Structural racism is a fundamental cause and driver of ethnic disparities in health

That structural racism is an important factor in ethnic disparities in health will not come as a surprise to anyone who has looked at the evidence.  Several decades of research clearly shows that racism in all its forms –  in particular structural racism –  is a fundamental cause of ethnic differences in socioeconomic status, adverse health outcomes and ethnic inequities in health.1 

The much-delayed UK government report on race disparities has devoted 30 pages to disparities in health. The report claims that ‘for many key health outcomes including life expectancy and overall mortality… ethnic minority groups have better outcomes than the White  population.’ It further claims that ‘genetic risk factors’ along with ‘cultural’ and ‘behavioural’ factors have led to the disparities seen in covid-19. 

The 30-page section on health in the report claims to undo several decades of irrefutable peer-reviewed research evidence on ethnic disparities, previous governments’ reports and independent reviews all reaching similar conclusions: ethnic minorities have the worst health outcomes on almost all health parameters.1 The report’s conclusions, recommendations, and its cherry-picked data to support a particular narrative shows why it should have been externally peer-reviewed by independent health experts and scientists. Furthermore, we would expect that a report with such lofty ambitions of presenting a ‘new race agenda’ would have at least one health expert or a biomedical scientist on the commission. It included a space scientist, a retired diplomat, a politics graduate, a TV presenter and an English literature graduate, but no one with an academic background in health inequalities. 

The report also concludes that deprivation, ‘family structures’ and geography, not ethnicity, are key risk factors for health inequalities. However, it ignores the overwhelming evidence that systemic racism, in particular residential segregation, which is rising in the UK,2 is a major driver of ethnic differences in socio-economic status.3 There is a wealth of evidence that segregation also affects health due to poorer quality education, employment opportunities and poorer access to resources to enhance health. The concentration of poverty in these areas leads to exposure to higher levels of multiple chronic and acute psychosocial stressors, greater clustering of these stressors, and greater exposure to undesirable social and environmental condition.3-5 Previous research also shows that segregation is independently associated with late diagnosis and inferior survival rates in lung or breast cancer.6

The report says that health data is inconsistent and incomplete but still concludes that life expectancy is improving for ethnic minorities. This is not true. The report cites two reports on life expectancy in Scotland where only 3% of UK ethnic minorities live. The Marmot Review in England (where 97% of ethnic minorities live) shows that health inequalities have widened overall, life expectancy has stalled, and the amount of time people spend in poor health has increased over the past decade. The situation is much worse for ethnic minority groups, which have higher rates of deprivation and poorer health outcomes.7-12 The report’s data, that shows 26% lower life expectancy in Black and South Asian people compared to people with White  ethnicities, does not support its own conclusions. 

The devastating effects of covid-19 on ethnic minorities have exposed and aggravated the structural socioeconomic disadvantages experienced by ethnic minority communities. There is no evidence of ‘genetic risk factors’ for covid-19 as the report claims. There is now sufficient evidence that ethnic disparities in covid-19 are partly due to high-risk public facing jobs, living conditions such as multigenerational households, poverty, chronic co-morbidities, as well as racial discrimination and the effects of structural racism such as residential segregation.1,13 

Black and South Asian men are 4.2 times and 3.6 times as likely to die from covid-19 compared to their White  counterparts, respectively. A similar trend is seen for other covid-19 measures, with higher rates of infection, hospitalisation and intensive care admissions for these groups. Ethnic minorities also continue to experience wider adverse consequences of the pandemic including mental health issues, unemployment, financial insecurities and housing evictions.13



Ethnic disparities in covid-19 are part of the historical trend of poorer health outcomes in marginalised ethnic groups with higher rates and earlier onset of disease, more aggressive progression of disease, and premature death.1 Empirical analyses show that ethnic differences in health persist even after adjustment for socioeconomic status. In the UK, for example, Black women are five times more likely to die during pregnancy than White  women14 and Black people have a greater risk of detention under the Mental Health Act than White  people.15

This report is a missed opportunity. It lacks the scientific credibility and authority to be used for major policy decisions. Its methodology and language, its lack of scientific expertise and the well-known opinions of its authors makes it more suitable as a political manifesto rather than an authoritative expert report. The new government approach on race, divorced from reality, fails to provide any solutions to ethnic disparities in health. Its attempts to undermine the well-established and evidence-based role of ethnicity on health outcomes will lead to a worsening of systemic inequalities putting more ethnic minority lives at risk. 
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