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EDITORIAL

COVID-19 and ethnicity: Spotlight on the global rheumatology
issues in developing and developed countries
A key issue in the response to the coronavirus disease 2019 (COVID-

these countries. However, the gaps in health inequalities among

19) pandemic is the internationally recognized observation that

minorities were always there.4 In the USA, analyses of COVID-19

COVID-19 disproportionally affects the Black and minority ethnic

deaths from different states that house various ethnic populations

1

population (BAME). We focus predominantly on UK, USA, and

revealed more deaths in Asians, Hispanics and African-Americans

India COVID-19 rheumatology challenges and examples. This un-

than in White Americans.4,6 Many people from ethnic minorities

precedented public health crisis started in China in December 2019,

hold critical skilled or unskilled jobs in health and social care, retail,

following an infection caused by a novel coronavirus strain, named

public transport, and other sectors, putting them on the front line

2

as SARS-CoV2. The World Health Organization in March 2020
2

and at risk of exposure to COVID-19.6 Data from Australia, though,

declared this public health emergency as a pandemic. COVID-19

showed low mortality in general, but had higher representation in

pandemic has moved from country to country, peaking at different

migrant populations.3

times despite implementation of strict preventive measures, includ-

Surprisingly the death rate due to COVID-19 in India and other

ing complete lockdown periods with varied success. Case mortality

Asian countries is low relative to Western countries.10 Furthermore,

rates have been highly variable across nations as well as different

the majority of patients are asymptomatic or have milder symptoms

ethnic groups.3

and need for intensive care support is lower compared to developed

A number of observational studies from UK and USA indicated

countries.10 The population of India (1 387 297 452) is 4 times that

that the death rate of COVID-19 is disproportionately higher in

of the USA (331 002 651); however, the number of cases as well as

BAME.4,5 The plausible reasons for increased mortality could be

deaths due to COVID-19 has been very low in India. On May 18,

poor socio-economic status, poor housing, pre-existing comorbidity,

the WHO reported 3029 deaths in India among 96 169 total cases,

obesity, and vitamin D deficiency.6,7 The ongoing observations even

which contrasts with USA, where 87 180 deaths have been reported

5

among 1 432 265 cases. 2 While under-reporting of cases due to

Some genetic differences may in fact be relevant such as variations

non-reporting, low testing figures, higher false negative rates due

in angiotensin-converting enzyme receptor levels in BAME patients8

to improper training of healthcare staff, as well as collection and

and undiagnosed metabolic syndrome in South Asian communities

handling of samples, are likely to have contributed, large numbers

may also be contributory, given that diabetes is such a key predis-

of deaths could not have gone unnoticed. Moreover, case fatality

position in the UK.9 Even among healthcare workers (HCW), where

rates vary between different states (0.0%-9.1%), and it is impossible

most of these factors may not be operative, the mortality has been

to factor in the differences that might result in the variation.6 For

higher in HCW from BAME backgrounds.8 Although data from the

example, states reporting less than 0.5% to gross domestic product

Office of National Statistics in the UK linked the increase deaths of

(GDP; equivalent to some of the African nations’ total GDP) have

BAME to age, gender, co-morbidities and occupation,9 the data re-

no mortality.11 This means socio-economic factors may not fully

implicate genetic variation in BAME groups for increased mortality.

6

main inadequate. The variation in COVID-19 testing among BAME,

explain the differences. There is perceptible stigma among the pa-

HCW and front-line workers maybe a possible reason for increased

tients as well as healthcare workers as they don't come forward for

reported deaths, as patients not admitted to hospital were not in-

testing; how this will affect the incidence and case fatality rates is

cluded initially in mortality figures.6 These observations need fur-

difficult to compound.12 This is something similar to minority ethnic

ther investigation and the UK Government has initiated inquiry by

populations across the world.13 For sure the discrepancy between

Public Health England.6,7

higher deaths in BAME in developed countries compared to coun-

The increased migration from India, Pakistan, Bangladesh and

tries of origin remain complex.3 Socio-economic deprivation gaps

other South Asian countries to developed countries such as UK and

are heightened during these challenging times.10,14 The increased

USA, with the USA particularly benefiting from the influx of Hispanic

deaths are also linked with pre-existing respiratory diseases in devel-

individuals, have played an important role in economic growth of

oped countries; however, respiratory diseases are more common in
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India.10 Clearly, there is disparity in COVID-19 deaths among ethnic

hospitalization is difficult for serious patients as most hospitals are

minorities between developing and developed countries. Other than

working at lower capacity and some are wary of admitting patients

these medical reasons, bureaucratic issues and political pressures go

due to fear of COVID-19 infections. This has been further compli-

unaccounted for in most reports.4

cated by the lockdown and inability to access health facilities at

These global patterns present challenges for rheumatology com13

munities serving populations from BAME backgrounds.

tertiary care centers due to lack of public transport. It is arduous

Certain

to get permission from administration to travel under prevailing cir-

rheumatic diseases are more common among BAME groups, such as

cumstances. However, the silver lining is that many of our rheumatic

systemic lupus erythematosus (SLE).15,16 Previous studies from the

disease patients are relatively young, therefore at working age. It is

UK identified health inequalities in managing chronic diseases, such

difficult to contemplate how these services will resume once lock-

17,18

Studies demonstrated patient-re-

downs are relaxed; rheumatologists working as private practitioners

lated factors may play a key role in adherence to treatments among

rheumatoid arthritis and SLE.

will be unsure how to start their services and administrations in gov-

BAME rheumatology patients.19,20 The patient-related factors noted

ernment hospitals are busy reorganizing scarce resources around

in studies are similar to those from developing and developed coun-

tackling COVID-19 and non-COVID-19 emergencies.

tries.

21,22

A significant analytical challenge is that these patients are

From the spotlight on the data and discussion above, we con-

on various immunosuppressive treatments, which also increase the

sider there are at least 3 areas that merit global prioritization.

risk of infections. 23 However, data suggest the medications used in

First, there is an urgent need to understand more deeply the rea-

rheumatology, such as tocilizumab and anakinra, may have some

sons behind and implications of a disproportionately high clini-

beneficial effect in COVID-19 patients.

24,25

Although trials and

cal impact of COVID-19 on certain ethnic groups; second, there

registries have been set up, BAME patients are usually under-rep-

is public policy and how this should be framed within individual

resented. The Global COVID-19 Rheumatology registry is trying to

countries to adapt to needs of diverse population groups; third,

overcome this. 26 Being a global alliance, this might help us compre-

there is the issue about communication of intelligence about

hend the complex interactions between COVID-19, rheumatological

COVID-19 to ethnic groups. Understanding the reasons for the

diseases and ethnic diversity. 27

initial evidence of excess mortality in BAME and minority groups

In the UK, rheumatology colleagues, together with patient rheu-

is essential for the successful implementation of mitigation strat-

matology charities, acted independently of governmental efforts to

egies, particularly if substantial disease emerges in the future.

reach out to BAME communities where English language proved to

Epidemiologic and scientific studies may lead to more targeted

be a problem in understanding the guidelines around COVID-19.13

health interventions.14 A range of different studies is needed to

Working closely with policy makers, such as the British Society for

investigate this from the scientific and treatment perspective and

Rheumatology, to collect departmental data on patient shielding was

from a global public health viewpoint. In the USA the National

also an initiative taken by some of the authors. The UK Government

Institute of Minority Health and Disparities (NIMHD) is soliciting

developed a screening formula to identify those “at risk” for taking

such studies. 26 In the UK the National Institute of Health Research

immunosuppressive treatment to be directed to shield for 12 weeks.

(NIHR) and the UK Research and Innovation (UKRI) are jointly call-

As the lockdowns across countries release, the challenges for each

ing for research proposals to investigate the evidence and impact

country will vary. For example, in the USA, Black or African American

of COVID-19 on ethnicity. 6 Concerns are being voiced about the

minorities and Hispanic groups are less likely to have health insur-

particularly high risk of healthcare and other key workers who be-

ance, with consequent reduced healthcare access.4 Moreover, in

long to BAME groups, as well as more generally, the evidence of

some cases the insurance policy benefits may be lost due to unem-

a poorer outcome from COVID-19 infection in people from BAME

ployment. Of course, there are many factors influencing baseline

backgrounds. These studies should provide us the results for ef-

health status and subsequent access to health care. The casualiza-

fective control and treatment. In order to achieve health equity in

tion of the workforce, particularly younger persons, and particular

vulnerable groups it is essential that trials should include diverse

trades, for example hospitality, has meant that in any downturn they

participants who may be at high risk, and take cognizance of the

become unemployed, yet may not be eligible for the same support.

factors that may impose added vulnerability for risk stratification.

Furthermore, in places like Australia if a business was closed be-

This is particularly important for patients with rheumatic diseases,

cause of a lockdown or insufficient work, even though people may

wherein many conditions are linked to the immune system, and pa-

not be unemployed and will return to the business when it resumes,

tients may be on multiple medications that include immunomod-

people are unable to access their sick leave. In other countries, pub-

ulatory as well as immunosuppressive therapy. 24,28 Additionally,

lic health insurance is enmeshed with employment, and may not be

these patients may have disease-induced frailty, all of which taken

part of casual employment.

together are relevant for risk stratification, that may be height-

Similarly, in India, the challenges to accessing health care due

ened by ethnicity.

to loss of wages and lack of health insurance as well as disability

Public policy can enhance health but should also incorporate

allowances, and long-distance travel to reach a hospital, are over-

ethnic-specific adjustments if it is not to exacerbate differences in

whelming. In addition, there is limited availability of hydroxychlo-

health care.6,29 Culturally adapted mental health services have been

roquine and immunosuppressive drugs at local medical shops and

shown to be more effective compared to standard services, when

|

EDITORIAL

applied to persons of color. 28 Optimal promotion of health equity in
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nity ethnic-specific differences in order to promote health equity,
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especially at a time of this COVID-19 pandemic.13 Implementation
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and messaging of such policies should chime with the values of all
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sectors of the population. The COVID-19 pandemic requires an un-
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derstanding of its effects and how it is spread, as well as the accep-
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tance of such intelligence by minority ethnic people in order for the
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population in this group to comfortably adopt positive measures for
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personal safety as well as to limit the spread of infection. Adequate
knowledge of COVID-19 that is delivered in an understandable and
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ior.12 It is through the communication of such knowledge in a way that
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is culturally competent, that is vital to its acceptance, with the assur-
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ance that minority populations may adapt to such positive behaviors as are required in this time of global crisis. Some of the authors

ORCID

have already developed partnerships of joined-up thinking between

Amita Aggarwal

the National Rheumatoid Arthritis Society and Ambassadors for

Nibha Jain

Ethnicity Health, in the UK, to communicate, disseminate and raise
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