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The cases of novel coronavirus disease 2019 (COVID-19) continue
to increase across the world, infecting nearly 5.5 million individuals
and more than 350,000 death. The earlier studies indicate that signiﬁcant risk factors for severe COVID-19 are older adults, and people
with co-morbidities (regardless of age) including chronic lung diseases, heart diseases, severe obesity (body mass index 40 or higher),
and diabetes. When it comes to the role of race/ethnicity, the data is
limited, which could be disproportionately affecting ethnic minorities
as observed in England during 2009 Inﬂuenza A (H1N1) pandemic
[1]. Earlier reports from the United Kingdom indicated black, Asian
and minority ethnic (BAME) are the hardest hit with COVID-19 both
in terms of critically ill as well as higher mortality [2].
In the recent systematic review, by Pan et al. conducted an extensive systematic review of the literature related to ethnicity and COVID19 during the period of 1st December 2019 through 15th May 2020
[3]. They included a total of 162 articles that were deemed related to
their study aim (search sources included databases, medical journals,
preprints and grey literature). Of these articles, a total of 58 articles
reported race/ethnicity. Interestingly, race/ethnicity was not reported
in the articles published in China, at the begining of the pandemic.
Only recently, in April 2020 onward, which overlaps with the timing
emergence of the pandemic in Europe and USA. As a summary of their
ﬁndings, Pan et al. report there is emerging evidence of disproportionate clinical outcomes among the ethnic minorities in several countries
against COVID-19, which has been suggested by others as well [4,5].
The review also discussed in detail the utility of race/ethnicity, primarily when such pandemic is affecting the world, which is considered a
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highly globalized society. Therefore, they suggested including ethnicity
as a variable in the government surveillance systems.
We would like to suggest that there could be several explanations for
the disproportionate burden of COVID-19 in ethnic minorities that include
social, economic and health inequalities as well as genetic predisposition,
biological or pathophysiological differences in response to infection. The
ethnic minorities have higher burden of comorbidities like diabetes, cardiovascular disease and morbid obesity. The studies indicated that ethnic
minorities had increased prevalence of vitamin D deﬁciency [6], increased
inﬂammatory burdens [7], could increase the risk of COVID-19 disease
severity in those populations. Also, we would like to acknowledge that
the COVID-19 pandemic did make the topic of social disparities as a priority topic where it did reﬂect the vulnerability of the minority groups. This
includes the proportion of minor race/ethnic groups, where their work
conditions did not allow them to (i) practice a physical distancing; (ii)
work from home; (iii) isolate and protect older family members (when
they multi-generational households live together); (iv) isolate those who
are sick; (v) lack of paid sick leave; or (vi) they are not provided with the
proper protective measures [8]. Given that the number of cases and the
case fatality ratio is relatively lower in the African countries [9] and other
low- and middle-income countries, despite fragile health system, the
response required to be tailored to the region of interest addressing the
social and health inequalities with a proper plan.
Race/ethnicity is a complex issue. Ellison, a pioneer in the ﬁeld of the
utility of race/ethnicity in public policy and biomedical research, argues
that the utility of race/ethnicity has limited reliability, in addition to triggering stereotyping and discrimination [10]. Therefore, it is recommended to avoid using it when it comes to population proﬁling for public
health purposes. Yet, to be able to reduce such risks, and to increase the
beneﬁts of using race/ethnicity, it is suggested to (i) use race/ethnicity
when it comes to assessing the risk of discriminative treatment (i.e. to
assess whether patients would receive a discriminative treatment at a
hospital due to their race/ethnicity); and (ii) when race/ethnicity is
needed as a proxy for variables that is not possible to measure them, nor
to ﬁnd alternative variables for them (i.e. to predict socio-economic differentials like housing, income, and/or education, when it is not possible to
ask about these factors). In the long-term, the COVID-19 issue will be
resolved after approving a vaccine and/or treatment. Yet, historically
morbidity and mortality tend to be higher among ethnic minority, in
comparison with the general population, and especially during public
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health emergencies. Appropriate public health and social interventions
are essential to address the issue in the long run to provide better health
for all.
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