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COVID-19 and ethnicity: challenges in rheumatology

The coronavirus disease 2019 (COVID-19) pandemic has
impacted internationally since March 2020 [1]. Data from
the Office of National Statistics in the UK and the
Centre for Disease Control in the USA suggest people
from black, Asian and minority ethnic (BAME) back-
grounds have been disproportionately affected by
COVID 19 [1]. Reviews have highlighted the huge
inequalities that are apparent despite the valiant national
and international efforts to fight this global pandemic [2].
The rise of COVID-19 among BAME communities can
be due to the increased rates of existing co-morbidities,
deprivation and other social and cultural factors [1].
Current ongoing studies indicate the possibility of a gen-
etic link to increase predisposition to COVID 19 among
BAME patients [1]. However, mortality rates with
COVID-19 in both India and Pakistan remain low at ~3-
4% (data sourced 10 May 2020). Vitamin D deficiency
and obesity, which are common among BAME patient
groups, make this group more susceptible [3]. People
living with rheumatological conditions who are on
immuno-modulatory or immuno-suppressive medica-
tions are also at greater risk of infections [4, 5]. Health
Foundation data suggest that key workers in London are
more likely to be from a BAME background, thereby
resulting in greater exposure [5]. Moreover, insurance
charges and lack of universal healthcare provision in
USA may be barriers for this group in terms of access-
ing high-quality healthcare.

Previous research has shown that healthcare provision
in chronic diseases in BAME populations is generally in-
ferior to that experienced by the white British population
[6] or local population. Delay in help seeking behaviour
noted among BAME communities and to adhere to self-
management programmes makes this worse [7]. We
have previously identified several barriers to treatment
access and adherence and their impact on poor medi-
cation adherence [8]. Cultural and iliness beliefs were
noted to play an important role in how these commun-
ities approach healthcare [8]. In rheumatology practice,
colleagues acting as Ambassadors for Ethnicity Health
in Rheumatology have lobbied for national data sets to
be collected including infection and death data by age,
region, gender, ethnicity, social deprivation and co-
morbidities. We are aware that local and global regis-
tries in rheumatology still lack detail, a control arm and
often have a very small number of patients from BAME
backgrounds, hence are unable to provide any meaning-
ful outcomes in this context. More granular data needs
to be made available within the healthcare context in
order to understand these discrepancies [1].

There has been a growing concern about the actual
level of shielding and self-isolation amongst BAME
communities and how strictly or well these commun-
ities may be adhering to the government’s guidelines.
In the UK, the National Rheumatoid Arthritis Society
(NRAS) report that their helpline has been deluged
with enquiries from worried and anxious people with
RA but very few of these are from BAME communities.
Although our group has produced some educational
videos to try and explain the current situation to
patients, accessing this has been patchy. It does ap-
pear that culturally and linguistically appropriate advice
has still not reached BAME patients. There are no clear
data to demonstrate whether people are following
advice or stopping their medications and how they are
coping with ‘shielding’ or feeling supported during
this challenging period. In the UK, this anxiety has
led the authors to devise a short survey between hospi-
tals serving large numbers of people from BAME
communities.

As we progress over the next 12months with this
pandemic there is an essential requirement for additional
in-depth understanding from local, national and inter-
national data on health-seeking behaviours and the
clinical experiences of different ethnic groups during
COVID-19. What are the social, cultural and psycho-
logical implications of COVID-19 on these communities
globally? How are current beliefs and attitudes being
accommodated in situations of quarantine, isolation and
shielding? Might these views contrast or align across or
within different ethnic groups? How does population
density and overcrowded housing fit into this equation?
Are these groups getting access to the same level of
care as other groups? These fundamental questions
require serious consideration.

Trials comparing outcomes between groups need to
be large with strategies for recruitment and funders
need to understand the necessity of inclusiveness when
designing such trials [1]. Participation of other stake
holders such as general practices, pharmacists, and so-
cial care workers in socially deprived areas should be
involved in this proposed work. Having a suitable range
of culturally, linguistically adapted and validated instru-
ments that assess outcomes is essential in comparing
outcomes that go beyond the COVID-19 phase.
Although ethnic inequalities in rheumatology outcomes
had been identified more than a decade ago [7-10]
there has, regrettably, been very little progress. The cur-
rent crisis is exacerbating this long-standing, unaccept-
able health inequality in our society.
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We believe the lessons learnt during COVID-19 may
shine a crucial light on these issues and thus gain the
attention required from clinicians, policy makers, nation-
al and international societies and patient charities to
work harder to reduce the health inequalities. This is the
ideal time for us to reflect, share our challenges and
experiences and learn from our international counter-
parts facing similar challenges. This will help us to de-
velop clear evidence-based risk stratification criteria for
BAME patients, which can be shared internationally.
Research around ethnicity must be prioritized and colla-
borated on by healthcare providers around the world to
tackle the biggest healthcare challenge we have all seen
in our lifetimes. While we may be over the peak, there is
likely to be a lower level of prevalence of COVID-19 that
we will have to live with (until there is a vaccine or de-
finitive treatment). The choices we make now will live
with us for a long period of time.
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