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The COVID-19 pandemic while characterised by global upheaval, widespread loss and an 

unprecedented use of the word ‘unprecedented’1, has also been an unparalleled time of reflection. This 

collective social awakening has illuminated the inequalities, injustices, and institutionalised racism that have 

underpinned our societal structures for centuries. Originally thought to be the ‘great equaliser’2, COVID-19 

has instead cataclysmically exploited existing socioeconomic and health disparities, conferring a 

disproportionate impact in UK’s Black, Asian and Minority Ethnic (BAME) communities3. Within this, 

mortality and morbidity is by far the highest in the Black Caribbean and African ethnic groups4. This 

commentary aims to elucidate the determinants of these inequities whilst proposing systemic solutions to 

alleviate racism as a health risk. In essence, true holism cannot hope to be achieved until we value the 

intrinsic life and role of every Black, Asian and Minority Ethnic individual to the fullest extent5.  

A point to note going forwards are the contextual limitations of the terms ‘BAME’ or ‘Ethnic Minority’ 

used in this review and widely through UK race-equality literature6. Originally intended to diversify 

marginalised minority representation, these umbrella terms are ultimately reductionist. They conflate and 

dilute the experiences and oppressions of heterogenous groups or more insidiously, are used to massage 

‘diversity quotas’, particularly in regards to disadvantaging UK’s black communities. Unfortunately, data 

collection by specific ethnic group is still limited and often subject to small sample sizes7.  So while realising 

the importance of language in culture to foster respect, this paper attempts to report this available data as 

directly as possible.  I write ahead with humility, transparency and willingness to continually educate myself 

to engage in a conversation that persistently needs to be had (until the day where nebulous labels are no 

longer needed because discrimination does not exist – let us hope this is within our lifetimes). 

 

COVID-19 AND ETHNIC MINORITY GROUPS 

The literature now widely agrees that Black, Asian and Minority Ethnic individuals are at an increased 

risk of acquiring and dying from the SARS-CoV-2 infection compared to White individuals8. Early data showed 

that 34% of people admitted to intensive care for COVID-19 were from BAME communities, despite only 

making up 14% of the wider population9. Here Black women and men were 4.3 and 4.2 times more likely to 

die than their White counterparts. Bangladeshi and Pakistani men had the second highest mortality rate(1.8 

times > White men)10. These strikingly disproportionate effects were demonstrated even after adjusting for 

geographical region, age, self-reported disability, and socio-demographics11,12.  



 

 

Similar consequences have been seen in our BAME healthcare colleagues. An overwhelming 90% of 

doctors, 64% of nurses and 63% of healthcare workers who lost their lives after contracting coronavirus on 

the frontlines belonged to Ethnic Minority communities13.  

While collating up-to-date figures is of utmost public health importance, it is vital these lives are 

remembered as more than just statistics. They are somebody’s parents, grandparents and children. 

Moreover, they are somebody. They are essential, not expendable people to whom the NHS has pledged a 

duty of care. Implementing protective measures for these communities is therefore paramount, as is 

investigating why these disparities exist. 

 

DETERMINANTS OF RACIAL HEALTH INEQUALITIES 

Examining the determinants of these observations illustrates a complex interplay between several 

factors. These include; inability to comply with social distancing recommendations due to domicile 

overcrowding, occupation or public transport needs; underlying health disparities in access to nutrition or 

outdoor spaces; limited accessibility to preventive services or information arising from linguistic barriers; 

and intersecting stigmas/implicit racial bias affecting healthcare delivery2,10,14,15. These structurally pervasive 

factors may influence a combination of disease exposure, transmission and/or prognosis11. They also make 

it difficult to follow the government’s ‘stay-at-home-but-go-to-work-but-also-stay-alert’ coronavirus 

strategy16.  

Explaining the disproportionate effect on socioeconomically secure healthcare professionals requires 

further exploration. A BMA survey showed over a 1/3rd of UK BAME doctors were not being given COVID-19 

risk-assessments, were more frequently deployed to frontline roles involving extensive exposure to high viral 

loads17,18 and twice as likely to feel pressured into treating patients without adequate PPE than White 

colleagues17. Arguably this reflects broader issues of Minority Ethnic groups being over-represented at lower 

levels of the NHS-grade hierarchy and systemic racial barriers to career progression. These impede the 

ascension of marginalised groups to leadership and senior-management roles18. It may also be explained by 

a hesitancy to raise concerns as a by-product of feeling like an outsider, experiences of harassment or fear 

of unjust reprisal12.  

 

Several biological explanations for the effect of COVID-19 on BAME groups have also been touted 

and at first glance they are seemingly sensible premises19. Individuals from African backgrounds are prone 

to higher blood pressures20 while South Asians are more likely to develop cardiovascular disease21. Both are 

also more likely to have type 2 diabetes than the wider population22. These underlying/co-morbid health 

conditions could exacerbate COVID-19 outcomes. Further studies, investigating possible genetic 

polymorphisms23–25, ethnic differences in lung function26–28 and vitamin D deficiencies29–31 are still 

inconclusive32, and do little to relay the complete picture.  



 

 

The limitations of inquiries based solely on biological determinism should therefore be highlighted.  

Firstly, these biological risks are offset significantly by protective factors; Asian and Black ethnic groups are 

less likely to smoke33 or drink hazardously34 and South Asians have lower rates of cancer than White 

groups35. Moreover, ‘race’ in essence is itself a social construct. It has historically been wielded against Black 

communities to naturalise inferiority and difference, and is rooted in colonialist legacies of oppression36. 

Thus a truly holistic explanation endeavours to understand exactly how upstream socioeconomic 

determinants of health inequality interact with and mould seemingly independent downstream biological 

factors37. An example of this would be how living in deprived/underfunded areas with more air-pollution can 

exacerbate underlying respiratory illnesses38. It is therefore imperative to examine how perceptions of ‘race’ 

impact health and ultimately how Racism itself is a health risk.   

 

RACISM IS A HEALTH RISK 

Racism is widely misunderstood to consist solely of prejudiced interpersonal encounters, which 

themselves contribute to worsening mental health7. In reality, hierarchical ideologies of racial inferiority 

shape socio-demographics, socio-economics and health cyclically across generations. Police brutality against 

black communities39 may be the apex of a pyramid of oppression, but is propped up by insidious structural 

racism embedded in laws, policies and practices of almost every organisation including, regrettably the 

NHS40,41, healthcare/humanitarian-aid organisations42 and medical education43. Here racial stereotyping, 

implicit-bias, and a lack of cultural competance have life-threatening repercussions. Studies show Black 

women are five times as likely to die from preventable complications during pregnancy/childbirth than 

White women44,45. Equally, misguided attitudes about pain-perception or the pressures on black women to 

be stereotypically ‘strong’ and ‘independent’, have led Black people to be routinely undertreated for 

pain46,47. Remedial action must be taken to redesign the systems that prejudicially perpetuate this suffering.  

  

SYSTEMIC SOLUTIONS 

As we rebuild the world in the wake of a global crisis, we have an invaluable opportunity to transform 

it into a fairer, more compassionate version of itself. First we must listen and amplify the voices of grassroot 

race-equality organisations, communities with lived experience and Black clinical professionals (many of 

whom are cited in this piece). This is imperative for tailored implementation of immediate measures e.g. risk 

assessments/PPE for ethnic minority workers, income security safety nets, and dissemination of culturally 

sensitive health messaging11.   

Moreover, these voices should be given tools to guide long-term changes in institutions of medical 

education and healthcare. This requires the ethnic demographics of healthcare leaders in policy and research 

to be proportionately representative of the communities they serve and study48. While doctors are 

undeniably skilled at empathetically putting themselves in a range of patient shoes, training cannot always 



 

 

replace the trust garnered by a doctor belonging to the same culture. A nuanced understanding of a patient’s 

culture can positively influence motivational interviewing – improving a patient’s experience of illness and 

adherence to medical advice. Equally, studying at an ethnically diverse medical school increases the 

collective cultural competency and attainment of the entire cohort, strengthening the rationale for Widening 

Access programmes, already running in several universities, mine included. 

Beyond promoting ‘diversity and inclusion’, holistic discussions about the race attainment gap49 must 

sit on the axis of decolonialisation50. This means medical universities have a duty to weave anti-racism into 

their praxis, committing to meaningful, empowering support for its existing and future Black students. In line 

with this are initiatives to make the medical curriculum more racially aware51. This includes teaching with 

ethnically diverse case examples, especially when disease presentation differs between people of different 

skin tones52. For example, the diagnostic rashes in Kawasaki disease/Meningococcaemia can be significantly 

less visible in children with darker skin tones, as are clinical signs like ‘cyanosis’ and ‘pallor’52. Moreover, 

learning about implicit-bias and how racism influences socioeconomic determinants of health is vital for 

students, many of whom will proceed to shape public health policies.  

 

CONCLUSION 

If we wish for the NHS to live up to its founding principles of fairness, equality and compassion for 

all, we must urgently take action to address all facets of racial discrimination; in healthcare, institutions of 

medical education and most importantly, within ourselves.  
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