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Abstract
Inclusion is the deliberate practice of ensuring that each individual is heard, all personal traits
are respected, and all can make meaningful contributions to achieve their full potential. As
coronavirus disease 2019 spreads globally and across the United States, we have viewed this
pandemic through the lens of equity and inclusion. Here, we discuss how this pandemic has
magnified preexisting health and social disparities and will summarize why inclusion is an
essential tool to traverse this uncertain terrain and discuss strategies that can be implemented at
organizational and individual levels to improve inclusion and address inequities moving
forward.

Introduction
In October 2019, the world felt like a different place. We met in Las Vegas as participants of the
2019–2020American Academy ofNeurology (AAN) Emerging Leaders Program (ELP). The ELP
is a 6-month leadership development program sponsored by the AAN and designed to engage 10
early-career members who have demonstrated the potential for and interest in leadership roles
within the AAN and the field of neurology. Together, we were charged with the daunting task of
recommending bold actions to make the AAN a fully inclusive society. In the following months, we
grew as leaders, built friendships across the country, and gained a better understanding of the
challenges and the benefits of equity, diversity, and inclusion (EDI). Although as a group we had no
prior training in EDI, we collectively came to understand that the practice of inclusion inherently
underlies success in every professional goal. The economic argument is clear. Inclusive and diverse
organizations are more efficient, outperform others in problem solving, and are overall more
productive.1,2 We developed a shared definition of inclusion as the deliberate practice of ensuring
that each individual is heard, all personal traits are respected, and all can make meaningful con-
tributions to achieve their full potential. We came to understand how a practice of inclusion, which
strives to create a sense of belonging for all participants, drives equity, the goal of providing equal
opportunity and fair access to resources for all. These related but distinct principles are inseparable:
by seeking to include every individual, one becomes aware of inequities that must be resolved to
create a sense of belonging for everyone. As coronavirus disease 2019 (COVID-19) spreads globally
and across the United States, we have viewed this pandemic through the lens of both equity and
inclusion. Here, we discuss how this pandemic has magnified preexisting health and social dis-
parities and will both summarize why inclusion is an essential tool to traverse this uncertain terrain
and discuss specific steps health care organizations can take to improve these disparities.
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Disproportionate effects of COVID-19
on vulnerable populations and patients
with neurologic disease
Although we have all been affected by COVID-19, this virus
disproportionately affects our most vulnerable populations,3,4

including those with neurologic disease. Preliminary studies
have shown that comorbidities including diabetes, hyperten-
sion, coronary artery disease, and cerebrovascular disease are
associated with higher mortality.5,6 Racial and ethnic dispar-
ities in chronic disease, including diabetes and hypertension,
have been described previously7,8 and may contribute to the
currently observed disparities in mortality and severity of
COVID-19. There have been early reports of significantly
higher infection and mortality rates among African Ameri-
cans, as one example.9,10 Poverty, disproportionate repre-
sentation among essential workers, reduced health literacy, a
generational mistrust of health care institutions, restrictions in
housing due to redlining, and limitations in access to adequate
health care may all contribute to the disparities in infection,
transmission, and mortality rates.

This pandemic has exacerbated many preexisting social dis-
parities, leaving marginalized populations at particular risk for
poor access to care. Individuals with disabilities,11 people ex-
periencing homelessness,12 immigrants, and people who self-
identify as Lesbian, Gay, Bisexual, Transgender, and Queer or
Questioning (LGBTQ)13 are at risk of disparities in both
COVID-19–related morbidity and indirect sequelae resulting
from decreased access to care for other medical conditions and
social services during the pandemic. Although telemedicine has
been implemented as a potential solution to limits in face-to-
face visits, we have concerns about the populations whomay not
have equal access to these technologies because of the digital
divide. These populations notably include many of our patients
with neurologic disease, especially those who are elderly, have
cognitive or motor impairment that limits use of technology, are
experiencing homelessness, or require interpreter services.

Although the clinical manifestations of COVID-19 among
children are still emerging, the disruption to their lives is
definite.14 This is particularly true among children in mar-
ginalized populations or with preexisting neurologic disease.
It is estimated that 114,000 school-age students in New York
City alone experience homelessness; with COVID-19–related
school closures, many of these children have lost a critical
support structure.15 For many children, school was not only a
place for learning but also a source of necessary shelter, food,
protection, and social support. Children with chronic neuro-
logic disabilities may be particularly vulnerable as they face the

loss of multidisciplinary support crucial to the management of
their disability. Another important group is the elderly, who
often rely on support outside the home.16 Although isolation
may prevent transmission, there is concern for groups such as
the elderly who may already feel isolated and lonely.16

As neurologists, we are particularly concerned that in the setting
of COVID-19, our patients with unrelated neurologic disease
may not have their needs met. As our hospital floors and in-
tensive care units are running at capacity with patients with
COVID-19, it has been reported that patients without COVID-
19 with neurologic emergencies, such as stroke, are not seeking
the care they require.17 In addition, our patients may be dis-
proportionately affected by access issues. Patients with cognitive
or motor disorders may have additional difficulties steering
themselves through the new hurdles of the changes to our
health system. Patients with multiple sclerosis, myasthenia
gravis, and other diseases requiring immunosuppression may be
particularly susceptible to COVID-19. Consequently, these
patients may need to socially distance themselves more ag-
gressively, potentially leading to decreased access to care and
inability to receive required home care and community support.
Mental health issues have been significant amid the social iso-
lation and stressors of this pandemic. Given the comorbidity of
mental illness such as depression and anxiety with neurologic
disease, we are concerned that our patients may also be dis-
proportionately affected.

Impact of COVID-19 on the health
care system and the
neurology workforce
The battle against COVID-19 has placed a heavy weight on our
health system and has significantly affected the well-being of
both individual health care workers18 and health care systems as
a whole. Hospital systems and health care practices face sig-
nificant financial pressures due to loss of revenue from canceled
elective procedures and deferred ambulatory care and higher
expenses associated with global supply shocks. These translate
into furloughed workers, delays in capital improvements, and
potential hospital closures in at-risk rural communities.19

Again, those individuals, systems, and communities at greatest
risk are those that were marginalized before the pandemic.
Increased risk to personal health sometimes comes with the
practice of health care, but few foresaw themselves forced to
plead for personal protective equipment on social media20 or
expected the invisible mental health toll of the pandemic on
health care workers who responded to the call of the frontlines.
These workers have taken on enormous personal risk, isolated

Glossary
AAN = American Academy of Neurology;COVID-19 = coronavirus disease 2019; EDI = equity, diversity, and inclusion; ELP =
Emerging Leaders Program; IMG = international medical graduate.
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themselves from the family to prevent spread while simulta-
neously experiencing an unprecedented level of death and
dying. Neurologists specifically may be at increased risk: al-
though the virus itself may not be discriminating, the workforce
of US neurologists is older and predominantly male and
therefore may, as a group, have poorer outcomes with COVID-
19.21 Although early reports suggest that men are dispropor-
tionately affected by COVID-19 with higher infection rates and
mortality,22 women also confront immense challenges during
this epidemic.23 Women account for over 70% of the world’s
health care force24 and perform almost 2.5 times more unpaid
and domestic work as men.25 Despite the disproportionate
burden of unpaid labor, women also account for the majority of
essential workers.26 The balance between expanding pro-
fessional responsibilities and the complexity of childcare re-
sponsibilities during prolonged school closures has been a
significant challenge for many. In addition, our colleagues who
have immigrated to the United States to practice neurology,
who already face high risks of negative workplace bias, now
struggle to cope with infected family and friends in their
countries of origin and visa barriers during travel restrictions.27

As we weather the changes to our workplace and scope of
practice, we must be aware of these potential impacts to our
colleagues and their families and our patients.

We are particularly concerned by reports of rising racial and
ethnic intolerance. During this pandemic, fear has become an
almost universal sentiment. History teaches us that with fear can
come hatred, intolerance, and stigmatization. With the rise of
COVID-19 has come an increase in racist rhetoric, mis-
information, and violence against Asians and those of Asian
descent.28–30 This is a concern not only for society as a whole
but also specifically for our patients and our colleagues. Over
20% of AANmembers identify as Asian or of Asian descent.20 In
addition, there have been reports of health care workers facing
ostracism from their communities and discrimination.30,31 This
is the starkest example of lack of inclusion and cripples our ability
to effectively respond to the magnitude of COVID-19. Fur-
thermore, we have a moral imperative to ensure that such acts of
intolerance do not affect the care of our patients or the health
and safety of our colleagues. History has also taught us that the
deliberate practice of inclusion through advocacy and education
can overcome fear and intolerance.With an inclusive approach, a
global health crisis can be turned into an opportunity to improve
our social and physical health. As an example, the public health
response in the United States and Europe to the 19th century
scourges of typhoid and cholera, which also had a dispropor-
tionate impact on marginalized members of society, led to a
decades-long effort to overhaul our sewer and sanitation prac-
tices and culminated in improved overall public health.32

A bold call to action: Proposed
solutions for the AAN
To this point, we have summarized the many inequities that
COVID-19 has exposed and exacerbated. Now we will

highlight solutions for the AAN, neurologists, and health care
systems. Specifically, we feel that creating a culture of inclusion,
with a focus on the deliberate act of listening to each person’s
perspective, drives equitable solutions to these problems in
each arena. One cannot address a specific need without first
being aware of it. As the practice of inclusion brings awareness
of each person’s needs, the pursuit of equity then compels us to
act on that knowledge.

Over the last 5 years, the AAN has made a concerted effort to
build diversity, equity, and inclusion into the Academy and can
use the challenges presented by COVID-19 as an opportunity to
expand its leadership role in promoting equity through inclusion.
In 2015, the President of the AAN established theDiversity Task
Force. Over the next 4 years, the Diversity Leadership Program,
Diversity Officers’ Workgroup, the LGBTQ Section, the first
Women Leading in Neurology program, the Healthcare Dis-
parities Task Force, and the Equity, Diversity and Inclusion Joint
Coordinating Council were all established. These programs have
laid a foundation in which change throughout the organization
can be made, and now is the time to use this organizational
structure to answer the challenges of COVID-19.

Our 6 recommendations for the AAN are as follows:

1. Establish and promote a culture of inclusion. True inclusion
is about the culture of an organization. Work must be done
to ensure the shared belief that all members are heard,
personal traits are respected, and all can make meaningful
contributions to achieve their full potential. Although equity
and diversity are named as core values for the AAN,
inclusion is not. Inclusion needs to be clearly stated as a core
value to begin building this culture. We feel that a lack of
understanding is the most significant threat to EDI. By
promoting and expanding education about EDI throughout
the AAN to our members, committees, leadership, and
publications, we can begin building this culture. This
pandemic has highlighted vulnerable populations in both
our workforce and the populations we serve. Education on
inclusion will help bring the voices of even the most
vulnerable individuals to the forefront, ensuring that issues
of equity are understood and addressed. Educational
programs on inclusion can include implicit bias training,
crucial conversation role playing, training to identify
microaggressions, and cross-cultural communications en-
abling members and leaders to identify everyday opportu-
nities for inclusivity. The culture of inclusion can be further
built by making statements of inclusion in all communica-
tions and expanding public marketing of EDI messaging.

2. Measure inclusion specifically. Although diversity is easily
measured and measures of equity can be objectively
assessed, inclusion must be separately assessed. Inclusion is
based on subjective experience, requiring each person to
feel a sense of belonging. Therefore, we recommend a
biannual survey of inclusion for all members to measure
inclusion within the organization with a goal of improve-
ment of 5% at 2 years and 15% at 6 years.
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3. Build accountability for leadership. Buy-in from leader-
ship is essential for an inclusive culture. To help ensure
that appropriate vision, strategy, personnel, and resources
are available, leadership should provide for timely
transparency for the abovemetric and goals. Stakeholders
may empower themselves by implementing a scorecard
or clearly, predefined benefits and potential restrictions
based on success or failure, respectively. Last, organiza-
tions should provide appropriate vertical access to
leadership throughout the structure of organizations.

4. Build inclusion into our pathways to leadership in the AAN
and support advancement of inclusion at individual
institutions and practices. This can be operationalized by
formalizing a transparent and inclusive process for committee
membership and leadership positions, both at the AAN and
at home institutions. Expansion of existing mentorship
programs, such as including every committee member in a
mentorship program, will also strengthen inclusion. Further-
more, by leveraging and expanding initiatives such as the
Diversity Officers’Workgroup, the AAN should support and
promote institutional diversity officers who build inclusion at
the level of individual departments and practices. By
integrating inclusion into everyday practice, we change our
approach and response to future crises like COVID-19.

5. Publications and scientific programs within the AAN must
continue to raise the standard for excellence and inclusion.
The Academy can actively solicit journal articles related to
health care inequities in neurology or the effects of inclusion
on the care of patients with neurologic disease or on the
practice of neurology. Furthermore, dedicated support of
research characterizing health care disparities and effective
strategies formitigation is critical in achieving inclusion for all
individual patients, both nowduringCOVID-19 and beyond.

6. Employ advocacy groups to influence political structures
and policymakers to promote inclusion in private organi-
zations and public society. TheAANcan employNeurology
on the Hill to highlight how COVID-19 affects our patients
and providers. The AAN could potentially advocate for
wider access to broadband services in rural communities,
thereby decreasing the digital divide and increasing access to
telehealth services. As the largest neurologic society in the
world, it is important that the AAN continue advocacy for a
fair immigration process for our international medical
graduate (IMG) members and their families with an active
immigration process affected by delays in visa renewals or
visa sponsorship processes. It is critical as a community to
create a safe environment for our IMGs to continue their
crucial clinical or research activities during this pandemic.

A bold call to action: Specific actions
for neurologists and health
care systems
Although we are physically distant, we need to stand together
to fight fear and intolerance as a professional and global

community. It is critical that we work together to recognize
and dispel misconceptions while standing united to support
our colleagues and patients. Adopting an inclusive approach
to treating COVID-19 by accounting for health disparities and
striving for inclusion and equity in our response and care
deployment plan will better address the individual needs of
our patients and our system’s health care workers. Only by
identifying vulnerable individuals and including their voices in
the conversation can we dampen the inequitable effects of this
pandemic. Precisely because this virus does not discriminate,
it will continue to circulate and reemerge unless we adopt an
inclusive approach. Wemust strive to support and include our
colleagues and fellow health care workers to ensure that they
are safe and are treated with the respect and dignity they
deserve.

Health care systems have a dual responsibility to their pa-
tients and to their employees. We recommend first that
health care systems develop and implement specific outreach
programs to identify vulnerable patients and work to meet
their needs; examples include outreach to nursing homes
and increasing access to testing for vulnerable populations.
Second, health care systems should look inward, reaching
out to employees who are made more vulnerable by this
crisis and developing an inclusive approach to ameliorating
these vulnerabilities, for example, providing mental health
services for employees or childcare services to essential
hospital workers. On an individual level, consider your own
practice: does every colleague and employee have an equal
voice? Are there people who are more at risk from the effects
COVID-19 and need greater support? How can you build
inclusion into your practice? Consider your patients. How
can you provide support for those patients who are made
more vulnerable by this pandemic? Is there a voice among
your patients that is not being heard? How can you give them
a voice?

As COVID-19 spreads throughout global communities and
across the United States, it has forced us to face new realities
of everyday life. Under mandates of social distancing, feelings
of isolation, loneliness, and fear penetrate our everyday lives.
This should not threaten our pursuit of a highly inclusive
society and indeed strengthens the need to build connections
across differences. If every one of us takes our responsibility to
pursue inclusion seriously, we can be confident that each in-
dividual is heard, that all personal traits are respected, and
each of us is able to achieve our potential no matter the
challenge before us. This pandemic only reinforces the need
for the improved efficiency, productivity, and problem solving
that inclusion brings.

As physicians, we are in a newworld. For some of us, thismeans
converting our face-to-face visits to telephone or virtual visits.
For others, it means fighting on the front lines against this
invisible enemy in the intensive care unit or on the hospital
floors. Whether facing the fear of working without essential
personal protective equipment or the discomfort of caring for a
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broader patient population beyond our usual focus, we are in
uncharted territory.More than ever before, we need each other.
Regardless of our individual experiences, adapting to the new
normal and fighting for a healthier, more inclusive and equi-
table future is something we do together. In this time of un-
certainty, there is one clear truth: our world is changed forever.
But with change comes opportunity. Let us work together to
build a stronger, more inclusive future. #AANstrongerTogether
#AANmeansInclusion.
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