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‘It’s possibly made us feel a little more
alienated’: How people from ethnic
minority communities conceptualise
COVID-19 and its influence on
engagement with testing
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Abstract

Objectives: The cultural beliefs, practices and experiences of ethnic minority groups, alongside structural inequalities and
the political economy play a critical, but overlooked role in health promotion. This study aimed to understand how ethnic
minority groups in the United Kingdom conceptualised COVID-19 and how this influenced engagement in testing.
Method: Black (African and Caribbean) and South Asian (Indian, Pakistani and Bangladeshi) community members were
purposefully recruited from across the UK. Fifty-seven semi-structured interviews were conducted and analysed using
principles of grounded theory.
Results:We found that people of Black and South Asian ethnicity conceptualised COVID-19 as a disease that makes them
visible to others outside their community and was seen as having more severe risk and suffering worse consequences,
resulting in fear, stigmatisation and alienation. Views about COVID-19 were embedded in cultural beliefs, relating to
culturally specific ideas around disease, such as ill-health being God’s will. Challenges brought about by the pandemic were
conceptualised as one of many struggles, with the saliency of the virus contextualised against life experiences. These themes
and others influenced engagement with COVID-19 testing. Testing was less about accessing timely and effective treatment
for themselves and more about acting to protect the family and community. Testing symbolised a loss of income, anxiety
and isolation, accentuated by issues of mistrust of the system and not being valued, or being treated unfairly.
Conclusion: Health communications should focus on counterbalancing the mistrust, alienation and stigmatisation that act
as barriers to testing, with trust built using local credible sources.
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Introduction

The global COVID-19 pandemic has highlighted the scale
of health and social disparities between populations within
and across countries. The complex interaction of ethnicity,
migration status, religion and socioeconomic disadvantage
influences exposure to SARS-CoV-2 (from now referred to
COVID-19) and has profound consequences for ethnic mi-
nority groups (EMGs). The pandemic is considered to dis-
criminate, inflicting a disproportionate burden of illness and
death across EMGs in the UK1,2 and disproportionate
mortality among EMG health care workers.3 These outcome
disparities have been attributed to the intersection of minority
ethnicity with low socio-economic status, employment in
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occupations with a greater risk of exposure, geographic
disparities in health care availability, extended household
composition and an increased incidence of comorbidities
linked to poor COVID-19 outcomes.4 Ethnic minoritiesmake
up a significant proportion of front-line public-facing jobs,
such as health care and social work, placing them at greater
risk of exposure.5 In addition, for those on low incomes,
absence from work because of illness or vulnerability can
have significant implications for earnings and workplace
transmission, highlighting the difficulties in engaging in
testing and self-isolating.6

Strategies for living with the continuing threat of COVID
are highly dependent on the uptake of testing for early
diagnosis and to contain spread. Existing evidence has
documented a lower uptake of health screening7,8,9 and
testing for contagious disease in ethnic communities and
among migrants. Studies in the USA have indicated a low
testing uptake by migrants8,9 and a systematic review of
migrants in high-income countries suggest that they may be
concerned that COVID-19 treatment is chargeable, or that
seeking care or putting themselves forward for testing could
mean losing their job or be deported.6 Even where testing
and treatment are free of charge, concerns remain that this
does not mitigate barriers to accessing timely diagnosis and
treatment: minority ethnic groups may be late presenters to
health services10 and face multiple barriers,11 presenting
only where necessary due to concerns around immigration
status, mistrust, lack of knowledge of the health system and
uncertainties about entitlements to access health services.7

EMGs can lack knowledge and awareness of COVID-19,
putting them at risk of the spread of misinformation.12

Fatalism, belief in God and illness being attributed to ex-
ternal factors, or focus on familial risk rather than individual
risk can act as barriers to testing for communicable diseases
in EMGs.7

In order to develop a more targeted and inclusive public
health response we need a better understanding not only of
how specific cultures and income levels conceptualise
COVID-19, but also how EMGs may conceptualise
COVID-19 differently than the UK majority ethnic
group, and how this conceptualisation influences en-
gagement in testing. Health behaviour and behavioural
change models usually focus on individual level factors
that predict intention to engage in health protecting be-
haviours, such as testing and often do not account for
specific sociocultural and socio-structural factors. In
particular, the conceptualisation of health behaviour as
being the result of an individual decision-making process
does not account for the group identities of community
and family and of the wider system in which EMGs can be
positioned as outsiders. Hendy and colleagues proposed a
theoretical model to explain the readiness of EMGs to
engage in screening, highlighting the relationship be-
tween external factors and the EMG, which may provide

support or create stigma, and that between the EMG and
the individual through which there may be a gain or loss
of self-efficacy.7 This study draws on this model to explore
how EMGs conceptualise and understand COVID-19,
taking into account social, cultural and lived experiences,
and how these understandings impact on willingness to
engage in testing.

Method

We used a qualitative design, using a constructivist per-
spective, in which participants are viewed as creators of
their social world, which the researchers subjectively
interpret.14,15 Meanings and interpretations participants
attach to their own experiences are acknowledged and
grounded in specific social, historical and cultural contexts.

Participant recruitment

Participant recruitment was facilitated by an established
network of existing contacts and wider project partners.
Network partners were involved in charities and community
organisations, faith organisations and women’s centres with
high levels of attendance by Black and South Asian people
across England. Initial contact was made via email and
telephone with key individuals from a range of organisa-
tions, who then invited their members on our behalf. We
encouraged prospective participants to contact us directly to
arrange an interview. The researchers are members of UK
Black (African and Caribbean) or South Asian (Pakistani,
Bangladeshi and Indian) communities and are therefore
‘insider researchers’ who share common knowledge, a
common identity and some common life experiences with
study participants, which facilitates meanings and trust
within study participants’ world.13,16 The insider status of
the researchers as members of UK EMG communities
helped create an environment in which participants felt they
can freely express themselves.

We aimed to recruit participants from a range of socio-
economic backgrounds, with differing cultural, philosoph-
ical and religious backgrounds and different occupations,
ages, and health statuses. We set eligibility criteria as
18 years of age or older, from a Black (African or Carib-
bean), and South Asian (Pakistani, Bangladeshi and Indian)
background, possessing the ability to comprehend and
speak English to a sufficient level in order to understand
instructions; ability to sign a consent form; and availability
to be interviewed using videoconferencing tools (Microsoft
Teams, Zoom and Skype) or telephone. First and second-
generation migrants were included. A small number of
stakeholders were also included. Stakeholders were defined
as people embedded within the ethnic community groups
above (and sharing the same ethnicity) and working with
communities either formally (public health and allied health
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professionals) or informally (community leaders, faith
leaders and advocates).

Data collection

We used semi-structured interviews to ensure that core
questions were asked of all participants while providing
scope to explore relevant but unanticipated domains of ex-
perience and reflection. Interviews were conducted between
August and December 2020 (lasting 45–80 min), by a re-
searcher from the African community whowas culturally and
linguistically equipped to understand the target population
using videoconferencing (n = 47) or telephone (n = 10).
Participants were given a £25 Amazon voucher for their time.

The interview guide explored a list of topic areas using
open-ended questions and prompts and was frequently
annotated or moderated during the progression of the
study.14 Interviews explored perceptions in which the
COVID-19 pandemic had affected or influenced respon-
dents and members of their communities. Questions iter-
atively developed as ideas emerged and addressed issues
relating to how participants conceptualised the pandemic in
their lives. We explored the impact of the disease, perceived
effectiveness of guidelines and messaging, and facilitators
and barriers to engaging with various health protecting
behaviours such as hand washing, social distancing, social
isolating and testing. In this paper, we specifically report
data relating to their willingness to engage with testing for
COVID-19.

After 57 interviews, the research team agreed that data
saturation had been achieved, with no new significant in-
sights emerging. The recordings were transcribed verbatim.

Data analysis

Our analysis was based on the principles of grounded
theory, following distinct first-order and second-order
phases.17 The first phase initially involved gaining a fa-
miliarity and understanding of the literature and context on
health inequalities and COVID-19. It then moved on to an
in-depth reading of the interview transcripts and recording
observations about participant’s experiences in the form of
‘memos’ (clustering together common themes). To complete
this clustering, we then conducted axial open-coding, clus-
tering the common themes into higher order categories. For
the second order stage of analysis, we focused on moving
beyond the one-dimensional clustering of themes and cate-
gories to focus on theoretical and relational links within the
data. We reflected on a number of complex, intertwined
contextual, psychological and societal interactions that
overlayed our data structure. Drawing on our previous work
and theory development around accessing health screening
we organised these more relational interactions into three
levels: the individual, the family and a system/societal lens.17

Our process of analysis was made transparent and co-
herent by interactive use of individual reflective notes
(summaries of our memos and thoughts of what occurred),
written down independently by three researchers and dis-
cussed in a series of group meetings. For example, we
discussed how major issues of visibility and stigma inter-
acted with each other and the impact of this (i.e. on feeling
othered). We then collated our earlier memos and reflective
notes and explored dynamic, intertwined relationships
through the group analysis of key themes, achieving con-
sensus through group discussion.17

Results

Twenty-eight participants identified as Black (African and
Caribbean) and 29 from a South Asian background (Indian,
Pakistani and Bangladeshi) (Table 1). While we acknowl-
edge the diversity of culture and experience within this
group, the purpose of our study was to distinguish between
EMGs and the larger white majority UK population. For the
purpose of this study, EMGs were analysed with the primary
purpose of looking for commonality as a single group while
taking account of specificity of differences within different
ethnic groups. Seventeen stakeholders were also included.
Study participants were more highly educated than the
general population, due to our including stakeholders; in-
fluential individuals highly involved in community support
(health advocates, leaders of community and faith-based
organisations), so able to give us and in-depth view in
relation to COVID-19 issues within their community.

Table 2 presents the first order concepts, second order
themes and aggregate dimensions that we identified in our
data. In the following, we report on four aggregate di-
mensions or higher-order categories: alienation and stig-
matisation; self-efficacy; burden/struggles; and political and
system-level mistrust.

COVID exacerbates visibility and stigma

Participants revealed that the narrative adopted by the media
and the UK government in highlighting the disproportionate
impact of COVID-19 on EMGs had made others outside
their community aware of their contributions to society as
frontline workers, working in the National Health Service
(NHS) and other important and essential caring services.

It changed the way that other people saw us. I don’t think that it
changed the way we saw us. We knew that we were working
hard at the butt end of racism.We knew that it is members of our
community who were supporting the NHS, keeping the carer
infrastructure alive in this country. We knew all of these things
about ourselves. What happened with COVID is it forced other
people who didn’t see us, to see us, all of a sudden. (Jamaican,
Male, 58)
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Participants expressed that the new visibility highlighted
socio-economic and health inequalities that already existed,
and which in the current pandemic had manifested into dis-
proportionate negative health outcomes for EMGs. Partici-
pants were acutely aware of the intersectionality of their
ethnicity with other factors: that their pre-existing health
conditions, co-morbidities, occupations (increased exposure),
living arrangements (i.e. multi-generational households) and
cultural values and norms put them at ‘additional risk’ of
adverse outcomes; they expressed fear, anxiety and loss.

I work in the hospital - it is really frightening knowing that you
are going into work and you don’t know what to expect.
(Zimbabwean, Female, 26)

I think minorities are the ones that are working in the frontlines
or doing the jobs that people don’t want to do. Then I guess I’m
more at risk in a sense. (Djibouti, Female, 19)

We are mostly, I would say in service sector ... more or less
front-line staff, working on buses, trains or catering industry or
taxis or in hospitals. You are more likely to get infected.
(Indian, Male, 31)

Participants said that the COVID-19 guidance and
messaging had favoured a ‘white collar’ privileged position
that did not reflect the reality of many in the community.

Yeah, a number of these measures are kind of very much aligned
to a particular category of people towork from home and notmany
people have that benefit or privilege towork from home. I think it’s
a white collared mentality to feel that everybody would be able to
work from home. It becomes a challenge for those who work
outside their home to be able to do it and have an income. Most
immigrant families aren’t that privileged. Most of us are in dirty,
demeaning or deadly jobs. (Jamaican, Female, 61)

Table 1. Study participant characteristics.

Characteristic Number of participants (%)

Gender
Male 20 (35)
Female 37 (75)

Age
18–30 16 (28)
31–40 14 (25)
41–50 10 (17)
51–60 12 (21)
61+ 5 (9)

Ethnicity
African 19 (33)
Caribbean 10 (18)
Indian 11 (19)
Pakistani 9 (16)
Bangladeshi 8 (14)

Level of education
GCSE(s)/O-level(s) 0 (0)
A-level(s)/AS-level(s) 0 (0)
Diploma (HND, NVQ Level 4 or 5,etc.) 5 (9)
Degree 39 (68)
Postgraduate degree/postgraduate diploma 13 (23)

Employment status
Employed 44 (77)
Unemployed 13 (23)

Migration status
Born in the UK 17 (30)
Born abroad 40 (70)

Contracted COVID/Suspected
No 49 (86)
Yes 8 (14)

Know of anyone with/died of COVID
No 10 (18)
Yes 47 (82)
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Table 2. Data structure.

First order concepts Second order themes Aggregate dimensions

The contributions of ethnic minorities to the economy and work force in the
country was made known

Visibility Alienation and
stigmatisation

We knew that it is members of our community who were supporting the
NHS

It has forced other people who didn’t see us, to see us
Existing socio-economic and health inequalities made visible
We have been told a lot of ethnic minorities are dying from COVID-19
We have more underlying issues Risk
We work on the frontline
We live together as a family and take care of our older ones
Fear mongering headlines in media
Isolation is difficult because of some of our housing situation
I just feel like I’m more of a problem, rather than a help Othered
We are doing the jobs that people don’t want to do
Racism is more overt with white vigilantes attacking people who are Muslims
People don’t want to be seen as weak or vulnerable Cultural and religious beliefs Self-efficacy
Mentality of just firming it and hoping for the best
If it’s your time, it’s your time
It’s God’s will
I think there’s a lot of disproportionate numbers of ethnic minorities being
affected by COVID-19

Fear and stigma

Fear of catching coronavirus at test centres
People back home are not getting it Misconceptions
Religious theories about coronavirus
We are immune to it
Faith and prayer will protect us
Not knowing how to book a test Knowledge
I can get COVID if I go to get tested
COVID-19 messages don’t apply to me Mixed messaging from the

governmentMixed messages on COVID-19 since beginning of pandemic
Family is really important Protecting family and

communityI do not want to put my family at risk
People are dying from other illnesses other than COVID-19 Saliency Burden/struggles
We have gone through worst experiences than COVID-19
We have come through civil war
How is food going to be put on the table for the family Economic consequences
Worried about last meal
Who will provide for the family if we have to isolate ourselves for 14 days,
that’s two weeks of wages who’s going to support that

We work in the gig economy, self-isolating is unlikely with mild symptoms
Forced to isolate with severe symptoms
My data will be used to check on my immigration status Mistrust in health system Political and system level

mistrustAs a black person I will be treated differently not be given the priority
I don’t feel valued by the NHS
I will die if I go into hospital
Attention and resources not given to ethnic minority communities Mistrust in the government
The government changed the rules around meeting the night before Eid
They’ve made it so clear to only get tested if you have symptoms Mistrust in the system of

testingThe process of booking a test is complicated
Test and trace system is just another way to monitor people’s lives
My data will be used to check my immigration status
Assurance that testing will not affect my legal status
It should come with some assurance that this is not going to expose anyone to
the home office

NHS: national health service.
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Black and South Asian participants believed that the
discourse around being ‘disproportionately represented’
also implied being ‘disproportionately responsible’ for the
spread of the virus, and they were in some ways being
‘blamed’ for spreading COVID which they felt had in-
creased alienation and stigma.

I think somehow there’s always this narrative that we’re the
other. COVID, obviously there’s research and statistics
showing that our communities have been affected far more
greater than white counterparts. And so, that’s another problem
to us, if that makes sense…We have COVID, and nobody else
seems to have it. And we’re the ones that are spreading it
around. (Pakistan, Female, 22)

Participants stated that COVID made them visible to
others outside their community, but this was often attached
to blame, stigma and othering. This perception of stigma can
lead to fear and, in turn, reduce the likelihood of engaging
with testing and a growing sense of alienation.7

Self-efficacy as an antidote to fear and stigma

COVID is embedded in cultural beliefs about illness among
EMGs, particularly related to an intersection with religious
beliefs, where illness was seen as a sign of weakness or
vulnerability, and participants expressed the stigma that a
diagnosis of COVID-19 could bring.

I think there’s also a sense of stigma in the Somali community,
when it comes to illness and diseases, people don’t want to be
seen as weak or vulnerable. So, I think there’s also that
mentality of just firming it and hoping for the best, and not
wanting to be seen as suffering from COVID-19. (Somali,
Male, 27)

In some cultures, particularly those that may be inter-
twined with Christian or Muslim religious beliefs, illness
was considered as a sign from, or the will of God. Such an
attribution frames the illness as unavoidable or unable to be
eradicated unless God decides to intervene, with people
having little or no influence on the impacts, or outcomes of
the pandemic.

We are deeply religious people, and they say, whatever you
behave, will be. If it’s your time, it’s your time. (Somali, Fe-
male, 40)

People say Allah knows why this is happening. (Bangladeshi,
Male, 65)

Coronavirus is punishment from God for disobedience.
(Pakistani, Female, 45)

This fatalism can lead to a lack of preventative behav-
iours and self-efficacy.7 The sense of lacking agency was
further intensified by the EMGs misconceptions about
COVID-19; namely, that ‘people back home not getting it!
We are immune’. This strong fatalistic narrative was ac-
companied by theories that God was intervening. Faith and
prayer were offered as strategies for protection from the
effects of the pandemic.

The pastor would encourage us to pray that nobody is going to
die of coronavirus and we return back to church safe and alive.
(Ghanaian, Male, 35)

Study participants (Black and South Asian) did not
conceptualise testing as a means of seeking timely
treatment to protect themselves. The main motivation to
test for the virus was to avoid the spread to other family
members or their community. Participants from the Black
and the Asian communities mentioned their strong family
ties and the need to protect the family. This salient point
was often expressed as a strong motivator for the com-
munity to participate in testing and other protective
behaviours.

You know Africans have always been family, family is really
important …. you don’t want to infect anyone. (Cameroonian,
Female, 58)

I do not want to put them at risk because me being young might
be able to cope better and theymight not be able to cope as good
as I would. (Indian, Female, 23)

It was evident in the data that high levels of fear and
anxiety around COVID-19 and its impact led to a lack
of self-efficacy to engage with the process of testing,
with fear of catching COVID-19 at a testing centre
salient.

Because I do feel as though there’s probably a level of stigma
[to go to the testing centre]. I even heard one person telling me,
even by going to the test centre, you’re increasing your like-
lihood of getting coronavirus, because everyone there probably
has coronavirus. So, even though they had symptoms, they
were very reluctant to go, because they were worried that they
might not have it, but by exposing themselves to people at the
test centre that have it, that they themselves will catch it.
(Ivorian, Female, 29)

Participants also stated that members of the community
may lack the necessary knowledge and skills required to
access the testing-booking system, with limited information
technology skills and access to smart devices.
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Struggles and the burden of being a migrant

Some of our participants viewed the COVID-19 pandemic as
‘one of many battles and struggles’ they face. In some cases,
the COVID virus was constructed as ‘small and inconse-
quential’, in terms of surviving different forms of hardship,
especially in those with recent migration experiences.

I hear even some people were saying, we came through civil
war, this is nothing for us. (Somali, Male, 27)

Study participants were often more concerned about the
economic consequences of the pandemic than falling ill from
the virus. Providing for their families was the most important
‘duty’, with testing and having to isolate not considered
important or relevant for those who needed to worry about
providing.

People are worried not just about Covid-19 they are worried
about their last meal. Some people will not want to say they
have Covid-19 because they have to isolate. That means less
income. (Nigerian, Female, 45)

In EMG cultures, the man is often perceived as the main
bread winner or provider for the family, so gender is an
important intersectional consideration related to testing.
Where incomes are uncertain, and the threat of job loss very
tangible, the loss of income from having to isolate and the
financial burden of this acted as a disincentive towards
testing. The struggle to provide basic needs for subsistence
outweighed the need to strive for safety (for something
which might or might not happen). Perceptions of testing
were closely tied to views on isolating.

If the man is the breadwinner within the household, financial
circumstances as well would be a problem. The financial
burden is a problem. If we have to isolate ourselves for 14 days
or whatever days, that’s two weeks of wages. And who’s going
to support that? And I think that probably is one of the key
factors as well. (Bangladeshi, Male, 36)

It’s because the implication of having a positive test and iso-
lating, as well as the people around you. If you are the bread-
winner, then it’s going to be difficult, isn’t it, to isolate and not
work and get paid. And there is also a proportion of our people
not in high skilled jobs, illegal immigrants, not having the right to
stay, and all that, are likely to play down their symptoms, and not
go for tests and isolate, because then, how is food going to be put
on the table for the family? (Ghanaian, Female, 58)

Genesis of mistrust and its impact

The theoretical model proposed Hendy and colleagues
emphasises the role of trust in the health care system for the

take-up of testing.7 In our data, participants expressed fear
and anxiety about falling sick and being treated poorly by
the National Health Service (NHS).

If I get sick what will my situation be?What is the priority. That
is what I think, why am I less privileged or will I be equally
treated the way other ethnic groups are treated. I am very
anxious. I don’t want to get sick. (St Lucia, Male, 40)

They think that if you end up in hospital, you will be dead.
There are some people who think they would actually delib-
erately kill you if you go to hospital ... You aren’t prioritised.
They would just let you die. (Indian, Male, 83)

Participants drew on their previous experience, with
some concluding that the government and the health care
system had failed to prioritise their health, and the health
needs of their community, with historical issues of mistrust
brought to the fore during the pandemic.

Some participants were likely to avoid booking a test
because of privacy concerns. They said that the lengthy
questions asked before one could book a test and the in-
formation required would be used to monitor them, track
their immigration status and would be shared with the home
office, resulting in deportation.

I think to motivate people to go for tests, it has also come with
some assurance that look, this is not going to expose anyone to
the Home Affairs or anything like that. And the essence of the
health care team is not to expose anyone to immigration or
something like that. (Ghanaian, Female, 58)

Their suspicions and mistrust about testing permeated to
the NHS COVID-19 smartphone application, which was
perceived as a system to monitor their lives.

I don’t know one person that tested as track and trace [NHS
COVID-19 app]. This tracing is it just people in general rather
than with Covid. It’s all control, really. (Barbados, Female, 59)

Participants noted that the government had intentionally
brought about rules and guidelines without considering their
specific needs.

It was literally introduced in the evening before Eid and everybody
was feeling really like, they’ve just done this because it’s Eid
tomorrow and they don’t want us to mix. And then the policing, I
think they’ve always felt overly policed, as it is. And now it’s like,
ethnicminorities have bigger families and they’remore likely to be
breaking the rules. And people are getting reported and I think they
feel overpoliced in that regard. (Pakistan, Female, 30)

None of our 57 participants suggested that they would
consider COVID-19 testing as a means to access timely and
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effective treatment. What is evident from our data is that
government messaging around testing (and its focus on
symptomatic testing) did not encourage study participants to
put themselves forward for testing.

I guess because the government, especially the NHS, sorry,
because they’ve made it so clear to only get tested if you
have symptoms, and because of their symptom list some
people don’t fit into that. So they don’t want to waste the
NHS money and time and go and get tested. I am one of those
people that will not go to get tested probably as well unless I
actually felt I was on my last legs or something like that, to
me it feels like a waste of NHS time and money as well.
(Pakistani, Female, 24)

Discussion

This study aimed to understand how EMGs conceptualise
and understand COVID-19, taking into account social,
cultural and lived experiences and how these understand-
ings influence willingness to engaging with testing for the
virus. It is crucial that public health professionals under-
stand EMG perceptions, needs and concerns related to
prevention and testing of COVID-19 so we can design and
implement specific, culturally relevant, useful and trusted
interventions. The landscape of COVID-19 testing and
uptake in the UK have changed at incredible pace, with the
focus shifting to asymptomatic (mass) testing in December
2020. However, the findings from this study are likely to
remain relevant, demonstrating that understandings of
COVID-19 are embedded in cultural beliefs, economic
concerns and long-standing issues, which are not transient.

Our findings highlight that people from EMGs found that
an emphasis by the media on the disproportionate repre-
sentation on COVID-19 mortality and illness made them
more visible. This visibility made them feel stigmatised,
blamed for COVID-19-related exposure, mortality and
spread. Furthermore, the primary concern for Black and
South Asian people is to provide for their family, rather than
the threat of COVID-19, and this impacted on their en-
gagement with testing. Participants talked about being
‘forced to self-isolate’ if they had severe symptoms. Iso-
lation was perceived as something they were not able to do
rather than something they were unwilling to do. They
would be unable to isolate due to their immediate need to
provide for their families, and it was thus easier not to
engage in testing. Cultural and religious beliefs about illness
and COVID-19 and misconceptions about COVID-19 self-
efficacy led to high levels of anxiety, fear and loss. Perhaps
the most salient finding was the lack of individual self-
efficacy among participants, with not one participant stating
that they would use COVID-19 testing to access timely and
effective treatment for themselves. COVID-19 was em-
bedded in a political system of mistrust and COVID-19

messages seem to reinforce historic racism, discrimination
and mistrust.

Our findings draw attention to perceived ‘narratives of
blame’ used by politicians and media, with people from
EMG reporting being stigmatised and alienated during the
COVID-19 pandemic.18 Where concerted efforts to control
and prevent the risk were required of everyone, EMG
perceived that they were positioned to pose an extra risk to
society and were therefore more responsible for the spread
of the virus. The emphasis on race as a risk factor, portrayed
in media and by the government and policy makers ap-
peared to exacerbate the blame, stigma and alienation ex-
perienced by study participants. This suggests that
communications need to place less emphasis on race or
ethnicity and explore wider social determinants of health.

Existing approaches to test for COVID-19 infection in
the UK take insufficient account of the complexity many
minorities face, such as loss of income and the struggle of
living on the poverty line, when asked to take the test. In the
absence of material support in the form of income and
adequate room for people to self-isolate, many EMGs will
not adhere to self-isolating protocols due to practical issues
rather than any lack of motivation.18 As countries move into
the next stages of the pandemic, symptomatic and mass
(asymptomatic) testing is likely to be emphasised and there
is an urgent need to avoid viewing testing and self-isolating
as separate protocols and work to fill the gaps participants in
our study identified.

When faced with the threat of stigma and fear as a result
of a global pandemic, individuals are likely to consider
psychological resources at their disposal, such as self-
efficacy; the belief that one has the ability to act to man-
age a potential threat.19 Behavioural change theories have
consistently emphasised the importance of self-efficacy,
rather than community-efficacy or familial-efficacy be-
liefs. Our study found that participants were motivated to
test to protect their families and their communities, in
contrast to protecting themselves. This strongly suggests a
need to shift emphasis from individual self-efficacy to
collective efficacy, that is, pushing the belief that groups can
work together to achieve an intended outcome.20

A key finding was that for EMGs, COVID-19 was
embedded in a political system of mistrust, and the strength
of this mistrust across the health care. Disease outbreaks and
pandemics can expose and exacerbate long-standing health
inequities, systemic racism and marginalisation. Recent
studies from the US have highlighted similar issues of
mistrust in health care and government among African
Americans,21 with decades of racism, marginalisation and
discrimination isolating communities and making them
particularly vulnerable and susceptible to COVID-19.22,23

To our knowledge, this study is the first to emphasise the
impacts of this historical mistrust on the UK systems for
COVID-19 testing, tracing and isolating. It is vital that
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consistent efforts are made to work with community
champions and leaders during and beyond the pandemic to
start to shift and reframe beliefs, towards a more positive
narrative that positions institutions such as the NHS as being
equally welcoming and available for everybody.

Our study has highlighted the saliency of sociocultural
and socio-structural determinants for COVID-19-related
health-promoting behaviours. Concern for economic con-
sequences is important in predicting protective health be-
haviours and the promotion of self-efficacy may not be
particularly useful. Much traditional theoretical framing of
behavioural change fails to appropriately focus on the
power of the family and collective community and to fully
appreciate the influence of these factors (both positive or
negative).24 We highlight the role of social connectedness
and integration25 and the systemic factors that are of par-
ticular relevance to EMG and migrant groups. Therefore,
there is a need to develop pragmatic, culturally embedded
models of health behaviour that provide complex, multi-
layered contextual, cultural and socioeconomic granularity,
specifically relevant to living with this modern-day
pandemic.

In tackling misalignment between public health and
EMGs, we need to focus on communications that coun-
terbalance mistrust, alienation, and stigmatisation and work
to actively build faith in these methods using local trusted
sources. There is a need for access to clear, accurate, tar-
geted and visible educational materials from authentic and
trusted local sources.

Conclusion

COVID-19 test, trace and isolate systems are seen by public
health and government officials as fast and effective ways to
control the spread of the coronavirus. Our study suggests
that EMGs may face barriers specific to their context, and
that are not necessarily present in the wider UK community.
It is imperative that future testing initiatives and public
health programmes amend health behaviour communica-
tions, models and support systems to reflect this differential
context.
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