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The COVID-19 pandemic has brought ethnic health
inequity to the forefront of public health. It has
highlighted that health outcomes are generally worse
for most ethnic minority groups across a broad spec-
trum of diseases.1 Therefore, similar to sex and age,
ethnic identity may be perceived as a distinctive phe-
nomenon in diagnosis and treatment. Ethnicity is a self-
identified and perceived identity reflecting common cul-
ture, shared traditions, history, language, and religion.
Although often conflated with race based on physical
characteristics such as skin colour and hair texture, eth-
nicity provides more contextual characterization.2

Through ethnic identifiers in health care systems, the
quality of care for minority populations, might be
improved, facilitating detection and guiding interven-
tions to reduce health disparities.

Over half of EU-27 countries collect ethnic data in
official data sources, such as population censuses,
whereas most others collect data that might serve as a
proxy, i.e., country of origin.3 However, in health care
systems, ethnic data collection is sparse and only legally
mandated in Finland, the UK, and Ireland. Neverthe-
less, consistent registration and utilization of ethnic
data are lacking, even within these countries.4 In most
European countries, registration of ethnicity is met with
restraint, motivated by fear of stigmatization, potentially
worsened by measuring ethnicity only in high-risk pop-
ulations, privacy concerns, perceived legal barriers, time
constraints, fear of data misuse, and reluctance among
majority and minority groups to talk about racial or eth-
nic origin.2,5 Furthermore, in a recent qualitative study,
Irish general practitioners raised fundamental doubts
about its clinical relevance for individual consultations.6

An additional reserve relates to the multifaceted concept
of ethnicity, challenging sufficiently unambiguous oper-
ationalization.7 This may all add to the catch-22 in the
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debate on health disparities: lack of clarity on the clini-
cal relevance of ethnic identifiers impedes their further
study, prohibiting in-depth understanding of their
potential role in closing health disparity gaps.

Ethnic identifiers in health care systems help identify
health disparities and provide opportunities to address
them. For instance, in the US, where ethnic registration
in health records is common, it has helped to guide mul-
tifaceted interventions targeting patient populations
such as patients with poorly controlled diabetes, leading
to improved control and decreased health disparities
across several ethnic groups.8 In the UK, routine data
collection from general practices on ethnicity was shown
to differentially reclassify the 10-year cardiovascular dis-
ease risk across several ethnic minority groups and was
incorporated in the QRISK algorithms now widely used
in primary care.9 Recently, the COVID-19 pandemic
demonstrated the need for collecting ethnicity data;
countries like the UK could detect clear ethnic disparities
early, which fuelled subsequent policy directives.1

International organization and monitoring bodies,
including The European Committee of Social Rights,
emphasize collecting ethnic data.5 Such data provide
information on a population’s diversity and give direc-
tion to equity policies on educational levels and health
conditions. The European Union General Data Protec-
tion Regulation (GDPR) prohibits personal data proc-
essing, such as ethnic origin, yet allows exceptions,
specifically when collected with the data subject’s con-
sent.10 Furthermore, the European Union GDPR pro-
vides standards about data processing with subsequent
penalties if not addressed correctly. Additionally, this
regulation requires that only needed data should be col-
lected, assuming adequate substantiation of their rele-
vance. Hence, complex regulations on data protection
and a lack of sound evidence on the benefit of ethnic
identifiers to reduce ethnic health disparities may deny
progression on narrowing this gap.

Altogether, ethnicity may be perceived as a distinct
phenomenon in health and medical care, but the added
value of ethnic identifiers is both questioned and over-
shadowed by concerns about stigmatization and data
protection. We advocate a more consistent use of ethnic
identifiers across primary, secondary, and tertiary care
to avoid selective use that may inadvertently increase
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stigmatization of ethnic minority groups. Only when
appropriately used and studied we may learn how and
where ethnic identifiers can contribute to improved
health care. Standardized ethnic classification should be
used alongside data on socioeconomic status and social
determinants of health in general to facilitate analyses
of the complex relationship between ethnicity and
health. Simultaneously, barriers in clinical practice
require exploration to acquire a well-balanced perspec-
tive on this complex subject and, ultimately, its contri-
bution to reducing ethnic health disparities. Our
societal responsibility is to acknowledge and bridge the
ethnic health equality gap to advance to a healthy,
multi-ethnic Europe.
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