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ABSTRACT
Objective The aim of this paper is to describe evolution, 
epidemiology and clinical outcomes of COVID-19 in 
subjects tested at or admitted to hospitals in North West 
London.
Design Observational cohort study.
Setting London North West Healthcare NHS Trust (LNWH).
Participants Patients tested and/or admitted for 
COVID-19 at LNWH during March and April 2020
Main outcome measures Descriptive and analytical 
epidemiology of demographic and clinical outcomes 
(intensive care unit (ICU) admission, mechanical ventilation 
and mortality) of those who tested positive for COVID-19.
Results The outbreak began in the first week of March 
2020 and reached a peak by the end of March and 
first week of April. In the study period, 6183 tests were 
performed in on 4981 people. Of the 2086 laboratory 
confirmed COVID-19 cases, 1901 were admitted to 
hospital. Older age group, men and those of black or Asian 
minority ethnic (BAME) group were predominantly affected 
(p<0.05). These groups also had more severe infection 
resulting in ICU admission and need for mechanical 
ventilation (p<0.05). However, in a multivariate analysis, 
only increasing age was independently associated with 
increased risk of death (p<0.05). Mortality rate was 26.9% 
in hospitalised patients.
Conclusion The findings confirm that men, BAME and 
older population were most commonly and severely 
affected groups. Only older age was independently 
associated with mortality.

BACKGROUND
An outbreak of severe pneumonia of 
unknown cause was reported by Chinese 
authorities in December 2019,1 and the virus 
responsible, SARS- CoV-2, was reported by the 
WHO in January and subsequently named as 
COVID-19 by WHO.2

The first UK cases of COVID-19 were 
confirmed on 31 January 2020.3 In the initial 
stages of the outbreak, London was one of the 
most affected areas in the UK. Brent, Harrow 
and Ealing in North West London were among 
the first and most severely affected boroughs 
in London. The three boroughs have a popu-
lation of one million, which is among the 
most diverse in the UK, with proportion of 
the population from black, Asian and other 
minority ethnic (BAME) backgrounds being 
51% in Ealing, 57.8% in Harrow and 63.7% 
in Brent.4 These boroughs also have areas of 
significant deprivation.5

Northwick Park (NPH) and Ealing Hospi-
tals (EH) are the two acute general hospitals 
that primarily serve the population of the 
three boroughs. These hospitals have infec-
tious diseases departments and NPH was 

Strengths and limitations of this study

 ► This study describes the evolution and epidemiology 
of COVID-19 outbreak in in a highly ethnically and 
socioeconomically diverse population of North West 
London, which was the first and most severely af-
fected area in the UK.

 ► The study evaluated ethnicity and socioeconomic 
deprivation and their association with risk of hospital 
admission due to COVID-19, admission to intensive 
care unit, need for mechanical ventilation and death.

 ► Single- centre study and therefore results may not 
be generalisable.

 ► We did not explore the association between COVID-
19- related death and comorbidities or severity of 
illness at time of hospital admission.
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the first hospital in the UK to provide community and 
‘drive through’ COVID-19 testing facilities for symptom-
atic persons in the community who had travelled to or 
had been in contact with those who travelled to ‘high 
risk’ countries identified by the UK Government in the 
early stages of the outbreak in the UK.6–8 Patients with 
COVID-19 requiring hospitalisation were admitted 
to NPH and EH. The first patient with COVID-19 was 
admitted to NPH on 3 March 2020.

The aim of this paper is to describe the epidemiology 
of patients tested in or admitted to NPH and EH in the 
‘contain’ and subsequently, ‘delay’ phases of COVID-19 
outbreak to understand the evolution of the outbreak, 
demographic distribution, putative risk factors and clin-
ical outcomes of the patients hospitalised with COVID-19 
infection in the boroughs of Brent, Harrow and Ealing in 
London.

METHODS
This is a retrospective observational cohort study of 
people tested for SARS- CoV-2 at NPH and EH during the 
study period 1 March–30 April 2020.

Patient and public participation
Given the retrospective nature of the report, it was not 
appropriate or possible to involve patients or the public 
in the design, or conduct, or reporting, or dissemination 
plans of our research. The findings of this study will not 
be disseminated to individual patients but will be dissemi-
nated to the public through publication in peer reviewed 
journals

Data collection and management
Information regarding people tested for SARS- CoV-2 
was obtained from the laboratory information system 
(Winpath, Isoft). Information regarding demographics 
and clinical outcomes was obtained from the hospitals’ 
information systems including the patient administrative 
system, Symphony clinical management system (EMIS-
Health, UK) used in emergency departments at NPH 
and EH and Epro (UK), an electronic patient record soft-
ware used in the hospitals to record clinical progress and 
outcomes.

Demographic information collected included age, 
sex, ethnicity and postcode of patient’s residence. The 
five ethnic group categories used in this paper are: 
white; mixed/multiple ethnic groups; Asian/Asian 
British; black/African/Caribbean/black British; and 
Other ethnic group. These categories are derived from 
the harmonised classification of ethnic groups—white 
includes British, Irish and any other white background; 
Asian includes Indian, Pakistani, Bangladeshi and any 
other South Asian background such as Sri Lankan; black 
includes Caribbean, African and any other black back-
ground; Other includes any other ethnic group, including 
Chinese, Filipino and Arab.4 The postcode was used to 
derive English Index of Deprivation for 2019.9

Clinical outcome variables were limited to admission to 
the intensive care unit (ICU), need for mechanical venti-
lation and in- hospital mortality during the study period. 
Two datasets were created for analysis: a test- level dataset 
and a patient- level dataset, with results de- duplicated 
on National Health Service (NHS) number or hospital 
number. In the patient- level dataset, persons were clas-
sified as cases, non- cases, and unknown- status according 
to total available SARS- CoV-2 testing history. Cases were 
persons with at least one positive SARS- CoV-2 test, and 
date of positivity was based on date of first positive test.

Microbiology
Pooled nose and throat, nasopharyngeal, sputum or 
bronchoalveolar lavage specimens were processed for 
detection of using reverse transcriptase PCR at the Public 
Health England (PHE), Colindale, London (1 March–13 
March 2020) and The Doctors Laboratory, London (14 
March–30 April 2020) using methods verified by the 
PHE.10

Data analysis and statistical methods
Laboratory data were analysed to produce an epidemic 
curve for the number of positive tests on a day- by- day 
basis. Demographic and clinical outcomes were described 
by person characteristic among those who tested positive.

Statistical analysis was carried out for the variables age, 
sex, ethnic group and deprivation quintile, on the odds 
of being a case, and on outcome and clinical severity. The 
outcome data were limited to the 23 June 2020.

The analysis of the tests was split across the contain 
(up to 12 March 2020, inclusive) and delay phases (after 
12 March 2020), as these represent two different testing 
strategies.7 During the contain phase, people reporting 
travel to a high- risk area or contact with a confirmed case 
and symptoms of cough, fever or shortness of breath were 
tested. During the delay phase, only those presenting with 
symptoms at a hospital setting were tested, or those within 
residential or care home outbreak investigations.

Difference in median age was tested using the Wilcox 
Rank Sum Test, and differences in proportion were tested 
using the χ2 test. ORs and CIs were calculated, and p 
values were generated using Wald Tests. Tests for linear 
trend were analysed by comparing the model with age as 
a continuous variable and as a categorical variable using 
Likelihood Ratio Tests. Tests for interaction between each 
variable in the univariate and multivariate analysis were 
carried out using Likelihood Ratio Tests.

RESULTS
Testing trends
The distribution of all tests for SARS- CoV-2 over time is 
shown in figure 1. This shows that peak testing took place 
on 11 March (171 tests; 14% positive), Subsequently, 
the daily number of tests performed dropped, before 
increasing to a second peak on 23 March with 165 tests, 
of which 50% were positive. The overall positivity rate 
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during the contain phase was 7.7% (53/686) and for the 
delay phase was 41.1% (2259/5497).

The distribution of people who tested positive for 
SARS- CoV-2 over time is shown in online supplemental 
figure 1.

Demographic characteristics of persons tested and COVID-19 
cases
In the study period unique 6183 tests were performed on 
samples from 4981 people. The median age of all people 
tested was 61 years (IQR from 42 to 79 years), and 44.2% 
(2013/4450) were women. Two thousand eighty- six labo-
ratory confirmed COVID-19 cases were identified. Data 
completeness in the patient- level dataset was 100% for 

age, 92% for sex, 98% for postcode and 74% for ethnicity. 
Overall, cases were more likely to be older and men. Of 
the 4717 people tested with information on ethnicity, the 
most common ethnic groups were white (1603, 39.5%) 
and Asian (1289, 31.4%). Age and sex distribution of those 
who tested positive is shown in figure 2. Positive tests were 
highest among those of black (52%) and Asian (51%) 
ethnicity. Among 4881 persons tested for COVID-19 
with a valid postcode of residence, 86% were residents of 
the boroughs covered by the hospitals’ usual catchment 
area (Brent, Ealing or Harrow) and 14% were residents 
outside this area. Densities of distribution of number of 
persons tested and those positive within the boroughs are 

Figure 1 Distribution of all known results by date.

Figure 2 Age and sex distribution of people testing positive.

https://dx.doi.org/10.1136/bmjopen-2020-044384
https://dx.doi.org/10.1136/bmjopen-2020-044384
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shown figure 3. The proportion of persons who tested 
positive was lowest in Ealing (38.4%) and highest in Brent 
(46.3%). Among each ethnic group tested with a known 
result, the positivity was highest among those of black 
(22.2%) and Asian (7.9%) ethnicity.

During the contain phase, the median age of all indi-
viduals tested was 37 years (IQR from 28 to 57 years), and 
48.7% (336/689) were women. Cases were more likely 
to be older and men. The most common ethnic groups 
among people tested, were white (207, 36.7%) and Asian 
(127, 37.9%). Among each ethnic group tested with a 
known result, the positivity was highest among those of 
black (22.2%) and Asian (7.9%) ethnicity.

During the delay phase, the median age of all people 
tested was 65 years (IQR 33 years), and 1689 (43.2%) 
were women. Cases were more likely to be older and 
men. Among people with information on ethnicity, the 
most common ethnic groups were white (1396, 32.4%) 
and Asian (1162, 27.0%). The positivity was highest 
among those of black (54%) and Asian (56%) ethnicity. 
In this phase, 828 (84%) patients who tested positive were 
admitted to the hospital.

In a univariate analysis, in both contain and delay 
phases male sex and increasing age were associated with 
increased odds of being a case. There was no evidence of 
an association between Asian ethnicity and testing positive 
during the contain phase, but in the delay phase those of 
Asian ethnicity had increased odds of being a case (OR 
1.77 (95% CIs 1.51 to 2.06)). There was weak evidence 
that black ethnicity was associated with testing positive 
during containment, and stronger evidence during delay 
phase (OR 1.62 (95% CIs 1.30 to 2.01)) (table 1).

In a multivariate analysis, after controlling for the other 
demographic variables, increasing age and male sex were 
still associated with an increased odd of testing positive in 
both phases. In the delay phase, the odds of being a case 
and of Asian and black ethnicity increased after adjusting 

for the other demographic variables (OR 1.98; 95% CI 
1.68 to 2.34) and (1.82; 95% CI 1.45 to 2.29) indicating a 
degree of positive confounding: cases in these ethnicities 
were on average younger than those of white ethnicity. 
However, there was no evidence of interaction for each 
pair of variables (table 2).

Clinical outcomes of cases
The flow chart of number tested, number positive and 
clinical outcomes is shown in figure 4.

Outcome information was available for 1901 patients 
with confirmed COVID-19 infection. This is shown in 
online supplemental table 1. Univariate and multivar-
iate analysis of the characteristics associated with clin-
ical outcomes and severity is presented in table 3, online 
supplemental tables 1 and 2. The analysis is limited to the 
delay phase as the numbers of events were small in the 
containment phase.

The overall death rate was 26.9% (510/1901). Odds 
of death increased significantly with age. Each year of 
increasing age increased the odds of death (OR 1.07 
(1.06–1.07)). The death rate was highest (254/546, 
46.5%) in the over 80 years age group. However, gender, 
ethnic group, level of deprivation or borough of residence 
were not significantly associated with increased likelihood 
of death (table 3). Clinical outcome of 12 patients who 
were transferred to other hospitals in London was not 
available at the time of writing.

The median period between the SARS- CoV-2 posi-
tive swab result and discharge from the hospital was 
7.2 days (range 0–60 days). The median period between 
SARS- CoV-2 positive swab result and death was 6.3 days 
(range 0–45 days).

Male sex (OR 2.29 (1.57 to 3.35)) and Asian (OR 
3.38 (1.88 to 6.06)) and black (OR 4.77 (2.47 to 9.23)) 
ethnicity were associated with increased odds of ICU 
admission (online supplemental table 1). Male sex was 

Figure 3 Map of numbers of (A) persons tested and (B) persons diagnosed with COVID-19 by London North West Healthcare 
NHS Trust (LNWH) up to 30 April 2020, by residence.

https://dx.doi.org/10.1136/bmjopen-2020-044384
https://dx.doi.org/10.1136/bmjopen-2020-044384
https://dx.doi.org/10.1136/bmjopen-2020-044384
https://dx.doi.org/10.1136/bmjopen-2020-044384
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associated with an increased need for mechanical ventila-
tion (OR 2.55 (1.51 to 4.93)), as was Asian (OR 5.13 (2.14 
to 12.30)) and black ethnicity (OR 3.97 (1.44 to 10.96)) 
(online supplemental table 2).

DISCUSSION
In this paper, we have presented the results of the epide-
miological investigation of COVID-19 infection in three 
boroughs of London which were the earliest and most 
severely affected. The reason for this is unclear and should 
be investigated further. During the contain phase, the 
PHE guidelines recommended that only those reporting 
symptoms of COVID-19 infection and a history of travel 
to a high- risk country/area or contact with a known case 
of COVID-19 should be tested.8 Relatively large numbers 
of people were tested daily during the contain phase (up 
until 12 March), through community and drive- through 
testing services and the accident and emergency depart-
ment of the hospitals.6 7 Suspected patients and contacts 
were referred to NPH and EH because of the presence 
of infectious diseases units in these hospitals. Of those 
tested, most were young adults (median age 37 years), and 
most often of white or Asian ethnicity, which represents 
the demographics of the local resident population who 
had travel or contact history. At this stage of the evolution 
of the outbreak, only 8% tested positive for SARS- Cov-2. 

Being men, older and of black ethnicity (compared with 
white) was associated with increased odds of testing posi-
tive. Very few of those who tested positive had an ICU 
admission and only one person required mechanical 
ventilation. Thus, the severity of infection in those affected 
in the containment phase appeared to be relatively mild. 
During this phase, deaths also were relatively fewer (6/51, 
11.7%), likely due to the younger age group tested and 
less severe patients were admitted to the hospital. It is, 
however, possible that deaths in the community due to 
COVID-19 may have been missed as the patients would 
not have been tested unless the patients met the case defi-
nition at the time.

During the delay phase (after 12 March 2020), all new 
and current inpatients with COVID-19- compatible symp-
toms were tested. These tended to be older individuals 
(median 68 years old), and of white or Asian ethnicity. 
Half of those tested were positive: from our analysis, being 
men, older and of black ethnicity were again associated 
with increased odds of testing positive. The association of 
COVID-19 infection with male sex, older age and of black 
(African and Caribbean) or Asian ethnicity, particularly 
of South Asian origin (Indian, Pakistani, Bangladeshi) is 
now well recognised in the UK.11

In our study, ICU admission and mechanical ventilation 
were commoner in older patients (up to the age of 69 

Table 1 Univariate analysis: association of demographic features and testing positive in the delay phase (n=2086 cases)

Cases OR P value Adjusted OR* P value

Sex Female 688 Reference – Reference –

Male 1170 1.63 (1.43 to 1.85) <0.001 1.65 (1.44 to 1.91) <0.001

  Missing 228

Age Increase in odds per year older 2086 1.02 (1.01 to 1.02) <0.001† 1.02 (1.01 to 1.02) <0.001†

  Missing 0

Ethnicity White 580 Reference – Reference –

Mixed 11 1.03 (0.47 to 2.26) 0.94 1.26 (0.54 to 2.93) 0.58

Asian 647 1.77 (1.51 to 2.06) <0.001 1.90 (1.60 to 2.27) <0.001

Black 228 1.62 (1.30 to 2.01) <0.001 1.76 (1.38 to 2.24) <0.001

Other 110 1.17 (0.89 to 1.54) 0.26 1.21 (0.89 to 1.66) 0.22

Missing 507

Deprivation quintile 1 (most deprived) 277 Reference – Reference –

2 541 0.96 (0.79 to 1.17) 0.70 1.03 (0.82 to 1.29) 0.24

3 699 1.14 (0.94 to 1.38) 0.18 1.17 (0.94 to 1.46) 0.16

4 315 0.92 (0.74 to 1.15) 0.46 0.89 (0.70 to 1.15) 0.40

5 (least deprived) 165 1.05 (0.80 to 1.36) 0.74 1.12 (0.81 to 1.53) 0.50

  Missing 254

Borough Brent 656 Reference – Reference

  Ealing 480 0.76 (0.64 to 0.89) 0.001 0.76 (0.64 to 0.90) 0.002

  Harrow 632 0.93 (0.79 to 1.08) 0.33 0.99 (0.83 to 1.17) 0.88

*Adjusted for every other variable in the table.
†Test for linear trend p<0.001.

https://dx.doi.org/10.1136/bmjopen-2020-044384
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years), men, and in Asian and black ethnic groups. This 
echoes the observations of the national intensive care 
audit data of patients with COVID-19.12

As determined on 23 June 2020, 7 weeks after 
the last patient included in this study, 26.8% of 
those who tested positive were known to have died, 

similar to other UK data.3 The odds of death were 
not increased in men, despite their increased risk 
of ICU admission and mechanical ventilation. Simi-
larly, there were no increased odds of death across 
the different ethnicities, deprivation quintiles or 
borough of residence.

Table 2 Hospital outcomes for people testing positive for SARS- CoV-2 in delay phase where outcome data was available 
(n=1901 cases)

    Total cases No. ITU admissions % Mechanical ventilation % Number of deaths %

Overall   1901 219 11.7 120 6.5 510 26.8

Sex Female 699 44 6.3 23 3.3 191 27.3

Male 1193 167 14.0 95 8.0 318 26.6

  Missing 10 1 2 1

Age 0–9 9 0 0 0 0 0 0

10–19 5 1 20.0 1 20.0 0 0

20–29 39 5 13.5 2 5.4 0 0

30–39 88 11 13.1 10 11.9 1 1.1

40–49 168 31 18.9 15 9.1 13 7.7

50–59 303 63 21.1 39 13.0 35 11.6

60–69 341 63 19.2 37 11.3 69 20.2

70–79 397 33 8.7 13 3.4 138 34.7

80+ 546 3 0.5 3 0.6 254 46.5

  Missing 4 0 0 0

Ethnicity White 514 18 3.7 8 1.6 166 32.3

Mixed 11 1 9.1 1 9.1 2 18.2

Asian 679 84 12.7 54 8.0 174 25.3

Black 237 40 17.5 16 7.0 61 25.7

Other 118 17 14.5 11 9.4 29 24.6

Missing 342 54 30 78

ITU, Intensive Treatment Unit.

Figure 4 Flow chart of patients tested for COVID-19 and clinical outcome.
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The PHE report into disparities and the risk and 
outcomes of COVID-19 found diagnosis rates were higher 
in deprived areas, and in black people. Increasing age, 
deprivation and black or Asian ethnicity had higher death 
rates.13 There is emerging evidence on the dispropor-
tionate impact of COVID-19 on BAME communities in 
the USA14 and UK.15 16

It is unclear why we did not observe higher rate of 
mortality in BAME group with COVID-19 in our hospitals 
despite a higher rate admission to the ICU and mechan-
ical ventilation. A possible reason could be that our hospi-
tals have consistently low 30- day mortality rate despite 
providing care for a population with high proportion of 
BAME and deprived groups. The latest summary hospital- 
level mortality indicator (SHMI) for the year April 2019–
March 2020 published by NHS Digital confirms that our 
hospitals (London North West Healthcare Trust) have the 
ninth lowest mortality rate in the country. This indicator 
does not include COVID-19 associated deaths. However, 
an experimental SHMI indicator recently developed by 
NHS Digital also shows that our hospitals had third lowest 
SHMI in England even after COVID-19 associated deaths 
are included.17 Furthermore, in this study, the age distri-
bution of patients of different ethnicities with COVID-19 
was not identical. Over a quarter of affected patients were 
80 years or older (546/1901, 28%) and were predomi-
nantly from white and Asian ethnic groups, with a high 
mortality (over 45%). This probably explains why age 
but not ethnicity, deprivation and sex were associated 
with mortality in a multivariate analysis. Other studies 

have similarly found no association between increased 
mortality and ethnicity.18–20

While we acknowledge that the findings of our single 
centre study may not be generalisable, it is possible that 
although BAME groups may be at higher risk of infection 
but poor clinical outcomes in these groups may be depen-
dent on asymmetrical access to healthcare or quality of 
healthcare in areas with a high prevalence of BAME 
population.

Strengths and limitations
The strength of this study is that it describes the evolu-
tion and epidemiology of COVID-19 outbreak in a highly 
ethnically and socioeconomically diverse population of 
North West London, which was the first and most severely 
affected area in the UK. The findings show that although 
older individuals, those belonging to BAME and socio-
economically deprived groups were at greater risk of 
acquiring SARS- CoV-2 and had increased risk of admis-
sion to ICU and mechanical ventilation, unlike other 
published studies in the UK, only increasing age was inde-
pendently associated with increased mortality.

The study was limited to patients presenting to acute 
hospitals and did not address the entire outbreak in 
the community. Ethnicity was self- reported and was not 
stated in nearly 25% of patients. Deprivation level was 
derived from the postcode of residence and based on the 
assumptions regarding the populations living in certain 
postcodes. These assumptions are generally considered 

Table 3 Univariate and multivariate analysis: association of demographic features of cases associated with deaths

    Deaths Crude OR (95% CIs) P value
Adjusted ORs (95% 
CIs)* P value

Sex Female 191 Reference Reference

Male 318 0.96 (0.78 to 1.19) 0.75 1.13 (0.90 to 1.42) 0.29

Age Increase in odds per 
year older

510 1.07 (1.06 to 1.07) <0.001† 1.06 (1.06 to 1.07) <0.001†

Ethnicity White 166 Reference Reference

Mixed 2 0.47 (0.10 to 2.18) 0.33 0.84 (0.16 to 4.38) 0.84

Asian 174 0.72 (0.56 to 0.93) 0.01 1.05 (0.79 to 1.37) 0.75

Black 61 0.73 (0.51 to 1.03) 0.07 1.13 (0.78 to 1.65) 0.51

Other 29 0.68 (0.43 to 1.08) 0.1 1.13 (0.69 to 1.87) 0.62

Deprivation quintile 1 (most deprived) 92 Reference Reference –

2 191 1.05 (0.75 to 1.48) 0.77 1.11 (0.76 to 1.63) 0.57

3 238 1.10 (0.80 to 1.52) 0.56 1.02 (0.71 to 1.47) 0.89

4 117 1.09 (0.75 to 1.58) 0.66 1.06 (0.70 to 1.62) 0.78

5 (least deprived) 66 1.47 (0.96 to 2.26) 0.08 1.34 (0.83 to 2.18) 0.23

Borough Brent 116 Reference Reference –

Ealing 119 0.95 (0.73 to 1.25) 0.72 1.02 (0.75 to 1.39) 0.89

Harrow 186 1.23 (0.96 to 1.57) 0.10 1.15 (0.86 to 1.152) 0.34

*Adjusted for every other variable in the table.
†Test for linear trend p<0.001.
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accurate at a population level but may not be at an indi-
vidual level.

Our data were limited to demographics and we were 
unable to explore the association between COVID-19 and 
comorbidities such as diabetes and obesity, employment 
in the ‘gig economy’, social networks such as places of 
worship, racial discrimination and health inequalities 
and household characteristics such as multioccupancy or 
multigenerational living in this analysis.

Our data were limited to only composite end points 
such as admission to ICU and need for mechanical venti-
lation as surrogate markers for assessing severity. We did 
not evaluate the impact of comorbidities, severity of illness 
at time of presentation to hospital and other factors that 
may have contributed to death.

This analysis is limited to the epidemiology of labora-
tory confirmed patients with COVID-19. Patients with a 
clinical diagnosis of COVID-19 only were excluded. The 
accuracy of the results of COVID-19 tests was dependent 
on the methods used.21

Given that this epidemiological study of the outbreak 
was performed in a single organisation serving a limited 
geographical area, the results may not be generalisable.

Some of the patients requiring mechanical ventilation 
were transferred to other hospitals in London. Outcome 
data of a small proportion of these patients were not avail-
able at the time of writing.

CONCLUSIONS
There was a large outbreak of COVID-19 affecting the 
population of the boroughs of Brent, Harrow and Ealing 
in March and April 2020. The outbreak began in the first 
week of March 2020 and reached a peak at the end of 
March and first week of April. Older age group, men and 
those of black or Asian ethnic group were predominantly 
affected among those patients tested at the hospital 
facilities. The mortality rate of hospitalised patients 
was comparable to the national average in the UK. Our 
study highlights the evolution and impact of COVID-19 
outbreak in one of the earliest and severely affected popu-
lation in London. The findings of the study confirm that 
male BAME and elderly population were most commonly 
and severely affected groups. Targeted public health 
measures should be taken to prevent COVID-19 in this 
vulnerable population.
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