare services, with 5% 

receiving Medicare, 23% receiving Medicaid, and 15% receiving another form of healthcare 

service. 59% of the low-income group did not rely on any services. When asked if a lack of 

money has kept them from going to the doctor, 23% of high-income respondents said “yes, it 

has,” while 77% said “no, it has not.” 35% of middle-income respondents said a lack of money 

has kept them from going to the doctor, while 65% said it has not. For low-income respondents, 

almost half (49%) responded that a lack of money has kept them from going to the doctor, while 

51% responded that it has not. When looking at medical visit satisfaction, 46% of high-income 

respondents were extremely satisfied, and 0% responded that they were extremely dissatisfied. 

45% of middle-income respondents were extremely satisfied, while 0% were extremely 

dissatisfied. Finally, only 26% of low-income respondents were extremely satisfied with medical 

care, while 3% were extremely dissatisfied. For accessibility to treatment satisfaction rates, 46% 

Extremely satisfied 23% 18% 46% 

Somewhat satisfied 18% 64% 31% 

Neither satisfied nor dissatisfied 8% 0% 3% 

Somewhat dissatisfied 23% 9% 9% 

Extremely dissatisfied 10% 0% 3% 

I have not had any medical visits since 
March 2020 

18% 9% 9% 
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of high-income respondents were extremely satisfied, while 3% were extremely dissatisfied. 

Only 18% of middle-income respondents were extremely satisfied, while 0% were extremely 

dissatisfied. 23% of low-income respondents were extremely satisfied, and 10% were extremely 

dissatisfied. Trends in the data show that it is more likely for the lowest income bracket to rely 

on public health services. This group is also less likely to be able to pay for a doctor’s visit, and 

when they do receive care, they are more likely to be dissatisfied than the middle and 

high-income groups.  

 
Table 8: Economic Data by Income Bracket 

Category Percent for 
Income 
Bracket  
<$10,000 to 
$39,999 

Percent for 
Income 
Bracket 
$40,000 to 
$79,000 

Percent for 
Income 
Bracket 
$80,000 to 
>$150,000 

Are you currently employed?    

Yes 56% 48% 64% 

No 44% 52% 36% 

Does your job provide you with hourly pay or a 
salary? 

   

My job pays me by the hour 100% 80% 19% 

My job pays me a salary 0% 20% 81% 

Does your job allow you to work from home?    

Yes, and I am currently working from 
home 

10% 20% 62% 

Yes, but I am not working from home 5% 10% 5% 

No, my job does not allow me to work 
from home 

85% 70% 33% 

Unknown 0% 0% 0% 

Do you work in any of the following essential    
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industries? 

Food and agriculture 35% 0% 5% 

Emergency services 5% 0% 0% 

Transportation, warehouse, and delivery 5% 10% 0% 

Industrial, commercial, residential 
facilities and services 

20% 10% 0% 

Healthcare 0% 10% 14% 

Government and community services 5% 0% 10% 

Communications and IT 0% 0% 5% 

Financial sector 5% 0% 5% 

I do not work in any of these essential 
industries 

40% 70% 67% 

Did you become unemployed due to the 
pandemic? 

   

Yes, I became unemployed because of 
the pandemic 

25% 27% 25% 

No, I became unemployed for other 
reasons 

75% 64% 75% 

Unknown 0% 9% 0% 

Are you receiving unemployment benefits?    

Yes, I am currently receiving 
unemployment benefits 

13% 9% 17% 

I was receiving unemployment benefits, 
but I am not anymore 

0% 0% 0% 

No, I am not receiving unemployment 
benefits 

81% 91% 83% 

I have applied for unemployment 
benefits, but have not started receiving 
them yet 

6% 0% 0% 
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When asked if they were currently employed, 64% of high-income respondents were 

employed, and 36% were unemployed. 48% of middle-income respondents were employed, and 

52% were unemployed. 56% of low-income respondents were employed, while 44% were 

unemployed. Of those who were employed, 19% of high-income respondents said their job pays 

them by the hour, and 81% said their job pays them a salary. For middle-income respondents, 

80% said their job pays them by the hour, and 20% said their job pays them a salary. 100% of 

low-income respondents said their job pays them by hour, with none of these respondents 

receiving salaried pay. For those who are working, 62% of high-income respondents are allowed 

to work from home and are working from home, while 33% are not allowed to work from home. 

20% of middle-income respondents are allowed to work from home and are working from home, 

while 70% are not allowed to work from home. 10% of low-income respondents are allowed to 

work from home and are working from home, while 85% are not allowed to work from home. 

When asked whether or not they worked in any essential industries (food and agriculture; 

emergency services; transportation, warehouse, and delivery; industrial, commercial, residential 

facilities and services; healthcare; government and community services; communications and IT; 

financial sector), 5% of high-income respondents worked in food and agriculture, 14% worked in 

healthcare, 10% worked in government and community services, 5% worked in communications 

and IT, 5% worked in the financial sector, and 67% said they did not work in any essential 

industries. For middle-income respondents, 10% worked in transportation, warehouse, and 

delivery, 10% worked in industrial, commercial, residential facilities and services, 10% worked 

in healthcare, and 70% did not work in any essential industries. 35% of low-income populations 

worked in food and agriculture, 5% worked in emergency services, 5% worked in transportation, 

warehouse, and delivery, 20% worked in in industrial, commercial, residential facilities and 
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services, 5% worked in government and community services, 5% worked in the financial sector, 

and 40% did not work in any essential industries. For those who answered that they were 

unemployed, 25% of high-income respondents became unemployed because of the pandemic, 

while 75% became unemployed for other reasons. 27% of middle-income respondents became 

unemployed because of the pandemic, while 64% became unemployed for other reasons, and 9% 

did not know why they became unemployed. 25% of low-income respondents became 

unemployed because of the pandemic, and 75% became unemployed for other reasons. 

Additionally, 17% of high-income respondents were receiving unemployment benefits and 83% 

were not . 9% of middle-income respondents were receiving unemployment benefits and 91% 

were not. 13% of low-income respondents were receiving unemployment benefits, 81% were not 

receiving unemployment benefits, and 6% had applied for these benefits, but were not receiving 

them at the time of the survey. Trends in the data show that since the pandemic hit in March, 

2020, the highest income group is more likely to be employed than the low and middle-income 

groups. This group is also more likely to receive a salaried pay, while the lowest income group is 

more likely to be paid by the hour. The highest income group is also more likely to be working 

from home and receiving unemployment benefits than the middle and low-income groups.  

 

Table 9: Parent-Reported Education Data by Income Bracket 
Category Percent for 

Income 
Bracket  
<$10,000 to 
$39,999 

Percent for 
Income 
Bracket 
$40,000 to 
$79,000 

Percent for 
Income 
Bracket 
$80,000 to 
>$150,000 

Did you stay home with your children, or did 
you have to work? 

   

I was able to stay home full time 100% 100% 62% 
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When asking parents if they stayed home with their children, or if they had to work, 62% 

of high-income respondents were able to stay home full time, 15% were able to stay home part 

time, 8% were unable to stay home, and 15% said their children could stay home alone. 100% of 

middle-income and low-income respondents were able to stay home with their children full time. 

0% of high-income respondents said their children qualified for free/reduced meals, 92% said 

their children did not qualify, and 8% said their children did not attend a school with meals 

I was able to stay home part time 0% 0% 15% 

I was unable to stay home 0% 0% 8% 

My children are old enough to stay 
home alone 

0% 0% 15% 

In school, did your children qualify for 
free/reduced meals? 

   

Yes, my children qualified for 
free/reduced meals 

100% 33% 0% 

No, my children did not qualify for 
free/reduced meals 

0% 67% 92% 

My children did not attend a school with 
meals provided 

0% 0% 8% 

During online school, how did your children 
receive meals? 

   

I provided meals for my children 0% 75% 93% 

My children provided meals for 
themselves 

0% 0% 0% 

My children’s school provided meals 
through drop off/pick up 

0% 25% 7% 

My children received meals another way 100% 0% 0% 

My children did not receive meals 
during online school 

0% 0% 0% 
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provided. 33% of middle-income respondents said their children qualified for free/reduced 

meals, 67% said their children did not qualify, and 0% said their children did not attend a school 

with meals provided. 100% of low-income respondents said their children qualified for 

free/reduced meals. As far as receiving meals, 93% of high-income respondents said they were 

able to provide meals for their children and 7% said their children’s school provided meals. 75% 

of middle-income respondents said they were able to provide meals for their children and 25% 

said their children’s school provided meals. 100% of low-income respondents said their children 

received meals in some other way. Trends in the data show that children of the low-income 

group were more likely to qualify for free/reduced meals than children in middle and higher 

income groups. It was also more likely that parents in the higher income bracket were more 

likely to prepare meals for their children than parents in the low and middle-income bracket.  

 

Table 10: Student-Reported Education Data by Income Bracket 
Category Percent for 

Income 
Bracket  
<$10,000 to 
$39,999 

Percent for 
Income 
Bracket 
$40,000 to 
$79,000 

Percent for 
Income 
Bracket 
$80,000 to 
>$150,000 

How difficult was your transition to online 
schooling? 

   

Extremely easy 6% 50% 20% 

Somewhat easy 26% 7% 30% 

Neither easy nor difficult 13% 14% 10% 

Somewhat difficult 42% 29% 20% 

Extremely difficult 13% 0% 20% 

Did you learn more taking classes online than 
you would in a classroom? 
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When asking students about their transition to online schooling, 20% of students living in 

a high-income household responded that their transition was extremely easy, while 20% 

responded that it was extremely difficult. 50% of students living in a middle-income household 

responded that their transition was extremely easy, while 0% responded that it was extremely 

difficult. 6% of students living in a low-income household responded that their transition was 

extremely easy, while 13% responded that it was extremely difficult. 10% of students living in a 

high-income household responded that they learned much more online than they would in a 

classroom, and 20% responded that they learned much less online. 0% of students living in a 

middle-income household responded that they learned much more online than they would in a 

classroom, and 21% responded that they learned much less online. 3% of students living in a 

low-income household responded that they learned much less online than they would in a 

classroom, and 26% responded that they learned much less online. 10% of students living in a 

Much more 3% 0% 10% 

Somewhat more 3% 7% 0% 

About the same 32% 64% 30% 

Somewhat less 35% 7% 40% 

Much less 26% 21% 20% 

How easy was it for you to communicate with 
your instructor if you had a question? 

   

Extremely easy 19% 79% 10% 

Somewhat easy 55% 14% 70% 

Neither easy nor difficult 10% 0% 10% 

Somewhat difficult 16% 0% 10% 

Extremely difficult 0% 7% 0% 
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high-income household responded that communication with their instructor was extremely easy, 

while 0% responded that it was extremely difficult. 79% of students living in a middle-income 

household responded that communication with their instructor was extremely easy, while 7% 

responded that it was extremely difficult. 19% of students living in a low-income household 

responded that communication with their instructor was extremely easy, while 0% responded 

that it was extremely difficult. Trends in the data show that for the lowest income group, the 

transition to online school was harder than it was for students in middle and higher income 

groups. Higher income students were more likely to report that they learned more through online 

school than middle and low-income groups. Across all three income groups, most of the students 

were able to communicate with their instructor if they had a question.  

Discussion 

Findings 

The current study analyzed healthcare, economic, and educational disparities occurring 

since March, 2020, when the Coronavirus pandemic hit. The main comparison of interest is 

between 3 different income groups: low (​<$10,000 to $39,999), middle ($40,000 to $79,999), 

and high ($80,000 to >$150,000). The survey examined whether individuals in these income 

groups relied on public healthcare services, if these individuals’ incomes had held them back 

from going to the doctor, and how satisfied they were with treatment provided to them and their 

accessibility to that treatment. The survey further examined the jobs held by respondents in each 

income group, whether or not they were currently employed or had been laid off, if they had 

hourly or salaried pay, if they were receiving unemployment benefits, and if they were able to 

work from home. Questions were also asked to students and parents separately about parent 

ability to stay home with children, how children received their meals (if not from school), access 
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to online education resources, the transition to online, how much students learned, and how easy 

it was to communicate with the instructor. 

Some of the general findings about healthcare from this survey are: the low-income 

sample was more likely to rely on Medicaid and other public healthcare services than the middle 

and high-income samples. Additionally, the low-income sample was less likely to say that they 

relied on no public healthcare services than the middle and high-income samples. The 

low-income sample was more likely to report that money has kept them from going to the doctor 

than the middle and high-income samples. The low-income sample was less likely to be satisfied 

with care they received at their last medical visit than the middle and high-income samples. The 

low income sample was also more likely to be dissatisfied with accessibility to treatment than the 

middle and high-income sample. One surprise finding was that the highest income group was 

more likely to be receiving Medicare benefits than the middle and low-income groups. Based on 

previous research, it was expected that the lowest income group would be more likely to receive 

all public healthcare services. 

When looking at the economy, the high-income sample was the most likely to be 

employed, but less likely to work in an essential industry than the low-income sample. The 

low-income sample was the most likely to work in an essential industry, with food and 

agriculture being the most likely position this sample holds. The low-income sample was the 

most likely income group to be paid by the hour, while the high-income sample was the most 

likely to be paid a salary. The low-income sample was the least likely to work at home, while the 

high-income sample was the most likely to work from home. The percentage of income groups 

being unemployed due to the pandemic was similar in all three samples. The high-income 

sample was more likely to receive unemployment benefits than the low and middle-income 
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sample. The low-income sample was more likely to have applied for unemployment benefits, but 

not receive them, than the middle and high-income sample. One surprise finding was that the 

majority of respondents became unemployed due to other factors than the pandemic. Based on 

unemployment rates since the pandemic, it was expected that the pandemic would contribute to 

unemployment rates more than other factors would. 

For education, parents in the high-income sample were less likely to stay home with their 

children than the low and middle-income samples. The low-income sample was more likely to 

report that their children qualified for free/reduced lunch than the middle and high-income 

samples. The high-income sample was the most likely to be able provide meals for their children 

during online school. For students, those from the low-income sample were less likely than 

middle and high-income student samples to report that their transition to online schooling was 

easy. The low-income student sample was also the most likely to say that this transition was 

difficult. The low income student sample was the most likely to say that they learned less taking 

online classes than they would in a classroom. Finally, the low-income student sample was more 

likely than the middle and high-income student samples to say that it was difficult to 

communicate with their instructor if they had a question. One surprise finding was that lower and 

middle-income groups were more likely to stay home with their children than the high-income 

group. Based on previous research, it was expected that the highest income group would be the 

most likely to stay home with their children. There were no surprise findings in the 

student-reported education data. 

Importance 

By addressing the impacts of the Coronavirus pandemic on various social inequalities, 

such as healthcare​, economic, and educational disparities, we can better understand what 
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populations are being disproportionately affected. This paper chose to assess how 3 different 

income groups, low (​<$10,000 to $39,999), middle ($40,000 to $79,999), and high ($80,000 to 

>$150,000), were impacted by the virus. For the majority of the questions in this survey, the 

low-income sample showed that they were affected more than the middle and high-income 

samples. Once we start to see patterns of who is being impacted the most from this virus, our 

society can begin to understand where attention is needed, and provide the correct resources to 

help those who are struggling. By providing proper aid, we might be able to reduce the amount 

of disparities faced by our society, and prevent this inequity from being amplified in future 

global crises.  

Limitations 

This study is subject to several limitations. First, data for this survey was collected 

between the months of August and September, 2020. Since the Coronavirus is constantly 

evolving, the data collected might not be generalizable to future time periods, which may see an 

even greater presence of inequalities. Second, the size of the sample for each income group 

(low-income: N=42; middle-income: N=21; high-income: N=37) was relatively small. Future 

research on income inequalities should be done with larger sample sizes, in order to be more 

generalizable to the population. In addition to the size of our sample groups, future research 

should also make sure there are an equal amount of respondents in each sample, so that 

comparison between the two groups can be more accurate. Third, even though this survey had a 

total of 103 participants, not all of the questions were required to be answered, resulting in a 

lower amount of respondents in some categories. If a survey like this is conducted in the future, 

participants should be encouraged to answer every question, or there should be a set number of 

respondents for each category. Fourth, since this study recruited participants through a 
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convenience sample, the majority of the participants were of White race. Future research should 

make sure that it obtains responses from a wider variety of races when assessing inequality. 

Fifth, the original plan for this study was to distribute paper copies to low-income populations, 

who may not have access to technology. Because of the pandemic, this research had to be 

conducted virtually, leaving out a large number of expected participants. If this research is 

replicated in the future, making this survey accessible to populations who do not have access to 

technology would provide more accurate data in regards to that disparity.  
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