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Abstract: Inequalities in health have existed for many decades and have led to unjust 
consequences in morbidity and mortality. These have become even more apparent during the 
COVID-19 pandemic with individuals from black and minority ethnic groups, poorer socio
economic backgrounds, urban and rurally deprived locations, and vulnerable groups of 
society suffering the full force of its effects. This review is highlighting the current dispa
rities that exist within different societies, that subsequently demonstrate COVID-19, does in 
fact, discriminate against disadvantaged individuals. Also explored in detail are the measures 
that can and should be taken to improve equality and provide equitable distribution of 
healthcare resources amongst underprivileged communities. 
Keywords: health inequalities, socioeconomic status, geographical location, vulnerable 
populations, coronavirus

Introduction
The World Health Organization (WHO) defines health inequities as “avoidable 
inequalities in health between groups of people within countries and between 
countries”1 The COVID-19 pandemic has played an important role in uncovering 
and amplifying numerous health inequalities that already existed within societies and 
between different population groups. This has led to disastrous and unjust conse
quences in mortality rates amongst black and minority ethnic groups, vulnerable 
groups of society such as refugees, asylum seekers and individuals from socio
economically deprived backgrounds.2,3 Inequalities in health during COVID-19 are 
exacerbated by interweaving risk factors and comorbidities which unfavorably mag
nify the disease burden and therefore this has been described as a co-occurring, 
synergistic pandemic for the more underprivileged communities.3 Existing govern
mental priorities and decisions embedded in macro-socio-political infrastructures and 
global economic forces, across history and cultures, have permitted COVID-19 to 
discriminate against disadvantaged populations. This review intends to explore this in 
detail as well as identify strategies which can improve equality and access to 
healthcare in these challenging times.

Inequalities in Health Amidst the COVID-19 Pandemic
Health Inequalities
Much legislation exists to address health inequalities in the UK including the 
Health and Social Care Act 2012 which addresses inequalities in access to health 
services and outcomes of different patient groups. Despite this, COVID-19 has 
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undoubtedly impacted certain population groups more than 
others. Mortality rates have been particularly high in the 
elderly with those aged 90 years and above making up the 
largest proportion of COVID-19 deaths.4 Men have higher 
mortality rates than women in all age groups; the age- 
standardized mortality rate (ASMR) for males was 65.1 
deaths per 100,000 males compared to 43.3 deaths per 
100,000 in females.4

People from black and ethnic minority groups have 
been disproportionately affected by COVID-19. People 
of all ethnic groups, except those of Chinese background, 
have a significantly higher risk of being diagnosed with 
COVID-19 than the white ethnic population.5 The risk of 
serious complications and death as a result of COVID-19 
are also increased in these groups. Mortality amongst 
black people is 2.7 times higher than that those of 
a white ethnic background.5 Considering all COVID-19 
related deaths up to the 28th July 2020, mortality was 
highest amongst Black African males.5 Several reasons 
for this have been alluded to in recent literature including 
the presence of comorbidities which are disproportionately 
greater in minority ethnic groups compared to white ethnic 
groups. Despite this, adjusting for comorbidities has 
shown that other factors play a contributory role including 
geographical location, occupational exposure, socioeco
nomic status and barriers in accessing healthcare.6,7

Geography
Geography is an established determinant of health with 
overwhelming evidence linking it to differences in health 
outcomes as demonstrated by variations in life 
expectancy,8 making it an imperative risk factor to con
sider in relation to COVID-19. At first glance, geography 
can be thought of as the physical description of an area 
created to serve a public purpose, but importantly it creates 
gradients that separate people by different environments, 
social capital, local price variations, distribution of health
care facilities and nature of healthcare delivered.9 One of 
the major geographical distinctions causing health dispa
rities is the distribution of the population between cities 
and rural areas.10

Evidence from the United Kingdom Office for National 
Statistics (ONS) demonstrates that urban communities 
have a statistically significant higher COVID-19 related 
ASMR than rural areas, with 132.8 deaths per 100,000 
population for urban major contributions.11 This was fol
lowed by urban minor conurbations and urban cities and 
towns.11 Rural hamlets and isolated dwellings in a sparse 

setting had the lowest ASMR of 24.4 deaths per 100,000 
population.11 A principal reason for the difference in mor
tality rate is the difference in deprivation between urban 
and rural communities.12 The Index of Multiple 
Deprivation by the Ministry of Housing, Communities 
and Local Government established that overall, rural 
areas tend to be less deprived than urban areas in the 
United Kingdom.13 This index takes into account seven 
domains including: income deprivation, employment 
deprivation, education, skills and training deprivation, 
health deprivation and disability, crime, barriers to housing 
and services, and living environment deprivation;14 all 
contributors to poorer health outcomes as described by 
the WHO.15 Expectedly, the ONS report, using the same 
index, provides evidence that the highest ASMR due to 
COVID-19 in the least deprived areas was less than half of 
the mortality rate in the most deprived areas.11

Nonetheless, rural populations face a unique set of 
challenges when dealing with COVID-19. These popula
tions are known to have an aging population,16 higher 
burden of preventable diseases such as hypertension and 
diabetes, and poorer access to healthcare.17 There is exten
sive evidence suggesting that the risk of mortality from 
COVID-19 is higher in the ageing population,16,18 poten
tially causing the non-ASMR to be higher in rural popula
tions than urban ones.19 Moreover, studies suggest that 
rural communities tend to have a higher burden of pre- 
existing conditions than urban communities.17 

A population study in the United Kingdom demonstrates 
that people with type 1 and type 2 diabetes have 
a significantly higher mortality rate from COVID-19 than 
those without diabetes, demonstrating how even one pre- 
existing condition can severely impact one’s health during 
the pandemic.20 Access to healthcare is also limited in 
rural areas, often due to limited providers and lack of 
resources,21 making it more difficult for COVID-19 
patients to obtain the appropriate care they need.22 This 
is particularly important when the need for COVID-19 
testing grows beyond what is reimbursable, forcing some 
rural providers in private healthcare systems like that of 
the USA to stop providing care to those who are unin
sured. Taking all of this into account, it is crucial that 
measures are set in place to try and limit the effect of the 
aforementioned factors on COVID-19 outcomes, albeit 
some are difficult to control.

It is also important to also consider the effect of the 
environment on COVID-19 outcomes. A study by 
CocaciaM23 conducted in Italy demonstrates that there is 
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a probable link between higher air pollution and cities 
furthest away from the sea and faster accelerated diffusion 
of the COVID-19 virus. This suggests that these areas may 
attract a higher number of cases ultimately increasing the 
incidence of poor outcomes in the community. However, 
more studies will be needed to establish a concrete link 
between these areas and COVID-19.

Socioeconomic Status and Deprivation
In 1980, Sir Douglas Black devised The Black Report 
which influenced research around social inequalities in 
health. The report argued that it was primarily material 
circumstances such as income, housing, education, diet, 
employment, and conditions of work that were the chief 
causes of social inequalities in health.24 These views are 
still generally accepted today; however, it is important to 
be aware that social inequalities are not the only factors 
which may contribute to poorer outcomes in individuals. 
The link between socioeconomic status and development 
of non-communicable diseases is well documented and 
more recently supported in a systematic review by Lago 
et al who concluded that income inequality was associated 
with worse average health.25 There has been limited lit
erature analyzing similar links between socioeconomic 
status and infectious diseases. However, a 2018 study 
found higher occurrence rates of infectious diseases as 
well as poorer outcomes amongst individuals from lower 
socioeconomic backgrounds.26 Some of the mechanisms 
speculated included poor housing, overcrowding, nutri
tional deficiencies, poor hygiene, poor working conditions 
and lack of health education.26

Increasing evidence has emerged highlighting that 
COVID-19 mortality is higher within those who are socio
economically deprived, on top of having protected character
istics such as disability and pregnancy. A cross-sectional 
study by Rose et al assessed the association between ethni
city, income deprivation and COVID-19 mortality rates in 
England and found statistically significantly higher mortality 
rates in communities experiencing financial hardship.27 As 
well as living in overcrowded housing and continuing active 
employment in essential occupations during the peaks of the 
pandemic, those from lower socioeconomic backgrounds 
also tend to have higher rates of comorbidities such as 
diabetes, COPD and chronic kidney disease; all of which 
put further strain on the burden of disease. It is important to 
consider, however, that the above study was published in the 
form of a preprint and still to be evaluated by a wider medical 
community and therefore the conclusions derived must be 

taken with caution.27 Another cross-sectional study of 2595 
adults tested for COVID-19 found that both race and poverty 
were associated with higher risks of hospitalization; how
ever, only poverty and financial hardship was associated with 
higher risks of escalation to intensive care units.28 This 
suggests that environmental factors such as those associated 
with poorer socioeconomic backgrounds tend to have more 
adverse outcomes with COVID-19 when compared to biolo
gical factors. The reason for this trend may once again be due 
to these individuals having to continue active employment 
where working from home is not feasible and use public 
transportation, despite national and local lockdowns; in com
bination both of which may increase an individual’s exposure 
to the viral load and worsen overall prognosis.

Schools worldwide have had to close to limit the gath
ering of large crowds. This has further contributed to the 
overcrowding of smaller households. Evidence shows that 
children from lower socioeconomic backgrounds have had 
higher rates of positive testing of COVID-19. A cross- 
sectional study by Goyal et al explored these socioeco
nomic disparities through comparison of positivity rates 
between separate median family income quartiles.29 

Children living in households with lower median family 
income quartiles had the highest rates of positivity com
pared to those living in households with higher median 
family income quartiles. The study also highlighted that 
even after adjustment of socioeconomic variables, signifi
cant ethnic and racial disparities remained within the data, 
with children from black and minority ethnic groups hav
ing higher rates of infection when compared to non- 
Hispanic white children.29

Inclusion Health Groups of the Society
The COVID-19 crisis has caused many implications on the 
population health outcome worldwide and has drastically 
affected vulnerable groups of the society. This has created 
a diverse health inequality among different socio- 
demographic backgrounds and public health policies 
need to be implemented to deliver health services among 
vulnerable groups to prevent the dismal outcome.30 

Homeless people are among individuals which experience 
health consequences in the current COVID-19 pandemic. 
Their living arrangements whether formal (shelters or half
way houses) or informal (encampments or abandoned 
buildings) make them susceptible to worse health out
comes. Congregate living settings are known to be con
ducive to a disease epidemic and lack of access to 
healthcare supplies and hygiene setting expedite the 
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outbreak of COVID-19. Studies have reported that indivi
duals under the age of 65 facing homelessness are 5–10 
times more likely to suffer from chronic physical and 
mental health illness.30 This creates a bigger disease bur
den in the subgroup and higher rates of mortality. 
Additionally, drug-seeking behaviors are mostly seen in 
this vulnerable group which induces multiple comorbid
ities and more severe illness in case of acquiring the virus.

Furthermore, the Gypsy, Roma and Traveler (GRT) 
population are among the groups which are currently 
facing disparity in health outcomes in the current 
COVID-19 pandemic. Given that they are highly mobile 
groups of society, they may be socially marginalized, and 
experience reduced access to healthcare centers. Studies 
have elicited that throughout the years, GRT population 
are amongst the most disadvantaged minorities.31 

Moreover, due to the higher rate of illiteracy and cultural 
barrier, preventative public health measures can be chal
lenging to implement. Living conditions are also among 
the determinants of health inequality and due to nomadic 
nature of their living, individuals in such groups find it 
challenging to engage with their healthcare services and 
adhere to measures such as social distancing and hand 
hygiene. This widens the health disparity which already 
exists within the population.32 Additionally, travelling is 
one of the main pillars of GRT groups, which may accel
erate transmission between communities. Hence, it is vital 
to generate an accessible healthcare system for this sub
group and to deliver health information in a non- 
discriminatory manner.

Refugees and asylum seekers are also among the at- 
risk population which are currently facing devastating 
health outcomes in the current climate and pandemic. 
They are currently experiencing violence, family separa
tion, culture loss and exile from their homeland, and the 
current pandemic is an ongoing health crisis for this vul
nerable group of society.33 Due to their poor living cir
cumstances and overcrowded refugee camps, public health 
measures are deemed challenging to enforce by the current 
humanitarian establishment to deliver aid. This dispropor
tionally exposes them to the risk of COVID-19 infection 
and leads to higher morbidity and mortality rate among the 
community. Due to the lack of available basic sanitation 
and health resources, COVID-19 has a higher rate of 
contingency in overpopulated refugee camps.33,34 There 
have been ongoing worries within the health community 
in Cox’s Bazar, Bangladesh which currently host more 
than 600 000 Rohingya refugees. It has been estimated 

that in case of an outbreak of COVID-19, local hospital 
capacity will be reached within 58 days and results in 
exhaustion of medical facilities.35 This creates a dilemma 
where other opportunistic infections such as communic
able diseases will result in higher death tolls. There has 
been limited research done whether coexisting infection 
results in poorer health outcome in COVID-19 infection; 
however, WHO has warned the implications which war
rants addressing by medical authorities.36 Moreover, fear 
of being deported has resulted in individuals not seeking 
medical treatment and testing, which is further accentuated 
by the language barrier. Although healthcare resources are 
strained in such difficult times, it is vital to priorities the 
at-risk groups and to encourage a more comprehensive 
health delivery by NGO’s and humanitarian agencies.

Poverty and low socioeconomic status are other well- 
documented factors in poor health outcomes, evidence of 
which can be seen in South Africa; a region with large 
economic disparity which is extrinsically linked to the 
severe health disparity. Lockdown measures enacted by 
the government have put a strain on the most economically 
challenged groups in society. This, in turn, may create 
a vicious cycle which would exacerbate the poor health 
outcomes for the underprivileged members of the 
society.37

Strategies for Improving Equality 
and Access to Healthcare
It is fundamental to understand what causes disparities in 
health if we are to take measures to abolish them. A review 
article by McCartney et al explored a number of theories that 
give rise to health inequalities.38 The basic principles were 
derived from the Black Report and the main causes explored 
included artefact theory, selection theory, behavioral and cul
tural theories, and structural theory. Of these, the structural 
theory has proved to be the most pivotal cause of health 
inequalities and argues that socioeconomic status throughout 
life causes the differences seen in health outcomes.24,38 

Equitable distribution of income, wealth, power, safe working 
environments and access to healthcare within and between 
different communities is the idealistic approach to improving 
equality but may be difficult to conceptualize and finetune. 
Thus, this paper will explore potential strategies from three 
perspectives: from a governmental and legislative level; local 
and community angle; and at an individual stance, with a large 
focus on measures that can improve the socioeconomic status 
of those from underprivileged backgrounds.
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Legislative and Regulatory Controls
Evidence shows that poor living conditions make individuals 
susceptible to numerous health problems ranging from infec
tions, respiratory conditions, injuries, and depression.39 

Damp, cold, and moldy housing can worsen respiratory con
ditions such as asthma and those with chronic respiratory 
conditions tend to have poorer outcomes associated with 
concurrent COVID-19 infection. Krieger et al discussed sub
standard housing usually suffered from a lack of safe drink
ing water, hot water for washing, ineffective waste disposal, 
inadequate food storage and infestations; all of which can 
increase transmission of infectious diseases.39 Whilst gov
ernments can introduce guidelines such as improved standar
dization of housing, the crux lies in enforcing the minimum 
requirements set out by governmental housing guidelines in 
poorer areas with continued close monitoring to ensure the 
level of quality is maintained. Further interventions to 
improve internal housing conditions include regular review 
of warmth and energy efficiency, housing refurbishment and 
rehousing.40 These strategies can ultimately lead to better 
living conditions and reduced health-related disparities.

Income Support from the government – Tax 
and Benefit Systems, Professional Welfare 
Rights Advice in Healthcare Settings
As previously discussed, deprivation, unemployment and 
poverty have significant impacts on health outcomes. 
Various support schemes have been implemented world
wide aiming to impact the disparities in health outcomes 
between populations. In the UK, one of these measures 
was the Coronavirus Job Retention Scheme (CJRS), 
where 80% of salary costs will be paid by the govern
ment. Other support included mortgage holidays, 
updated rules on evictions, an increase of £20 per week 
to Universal Credit and Working Tax Credit claimants 
and an increase in housing benefit for all.41 Furthermore, 
studies suggest that COVID-19 has major impacts on 
mental health and thus, reducing financial burdens may 
lessen the mental health impact of this virus.42 By pro
viding this support, governments ensure low-income 
families are less impacted by stressors that can harm 
mental and physical health and allow for better opportu
nities for good health.43 These schemes are also particu
larly important in preventing long-term deprivation,44 

and in order to promote the uptake of available support 
schemes during COVID-19, a fundamental step would be 
to provide adequate funding towards professional 

welfare rights advice in healthcare settings. There is 
evidence that welfare rights advice delivered through 
healthcare settings results in financial benefit,45 which 
in the long-run can prove beneficial in reducing mone
tary-related health inequalities associated with 
COVID-19.

Reducing Price Barriers
Another step government can take is by reducing price 
barriers to accessing preventative health services, which 
may potentially lessen the burden of COVID-19.46 

Smoking is known to increase mortality in patients with 
COVID-19.22 Public healthcare systems such as the NHS 
benefit from free smoking cessation services,47 but the 
majority of private systems do not. Thus, governments 
can step in by subsidizing or waiving the fee for smoking 
cessation services, in aims of lowering the risks of smok
ing-related diseases.48 With the general population becom
ing more conscious of their health, many healthcare 
systems are now using COVID-19 as a motivator for 
smoking cessation to both improve health outcomes and 
reduce long-term costs associated with smoking.49

Another measure government can uptake is by provid
ing free school meals to children to ensure healthy growth. 
Countries like the UK are now providing free school meals 
to all infants and pupils who meet the benefits-related free 
school meals eligibility criteria.50 This measure proves 
important as it avoids children from lower-income families 
missing meals which can adversely affect their immediate 
and long-term health51 and reduces the financial burden on 
families who are unemployed due to COVID-19. To take 
support one step further, the implementation of reduced or 
free prescriptions can be considered. In countries with 
private healthcare systems, access to medications can be 
expensive which ultimately disadvantage lower income 
individuals.52 Surveys suggest that low-income house
holds take less medications than prescribed to avoid the 
out-of-pocket cost.53–55 Coupled with the financial burden, 
the population faces amidst the pandemic, funding can be 
introduced to further support those requiring prescriptions 
during the pandemic.

Local Community Support for Vulnerable 
Groups
From a community level, there are several measures that 
can be implemented to help reduce disparities. Pregnant 
and postnatal women were among the at-risk groups of 
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population who faced challenges with regards to their 
continuity of care.56 On March 16th, 2020, the UK gov
ernment declared that pregnant women were categorized 
as the vulnerable subset of society. Due to the changes in 
the immune system response during pregnancy, this pre
disposes individuals at a higher risk of illness severity 
which has been an ongoing concern in the current pan
demic. As such, local NHS trusts have collectively made 
efforts to ensure all antenatal appointments are provided in 
full accordance with NICE guidelines, through virtual and 
in-person consultations.57 Practical measures such as sche
duling appointments such that a woman can come into 
hospital once to complete all checks – from bloods to 
scans, reduces the risk of exposure.58

In addition, childcare is another aspect that can be 
addressed by local communities.59 Prior to COVID-19 
pandemic, childcare and education accessibility has been 
deemed challenging for vulnerable groups due to expenses 
and limited supplies. This has been exacerbated by the 
current climate and social distancing measures. 
Furthermore, gender inequality has been highlighted 
through the crisis, with a larger burden of housework and 
childcare falling on a mother’s shoulders compared to their 
male partner.60 One such method of providing support is 
the rapid establishment of local charities such as National 
Health Supporter, Bubble and Heroes to support childcare 
for front-line workers. There has also been an emergence 
of online communities to support parents working from 
home with childcare advice and neighborhood aids.

Improving Accessibility of Services
Delivery of healthcare needs to accommodate for health 
disparities seen in the society to address sociodemographic 
differences which affect population health outcome. 
Through the course of the pandemic, healthcare delivery 
has been modified to various clinical templates and moved 
away from the traditional face-to-face consultation. 
Clinicians are now employing a more radical approach 
which has been mostly in forms of remote telephone or 
video clinics. Hence, this can ensure that there is a more 
accessible mode of healthcare delivery and a better oppor
tunity for vulnerable groups to access health departments 
as a majority of the population will have access to 
a mobile phone.61

Individual Efforts
The efforts of an individual can play a role in reducing 
healthcare inequalities. A method includes actively 

changing one’s diet. Diet is a modifiable risk factor for 
chronic diseases including cardiovascular and metabolic 
disease, and thus contributes to health inequality. 
Individuals can be motivated to follow the suggested 
recommendations of five minimum servings of fruit and 
vegetables a day, reduced consumption of red and pro
cessed meat and minimum 140 grams per week intake of 
oily fish,62 in order to lead a healthier lifestyle and ulti
mately reduce health disparities. However, it is recognized 
that families or individuals on low income may find it 
difficult to balance living expenses and meet the nutri
tional recommendations. Hence, income support such as 
the furlough schemes in the UK or the stimulus checks in 
the USA remains vital in supporting such individuals dur
ing the pandemic. Ultimately, it is the combination of 
government legislation, local support and an individual’s 
effort that can push for a reduction in health inequalities.

Conclusion
COVID-19 has demonstrated the seriousness of the con
sequences faced by those from underprivileged back
grounds and highlighted the predicament they face 
between poverty and the pandemic. Action must be taken 
swiftly to ensure the needs of these individuals are met 
sufficiently for them to be able to survive this pandemic 
and be well enough equipped to endure any further strains 
on global health in the future.
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