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COVID-19 boosters and building trust among UK minority ethnic communities

Ethnic disparities in COVID-19 persist, with increased rates of infection, severe disease, and death
among people from minority ethnic groups.'™ OVID-19 vaccination rates also remain lowest in these
communities compared with white people in the UK. Among people older than 18 years, the
proportion who have had three COVID-19 vaccinations in England in March, 2022, was lowest among
Black Caribbean (38%), Black African (45%), and Pakistani (45%) ethnic groups.? These disparities are
likely to be attributed to the intersection of key social determinants, including socioeconomic factors
such as deprivation, overcrowding, and working patterns and conditions, alongside discrimination and
structural violence in the health-care system and society. Applying an intersectional lens brings into
focus the multiple power structures that are deepening protracted inequities, and acknowledges the
heterogeneity across minority ethnic communities and the multiple interconnected factors that

underpin exclusion.®

In the context of the UK Government shift towards living with COVID-19,” and the delivery of third and
fourth COVID-19 booster vaccinations, it is crucial to recognise COVID-19 vaccine delivery and uptake
are far from fixed or equal. Better understanding is needed about how to support minority ethnic
groups and how best the government, health-care providers, and public health teams can work
alongside community leaders. This will be vital for promoting public health messaging, openly
discussing perceived risks by these groups, and improving health access where there is already deep
mistrust, anger, loss, and fear due to structural racism and the inequities these communities have
experienced in health care and society.2 However, such understanding will continue to be inhibited
by simplistic and homogenising conceptualisations of ethnicity, with a need to recognise the multiple

factors that drive both the health and structural inequities in these communities.

An intersectional approach® to research, public health measures, and policy must be integrated to
address the compounding of key factors associated with disparities in COVID-19 vaccine delivery and
uptake. These factors include ethnicity, socioeconomic status, migration background and legal status,
gender identity, disability, and existing health needs, alongside the multiple levels at which
disadvantage can be experienced. Such an approach must address structural and systematic
inequities, and understand the drivers of concerns about vaccines without further marginalising or
stigmatising minoritised communities. Crucially, these factors must be prioritised over politicisation
of the vaccine, rhetoric denouncing anti-vax or conspiracy beliefs, and stigmatising assumptions

around limited education, scientific knowledge, or engagement with the right information sources.



Instead, key decision makers in health care, research, and policy must seek to understand diverse
health, knowledge, and values systems, and recognise the positive health agency and pro-health and
risk-averse concerns that underlie decisions around vaccinations.> This approach will be vital for
addressing loss of trust, driven by long-standing marginalisation of minority ethnic communities and

coercion and violence in our health systems.°

COVID-19 health messaging and mitigation measures have struggled to meaningfully engage or
include minority ethnic groups in the UK, with little evidence of power-sharing or co-production. This
can be seen, for example, in the onus placed on ethnic minorities to become less hesitant, better
informed, easier to reach, or more trusting, rather than on engagement with these communities, and
failures to acknowledge institutional racism and concerns raised by communities in government
reports, even where community engagement has been undertaken.!* Furthermore, minority ethnic
populations experiencing intersecting areas of marginalisation continue to face compounded
inequities. There is a need to produce and evaluate health education messages that are culturally
appropriate and acknowledge diversity and inequities within minority ethnic communities. Rather
than increasing mechanisms for coercion and control to address disparities experienced by these
communities—eg, through compulsory vaccination—next steps should instead centre around long-
term co-produced solutions to address structural and systemic inequities by building trust and
prioritising meaningful inclusion. These solutions can be facilitated by use of primary care networks
to implement culturally relevant interventions—eg, virtual platforms that are sustainable and
adjustable to the changing needs of communities — and to build trust. Minority ethnic groups and
other communities that have been historically disadvantaged in public health should be engaged as
early as possible in the inception and development of plans for research, policy, and practice,'? with
an emphasis on involving networks of trusted representatives identified by these communities,
utilising evidence-based participatory approaches, and acknowledging and acting upon their
contributions to ensure under-represented and silenced voices are included.’*!* The integrated and
coordinated role of health-care providers, policy makers, researchers, and community representatives
will be important in collaboratively identifying effective strategies to address concerns which
acknowledge intersectionality and prioritise building trust around COVID-19 vaccination, health

services, and public health systems.?®
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