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COVID-19 & gender, race and wealth...
is the global pandemic making existing
inequalities worse?
The effects of the COVID-19 pandemic are still being felt the world over, but we’re already aware that
not everyone has been impacted equally. What has become clear from the vast amounts of published
data is that gender, race and wealth all play a significant part in how COVID-19 will affect someone,
whether from a health, economic or social perspective.
Men, for example, are at greater risk of
contracting and dying from COVID-19 than
women, whereas women are more likely to suffer
financially. In Mexico, the ratio of those dying
from COVID-19 is as much as 66% men versus 34%
for women, the highest gender differentiation
of any country with over 10,000 deaths.1 As the
World Bank points out, “evidence shows that
coronavirus is deadlier for men; however, women
are facing more economic hardship.”2
Evidence suggests that in Western economies,
those from Black, Asian and Minority Ethnic
(BAME) communities seem to be at greater risk
of contracting and dying from COVID-19 than
those from white ethnic groups. According to
research published in the Financial Times, while
people of BAME origin make up about 13% of
the UK population they account for around a
third of virus patients admitted to critical care
units. In the US, Black Americans represent
around 14% of the population but 30% of those
who have contracted the virus.3

Wealth also appears to have a significant impact
on whether someone is likely to contract
COVID-19. While the virus does not discriminate
based on actual bank balance; whether someone
lives in crowded conditions, has access to

healthcare, or works in a safe environment are
all factors significantly impacted by a person’s
wealth and, unfortunately, all increase the risk of
catching a contagious disease.

…gender, race and wealth all play a significant part in how COVID-19 will
affect someone, whether from a health, economic or social perspective.

Is gender equality going
backwards?
Evidence also suggests that inequalities in the
balance of labour and the impact of gender
stereotyping have been made worse during
lockdown. According to the United Nations,
women carry out at least two and a half times
more unpaid household and care work than men.4
Women in India carry out ten times more unpaid
housework and social care during ‘normal’ times
than men, and COVID-19 is estimated to have
increased this by a further 30%.5
And according to data from the International
Labour Organisation, across the world women
represent less than 40% of employment but
make up 57% of part time work.6 This often
means work is more temporary, or unstable,
than a full-time position. There remains a
significant gender pay gap too, currently stuck
at 16% globally, which means women will be
disproportionately affected by an economic
downtown.7

The impact of policy
Decisions have been made that affect the way of life for pretty much everyone
across the globe but the impact of those decisions by policy makers and health
officials is not necessarily the same for men and women.
Analysis of 104 countries by the International Growth Centre shows around
70% of workers in the health and social sectors are women, while over 70% of
CEOs and board chairs in the global health industry are men, suggesting that
while many women are working on the COVID-19 frontlines, very few are able
to influence the policy measures in place to deal with the crisis.9
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Even when women can work from home, they
tend to take on a greater proportion of the
childcare and household chores, which will
limit their ability to be able to work full time
hours, especially now that home schooling,
albeit temporary, has become commonplace .
According to the United Nations Policy Brief:
“Across the globe, women earn less, save
less, hold less secure jobs, are more likely
to be employed in the informal sector. They
have less access to social protections and
are the majority of single-parent households.
Their capacity to absorb economic shocks is
therefore less than that of men.”8

Across the globe, women earn less,
save less, hold less secure jobs, are
more likely to be employed in the
informal sector…. Their capacity
to absorb economic shocks is
therefore less than that of men.

Does the virus discriminate?
If one thing is clear about COVID-19, it is that
it’s incredibly contagious and spreads without
discrimination. But a person’s ethnicity does
seem to play a part in the likely health impact.
Analysis by the Institute of Fiscal Studies
shows that the death rate among British Black
Africans and British Pakistanis from COVID-19
in English hospitals is more than two and a
half times that of the white population.10 And
a report by the British Medical Association
found 90% of doctors who had died from
COVID-19 were from a BAME background.11
In the UK12, data suggests people of South
Asian origin are the group most likely to
die in hospital of COVID-19. There are a few
reasons for this but it seems likely to be linked
to diabetes, a known significant pre-existing
condition which has a direct impact on
COVID-19 morbidity. About 40% of South Asian
patients in hospital had either type 1 or type 2
diabetes, compared with 25% of white patients.

[COVID-19 is] incredibly contagious
and spreads without discrimination.
But a person’s ethnicity does seem
to play a part in the health impact.
It is, however, difficult to get a clear picture
of how the virus is affecting those living in
South Asian countries. For example, it has been
widely reported that India (as with a number
of other countries) may be underreporting
the number of people who have died from
COVID-19. Doctors in some regions report
being instructed not to list COVID-19 as the
cause of death in patients with the virus. And
while India’s healthcare system allows everyone
to receive either free or highly subsidised care
at public hospitals, it has also been chronically
underfunded. World Health Organization
(WHO) data shows that India’s government
spent just $63 per person on healthcare for
its 1.3 billion people in 2016 while China spent
$398 for each of its 1.4 billion people.13

In countries with a majority white population,
one reason ethnic minorities may be at greater
risk is due to living conditions, as minority
communities are often more likely to live in
multi-generational households, with extended
families mingling in more crowded conditions.14
Another reason may be due to the likelihood
of holding a key worker position. About 8% of
the UK workforce are key workers but this rises
to 31% of those from a BAME background.15
BAME workers make up 54% of London
transport workers, 48% of health and social
care workers and 54% of food production and
processing workers – an environment where
there’s been a high number of reported cases
of COVID-19 across the world.

Ross Warwick, research economist at the
Institute for Fiscal Studies, said death rates
among minority populations could be down
to underlying health or job roles. “When
you account for the fact that most minority
groups are relatively young overall, the
number of deaths looks disproportionate in
most ethnic minority groups. There is unlikely
to be a single explanation here and different
factors may be more important for different
groups. For instance, while Black Africans
are particularly likely to be employed in key
worker roles which might put them at risk,
older Bangladeshis appear vulnerable on the
basis of underlying health conditions.”

About 8% of the UK workforce are key workers but this rises to
31% of those from a BAME background.
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Hospitalisation rates and characteristics of
patients hospitalised with COVID-19 in the US
The Centers for Disease Control (CDC)17
recently conducted analysis among
580 patients hospitalised with labconfirmed COVID-19 in 14 US States.
The study found that 45% of individuals
for whom race, or ethnicity data was
available were white, compared to
59% of individuals in the surrounding
community.

However, 33% of hospitalised
patients were black, compared to
18% in the community, suggesting an
overrepresentation of Black people
among hospitalised patients. New York
City18 identified death rates among Black
(92.3 deaths per 100,000 population)
and Hispanic people (74.3 deaths per
100,000) that were substantially higher
than that of White (42.5 per 100,000) or
Asian (34.5 per 100,000) persons.
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Can you buy your way out of infection?
While COVID-19 can’t tell if someone is rich or
poor, infection rates do seem to be impacted
by economic status. Prior to this pandemic,
research found that a low income relative to
the rest of society is associated with higher
rates of chronic health conditions like diabetes
and heart disease,19 both of which severely
increase the risk of death from COVID-19.
At the same time, studies have shown that
those with lower incomes tend to develop
chronic health conditions between five and
15 years earlier in life.20 While health officials
believe those over 70 are most at risk due to
the prevalence of chronic conditions, these
findings suggest that for people on lower
incomes, it is likely that the threshold may be
as low as age 55.
The wealth inequality is likely to be felt more
in countries which don’t offer state funded
healthcare. In the US, for example, 90% of
people whose income is in the top quarter
have paid sick leave at work, while only 47%
of those in the bottom quarter do.21 In 2019,
26% of Americans deferred healthcare22
because they could not afford it, while a
similar proportion said someone in their

family had missed a doctor-recommended
test they could not afford.23 It’s a fair
assumption that cost of treatment for some
will be unaffordable. A New York Times
article suggests many face unpleasant hospital
bills for treating COVID-19, with some even
charged for mandatory stays.24
As we have seen, lower paid jobs are often
those performed on the front line during a
pandemic, with health care staff, transport
workers and food production workers paid
lower than average wages in many countries.
Not only does this put them at greater risk of
contracting the virus than wealthier people, it
also means they are less likely to have medical
insurance if needed.
According to data reported by Forbes, “Almost
half of nurses and home health care workers in
the US don’t have a single day of paid sick leave
and a million health care workers lack health
care coverage themselves. Nurses and orderlies,
including those treating COVID-19 patients
are risking their lives every day for an average
hourly wage of $14.25, while home health care
workers’ hourly wage is just $11.63”.25

… studies have shown that those
with lower incomes tend to develop
chronic health conditions between
five and 15 years earlier in life.

Roles of employers
Global organisations must be flexible in
their approach to managing the COVID-19
pandemic among staff. A ‘one size fits
all’ approach will not work when the
epidemiology is so varied in different
countries around the world, although strict
hygiene procedures should be universal.
As the CDC points out, “employers should
respond in a way that takes into account
the level of disease transmission in their
communities and revise their business
response plans as needed.”26
In terms of gender equality especially,
employers can have a lasting positive
impact in workplace policies. Particularly in
developed countries, women often request
and prioritise workplace flexibility.

If employers use the pandemic as an
opportunity to actively promote home
working and flexibility, this could be great
news for working women who could find that
they have more professional opportunities
available to them. But for real and sustained
gender equality, men need to be offered the
same opportunities for flexible working as
women, in order to be able to share childcare
and other domestic responsibilities fairly.
According to the United Nations Women
Empowerment Principles: “The current situation
provides a chance to disrupt gender stereotypes,
change traditional narratives, and show that
leadership and decision-making, household
chores, and caring for and teaching children can
and should be shared responsibilities.”27

There is an opportunity for employers to take
a leading role in addressing the potential longterm negative impact of COVID-19 on existing
inequalities. While not responsible for setting
healthcare or housing policy, employers do
have a responsibility to their workforce. Global
organisations have an obligation to ensure
their employees are safe in whatever setting
they work in, whether a factory or a head
office. Those designing return to work policies
will need to keep this in mind, while social
distancing is possible in an office, it may not
be the same in a manufacturing plant or food
processing factory.

While the full impact of the pandemic is yet to be known, as countries start relaxing lockdown rules
and opening up to the world, there is a role for global organisations to play in ensuring that those
who have suffered the most during COVID-19 are supported as everyone begins to rebuild. As a global
employer, you need to be aware of existing inequalities and do what you can to ensure these aren’t
made worse during and after the COVID-19 crisis.
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