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Abstract
During the COVID-19 pandemic, the data of Department of Health in United Kingdom (UK) showed an increase mortality and
morbidity among the Black and Minority Ethnic (BAME) population. This high mortality can be due to social factors, genetic
and immunological factors. Metabolic factors like high prevalence of diabetes, obesity, metabolic syndrome and hypertension
were also found to contribute to the increased risk of COVID-19 infection in BAME population. In addition, a large number of
BAME population are working in jobs that involve regular and daily contact with public, and this may increase risk of
encountering COVID-19 infection. Therefore, future research should address all these factors and generate the correct health
policy that will allow us to combat the danger of COVID-19. We recommend the establishment of BAME alliance against
COVID-19 in order to improve occupational risks and hazards, adequate income protection, culturally and linguistically appro-
priate public health communications and decreasing barriers in accessing healthcare. The BAME alliance will initially focus on
(i) development of central system to record data about COVID-19 patients fromBAME population (ii) involvement of healthcare
professionals and researchers from ethnic minorities and (iii) multidisciplinary and inter-institution collaboration; for example,
civil engineers and architects need to think about house design and ventilation that decrease risk of COVID-19 especially in
BAME populations.
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Introduction

The definition of ethnicity is complex and not easy as it can
involve the commonalities within a group or as differences from
‘other’ groups [1]. Burchard et al. defined ethnicity as ‘a related
but broader construct encompassing culture, tradition, religion
and shared heritage’, while they define race as ‘a socio-political
construct and classification system based on the geographic ori-
gin of a person’s ancestry’ [2]. The variations in genetic map-
ping, immune system, behaviour and metabolic disorders may
render certain ethnic group more suceptible to a certain disease
[3]. For example, COVOID-19was associated an increasedmor-
bidity and mortality among BAME population [3, 4]. The high

prevalence of diabetes, metabolic syndrome, obesity and hyper-
tension in BAME population was suggested as an additional risk
for COVID-19 infection [3–5]. Different social factors can be
included as BAME represent almost all ethnic groups from
around the world.

Deprivation and poverty are well-established factors asso-
ciated with an increased risk of COVID-19 mortality. Low
financial income was reported in Black population and also
in some populations from Indian subcontinent like Pakistani,
Bangladeshi and Indian populations [3–6]. During the
COVID-19 pandemic, some individuals fromBAME commu-
nities were hourly wage earners, they have no paid leave or
vacation days that they can take; therefore, they left with op-
tion to continue to work in order to continue to earn income . It
is possible to suggest that these individuals could be at risk of
carrying infection from one place to other, especially in the
view of the housing condition. In the view of the poverty and
low income, it is not surprising that some members of the
BAME population are also more likely to live in overcrowded
and multi-generational households [4, 5]. These factors pose a
huge impediment for social distancing. Importantly, a large
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number of BAME population are working in jobs that involve
regular and daily contact with public like bus drivers, taxi
drivers and security guards [3–6].

It is worth mentioning that many BAME population are
living in interconnected communities, so implementation of
social distancing, not shaking hands and not engaging in face
to face communications were slowly implemented at begin-
ning of the pandemic of COVID-19 [4]. Importantly, the panic
buying behaviour has also in part increased chance of trans-
mission in communities living with their extended families.
One important question is whether BAME health workers
were exposed to the infection in their communities or whether
they encounter it in hospitals or they have been exposed to
high viral load due to exposure in both communities and
hospitals.

Social factors have huge impact in behaviours and atti-
tudes of the individuals especially during pandemic, and this
can be attributed to cultures and traditions within that soci-
eties. Some individuals from BAME populations have
shown optimism bias, which mean that they underestimated
the danger of COVID-19 and ignored the public health
warnings [7]. This can be attributed to the fact that pandemic
can be associated with an increase in level of ethnocentrism,
racism and fear [8]. However, a few weeks after the onset of
pandemic in the UK, we witnessed greater cooperation and
unity among different communities and religious groups in
order to help to decrease the infection rate . In addition, the
BAME populations in the UK have not suffered discrimina-
tion in terms of accessing the National Health Service
(NHS) during COVID-19 pandemic. The UK government
published survey about housing, this showed that White
British households are the least to be affected by overcrowd-
ing (2%), while overcrowding affected 15% of Black
African households, 30% of Bangladeshi households, 16%
Pakistani households, 7% Chinese households and 7% of
Indian households [9]. Several studies from previous influ-
enza pandemic showed that BAME population are also more
likely to be socioeconomically disadvantaged than white
communities. For instance, Haroon et al. showed that during
the 2009/2010 influenza pandemic, socioeconomic depriva-
tion and ethnicity may have an influence in health seeking
behaviour [10]. Zhoe et al. (2015) recommended the impor-
tance of quick screening for high-risk individuals for severe
influenza, as they mentioned that highest risk group for
mortality during the 2009/2010 influenza pandemic were
those of Pakistani ethnicity followed by non-White ethnicity
in comparison with White populations [11]. In addition, sys-
tematic review by Tricco et al. showed that hospitalizations
were significantly higher among ethnic minorities in com-
parison with nonethnic minorities during the influenza pan-
demic [12]. Therefore, it is plausible to suggest that if ac-
tions were taken at the time of influenza pandemic in
2009/2010, these actions in part may have decreased the

highest mortality and mortality in BAME population during
the COVID-19 pandemic in 2020. Non-English speakers
may find difficulty in using the emergency services provided
by the NHS. It is also important to assess the need to de-
crease cultural barriers, which may prevent BAME from
benefiting from the full services provided by the NHS. In
addition, racial discrimination was also shown to be associ-
ated with diabetes and hypertension [13–16]. Significant ex-
posure to stress can decrease immunity, and stress in BAME
population can be attributed to social isolation, lack of spir-
itual activities, concern about wellbeing and health of fami-
lies in the UK and overseas, financial constraints and the
fading of resilience especially with longer duration of the
lockdown [17]. The use of alternative remedies to protect
and treat COVID-19 was also pract ised during
the pandemic [17]. These factors have important role and
complex interaction with the psychological wellbeing of
the individuals which can ultimately affect their immune
system and behaviours in responding to public health
warnings.

Evidence from Systematic Reviews, Large
Studies and Recommendations About BAME
and COVID-19

There are limited studies about BAME and COVID-19.
However, systemic review by Pan et al. suggested that
BAME individuals are at more risk of COVID-19 than
White individuals and may develop more complications
[18]. Aldridge et al. collected mortality data from NHS
England during COVID-19. Their data showed that highest
rate of death was seen among Indian (492 deaths) and Black
Caribbean (460 deaths) groups. Furthermore, when adjust-
ment for region was used, this showed less death reported in
White British and White Irish but increased risk of death for
Black African, Black Caribbean, Pakistani, Bangladeshi and
Indian minority ethnic groups [19].Therefore, the NHS ad-
vised risk assessment for staff in front line of BAME origin
(risk of encountering COVID-19 infection), and suggestion
was made for risk assessment for dentists from BAME origin
[20]. This of considerable benefits as a recent cross-sectional
study showed that BAMEworkforce are routinely involved in
front line work in the NHS and anxiety level was very high
[21]. Recently, it was also recommended that more represen-
tation of BAME in the medical education system is needed
[22]. This will help to direct research and teaching according
to the need of the community [23]. Another recommendation
is that the NHS health checks should start at the age of 25 years
old for BAME population, as it is currently offered for people
aged 40–74 years. This may allow early detection and treat-
ment of chronic conditions [24]. The rationale behind lower-
ing the age of healthy check is that chronic disease is a
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modifiable risk factor and this health check is normally done
by primary care physicians. This will require an assessment of
the total number of individuals who need assessment and
whether the current numbers of family physicians can meet
the demand for such health check. Further research will be
needed to establish whether there is scientific evidence for
lowering the age of health checks and whether such initia-
tive will decrease morbidity and mortality among BAME
population. It is not yet established how much will be the
cost for primary healthcare. An important point to consider,
even after you establish the diagnosis of such chronic con-
ditions, we will need to establish how the NHS will be able
to deal with such influx of patients. On the other hand, if
such move proves to be useful, it could be adopted world-
wide. In terms of community education, it was also recom-
mended that places of worship can be health promotion
spaces for faith-based BAME communities [25].
Importantly, the involvement of community and religious
leaders may also help in coordinating efforts to support mea-
sures for effective control, easy access to communities and
appropriate implementation of the test, track and trace pro-
gramme. The second lockdown of COVID-19 in Leicester
(city in England with high representation of BAME popula-
tion) may suggest the need for more research and preventa-
tive measures and policies [26, 27]. The second lockdown
highlighted the need for more coordination of efforts in or-
der to combat the danger of COVID-19. In Table 1, we have
summarized different social, biochemical, genetic and meta-
bolic factors that can be involved in increasing risk of en-
countering COVID-19 in BAME populations.

The Way Forward for BAME Alliance
Against COVID-19

The complex interaction between ethnicity, poverty, genet-
ic factors, diabetes, dyslipidaemia, obesity, hypertension
and COVID-19 suggests the need for more coordinated
actions and research and the need to understand why some
ethnic groups experience greater risk. Furthermore, there is
an urgent need to decrease causes of death among BAME
populations. Perhaps the government and politicians will
need to think about actions that will help BAME commu-
nities by improving occupational risks and hazards, ade-
quate income protection and culturally and linguistically
appropriate public health communications and decreasing
barriers in accessing healthcare. These great efforts can be
facilitated and coordinated by the BAME alliance against
COVID-19. The main long-term functions of BAME alli-
ance are summarized in Table 2. The main three immediate
aims of the BAME alliance against COVID-19 is to assist
(i) development of central system to record data about
COVID-19 patients from BAME populat ion, ( i i )

involvement of healthcare professionals and researchers
from ethnic minorities, (iii) multidisciplinary and inter-
institution collaboration; for example, civil engineers and
architects need to think about house design and ventilation
that decrease risk of COVID-19 especially in BAME pop-
ulations. Indeed, further research and debate are needed in
case of implementation of BAME alliance to establish
whether such body will be working as an independent unit
or part of already established socialized medical structure

Table 1 Showing summary of different social, biochemical, genetic
and metabolic factors that can be involved in increasing risk of
encountering COVID-19 in BAME populations

Factor Explanation Reference

Social factors Deprivation, poverty, low
income, overcrowded
houses, working in jobs
with direct contact with
public, panic buying and
food insecurity, social
isolation, racism, lack of
resilience and stress

[28–30]

Metabolic factors High prevalence of metabolic
syndrome, hypertension,
dyslipidaemia, obesity and
type 2 diabetes was noticed
in BAME population. All
these conditions were
noted to be associated with
high risk for COVID-19

[31–33]

Genetic factors High tendency for cytokine
storm and thromboembolic
phenomena in BAME
population. These are
important features in
pathogenesis of
COVID-19

[34–38]

Chronic infection like TB
and HIV and chronic
medical conditions like
sickle cell anaemia

These conditions may be
found in small number of
BME. Patients with
inherited causes of
anaemia like sickle cell
anaemia were advised
about high risk of
encountering COVID-19
infection

[39–42]

Low vitamin D Low vitamin D may be
associated with COVID-19
in BAME population but
no potential link between
vitamin D concentrations
and risk of COVID-19 in-
fection

[43, 44]

Psychological factors Mental stress and
psychosocial factors like
low cognitive function can
be associated with hospital
admission with COVID-19

[45, 46]
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to do their research and interventions or acting as a watch
dog agency pointing out where attention needs to be fo-
cused. Figure 1 gives brief summary for the proposed dif-
ferent academic and governmental bodies involved in the
BAME alliance against COVID-19.

Conclusions

The BAME alliance can be the first step toward addressing
solutions for BAME and COVID-19 as suggested in
Table 2. However, achieving these goals will need signifi-
cant efforts and substantial funding and may take many
years to achieve. Social inequalities will be challenging task
and may take at least one or two decades to see the benefits
of investment in such initiative. Investment in accessibility
for university education and technical colleges training will
provide opportunities for young individuals from BAME
population to find jobs in different aspects of life.
Accessibility to higher education can also be improved by
expanding the system of quota or providing scholarship for
BAME or offering cheap tuition fees for studying in the
technical colleges. It is possible that BAME alliance may
also offer a platform for discussion and debate about how
to develop a more innovative mechanisms that will help
decrease social gaps. Investment in education will help in
investment in English language, and in case of non-English
speakers, there is a need for investment in translation
services in the health system. Investment in education and
English language may in part help in integration and de-
crease in cultural barriers. It is worth mentioning that there

Table 2 The main long-term functions of BAME alliance

1. Improving and decreasing the gap in psychosocial inequalities

2. Improving access to health system and addressing metabolic factors
like obesity, hypertension, diabetes and metabolic syndrome

3. NHS health checks should start at age 25 for BAME population

4. More representation of BAME in medical education system in medical
schools and university hospitals

5. Health education and promotion for community

6. Better surveillance and management of chronic disease

7. Increasing cultural awareness in order to avoid second wave of
COVID-19

8. Training of community and religious leaders in preventative measures
against COVID-19

9. Short- and long-term research in understanding the impact of
COVID-19 in BAME communities

10. Improving housing condition and ventilation

BAME alliance 
against COVID-19

collabora�on with 
department or 

Ministry of Health 

Inovlement of social 
workers, 

psychaitrists and 
psychologists 

Central system to 
record data about all 

BAME admi�ed to 
hospitals with 

COVID-19 

Epidemological 
analysis and 

data 
interpreta�on  

recruitement of 
health prac�oners 

and researchers from   
BAME popula�on  

co-ordina�ons 
of research with 
medical schools 

design and 
implementa�ons 

of policies and 
guideline for 

management of 
COVID-19 in 

BAME 
POPULATION 

civil engineers and 
architects need to 
think about house 

design

Fig. 1 Brief summary for the
proposed different academic and
governmental bodies involved in
the BAME alliance against
COVID-19

825J. Racial and Ethnic Health Disparities  (2020) 7:822–828



are different programmes in the UK which also share similar
objectives, but in my own opinion, these programmes can be
more effective than before as COVID-19 pandemic brought
sense of unity and appreciations for all these community
welfare programmes.

The overcrowding in housing can be very challenging
and difficult to resolve. This is due to the fact that some
BAME families are extended and interconnected. In addi-
tion, more debate and research are also needed to address
how elderly BAME individuals can benefit from utilizing
care homes or other alternative facilities in order to reduce
overcrowded housing. In some of BAME populations,
sending parents to elderly care homes may stand against
common religious teaching, custom and tradition.
Therefore, the COVID-19 pandemic could be the driver
for the changes in the design and structure of housing and
cities. These changes could be in similar benefits of Garden
cities, built after the Second World War, which addressed
the need to prevent spread of diseases associated with
design of high-quality housing. Several reports suggested
the need for reform in the design of houses and cities after
COVID-19 pandemic [47–50]. Horizontal expansion in
housing can be costly for government, but civil engineers
and architects may have the best say about vertical expan-
sion for housing structure. Perhaps this may allow large and
extended families to live together in four or three-storey
house design with adequate natural ventilation. This may
also decrease the burden on residential care homes, as some
families among BAME population regard looking after el-
derly parents as religious duties. Perhaps it is true that in our
history as humans in the face of the earth, we never give up
in the struggle against different diseases and pandemics and
this is why when we look back for our ancestor’s achieve-
ments, we found a lot of joy and encouragement as they
never gave up.
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