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Abstract

The onset of the COVID-19 in the UK has resulted in an inordinate amount of deaths affecting Black, Asian and Ethnic

Minority (BAME) healthcare workers. The occupational risk to this group is thought to be a contributory factor, but

other factors include race, genetics, medical co-morbidities, socio-economic status, and access to personal protection

equipment. Why COVID-19 appears to be more deadly in BAME members remains unknown, but the UK government is

investigating this now. It does appear that certain factors may worsen the disease process in BAME members, but which

ones are pertinent to prevention remain to be determined, until a vaccine is available. Thus, the onus should rest on risk

prevention, education, and support for all.

Some of the safety strategies that may be instituted to help guide those in the workplace include education, treating

potential therapeutic targets and ensuring protection in the working environment. The consideration of a compensation

scheme, for families of healthcare workers that have suffered because of COVID-19, would go some way to support the

recovery process.
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A clear and urgent strategy is required to protect
healthcare and supporting staff, who are involved in
every aspect of patient care from COVID-19 infection.
The Department of Health, Medical Directors, Chief
Executives, Directors of Clinical Commissioning
Groups, as well as outsourced catering, portering, secu-
rity and cleaning agencies have an overriding duty to
ensure that NHS facilities remain a safe place for staff
to work. Hospitals and clinic facilities must not become
a vector for transmission. The overriding responsibility
lies with the Minister of State.

Atul Gawande published an article in the New
Yorker magazine entitled ‘Keeping the Corona virus
from infecting health care workers.1 It was written as
the pandemic had taken effect in Europe and the
United States, but before ethnic risk factors for infec-
tion of health care workers were identified. Gawande’s
summary points are vital in understanding how Wuhan

in China and the rest of the Far East reduced occupa-
tional infections.1

In the West, we all responded with shocked surprise
to the draconian measures, which were imposed in
Wuhan. Health care workers were housed separately
from their families and worked in full body protective
gear. Gawande wrote that Hong Kong and Singapore
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acted swiftly in establishing social distancing and
banned large gatherings.1 All health care workers
(HCW) were expected to wear regular masks for all
patient interactions, to use gloves and undertake
proper hand hygiene. They were also expected to dis-
infect all surfaces in between patient consultations.
Social distancing was practised within clinics and hos-
pitals, and attention was placed to waiting rooms.
Direct instructions were given to staff members to con-
duct all interactions using protective material. The use
of personal protection equipment (PPE) was only
reserved for aerosol generating procedures (AGP).
The also standardised formal contact tracing for all
known contacts. To date, Singapore appears not to
have had a single recorded health care related transmis-
sion of Covid-19. Gawande also stressed the role of
proper hand hygiene in achieving this result.1

UK experience

In early March, we were faced in the UK with the
ignominy of hand sanitizers being stolen from hospital
and clinic premises, masks disappearing from theatres
and wards and glove boxes left empty. Furthermore,
there was minimal infection risk education provided for
the most vulnerable of our non-clinical colleagues, the
portering, catering, security, and cleaning staff. We
remain unaware what supportive measures were being
provided for them. as they were and continue to be at a
high occupational risk.

Perhaps the most alarming aspect of COVID-19
infections in the UK, is the high mortality rate amongst
Black, Asian and Ethnic Minority (BAME) groups. In
a report on BAME health care workers, Cook and co-
workers confirmed that there was also a high death rate
amongst Filipino staff.2 In their study, the authors con-
firmed that there had been 6 deaths of cleaners and
porters. They also confirmed that there were no
deaths in the highest viral risk group (Intensivists,
Anaesthetists, and Critical Care nurses).

It is this sort of data which is vital in setting out
interventions on how to prevent infection. It may be
as simple as adequate shower and changing facilities,
but it is also about training and raising awareness. The
NHS was slow to react to the risks of BAME employ-
ees. In the initial 6weeks of the pandemic, the demo-
graphics of this infection were clearly very different in
the UK than in China.

However, the report by Cook and co-workers means
that intervention measures are necessary.2 Current offi-
cial figures in the UK show that BAME people make
up 44% of NHS medical staff.3 So, when the mortality
amongst the BAME community started to rise, it
became imperative to address not only the numbers
but the possible causes. NHS England reported

16.2% of COVID 19 deaths up to 17th April involved

BAME people, but ethnicity had not been recorded on

death certificates. The media, on doing a further anal-

ysis reported on 23rd April that 72% of all health and

social care staff who died from COVID-19 were

BAME, yet they only form 44% of the NHS work-

force. The most devastating figure was amongst the

medical profession, where the only people who who

had died up until 24th April were BAME. These are

staggering statistics.

Factors affecting outcome of COVID-19

Although it is known that age and various low immu-

nity states including cancers all impact on the outcome

of someone who is infected by COVID-19, there are

other factors that have been mooted as being specific

to the BAME community. These include race, ethnici-

ty, genetics, medical co-morbidties, socio-economic

status, intergenerational housing, access to PPE and

institutional failures.
Race, ethnicity, and genetics remain the most con-

troversial. This may have been relevant if a specific

group dominated the mortality figures, but the commu-

nities involved are genetically, racially, and ethnically

diverse. Within the Afro-Caribbean community hyper-

tensive disorders are predominant, whereas in the

South Asian community diabetes and related comor-

bidities are prevalent. Yet both groups have cohorts

who have both disorders present. There are other fac-

tors that have been considered, including the haemo-

globinopathies, vitamin D deficiency and obesity. Quite

clearly, this is a multi-factorial problem. Research is

now necessary to understand and manage the issues

outlined. This is inevitable first step before viable con-

clusions can be drawn to help reduce mortality within

the BAME community. Simple therapeutic solutions

can easily be undertaken to prevent further infection,

and to provide better protection within the home and

work environment. There also must be compensation

for all those families who have lost the principal wage

earner.

Potential therapeutic targets

There are several factors that are thought to adversely

impact othe BAME community, but the evidence is not

clear. They include hypertensive disorders,4 vitamin D

deficiency,5 metabolic syndrome6–9 and haemglobino-

pathies, such as sickle cell anaemia and thalasse-

mias.10,11 Theoretically, optimizing treatment of these

conditions may help members of the BAME commu-

nity respond to Covid-19 infections, though this is by

no means proven.
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Protection

General strategies are needed to ensure that in a hos-

pital setting all HCW are protected,12,13 such as (these

measures can also be modified for the home):

• Hospital common areas being deeply cleansed, so

that these buildings do not become a vector for

transmission.14

• All surfaces being cleaned in every facility after any

procedure.14

• Staff being mandated to wear gowns and masks.15

• Staff being mandated to observe rigorous hand

hygiene.16

• Staff maintaining social distancing, including all

clinical meetings, and cleaning of all laptops and

keyboards.14

• Non-clinical staff, such as porters and cleaners,

being provided with appropriate personal protection

support.17

Staff will have to be carefully screened for risk fac-

tors which predispose them to a poor outcome in the

event of infection. These will need individual manage-

ment since some medications, specifically ACE inhibi-

tors, are associated with a poor response to COVID-19

infection.18–21 It is suggested that Vitamin D supple-

mentation may be a prophylactic measure, particularly

for BAME personnel, but this remains unproven. We

would also suggest that even non-diabetic staff with the

Metabolic Syndrome be offered treatment with

Metformin.22,23 This drug improves insulin resistance

which is a known association with eosinopenia, a major

predictor of risk in COVID-19,9 and has been show to

protect against post-infective pulmonary fibrosis.24

NHS compensation scheme (NCS) and pension

allocation

The Armed Forces Compensation Scheme (AFCS)

compensates for any injury, illness or death which

was caused by service on or after 6 April 2005.25 The

government will need to consider a similar scheme for

the NHS.
There are 2 main types of AFCS awards: a tax-free

lump sum payment for pain and suffering. a

Guaranteed Income Payment (GIP) which is a tax

free, index linked monthly payment.25 The

Government will need to discuss this with the BMA

and Unite to agree a policy for all Health Care

Workers who die from occupational exposure to

COVID-19. Widows and widowers will also need full

spousal pension rights.

This pandemic has taken the world by surprise, but

to be COVID ready, we need government engagement

to support the NHS and its workers.

Death investigations

The Health and Safety Executive (HSE) must be noti-

fied under the Reporting of Injuries, Diseases and

Dangerous Occurrences Regulations 2013 (RIDDOR)

when:

• an unintended incident at work has led to someone’s

possible or actual exposure to COVID-19. This must

be reported as a dangerous occurrence.
• a worker has been diagnosed as having COVID-19

and there is reasonable evidence that it was caused

by exposure at work. This must be reported as a case

of disease.
• a worker dies because of occupational exposure to

COVID-19.

Under Regulation 3(1)(a) of the Notification of

Deaths Regulations 2019, there must also be a report

to a coroner if the doctor certifying the death suspects

that the death was due to an injury or disease attribut-

able to employment.
Once reported to a coroner, the death must be inves-

tigated, and must usually be the subject of an inquest, if

the coroner has ‘reason to suspect’ that the deceased

died of an unnatural death. An ostensibly natural death

from COVID-19 may be an unnatural death for these

purposes, if culpable human failure contributed to the

death, for example failures in the procurement and pro-

vision of PPE. The threshold for the coroner to open an

investigation is very low, lower than a prima facie case,

and requiring only grounds for surmise.
In this context, the latest Guidance on COVID-19

deaths and possible exposure in the workplace issued

by the Chief Coroner of England & Wales on 28 April

2020 has been widely criticised. This stated that an

inquest ‘would not be a satisfactory means of deciding

whether adequate general policies and arrangements

were in place for provision of PPE to healthcare work-

ers in the country or any part of it.’ This seems to imply

that coroners can sit back and await some later public

inquiry.
It is therefore essential that those representing

deceased frontline NHS and care home staff urge

their local coroners to exercise their individual discre-

tion, as they must, to open investigations into sus-

pected workplace related COVID-19 deaths.

Otherwise valuable opportunities to gather evidence

and to learn lessons quickly will be lost.
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Summary

The measures outlined in this paper have two main

objectives. The first is to stimulate discussion and

reflection of the tragic consequences of an unprepared

health system on its most vulnerable employees. This

has resulted in both severe personal loss to the many

individuals and their families, and significant function-

al loss to the integrity of health care in the NHS. The

second objective is to stimulate simple protective meas-

ures which may reduce the vulnerability of the BAME

population from the ravages of COVID-19. We hope

that both objectives will be rapidly considered as the

pandemic continues.

Acknowledgements

Dr Steven Hajioff, for advice with the manuscript.

Declaration of conflicting interests

The author(s) declared no potential conflicts of interest with

respect to the research, authorship, and/or publication of this

article.

Funding

The author(s) received no financial support for the research,

authorship, and/or publication of this article.

ORCID iDs

Sohier Elneil https://orcid.org/0000-0002-9047-5418
Sabaratnam Arulkumaran https://orcid.org/0000-0003-

2255-8243

References

1. Gawande A. Keeping the coronavirus from infecting

health-care workers. The New Yorker, 22 April 2020,

pp.2–7.
2. Cook T, Kursumovic E and Lennane S. Deaths of NHS

staff from COVID-19 analysed. Health Serv J 2020;

pp.1–10.
3. Statistics OoN, www.ons.gov.uk/peoplepopulationand

community/birthsdeathsandmarriages/deaths/methodolo

gies/coronavirusrelateddeathsbyethnicgroupenglandand

walesmethodology (2020, accessed 16 July 2020).
4. Devaux CA, Rolain JM and Raoult D. ACE2 receptor

polymorphism: Susceptibility to SARS-CoV-2, hyperten-

sion, multi-organ failure, and COVID-19 disease out-

come. J Microbiol Immunol Infect 2020; 53(3):

425–435. DOI: 10.1016/j.jmii.2020.04.015
5. Cabaset S, Krieger JP, Richard A, et al. Vitamin D status

and its determinants in healthy pregnant women living in

Switzerland in the first trimester of pregnancy. BMC

Pregnancy Childbirth 2019; 19: 10.

6. Lips P, Eekhoff M, van Schoor N, et al. Vitamin D and

type 2 diabetes. J Steroid Biochem Mol Biol 2017; 173:

280–285.
7. Wimalawansa SJ. Associations of vitamin D with insulin

resistance, obesity, type 2 diabetes, and metabolic syn-

drome. J Steroid Biochem Mol Biol 2018; 175: 177–189.
8. Zhang JJ, Dong X, Cao YY, et al. Clinical characteristics

of 140 patients infected with SARS-CoV-2 in Wuhan,

China. Allergy 2020; 75: 1730–1741.
9. Wu Z and McGoogan JM. Characteristics of and impor-

tant lessons from the coronavirus disease 2019 (COVID-

19) outbreak in China: summary of a report of 72314

cases from the Chinese center for disease control and

prevention. JAMA 2020; 323: 1239.
10. McCloskey KA, Meenan J, Hall R, et al. COVID-19

infection and sickle cell disease: a UK Centre experience.

Br J Haematol 2020; 190(2): e57–e58. DOI: 10.1111/

bjh.16779
11. Yadav U and Pal R. Challenging times for children with

transfusion-dependent thalassemia amid the COVID-19

pandemic. Indian Pediatr 2020; 57: 478–478.
12. Bose S, Diette GB, Woo H, et al. Vitamin D status modi-

fies the response to indoor particulate matter in obese

urban children with asthma. J Allergy Clin Immunol

Pract 2019; 7: 1815–1822 e2.
13. Chou R, Dana T, Buckley DI, et al. Epidemiology of and

risk factors for coronavirus infection in health care work-

ers. Ann Intern Med 2020; 173(2): 120–136. DOI: 10.7326/

M20–1632.
14. Lai THT, Tang EWH, Chau SKY, et al. Stepping up

infection control measures in ophthalmology during the

novel coronavirus outbreak: an experience from Hong

Kong. Graefes Arch Clin Exp Ophthalmol 2020; 258:

1049–1055.
15. Verbeek JH, Rajamaki B, Ijaz S, et al. Personal protec-

tive equipment for preventing highly infectious diseases

due to exposure to contaminated body fluids in health-

care staff. Cochrane Database Syst Rev 2020; 4:

CD011621.
16. Zhang B, Zhai R and Ma L. COVID-19 epidemic: skin

protection for health care workers must not be ignored.

J Eur Acad Dermatol Venereol 2020. DOI: 10.1111/

jdv.16573
17. Ippolito M, Vitale F, Accurso G, et al. Medical masks

and respirators for the protection of healthcare workers

from SARS-CoV-2 and other viruses. Pulmonology 2020;

26: 204–212.
18. Annweiler C, Cao Z, Wu Y, et al. Counter-regulatory

’Renin-Angiotensin’ system-based candidate drugs to

treat COVID-19 diseases in SARS-CoV-2-infected

patients. Infect Disord Drug Targets 2020. DOI:

10.2174/1871526520666200518073329
19. Snyder EM and Johnson BD. Angiotensin converting

enzyme 2 (ACE2) and COVID-19: using antihypertensive

medications, pharmacogenetic considerations.

Pharmacogenomics 2020; 21(10): 695–703. DOI 10.2217/

pgs-2020-0048

208 Journal of Patient Safety and Risk Management 25(5)

https://orcid.org/0000-0002-9047-5418
https://orcid.org/0000-0002-9047-5418
https://orcid.org/0000-0003-2255-8243
https://orcid.org/0000-0003-2255-8243
https://orcid.org/0000-0003-2255-8243
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/coronavirusrelateddeathsbyethnicgroupenglandandwalesmethodology
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/coronavirusrelateddeathsbyethnicgroupenglandandwalesmethodology
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/coronavirusrelateddeathsbyethnicgroupenglandandwalesmethodology
http://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/deaths/methodologies/coronavirusrelateddeathsbyethnicgroupenglandandwalesmethodology


20. Thomas G. Renin-angiotensin system inhibitors in
COVID-19. Cleve Clin J Med 2020. DOI: 10.3949/
ccjm.87a.ccc009

21. Tseng YH, Yang RC and Lu TS. Two hits to the renin-
angiotensin system may play a key role in severe COVID-
19. Kaohsiung J Med Sci 2020; 36(6): 389–392. DOI:
10.1002/kjm2.12237

22. Barua M, Pathan F, Nabi MU, et al. Assessment of clin-
ical and biochemical profile of prediabetic subject in
Bangladesh, attending in BIRDEM and results of inter-
vention by lifestyle modification, metformin, and DPP4
inhibitor. Diabetes Metab Syndr 2019; 13: 1603–1608.

23. Tizazu AM, Nyunt MSZ, Cexus O, et al. Metformin
monotherapy downregulates diabetes-associated inflam-
matory status and impacts on mortality. Front Physiol

2019; 1029; 10: 572.
24. Choi SM, Jang AH, Kim H, et al. Metformin reduces

bleomycin-induced pulmonary fibrosis in mice.
J Korean Med Sci 2016; 31: 1419–1425.

25. Government U, www.gov.uk/guidance/armed-forces-
compensation-scheme-afcs (2017, accessed 16 July 2020).

Morris et al. 209

http://www.gov.uk/guidance/armed-forces-compensation-scheme-afcs
http://www.gov.uk/guidance/armed-forces-compensation-scheme-afcs

