COVID-19, mental health and
ethnic minorities
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COVID-19 has evolved rapidly into a
pandemic with global impacts. However,
as the pandemic has developed, it has
become increasingly evident that the risks
of COVID-19, both in terms of infection
rates and particularly of severe complications, are not equal across all members of
society. While general risk factors for
hospital admission with COVID-19 infection include age, male sex and specific
comorbidities (eg, cardiovascular disease,
hypertension and diabetes), there is
increasing evidence that people identifying with Black, Asian and Minority
Ethnic (BAME) groupsi have disproportionately higher risks of being adversely
affected by COVID-19 in the UK and the
USA. The ethnic disparities include overall
numbers of cases, as well as the relative
numbers of critical care admissions and
deaths.1
In the area of mental health, for people
from BAME groups, even before the
current pandemic there were already
significant mental health inequalities.2
These inequalities have been increased
by the pandemic in several ways. The
constraints of quarantine have made
access to traditional face-to-face support
from mental health services more difficult
in general. This difficulty will increase
pre-existing inequalities where there are
challenges to engaging people in care and
in providing early access to services. The
restrictions may also reduce the flexibility
of care offers, given the need for social
isolation, limiting non-
essential travel
and closure of routine clinics. The service
impacts are compounded by constraints
on the use of non-traditional or alternative
routes to care and support.
In addition, there is growing evidence of
specific mental health consequences from
significant COVID-19 infection, with
increased rates of not only post-traumatic
stress disorder, anxiety and depression,
but also specific neuropsychiatric symptoms.3 Given the higher risks of mental
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illnesses and complex care needs among
ethnic minorities and also in deprived
inner city areas, COVID-19 seems to
deliver a double blow. Physical and mental
health vulnerabilities are inextricably
linked, especially as a significant proportion of healthcare workers (including in
mental health services) in the UK are from
BAME groups.
Focusing on mental health, there is
specific guidance
very little COVID-19-
on the needs of patients in the BAME
group. The risk to staff in general healthcare (including mental healthcare) is a
particular concern, and in response, the
Royal College of Psychiatrists and NHS
England have produced a report on the
impact of COVID-19 on BAME staff in
mental healthcare settings, with guidance
on assessment and management of risk
using an associated risk assessment tool
for staff.4 5
However, there is little formal guidance for the busy clinician in balancing
different risks for individual mental health
patients and treating appropriately. Thus,
for example, an inpatient clinician may
want to know whether a patient who is
older, has additional comorbidities and
is from an ethnic background, should be
started on one antipsychotic medication
or another, or whether treatments such
as vitamin D prophylaxis or treatment
and venous thromboembolism prevention
should be started earlier in the context of
the COVID-19 pandemic. While syntheses
of the existing guidelines are available
about COVID-19 and mental health,6 7
there is nothing specific about the healthcare needs of patients from ethnic minorities during the pandemic.
To fill this gap, we propose three core
actions that may help:
1. Ensure good information and psychoeducation packages are made available to those with English as a second
language, and ensure health beliefs
and knowledge are based on the best
evidence available. Address culturally grounded explanatory models and
illness perceptions to allay fears and
worry, and ensure timely access to testing and care if needed.
2. Maintain levels of service, flexibility in
care packages, and personal relationships with patients and carers from
ethnic minority backgrounds in order

to continue existing care and to identify changes needed to respond to worsening of mental health.
3. Consider modifications to existing interventions such as psychological therapies and pharmacotherapy. Have a
high index of suspicion to take into account emerging physical health problems and the greater risk of serious
consequences of COVID-19 in ethnic minority people with pre-existing
chronic conditions and vulnerability
factors.
These actions are based on clinical
common sense, but guidance in this area
should be provided on the basis of good
evidence. There has already been a call for
urgent research in the area of COVID-19
and mental health8 and also a clear need
for specific research focusing on the post-
COVID-19 mental health needs of people
from the BAME group. Research also
needs to recognise the diverse range of
different people, with different needs and
vulnerabilities, who are grouped under the
multidimensional term BAME, including
people from different generations, first-
time migrants, people from Africa, India,
the Caribbean and, more recently, migrants
from Eastern Europe. Application of a race
equality impact assessment to all research
questions and methodology has recently
been proposed as a first step in this
process.2 At this early stage, the guidance
for assessing risks of COVID-19 for health
professionals is also useful for patients,
until more refined decision support and
prediction tools are developed. A recent
Public Health England report on ethnic
minorities and COVID-199 recommends
better recording of ethnicity data in health
and social care, and goes further to suggest
this should also apply to death certificates.
Furthermore, the report recommends
more participatory and experience-based
research to understand causes and consequences of pre-
existing multimorbidity
and COVID-19 infection, integrated care
systems that work well for susceptible and
marginalised groups, culturally competent
health promotion, prevention and occupational risk assessments, and recovery
strategies to mitigate the risks of widening
inequalities as we come out of restrictions.
Primary data collection will need to
cover not only hospital admissions but
also data from primary care, linking information on mental health, COVID-19 and
ethnicity. We already have research and
specific guidance emerging on other risk
factors, such as age and gender; now we
also need to focus on an equally important
aspect of vulnerability. As clinicians,
we need to balance the relative risks for
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each of our patients, so that we can act
promptly and proactively in response to
their individual needs.10 For this, we need
evidence-based guidance to ensure we are
balancing every risk appropriately and
without bias.

Footnote
i

While we have used the term ‘people
identifying with BAME groups’, we recognise that this is a multidimensional group
and includes vast differences in culture,
identity, heritage and histories contained
within this abbreviated term.
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