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It is widely accepted that race and related social factors
largely underpin patients’ access to healthcare, and even have
a direct impact on patients’ care. The reality that racism is
the source of these health inequalities, and that racism within
health organisations compounds the issue, undeniably means
that racism is a public health issue. The ongoing pandemic has
not only shone a light on underlying issues that have silently
plagued the Black, Asian and minority ethnic community but
has helped us understand the devastating impact of racism.
Closing the gap in these populations is required to ensuring
equitable access. This article aims to highlight how racism
impacts people of colour within the healthcare system and
beyond and calls for dismantling of the structural racism that
exists within the NHS and other UK organisations.
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Introduction

It is widely accepted that race and related social factors largely
underpin patients’ access to healthcare, and even have a direct
impact on the provision of care.! Racism is an undeniable public
health issue compounding these health inequalities at both an
organisational and population level.

COVID-19, as of the start of 2021, has infected over 87 million
people globally and has taken the lives of over 78,000 people
in the UK.? The ongoing pandemic has not only highlighted
underlying issues that have silently plagued the Black, Asian
and minority ethnic (BAME) community but has also helped
us understand the devastating impact of racism. Closing the
inequality gap in these populations is required to ensure equitable
access.

The hesitancy to recognise racism as a growing issue does
not help these matters. In this article we hope to highlight how
racism impacts people of colour within the healthcare system
and beyond, with the optimism that this may serve to unpack
the structural racism that exists within the NHS and other UK
organisations.
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COVID-19 and racism

Recent and current events have made clear that disparities in
health outcomes are significantly affected by racism. The NHS
workforce statistical data from January 2020 showed BAME
healthcare workers make up 21% of the workforce but 63% of
healthcare worker deaths from COVID-19.2 Initially there were a
number of attempts to explain these worryingly disproportionate
figures as caused by biological mechanisms, including suggestions
that vitamin D deficiency, specific comorbidities and genetics
played a role.** The idea that racism was a factor was initially
dismissed. Only after a public inquiry were racism, discrimination,
stigma and distrust identified as a fundamental factors affecting
health, exposure risk and disease progression in COVID-19.°
Highlighting racism as a contributory factor in the deaths from
COVID-19 was monumental. It allowed the public and government
to look more critically at previous concerns. The 2020 report Black
people, racism and human rights produced by the Joint Committee
on Human Rights of the House of Commons and House of Lords
has illustrated the unequal treatment of Black people across
various institutions, including education, employment, healthcare
and within the judicial system. The report also revealed numerous
failures to implement previous recommendations within the NHS.
The report recognised that the mortality of Black women during
childbirth is five times higher compared to White women — ‘The
NHS acknowledges and regrets this disparity but has no target
to end it. The Government must introduce a target to end the
disparity in maternal mortality between Black and White women’
—and that this should be implemented as a ‘matter of urgency’.”

Ethnic minorities in the NHS

In recent times, the NHS has been subject to accusations of
institutional racism. For healthcare workers and the public,

the subsequent findings were confirmation of what many had
suspected. In 2018, 29% of BAME healthcare staff experienced
harassment, bullying or abuse from other NHS staff within the
previous 12 months, up from 26% in 2016. This increase was over
double the increase seen with non-BAME staff: reports from non-
BAME workers showed an increase of only 1.2% over the same
period to 24.2%. Meanwhile, 29.8% of BAME staff experienced
bullying or abuse from patients or the public in the previous 12
months compared with 27.8% of White NHS staff in 2018.8 Fear
of ramifications is also felt on an individual basis when speaking
out against concerns. For members of staff, it may be difficult

to express concerns because of trepidation that these would not
be taken seriously. We have a culture where we are accustomed
to not ‘see race’. However, claiming not to see racism only serves
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to further delegitimise this lived experience of those facing this
reality every day.

The Freedom to speak up report, an independent review, set
out key principles and actions to encourage an open and honest
reporting culture in the NHS.? The report included the finding
that BAME NHS staff who raised concerns were more likely to be
victimised or ignored by management and co-workers compared
to their White colleagues. It also examined how BAME doctors
were more likely to be referred to the GMC and to receive tougher
sanctions than White doctors.® Within NHS trusts, 7.4% of
executive board members were from a BAME background. This is
abysmal when compared to 19.7% of the BAME workforce across
all the NHS trusts.® It is vital to have diversity among those in
leadership roles to ensure that that issues of particular significance
to marginalised groups are represented. Indeed, recruiting
minorities into leadership roles has been shown to reduce the
negative experience of minority staff.'® We can go further by
implementing or adapting the ‘Rooney Rule’, first introduced in
2003 by the National Football League, which requires all teams
to interview at least one individual from an ethnic minority
background for head coaching positions.”

The Royal College of General Practitioners (RCGP) was put
into the spotlight in 2013 after the British Medical Journal (BMJ)
reported that BAME graduates trained in the UK were more likely
to fail the final GP clinical skills assessment compared to White
candidates.” It was disappointing that the initial response from
the RCGP was to threaten legal action against the BMJ, despite
the paper being peer-reviewed and accepted for publication.™
However, it was the RCGP who were then taken to court by the
British Association of Physicians of Indian Origin (BAPIO). The
RCGP have since stated they want to work with BAPIO to ‘find the
best way of supporting the small number of trainees who fail the
CSA component of the MRCGP licensing exam, to give them every
chance of passing’.'“

Two years prior to this, a meta-analysis of 23 reports comparing
the academic performance of medical students and doctors found
that those of non-White ethnicity underperform academically
compared with their White counterparts. The results of candidates
from different ethnic groups were reviewed from undergraduate
assessments, postgraduate assessments, machine-marked written
assessments and practical clinical assessments among others, with
very similar findings. Specifically, of the 36 sets of data that were
reviewed, 35 showed a negative effect of non-White ethnicity and
only one showed no effect. None showed a positive effect of being
non-White's

Several years after these two studies were published, it remains
apparent that even now much more is required to tackle the racial
disparities within the medical profession.” Racial bias is systemic;
we must address this and be ready to tackle this issue head on
without fear of ramification to ensure a fair and just method of
training and of assessing current and future doctors.

Bias and health outcomes

The first principle within the NHS constitution is based on equality:
‘The NHS provides a comprehensive service, available to all
irrespective of gender, race, disability, age, sexual orientation,
religion or belief. It has a duty to each and every individual that it
serves’.'® But despite these aspirations, racism and discrimination
continue to exist within the NHS; indeed, racism is a social
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construct.” It is clear from the science taught to healthcare
professionals that there is very little difference in the biological
make up between those of different ethnicities and there is
certainly no credible research to suggest superiority."® However, the
historical baggage of stereotypes, implicit attitudes, thoughts and
feelings frame the lens through which people of colour are defined
and interacted with. As a result, healthcare within the NHS is not
exempt from this racial bias and there is growing and emerging
research to confirm this. An article from the USA reviewed

beliefs associated with racial bias in the assessment of pain and
treatment recommendation. It looked at false beliefs (eg ‘Black
people’s skin is thicker than White people’s skin’, ‘Black people’s
nerve-endings are less sensitive than White people’s nerve-
endings’ and ‘Whites, on average, have larger brains than Blacks’)
and biological differences between races held by medical students,
resident doctors and lay people. Staggeringly, 50% reported that
at least one of the false belief items was possibly, probably, or
definitely true. The study found that half of those White medical
students and residents in their sample held these beliefs and most
worryingly, they showed a racial bias in their treatment, providing
inadequate treatment recommendations 15% of the time.

This evidence is not limited to one study; a review evaluating the
treatment of appendicitis found that Black children were less likely
than White children to receive appropriate analgesia within the
emergency department. The review found the largest disparities
within the groups with the highest pain scores, where 24.5% of
Black patients compared with 58.3% of White patients received
analgesia.?® A cohort study of 217 patients with long bone fractures
found Black patients are less likely to receive emergency analgesia
than similarly injured White patients; 74% versus 57 % with Black
individuals having a 66% greater chance of not receiving any
analgesia.”’

A systematic review of 15 similar studies investigated the extent
to which implicit racial/ethnic bias exists among healthcare
professionals and examined the effect these had on healthcare
outcomes. The general conclusion was that most healthcare
providers appear to have implicit bias in terms of positive attitudes
towards Whites and negative attitudes towards people of colour.
Levels of implicit bias against Black, Hispanic and dark-skinned
people were relatively similar. Some associations between implicit
bias and healthcare outcomes were non-significant; however,
results also showed that implicit bias was most significantly related
to patient—provider interactions and health outcomes.?? This is
particularly important because the patient—provider interaction is
what dictates the effectiveness of a health system as a whole.

Correlational evidence indicates that biases are likely to influence
diagnosis and treatment decisions. This impact was demonstrated
in a US study which found Black newborn babies cared for by
White doctors faced 430 more fatalities per 100,000 births than
White newborns. There was no statistical difference in fatalities
of White babies cared for by Black doctors.?® The data is alarming
and may illustrate the effects of racial bias within healthcare.

Bias and false beliefs are built on stereotypes that stream into the
networks within our society. These attitudes are often automatically
activated and can influence a person’s behaviour without conscious
volition. The substandard outcomes mentioned above are not just
seen within healthcare establishments but can also play a part in
guidelines and local protocols. Clearly, this can have widespread
and stark implications on healthcare outcomes within minority
communities.
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In the UK the prevalence of hypertension is higher in ethnic
minority groups. Significantly higher mean blood pressure levels
are reported among both Afro-Caribbean and South Asian
populations.? The National Institute for Health and Care Excellence
(NICE) hypertension guideline states to offer a calcium-channel
blocker (CCB) to adults of African-Caribbean origin (of any age)
who do not have Type 2 Diabetes as step 1 of antihypertensive
treatment.” There are a number of issues with the evidence used
to formulate this guidance, which affects 18% of the UK Black
population.?® The guidance is based on the US study ALLHAT. The
2002 study looked at how the incidence of non-fatal myocardial
infarction and deaths related to coronary heart disease varied
depending on antihypertensive treatments.?” The usefulness of
the study is questionable; it was limited to individuals over the
age of 55 and there was no control for socioeconomic status and
access to healthcare. There are limitations of the use of race within
clinical tools. If race-based tools are to be utilised they must be
cautiously and appropriately incorporated.?® There is also growing
evidence that links chronic psychological stress to cardiovascular
disease.?’ Exposure to racism has been shown to increase the risk of
hypertension.* There is a growing need for further research aligning
to the needs of BAME populations rather than extrapolating limited
data. Racialisation of clinical guidelines together with the existence
of racial bias unquestionably impacts patient health.

Creating guidelines that are a fit for all is challenging. We also
recognise there is still some way to go in creating more diverse
cohorts within research. There has been a lack of inclusion of
minority groups within medical research, seemingly due to low
demand for evidence.”' The publication of Beyond the data:
Understanding the impact of COVID-19 on BAME groups has
emphasised the gaps that exist within data collection specifically
pertaining to ethnicity and the need for this to be rectified. There
is value in allocating funding to research areas conducted by
BAME colleagues to truly explore and understand the complexities
of health inequalities.?? There are recommendations of the
development and the use of methodical and analytical procedures
to allow subpopulations to be meaningfully included in research.®
Nevertheless, BAME individuals remain underrepresented in
research, due to lack of inclusion by researchers, reluctance of
participants and socioeconomic factors.> Steps have been taken
to address this: the UK’s National Institute for Health Research
initiated the Innovations in Clinical Trial Design and Delivery for
under-served groups (INCLUDE) project to focus on making research
more representative, and toolkits have also helped researchers to
use appropriate language to engage with these groups.®

Racism is old news

There is along history of Black people being the unlawful subjects
of unethical medical trials and testing. Dr J Marion Sims carried
out numerous experimental operations, without anaesthetic,
on Black slave women between 1845 and 1849.%° In 1932, the
Tuskegee Study of untreated syphilis in the ‘negro male’ enticed
subjects under the guise of free health checks, meals and
treatment. They were not told that they had syphilis and continued
to receive a placebo even after the discovery of penicillin as an
effective treatment to allow the evolution of the pathology to be
understood through the exploitation of the study subjects.’”

In more recent times, those with sickle cell disease, which has
predominance within African and Caribbean communities, have
been one the most marginalised and stigmatised groups. In
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the UK there are 15,000 people living with sickle cell disease
making it one of the most common inherited, genetic conditions
in the UK.3%40 Given its prevalence within the UK population and
the health burden it places on patients there is still significant
variation of care and awareness. These concerns were recognised
and addressed by The Sickle Cell Society, with the introduction of
Standards for the clinical care for adults with sickle cell disease in
the UK,*" which focuses on the minimum standard of care patients
should receive and outlines ways in which these standards can be
achieved, the first of its kind. The report took 3 years to produce,
with no funding from the NHS. The NHS has a responsibility and a
duty of care to all; a great measure of the altruism of an institution
is how it serves its most marginalised and vulnerable communities
and this should not be left to small charities alone.

Don’t BAME me

We have seen huge popularity of the acronym BAME, referring

to ‘Black, Asian and minority ethnic’ communities.“? But how
effective is this term in describing the myriad hyphenated
identities within an ethnic minority population? More than 7.6
million people in the UK identified as ‘BAME’ in the 2011 census.*®
But this group is not a monolith and the term does little to reflect
the differences between ethnic minority subgroups.

The term has continued to be at the forefront of our vocabulary
during the coronavirus pandemic, with ‘BAME healthcare workers’
being described as having the highest risk — but if you look more
closely, data from the Office of National statistics showed that
Black Africans were initially at highest risk within the BAME
group.“ This is not immediately clear without an astute attention
to detail. This is in part because the term BAME is misleading. The
letter ‘A" means Asian, which, in itself, is a very broad term. Does
it mean ‘South Asian’, ‘East Asian’, ‘South East Asian’, ‘Indian’,
‘Pakistani’, ‘Chinese’, ‘Thai’, ‘Vietnamese’? The term classes all
people with widely varying characteristics, genetics and cultures
together, simply on the basis that they are not White. This may
be in part related to the small size of subgroup but inappropriate
aggregation of minority groups comes at the cost of true subgroup
homogeneity, and masks the fact that severe health disparities
often exist among racial and ethnic subgroups. In relation to the
COVID crisis, breaking down at-risk groups by specific ethnicities
would have allowed us to be best placed to understand the needs
of individual communities.

Placing all ethnic minorities under the umbrella term BAME is
reductive and can serve to entrench ‘Whiteness’ as normative
while otherising and homogenising all other non-White identities.
For example, the experience of Black and Asian people is different,
especially within other areas of health. Maternal health has been
seen as an area in which improvements can be made, given the
disparity of outcomes for mothers of different ethnic backgrounds.
The recent MBRRACE study looked at maternal death and
morbidity for women in the UK and Ireland. Although outcomes
were generally poorer for women from ‘BAME’ communities,
drilling down to each ethnic group showed that Black women were
more than five times as likely to die in child birth and Asian women
twice as likely to die when compared to White women.*> Although
both are shocking statistics, it is clear there is a difference in health
outcomes even within groups labelled BAME.

There are further limitations of this term when applied to the
growing group of people with mixed heritage. Furthermore, the
term BAME can be utilised to intentionally mislead. A local CCG
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produced the report Havering Clinical Commissioning Group
Workforce Race Equality Standard 2018-2019.4¢ It found that 33%
of the workforce were BAME. The report stated, ‘The CCG workforce
has an overrepresentation of BME staff at 33% when compared
to the borough population of 12% (2011 Census). An under-
representation of White staff (53%) is evident, with the White
population at 88%." After a telephone enquiry, it was discovered
that none of the 33% described as BAME were Black. This specific
information was not mentioned in the report. If broken down by
ethnicity, would this still be considered an ‘overrepresentation’?
Many large organisations like the NHS may appear more diverse
than they actually are based on the BAME term.

We must be intentional with being diverse and inclusive.
Research suggests that mandatory policies are far more effective
at achieving a diverse workforce that adequately provides for
the communities they serve.”“” An analysis into the affirmative
action included an in-depth comparative case study exploring
the practical applications of affirmative action measures in 11
countries including the UK, US, France and Netherlands. One of
the concluding findings from the report was that

there was an overwhelming consensus that positive action is

an effective and legitimate strategy to address past issues of
inequality and unequal access for certain groups and for bringing
about changes in private and governmental organisations, the
health sector, educational institutions, and voluntary sector
organisations.

This is a sentiment that could help address some the issues faced
within our healthcare system.“®

Racism: a ‘serious threat to public health’

There is a catalogue of micro, macro and systematic-level
aggressions that are experienced by ethnic minorities within the
UK and these can often seem subtle to those with privilege who
have not been subject to disadvantage as a visible person of
colour. To dismantle racism, we must act together and formulate
strategies to protect us all. In November 2020 The American
Medical Association (AMA) took the step of declaring racism

‘a serious threat to public health’.*° This is a huge step towards
ensuring equality within healthcare. Adopting a systematic
approach, the AMA appear dedicated to dismantling racism and
the policies that impact access to healthcare. In order to tackle this
‘disease’, we must be actively anti-racist.

We must speak about the positive movements taking place
within the NHS that are making great headway to improve
representation. One striking area for improvement was in
dermatology. Mind the gap, created by Malone Mukwende, a
medical student from London, is a handbook of clinical signs in
Black and Brown skin that aims to teach healthcare professionals
about the importance of recognising how some conditions can
present differently on darker skins.*® This is ground-breaking,
not only because it demonstrates the importance of inclusivity
in healthcare but also because it serves as a reminder of the
importance of adequate training for healthcare professionals.

The RCGP has formed a taskforce comprised of diverse members
working on aspects of representation, professional development
and training. The RCGP has also responded to the requests made
by its members to remove the term ‘BAME’ and are receiving
advice on this. Along with other royal colleges, they are continuing
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work to address differential attainment.* In July 2020 the Royal
College of Obstetricians and Gynaecologists (RCOG) launched the
Race Equality taskforce. Together with organisations like Five X
More, they work towards eradicating maternal health disparities
in the UK.>2 We have seen the effects of bias and unchallenged
beliefs. Training is required for those working in the NHS, in
particularly those in recruitment. We must try and rebuild trust
within communities in a bid to improve access. Education is key

to challenging thinking and practices for healthcare workers and
service users alike.

However, change and policy movements do not have to start and
end with one or two professional bodies. We all have a part to play
to advocate for change which can be done in a number of ways,
including but not limited to the following:®*3

> Governments and public agencies should seek to understand
why inequalities exist and how racism and structural
discrimination contribute to ethnic disparities in health with full
inclusion of minority groups within this research.

> Health disparities should be highlighted and communicated
to the general public, healthcare providers, healthcare
professionals and other relevant bodies.

> We should recognise the importance of representation, abolish
barriers to progression and increase the proportion of ethnic
minorities among medical workers and in leadership posts at
all levels.

> Patient services can improve access to and experiences and
outcomes of health and social care by reducing variations
around best practices and promoting care through evidence-
based guidelines.

> We need adequate allocation of resources and funding to fulfil
the above requirements.

Through this article we have illustrated examples of the
disproportionate impact of racism on morbidity and mortality
experienced by minority groups. We need a drive and commitment
to change. This will enable us to better serve and meet the needs
of the increasingly diverse population of the UK.

The conversations have commenced, we are seeing increasing
accountability and most importantly the journey for equality and
equitable healthcare for all is underway. m
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