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DECLARATIONS OF INTEREST(ONE OR MORE MEMBERS AMONGST THE 

AUTHORS SERVE ON THE FOLLOWING COMMITTEES) 

 

• Group on Emergencies (SAGE) subgroup on BAME and 

COVID-19. 

•  Member of Scottish Government’s CMO COVID-19 

Advisory Group 

• Member, Silver Group for Data & Intelligence, Scottish 

Government 

• Member of NERVTAG COVID Risk Stratification 

Subgroup 

• Member of Scottish Government’s Expert Reference 

Group on COVID-19 and Ethnicity 

 



PRESENTATION OUTLINE 

• Core Concepts 

• Demographic Data 

• History of Ethnicity Data 

• Inequalities in COVID-19 Outcomes 

• Comorbidities and COVID-19 Outcomes 

• COVID-19 and Migrants 

• Indrect Effects 

• Academic Response 

• Government Response 

 

 



CORE CONCEPTS 

• Structural Inequalities  

• The Four Harms of COVID-19:  

– direct impact of COVID-19 

– other health impacts 

– societal impacts 

–  and economic impacts. 

 



MRC/CSO Social and Public Health Sciences Unit, University of Glasgow 

DEMOGRAPHIC CONSIDERATIONS 

Ethnicity Percentage Average Age 

South Asian 7.5 29 

Black/African 

origin 

3.3 30 

Mixed 2.2 18 

Other 1.0 30 

White/European 

origin 

86 41 



HISTORY OF ETHNICITY DATA IN THE UK 

• One of few countries able to examine COVID-19 by 

ethnic group 

• 40 years of emphasis on ethnicity as core to public 

health surveillance and epidemiological research.  

• inclusion of ethnicity in routine information systems 

spurred by collecting self-reported ethnicity since the 

1991 national census. 



INEQUALITIES & COVID-19 OUTCOMES 

• UK rapidly pinpointed ethnic inequalities in the incidence 

and outcomes of COVID-19.  

• Extremely high rates of disease and mortality e.g. in 

Black (African ancestry) populations 

– Four-fold higher incidence and mortality compared 

with White (European ancestry) populations. 



MRC/CSO Social and Public Health Sciences Unit, University of Glasgow 

Why are ethnic minorities at greater risk of 

COVID-19 deaths? 
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Inspired by Diderichsen et al 2001. Work in progress: In collaboration with Ben Barr 



Age-standardised rates of deaths involving COVID-19 at ages 9 to 64 years by sex 

and ethnic group, per 100,000 people: England and Wales, occurring 2 May to 15 

May 2020– Office of National Statistics 
 



Age-standardised mortality rates for deaths involving COVID-19 at ages 65 years 

and over by sex and ethnic group, per 100,000 people, England and Wales, deaths 

occurring 2 March to 15 May 2020—Office of National Statistics 

 



OCCUPATION AND COVID-19 RISK 

• Ethnic minority populations are key in providing 

essential services 

– have kept the country moving and surviving 

– healthcare, social care, food industries, public 

transport and delivering goods. 

• Such occupations have comparatively high rates of 

death 



COVID-19 IN THE U.K. AND THE U.S. 

• The other country with reliable quantitative data is the 

US. 

• The patterns of Covid-19 reflect the social and economic 

circumstances of migrant, ethnic and racial minorities 

– comparative poverty, crowded living and working 

circumstances, service orientated occupations, and 

lesser opportunity to work from home and/or shield.  



THE ROLE OF MORBIDITIES ON COVID-19 RISK 

• Type 2 Diabetes (T2D) and Coronary Heart Disease 

(CHD) are two morbidities disproportionately impacting 

ethnic minorities.  

• Overweight/obesity, and adiposity even in the absence 

of obesity, are more variable across ethnic groups but 

also potential mediating factors 

• Studies have shown that T2D, CHD and obesity 

increase the risk of death from COVID-19. 

 



COVID-19 AND MIGRANTS 

• Migrant minorities without long-term settled residential 

status, have no recourse to public funds  

• Limited resources are provided through the 

charitable/NGO sector 

• Services for COVID-19 had been made available to 

everyone. 

• Both ethnic minorities and migrants without settled 

status are less likely to benefit from the schemes to 

protect employment. 



INDIRECT EFFECTS OF COVID-19 

• Covid-19 has interrupted the healthcare system, causing 

major decreases in other hospital admissions. 

– 38% drop in emergency heart surgery in London. 

– attendances at type 1 A&E departments were 48.2% 

lower when compared with April 2019 



SCOTLAND: HOSPITALISATIONS DECREASE 



SOCIAL & ECONOMIC  EFFECTS OF 

COVID-19 
 

• COVID-19 lockdown measures have resulted in job loss. 

• This disproportionately impacted occupations where 

ethnic minorities are overrepresented.  

• As unemployment has increased so has food insecurity. 

– Food Standards Agency (FSA) said, “heightening the 

risk both of malnutrition and obesity as struggling 

families adopted highly restrictive “basic sustenance” 

diets that largely cut out healthy foods.” 



HEALTH GUIDANCE COMMUNICATION 

• Many people from ethnic minority groups, particularly 

older generations, are not versed in scientific and 

medical concepts. 

• Substantial numbers of people, especially older women, 

have limited knowledge of the English language, 

especially of medical or scientific terms.  

• In the last decade the UK, emphasised conformity to the 

dominant culture and the use of English rather than a 

multicultural approach with acceptance of a variety of 

languages. 



ACADEMIC RESPONSE 

• Quick to produce both analytical reviews, systematic 

reviews and empirical studies including both secondary 

analysis and novel data collections. 

• Turning the academic work into practical policy and then 

action e.g. risk assessment algorithms that include 

ethnicity, has been slow and difficult. 

 



GOVERNMENT RESPONSE 

• England commissioned major reports from Public Health 

England and Office of National Statistics and 

commissioned new work from the Minister for Equalities 

• England setting up a Race and Health Observatory 

• Devolved nations have been active e.g. Scotland 

created an Expert Reference Group on COVID-19 and 

Ethnicity and an NGO led Scottish Ethnic Minority 

Resilience Network s in action. 

 



CONCLUSIONS 

• The UK deserves credit for producing, quantitative and 

qualitative information on COVID-19 by ethnic group 

and achieving sympathetic national debate 

• Head teacher’s report could read: 

–  “the UK was a slow starter, but has caught up with 

some good performances but could and must do 

better.  

– he UK needs to work even harder to engage 

everyone, especially ethnic and migrant minority 

groups, in controlling the pandemic” 

 


