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Abstract

:

COVID-19 has replicated and intensified pre-existing health inequities by creating a vicious syndemic that brings together concurrent biological, psychosocial and structural epidemics with synergistic interactions that reinforce unequal outcomes. In the UK, the Muslim community has been disproportionately impacted by excess morbidity and mortality from COVID-19. This article uses a transdisplinary lens in the context of COVID-19 to analyse the role of Islamophobia as a fundamental driver of health inequities in Britain’s Muslim community. It highlights multilevel policy reforms and recommendations that centre community empowerment, social justice and cultural humility to close the gap and achieve justice and good health for all.
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1. Introduction


COVID-19 was declared a pandemic on 11 March 2020. It was first reported in China in December 2019, although evidence suggests it was circulating in Europe before this (Amendola et al. 2021). The virus spread to all continents, except Antarctica, in less than four months. To date, almost 171,396 people have died and over 21 million people have been infected in the UK. COVID-19 has not been a leveller but has been a great revealer, shining a light on pre-existing disparities in society; those who already experienced social and health inequities on the margins of society have been disproportionately impacted, further increasing marginalisation.



After campaigning by community and faith groups on publishing data by faith groups, the government published its report in June 2020, which showed that Muslims had the highest risk of dying from COVID (Office for National Statistics 2020a). There are multiple reasons for the disproportionate numbers of deaths related to COVID-19 among British Muslims, such as living in deprivation, poverty, structural inequalities, racism and Islamophobia. However, after accounting for deprivation and ethnicity, this excess risk disappeared, consistent with structural discrimination, racism and Islamophobia as the main drivers of disparities in the Muslim community as these are exacerbated in a post-9/11 political context in West. These structural disparities are not new; prior to COVID-19 it was well known that Muslims face some of the worst outcomes in domains of social mobility, housing, education, employment and income as well as pre-existing poor health outcomes (Ali 2015).



A more appropriate term for COVID-19 is that it is a syndemic, bringing together concurrent biological, psychosocial and structural epidemics with synergistic interactions that reinforce unequal outcomes. The excess disease burden of COVID-19 experienced by Muslims in the UK necessitates a new framework for health policy and action that predicts, controls and mitigates risks to close an unacceptable, unfair and unjust gap. This paper is a critical analysis; at the time of writing the world is grappling with the Omicron variant of coronavirus. Application of lessons learnt is vital and urgent as we continue to enter cycles of restrictions and normalcy in the face of virus mutation, inequity in global vaccine access, vaccine hesitancy, divisive public policies and social polarities. A syndemic framework and transdisciplinary lens can support more equitable and effective health policy responses.




2. Epidemiology and Clinical Features of COVID


COVID-19 is a disease caused by SARS-CoV-2, a virus belonging to the coronavirus class of viruses. These viruses are named for their appearance; under the microscope, they look like they are covered with pointed structures that surround them like a corona, or crown.



Data from the first wave showed that 81% of infected individuals developed mild to moderate illness, 14% developed severe disease requiring hospital admission, 5% developed critical illness, and 2.3% died (Wu and McGoogan 2020). Most patients experience mild disease as the initial host immune response contains the infection resulting in respiratory symptoms and constitutional upset. However, in patients with severe disease the immune system undergoes excessive activation producing a toxic mix of inflammatory proteins called cytokines, creating a “cytokine storm”. This can further activate an inflammatory cascade resulting in respiratory distress syndrome, bacterial infection and sepsis, multi-organ failure and death (Bhaskar et al. 2020). The presence of this inflammatory “cytokine signature” predicts severity and survival (Del Valle et al. 2020).



Risk factors on clinical assessment found to be associated with the development of severe disease and mortality in the first wave can broadly be categorised into three groups: underlying condition, clinical presentation and laboratory markers (Williamson et al. 2020). Underlying factors associated with increased severity included older age and male sex, ethnic minority background, hypertension, pulmonary and kidney disease, diabetes, obesity, dementia and malignancy. In later waves, being unvaccinated has been observed to be an added risk factor for severe disease (Singanayagam et al. 2022).



In the first wave, death rates for COVID-19 were found to be higher for Black African and Caribbean and Bangladeshi and Pakistani Asian ethnic groups (Office for National Statistics 2020b). In the second wave, there was a decrease in excess mortality risk for Black African and Caribbean groups but an increase for Bangladeshi and Pakistani ethnic groups. However, this datum underestimates the impact on ethnic minority groups (Office for National Statistics 2021a). For example, anecdotal reports indicate that the Somali community has been significantly impacted, as have other Muslim-majority ethnic groups, but the lack of disaggregated data which invisiblises these groups precludes an accurate assessment of impact. In general, British Muslims have experienced a greater risk of COVID-19 and serious consequences of the pandemic (Hassan et al. 2021).




3. Syndemic Theory


The syndemic theory was conceptualised by Singer and colleagues, working in the early 1990s on the AIDS epidemic that was ravaging urban poor communities of colour in North America (Singer 1994, 2000). They observed that these communities already faced multiple other endemic and epidemic health crises such as HIV, TB, sexually transmitted infections, substance misuse, suicide, homicide, chronic liver disease and infant mortality. Singer argued that these health crises did not merely co-occur and cluster among vulnerable communities, but that the synergy among epidemics made each of them worse. Furthermore, situating these co-occurring epidemics in their context was vital as they were created and sustained by broader political, economic and social factors that accumulated over generations resulting in deep-seated inequities.



The framework proposes that co-occurrence of diseases, in particular geographical and temporal contexts due to harmful social conditions, leads to disease concentration in marginalised populations. Additionally, overlapping epidemics exacerbate the health effects of adverse social conditions through disease interactions, either through biological interactions between disease states, or through interactions between biological and social processes at the level of populations and individuals (Singer et al. 2017).



Additional components that we make explicit in this framework in Box 1 are that of intersectionality and mutually causal adverse consequences that contribute to further disparities and create new epidemics. These principles are demonstrated through application of our adapted syndemics framework.





Box 1. Principles of a syndemics framework applied to Britain’s Muslim community.











	
Large-scale political-economic forces, accumulate over generations, result in deep-seated social, economic and power inequities grounded in Islamophobia as a fundamental driver of disparities at multiple levels



	
Disease concentration: co-occurrence of multiple social and spatial epidemic clusters as a result of inequities shaping distribution of risks and resources for health



	
Disease interaction: overlapping epidemics exacerbate the health effects of adverse social conditions, either through biological interactions between disease states or through interactions between biological and social processes



	
Intersectionality: overlapping epidemics have differential impact on subgroups that embody unique and multiple axes of discrimination and disadvantage simultaneously along lines of protected characteristics that interact with structural and social forces



	
Mutual enhancement and causation: epidemics do not merely co-occur, the synergy and reinforcement between them increases overall burden on communities, contributes to further disparities and creates new epidemics













4. The Muslim Gaze and Islamophobia


According to the 2011 Census, there were 2.8 million Muslims in the UK, comprising almost 5% of the population of United Kingdom. Nearly half were born in the UK and almost half were under 25, representing the youngest age profile of all religious groups. However, Muslims in Britain form a large, heterogeneous group that is demographically, historically, socially and politically diverse with generational differences and internal differentiation around religious sects, political factions, ethnicity, language and cultural practices, among several other characteristics. Despite these differences, a major and near-ubiquitous problem for Muslims in Britain is the way they are perceived as a monolithic “other” through the gaze of the White, non-Muslim British majority (Modood and Thompson 2021).



“The gaze” and the “archaeology of medical perception” was described by Foucault (2012), positioning the medical diagnostic process as an act of looking at patients and objectifying and separating them from their personal identities. The concept of the Foucauldian disciplinary gaze is rooted in psychological relationships of power and privilege of the gazer over the gazed, which produce social oppression. This concept has been adapted and applied to discourses around other marginalised and oppressed communities such as feminism (Ponterotto 2016), racism (Demirtürk 2009) and post-colonial orientalism (Said 1978).



“The Muslim gaze” places Muslims as the observed other in the UK, identifying them through the prism of normative values defined by the privileged observer (White, non-Muslim British). In times of crises such as COVID-19, the Muslim gaze is intensified and operationalised through necropolitics (Mbembe 2008) and structural violence, with the government using social and political power to dictate who must live and who must die.



The Muslim gaze is at the root of Islamophobia. The term “Islamophobia” was first formally coined in the late 1990s (Runnymede Trust 1997) to conceptualise growing anti-Muslim sentiments. Though hostile sentiments towards Muslims have existed even before they settled in Britain, those sentiments have intensified in recent times due to the Iranian Revolution, the Salman Rushdie affair, the Gulf War, 9/11 and ISIS fuelling negative stereotypes and creating a stigmatised and socially devalued identity in all aspects of the lives of Britain’s Muslims through narratives fixated on integration, multiculturalism, civilisation, British values and security.



The All Party Parliamentary Group on British Muslims report Islamophobia Defined (All Party Parliamentary Group 2017) identifies Islamophobia as a form of cultural racism that “targets Muslimness and expressions of Muslimness” based on the racialisation of Islam and Muslims. This legally non-binding definition has been adopted by several major parties and includes the Mayor of London, but it was rejected by the Conservative government as “unworkable”. The Equality Act (2010) recognises race and religion as protected characteristics. However, focusing on race or religion alone may underestimate the oppression and disadvantage that Muslims in the UK face because of the synergistic interaction between both of these marginalised identities. The multiple and alternative conceptualisations of Islamophobia are beyond the scope of this article and have been covered elsewhere (Sealy 2021). The gendered nature of Islamophobia and the disproportionate impact on women through hate crimes (Tell Mama 2018) and workplace exclusions referred to as “The Triple Penalty” (Miller 2016) point to the need for an intersectional approach. An intersectional Muslim gaze operating in a multilevel overlapping syndemics framework from the structural to the individual can be useful for understanding the potent effect of Islamophobia on shaping risks and outcomes from COVID-19 in Britain’s Muslim community.




5. The Perfect Biosocial Storm


Co-occurring biological, psychosocial and structural epidemics create a perfectly toxic biosocial storm in which disease concentration and interaction take place, driven by Islamophobia as the fundamental driver and re-enforcer as shown in Figure 1.



5.1. Structural Epidemics


The Muslim gaze creates a hostile policy environment through legalisation, media and engagement practices, resulting in deep-seated social, economic and power injustices against Muslims with downstream effects. They undermine confidence and compliance with public health interventions, create barriers and reduce trust in healthcare professionals and services and contribute to community transmission, delay in accessing treatment and increased risk of severe illness and death.



5.1.1. Historical Mistrust


Historical mistrust of government through legacies of colonialism and slavery has been accentuated through recent dehumanising events exemplified by the Grenfell tragedy, the Windrush scandal and the current Nationality and Borders Bill (UK Parliament 2021), which highlight necropolitics and the conditional nature of belonging of ethnic minorities and Muslims in the UK. Policies and legislations on areas such as austerity, immigration, security and civil society engagement are key structural tools of the government’s biopolitical machinery and are subject to the Muslim gaze. Policies of selective engagement with Muslim civil society organisations (Elahi and Khan 2017) by the government resulted in the exclusion of critical grassroots Muslim voices from early policy decisions during COVID-19. Early community engagement is essential to trust building and knowledge exchange to ensure that policies and programmes are inclusive, participatory and sensitive to the needs of marginalised groups. It is well reported in the literature predating COVID-19 that certain groups within the Muslim community have lower confidence in vaccination programmes (Larson et al. 2018). Yet there was still a lack of early consultation with faith and community groups on the COVID-19 vaccine roll out, and this was reflected in the low uptake of COVID-19 vaccination in the Muslim community. The concept of medical mistrust is seen in communities of colour (Thorburn et al. 2012) with implications on health service utilisation and disparities (LaVeist et al. 2009). The structural factors above may similarly lead to public health and medical mistrust in the Muslim community. In the context of COVID-19, they may have reduced compliance with public health messaging around isolation and testing as well as contributed to misinformation, fake news and alternative sources of health information and services, such as alternative practitioners and faith healers whose methods lack robust evidence base in mainstream science and may be harmful and further delay necessary medical treatment.




5.1.2. Media Stereotypes


The media is a powerful tool that shapes public perception. The Muslim gaze created divisive media and political narratives that scapegoated Muslims, created a climate of fear and fueled further mistrust of public health messages from official sources. The negative representation and stereotypes of Muslims in mainstream media are well documented (Allen 2012). During COVID-19, Islamophobic bias, prejudice and group stigma were further amplified in negative media stories about Muslims constructed around narratives of non-compliance with public health measures, such as frontpage images of hijab-wearing women not wearing masks, spreading COVID due to attending mosques and social gatherings, panic buying and travelling abroad (Centre for Media Monitoring 2021). Last-minute travel restrictions left thousands of British Muslims stranded, and inconsistent travel policies created anger and further alienation, such as among the Pakistani community who were placed on the red list due to the rapid transmission of the Delta variant in their neighbouring country that was not under the same restrictions. A similar inconsistency was seen with penalties on African countries during early days of the Omicron variant. The effect of this was to intensify the Muslim gaze, increase alienation and reduce the social cohesion essential to managing a public health emergency that depends on cooperation and collaboration.



Hijab-wearing women were hypervisibilised in the Muslim gaze of the media and projected as symbols of the ongoing threat that the Muslim community poses to wider society. On social media, an “Islamophobic infodemic” (Awan et al. 2021) was widespread with anti-Muslim hatred and hostility, and misinformation about Muslims being poisonous and spreading COVID-19 through religious festivals, conspiring a “Muslim plot” to rule the world through vaccines, the origin for COVID-19 being in the Quran, as well as open expressions of joy at Muslim suffering, death and inequalities and pride and enjoyment in the act of spreading misinformation and being Islamophobic (Poole and Williamson 2021). Once again, these contribute to public health and medical mistrust.




5.1.3. Immigration Policies


As a significant proportion of Muslims are born outside the UK, immigration policies disproportionately impact them, creating financial and psychological barriers, such as the immigration health surcharge and the fear of deportation of undocumented migrants presenting to health services. These can create a barrier to accessing healthcare, resulting in delayed presentation with more advanced disease. Border closure policies, suspensions of search and rescue operations in the Mediterranean and UN resettlement programmes and lack of preparedness plans during COVID-19 also significantly impacted refugees and migrants (Kluge et al. 2020), a significant proportion of them from Muslim-majority countries. Where migrants do enter the UK, they need to deal with unfamiliar language and multiple complex processes to navigate the healthcare system, which further layers barriers to healthcare access. COVID-19 restrictions of self-isolation and quarantine also resulted in reduced help from volunteers, reducing support to vulnerable populations in the UK and increasing health and social risks.




5.1.4. Security Policies


Security policies such as Countering Violent Extremism (CVE) have alienated Muslims (Cohen and Tufail 2017) and have been shown to create a barrier to accessing healthcare through mistrust of the government through a mandatory prevent policy in the NHS (Aked 2020). Marginalisation and alienation also create an information vacuum that is easily filled with alternative information sources, including fake news and conspiracy theories that can be harmful and increase community transmission by downplaying or dismissing the legitimacy and credibility of health advice. Additionally, young ethnic minority people were more likely to be fined for allegedly breaching COVID-19 restrictions (Currenti and Flatley 2020), feeding into fears around state hyper-surveillance and the Muslim gaze among the Muslim community, which may have impacted compliance with the track and test programme as well as generated concerns around COVID-19 vaccines containing microchips for state surveillance.




5.1.5. Poverty


Poverty is endemic within the UK’s Muslim community, with almost half of Muslim households living in poverty (Ali 2015). Deprivation was one of the strongest risk factors for worse outcomes during the first wave of COVID-19. The earliest data showed that more patients from ethnic minority backgrounds were admitted to critical care with a clear social deprivation gradient and doubling of risk in those from the most deprived areas (Intensive Care National Audit and Research Centre 2020). In particular, Muslim-predominant Pakistani and Bangladeshi patients along with Black patients occupied a third of intensive care beds despite making up 14% of the population.




5.1.6. Neighbourhood Characteristics and Residential Segregation


Data also showed that urban areas, increased population density (Office for National Statistics 2020c) and high levels of air pollution (Rashid et al. 2021) were associated with higher COVID-19 mortality. The majority of Muslims live in the population-dense cities of Bradford, Birmingham, Manchester and London and other major cities in Wales and Scotland, although these trends are gradually changing with increased dispersion now being observed (Gale 2013). It is worth noting that conscious self-segregation and separatism are common negative stereotypes that Muslims face, but segregation can be a protective response to living in a hostile society where Islamophobic hate crimes and violent attacks continue to increase year after year (Home Office 2021).



Lack of affordable housing also limits residential options and choice, with Muslims being the most likely to live in poor quality social housing. Additionally, urban and deprived neighborhoods in which Muslims find themselves are associated with increased levels of air pollution (Fecht et al. 2015) and may be also associated with obesogenic environments lacking green spaces and food deserts with poor quality energy-dense nutrition (Burgoine et al. 2011). This can contribute to obesity, cardiometabolic and nutritional disorders, conditions associated with a higher risk from COVID-19 infection, as described previously (Thorburn et al. 2012; LaVeist et al. 2009).





5.2. Psychosocial Epidemics


The Muslim gaze creates multiple social epidemics that are not only inert by-products of structural violence and injustices but also positively interact with and reinforce them.



5.2.1. Living Conditions


Adverse living conditions are not just limited to the neighbourhood level; Muslims are more likely to live in multigenerational and multifamily households in social housing, thus experiencing overcrowding (Ali 2015). This makes self-isolation and shielding difficult and increases transmission risk to clinically vulnerable older relatives living in the same household. Additionally, social housing is more likely to suffer from damp and poor ventilation, which increases the risk of underlying chronic respiratory conditions and therefore severe COVID-19.




5.2.2. Employment and Financial Hardship


Muslims have been hit harder by financial hardship in multiple ways. During COVID-19, Muslims were six times more likely to lose their job (Muslim Census 2020). They are also more likely to work in shut-down sectors, be self-employed, work in the lowest skilled occupations in front-facing key worker roles, are more likely to be in single-income households and less likely to have savings (Bunglawala 2004). In addition to increased exposure, Muslims had reduced protection due to discrimination at work and insufficient access to PPE reported during community engagement and outreach work (MDA 2021). Due to the language and citizenship barriers explained above, they also experienced difficulty with signing up to government support schemes due to fear of being deported, which negatively impacted their health and well-being. This created a moral dilemma during illness, necessitating a choice between life and livelihood.




5.2.3. Workplace Discrimination


In highly skilled jobs such as medicine, over 90% of doctors who died were from an ethnic minority background, and an analysis by the Muslim Doctors Association revealed that over 50% of the doctors who died in the first wave were Muslim (MDA 2020). A number of factors were thought to contribute to this; challenges cited included lack of access to PPE, testing and appropriate risk assessment, stress, discrimination and reports of being bullied and harassed to work in high-risk frontline conditions compared to their White counterparts. Lack of belonging and psychological safety, outsider status and the inability to show up authentically at work (Shahid and Ali 2021) contributed to internalised Islamophobia, low self-esteem and an inability to raise concerns at work. High exposure risk and lack of adequate protection contributed to an increased infection rate as well as transmission to extended family members.




5.2.4. Trauma-Based Barriers to Healthcare


The Muslim gaze others the cultural practices of Muslims, which influences community and social networks as well as health beliefs and access to healthcare. The media stereotypes of “Muslim ghettos”, male terrorists and oppressed women are replicated in the attitudes of healthcare professionals treating Muslim patients, especially women (Laird et al. 2007). These lead to a breakdown in trust and therapeutic relationship and can create suspicion, fear, mistrust, stigma, stereotype threat and internalised Islamophobia, resulting in avoidance of mainstream health services. Other trauma-based barriers to accessing healthcare include the legacy of unethical medical experimentation and practices on racialised bodies, such as the use of the Simms speculum on enslaved women (Ojanuga 1993), the Tuskegee Syphilis Study (Gamble 1997), forced sterilisation of marginalised women (Patel 2017) and the CIA-led fake hepatitis B campaign in Pakistan to obtain DNA samples in the search for Osama Bin Laden (Kakalia and Karrar 2016). These create transgenerational trauma imprints and may drive the widely reported under-representation of minorities in health research and clinical trials for vaccines and therapeutic agents (UK Government Scientific Advisory Group for Emergencies 2020) and give rise to specific fears around vaccines altering DNA and being used for surveillance, experimentation or depopulation of minoritised populations.




5.2.5. Health Literacy


A combination of these factors may be implicated in the persistent dissatisfaction in health services (Department of Health 2009) reported by Muslim patients as well as a reduced utilisation of healthcare services and an uptake of preventative services such as vaccination and screening (Szczepura et al. 2008). In addition, poorer educational attainment in older Muslims can intersect with socioeconomic deprivation and influence health literacy, beliefs and behaviours. It is also well known that individuals from ethnic minority backgrounds, especially older generations that are at increased health risks, prefer media sources that are culturally, linguistically and contextually appropriate. The lack of messaging through these channels early in the first wave may have marginalised Muslims and further contributed to an information vacuum by reducing the reach and impact of life-saving protective public health messaging. This vacuum may have been filled by complimentary or alternative health services creating delays in accessing appropriate care. In addition, fatalistic health beliefs and myths can further delay presentation to healthcare services when unwell. These factors may contribute to increased transmission and risk of serious complications and deaths due to delayed and advanced presentations of COVID-19.




5.2.6. Disruption of Communal Cultural Practices


Communal cultural practices such as burials, funerals, congregational prayers and large weddings were a significant aspect of cultural practices that were not given timely attention. These may have increased risk of exposure and transmission and required tailored health messaging co-produced and delivered by trusted community leaders, which was lacking early in the COVID-19 pandemic. Eid, on the contrary, was singled out for requiring a last-minute Northern lockdown and Muslims were blamed for disease transmission. This created a stigma, fed in to stereotypes and generated anger among the Muslim community aimed at what was seen as a divisive government response to the pandemic (Mahase 2020).




5.2.7. Adverse Mental Health Impacts


Restrictions from COVID-19 had a negative impact on the mental health of Muslims. These were particularly linked to the disruption of cultural and religious practices, resulting in psychological distress and reduced feelings of belonging and connectedness (Hassan et al. 2021). Minority stress, acculturative stress and complex trauma amplified by Islamophobia and hate crimes experienced by Muslims accumulate over the life course and are associated with poorer mental health, including depression, anxiety and psychosis, in addition to producing physiological dysregulation and interacting with the physical health risks and the pathological processes described below. A recent report demonstrated that over 70% of Muslims who disclosed mental health problems had been victims of Islamophobia (Bunglawala et al. 2021). These intersect with the increased prevalence of mental health disorders seen during COVID-19 among Muslims, increasing the overall burden of poor mental health (Hassan et al. 2021).





5.3. Biological Epidemics


5.3.1. Chronic Disease Burden and Nutritiona Deficiencies


Chronic diseases such as diabetes and cardiovascular disease are higher among Muslims as are multi-morbidity, vitamin D deficiency and other nutritional deficiencies (Shahid 2022; Shahid et al. forthcoming). These were associated with a higher risk of severe disease and death form COVID-19 as previously described. These conditions are also known to be predominantly socially patterned, i.e., shaped by the distribution of socially determined risk and access to resources. However, even at interpersonal levels, “everyday discrimination” is associated with an increased risk of cardiovascular disease, diabetes and obesity (Lewis et al. 2010). Therefore, Islamophobia at multiple levels creates poor baseline health.




5.3.2. Epigenetic Modulation


Attributing ethnic health disparities largely to genetic factors is misplaced; it is well known that there is more genetic variation within than between ethnic groups, and there is widespread consensus amongst genetics experts and epidemiologists that genetic factors contribute only little to ethnic inequalities in health. However, an increased interest in the role of adverse childhood events (ACE), also known as early life stress (ELS), in modulating genotypic and phenotypic expression and developmental and physiological processes is creating a new understanding of how social discrimination can have a cumulative life course and transgenerational impact that are embodied biologically and transmitted through genetic modifications such as DNA methylation (Lang et al. 2020). Raised cortisol levels (Lapp et al. 2019), cardiovascular health (Kuzawa and Sweet 2009), chronic pain (Aroke et al. 2019), and epigenetic contributions to nutrition, psychosocial stress and environmental toxicant exposure have been described in the literature, which are all relevant to the Muslim population (Thayer and Kuzawa 2011).




5.3.3. Intersectionality and Multiply Marginalised Groups


Risks and vulnerabilities are not distributed evenly across the Muslim population and there are important subgroup differences; the lack of disaggregated data makes it difficult to understand this in more depth. Intersectionality (Crenshaw 2018) is a highly relevant concept to Britain’s Muslims because it recognises that individuals from marginalised groups experience multiple axes of discrimination and oppression with a synergistic effect. Muslim men were most likely to die from COVID-19, with the risk increasing with age. Among women, more than half of pregnant women admitted to hospital with COVID-19 were from an ethnic minority background. Asian pregnant women were four times more likely to be admitted with COVID-19 and Black pregnant women eight times. The barriers faced by Muslim women in accessing healthcare are multiple (Shahid et al. forthcoming). Additionally, 4 in 10 ethnic minority women reported facing struggles making ends meet, and 45% struggled to cope with different demands on their time due to domestic, care work and home schooling. Over half of disabled or retired ethnic minority women did not know where to turn to for help, and life satisfaction and happiness were lowest for this group. Almost two thirds of people who died due to COVID-19 had a disability; the rates of disability are higher among Muslims (Ali 2015).



Though ethnic minorities have historically made up only 3% of the care home population, with lower levels among Muslims, over half of the deaths in care homes were among Black people, and COVID-19 accounted for almost half of the deaths among Asian care home residents. It is not possible to disaggregate this data for faith.



Among children, 70–80% of children who were treated for a rare COVID-19 syndrome were from an ethnic minority background. Children from lower socioeconomic backgrounds and those living in overcrowded households faced difficulties with access to online learning and there was the added psychological burden among ethnic minority children of losing family members through excess mortality observed in these communities. Although disaggregated data for faith are not available, we have described above how socioeconomic disadvantaged and COVID-19 mortality is concentrated in the Muslim community.






6. Disease Interactions


The biosocial storm of the syndemics framework (Singer et al. 2017) shows how diseases that are known to cluster in Muslims, such as cardiovascular disease, diabetes and nutritional deficiencies, as well as poorer outcomes in maternal and child health, mental health, elderly care and patients with disability, intersected with and were amplified by COVID-19 and the social disparities that shape them, which are driven by Islamophobia as a determinant of “risk of risk” through multiple, interacting and interchangeable pathways. Some of these pathways increase the risk of specific chronic diseases, some to mental health disorders, some to COVID-19, and some to combinations of these and beyond.



Psychological risks and vulnerabilities generated by structural injustice, social disparities and multiple disadvantages simultaneously invisiblise and hypervisiblise Muslims through marginalisation/exclusion and blaming/scapegoating. These create individual and group stigma and a socially devalued identity. These factors in turn shape health beliefs and behaviours through access to healthcare and compliance with public health measures, as well as disrupt the social cohesion that is essential in a public health crisis, where the interdependence of individual and social actions require solidarity and a collective response.



The embodiment of Islamophobia is an area that has not been directly researched. At the biological level, the convergence of the pathophysiological processes of SARS-CoV-2 and embodiment of Islamophobia produces excess morbidity and mortality. Drawing on research on trauma, stress, racism and discrimination (removed for peer review), key mechanisms through which the pathophysiological processes produced by Islamophobia may interact with the pathophysiological processes of SARS-nCoV-2 to increase severe disease outcomes, deaths and therefore widen health disparities include:




	(a)

	
Stress and trauma that alter key regulatory physiological systems (Ong et al. 2017): cardiovascular, neuroendocrine and immune function which can lead to acute inflammation and elevated stress hormone levels such as adrenaline and cortisol, elevated inflammatory markers such as C-reactive protein, raise blood pressure and cardiovascular risk, suppress or hyperactivate the immune system, stimulate the expression of several pro-inflammatory cytokine, increase oxidative stress and generate a systemic inflammatory response. These pro-inflammatory cytokines overlap with the components of the cytokine storm, and thus may amplify the cytokine storm produced by SARS-nCoV-2 associated with severe disease.




	(b)

	
Allostatic load and biological weathering: chronic inflammation and physiological activation weather the body, contributing to the development of long-term conditions such as hypertension, obesity, diabetes and malignancy. All of these are known risk factors for severe COVID-19 and raise the possibility of interaction between allostatic load and biological weathering and disease states that increase risks from COVID-19.




	(c)

	
Appraisal and affective reactions that evoke changes in the function of organs in key physiological systems such as dilatation of blood vessels, modulation of the neuroendocrine and immune system resulting in the release of pro-inflammatory cytokines and changes in cardiac, hepatobiliary and mental function (Liu et al. 2017). These processes overlap with the cytokine storm seen with COVID-19 and may also amplify multi-organ damage observed with severe COVID-19. Negative appraisal and affective responses and chronic inflammation can also alter neural circuitry and increase social stereotypes that negatively impact mental health and generate a vicious cycle (Eisenberger et al. 2017).




	(d)

	
Stress/discrimination and epigenetics: research on epigenetics has shown that differences in host tissue and subgroup patterns of SARS-nCoV-2 infection may be driven by DNA methylation modifications (Chlamydas et al. 2021). A similar process of DNA methylation modification can occur as a response to stress-induced epigenetic processes seen in socially marginalised groups, as described previously, which could potentially alter susceptibility to COVID-19 infection.










7. Worsening Inequities and New Epidemics


There is evidence from previous outbreaks that SARS may impact susceptibility to lipid and glucose disorders, inflammation and tumours (Wu et al. 2017). Additionally, the increased risk of severe disease carries with it increased risk of long-term organ damage; the impact of this is still not fully understood. Evidence of long COVID among ethnic groups is mixed; prevalence determined through self-reporting (Office for National Statistics 2021b) was found to be higher among White people compared with Asian, but clinically diagnosed post COVID-19 syndrome was found to be highest in South Asian and Black groups (Walker et al. 2021). Again, data examining the impact on different faith groups are not available.



However, infection mortality and morbidity rates do not capture the full burden of COVID-19 due to excess mortality from delayed care and access to healthcare, social determinants and socioeconomic consequences, and overburdened health care systems. The indirect impact of COVID-19 through lockdown restrictions creating a barrier to accessing healthcare and the backlog of care in the NHS may be driving worsened control of conditions such as diabetes, hypertension, weight gain, lipid disorders and delayed cancer diagnosis being observed in the NHS. As these conditions are concentrated in the Muslim community, health disparities are likely to intensify post COVID-19. The collateral casualties associated with COVID-19 and public health interventions, such as restrictions and stigmatising narratives around vaccination uptake, may widen mistrust between the Muslim community, the government and health services. Using the terminology such as “vaccine hesitancy” while combating the pandemic to describe the low uptake of COVID-19 vaccination that was generic in the UK (Lockyer et al. 2021) and associating it with British Muslim populations without any evidence, will only further the counterproductive Muslim gaze in health policy and among health practitioners, and it will deprive British Muslims from active participation in health promotion programmes.



COVID-19 is associated with an increased risk of psychiatric and neurological morbidity, which increases with severity of infection (Taquet et al. 2021). This intersects with the high mental health burden present in the Muslim community before and during the pandemic, made worse by excess deaths in the Muslim community and associated with bereavement disorders, post-traumatic stress disorders, financial strain, disruption of communal rituals through lockdown restrictions, and experiences of Islamophobia.



This evidence points to the intensification of health and social inequalities due to COVID-19 among Muslims in Britain. Increased Islamophobia, socioeconomic adversity, the increased burden of chronic and mental health disorders and the high COVID-19 burden with long-term sequelae may interact to worsen long-term health outcomes after COVID-19. This can lead to individuals being less likely to be fit for work, impacting employment prospects, income, housing, access to material resources and other social assets that are determinants of health, generating a vicious cycle that also poses a risk to the economic objectives of the government’s “levelling up” agenda.



Racialised health and social disparities will not only further widen, but also Islamophobia is likely to amplify and intensify the Muslim gaze by feeding into stereotypes of welfare-dependent minorities, and by increasing the othering and vulnerability that is capitalised on by extremist groups. This will undermine the government’s community cohesion plan by increasing discord and conflict, negatively impacting community relations and solidarity, and further increasing Islamophobia, all of which will create another vicious cycle. Trauma due to the layering and overlapping of these multiple and intensified epidemics is in itself an invisible epidemic with long-term and transgenerational impacts that need further attention and intervention.




8. Implication for UK Policy, Practice and Future Directions


This analysis highlights the utility of a syndemics framework in systematically mapping risks and vulnerabilities in Britain’s Muslim population and highlights the role of Islamophobia as a fundamental cause and driver of disparities from COVID-19. Co-occurring structural, psychosocial and biological epidemics have increased the risks of COVID-19 in four inter-related and interdependent ways in Britain’s Muslim community: (a) increased exposure through living in deprived, dense and polluted neighbourhoods, overcrowded housing and working in frontline key worker roles; (b) reduced protection due to lack of trust in public health messages and barriers to accessing and utilising health care and information, and working conditions without adequate risk assessments and PPE; (c) increased transmission due to living in multigenerational, ovecrowded, poorly ventilated housing, inability to self-isolate due to lack of sickness pay and financial protection, communal cultural practices, misplaced health beliefs and behaviours and associated conspiracy theories and misinformation; and (d) increased complications due to delays in accessing and utilising healthcare, increased risk of underlying health conditions and embodiment of Islamophobia altering physiological and genetic processes that increase disease severity. Application of the framework predicts widened health disparities through mutual causation and enhancement, increasing disease concentration and interaction in the Muslim community. Epigenetic modifications create a “biological memory” of stress and trauma (Thayer and Kuzawa 2011) with predicted long-term impacts; therefore, minimizing future health disparities among Britain’s Muslim population requires addressing Islamophobia and structural inequities in the current environment.



An effective policy response requires an explicit focus on health inequity, social justice and well-being. It must involve a whole system life course approach built on an asset and strengths-based model centred on community empowerment with transparent, inclusive and participatory governance structures. This begins by recognising the urgent need to address Islamophobia in order to mitigate potent downstream risks and vulnerabilities demonstrated by the syndemics framework. An approach to multilevel responses to mitigate risks is shown in Table 1.



Important lessons have been learnt during COVID-19 that have implications for ongoing and future public health interventions. Evidence shows the significant positive role that faith-based organisations have played during the pandemic, especially in increasing the uptake of COVID-19 vaccinations in the Muslim community and delivering innovative and inclusive campaigns to reach underserved populations (Race Disparities Unit 2021). Religion is an overlooked determinant of health and faith-based interventions that can save lives; a community empowerment approach embedded in public health policy can maximise the reach, impact and sustainability of health interventions. Acknowledging religion as a strength and an asset can shift the Muslim gaze and dismantle the Islamophobia that is a fundamental driver of health and social inequities. Using Islamic faith settings in the UK, such as mosques, madrassas and women circles, to study Islam and Muslim community organisations can help increase the uptake of marginalised populations in public health interventions and ensure their involvement in the implementation and delivery of health promotion programmes (Rai et al. 2019; Dogra et al. 2021). Once the active involvement of those Islamic faith settings in health promotion programmes becomes a norm, the behavior change among authorities and health promotion bodies can facilitate shifting the Muslim gaze in mainstream media from projecting British Muslims as “others” or “suspects”. Popular imagination about British Muslims shaped by the Muslim gaze might turn from “others” into active contributors and partners for reducing health inequalities among high-risk groups and ethnic minorities. (Figure 2)



The strong family, neighbourhood, community and religious ties that are found in Britain’s Muslim community have been shown to increase the social capital (Helliwell and Putnam 2004) associated with improvement in both physical health and subjective well-being. Creating agency for ownership of health interventions and asset mapping are important mechanisms to give voice to the marginalised, focus on the strengths of communities that are stereotyped and stigmatised, and provide ownership and control of decisions impacting communities to support self-determination and self-management.



Social justice foundation and cultural humility must be at the core of all interventions. A commitment to eliminating inequities and marginalisation requires trust building, strengthening capabilities and capacities and recognising communities as self-determined experts in the health issues affecting them. This involves centring lived experiences, listening to concerns with empathy and responding with validation and compassion to ensure that communities feel heard and that interventions are culturally and contextually relevant and responsive to their needs and priorities. By way of example, understanding the contextual validity of the concerns around the ingredients and the religious acceptability and the history of medical experimentation and unethical practices, how these play out in shaping specific fears around COVID-19 vaccination, and using trusted people, places and spaces to address these concerns, have been helpful in increasing vaccine uptake.



Subgroup differences in risks and outcomes in the Muslim community indicate the need for holistic, multidimensional and tailored interventions rather than a one-size-fits- all approach. Joined up care and working with a focus on personalised care are vital to address the social and wider determinants of health impacting Muslim communities. New systems of care, such as Integrated Care Systems being legislated in the UK from April 2022, provide a unique opportunity to embed joined up care as a routine way of working in the National Health Service, where community organisations have a vital role, such as working with Primary Care Networks to deliver funded social prescribing and referral schemes.



Representation and accountability are essential to strengthen trust and relationships. Community insights and intelligence are important tools for early planning and preparedness. Rapid policy briefings in a project between the Muslim Doctors Association and the School of Oriental and African Studies London (SOAS) provided early insights, predictors and recommendations (MDA 2020), but the lack of early consultation and representation of community leaders and organisations on policy decisions by the government cost lives, with subsequent government reports and documents showing the lessons learnt that communities had already forewarned about. It is also concerning that there is no reference to Islamophobia in the Commission on Race and Ethnic Disparities (2021) report commissioned by the government on ethnic disparities in COVID-19 outcomes, despite clear evidence of Muslims being disproportionately impacted. Dislocating the penetrating Muslim gaze from the mental scrutiny of policy makers, where visible Islamophobia in Britain remains invisible (Foucault 2012), is necessary to ensure that the recommendations by public health authorities transform health care practices for everyone, including British Muslims. As an independent public inquiry is under way, this must be well-resourced and wide-ranging in its consultation and include recommendations to address Islamophobia as a fundamental cause of health disparities in the Muslim community.



It is highly likely that there will be another pandemic; the lessons learnt from three waves of COVID-19 must not go to waste and the same mistakes should not be repeated. The COVID-19 syndemic sharply highlights our global interconnectedness and thus requires moving away from nationalist and populist policies to values-based policies driven by justice, compassion and solidarity to protect lives, livelihoods and human respect and dignity. It necessitates equitable and ethical distribution and access to vaccines, therapeutic agents and health system strengthening, mitigating co-occurring structural, social, psychological and biological epidemics and centring community empowerment of marginalised groups and addressing fundamental structural drivers. This is essential to not only contain the emergence of new variants and epidemics, but to affirm that good health is a fundamental human right for all that sees no borders, colour or religion.
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Figure 1. The syndemic of Islamophobia, social determinants of health and health inequities in the Muslim community in Britain. 
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Figure 2. Moving beyond community engagement to community empowerment, adapted from (Osuafor et al. 2021). 
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Table 1. Multilevel policy responses to mitigate risks and eliminate health inequities in the Muslim community in Britain.
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	Level
	Intervention





	Governance, legislation and media
	
	
Recognise and address Islamophobia as a fundamental cause and driver of health disparities in the Muslim community



	
Transparent, fair and consistent policies, e.g., travel, public health penalties



	
Conduct intersectional Equality Impact Assessments for all government policies involving wide consultation with affected groups; formulate a clear plan on minimising impact



	
Inclusive and participatory governance with a focus on trust and relationship building with communities and early multi-sectoral and multidisciplinary stakeholder engagement and consultation



	
Responsible media reporting with accountability, recognising the significant public health impact of stigmatising and scapegoating narratives



	
Progressive economic policies that include reversing austerity and hostile immigration policies, such as the No Recourse to Public Funds policy



	
Global equity in vaccine distribution and access through sharing resources and knowledge and removing patents








	Social policies
	
	
Strengthening the social security safety net by focusing on mitigating social and economic inequities to focus on protecting the most vulnerable in our population



	
Improve access to financial schemes and income protection schemes to all workers with accessible public information campaigns



	
Improve access to affordable high-quality housing with provisions for those who need to self-isolate or shield living in multigenerational households, such as secure accommodation and/or access to emergency package of care for dependents



	
Increase social mobility schemes and creation of long-term stable jobs, apprenticeship opportunities and abolition of zero-hours contracts








	Neighbourhood
	
	
Regeneration schemes that address the built environment, specifically access to open, safe green spaces and access to high-quality nutrition to make a healthy lifestyle the default choice



	
Improve access to food and childcare vouchers and supplements to high-risk groups



	
Recognise faith and community groups as key assets



	
Collaboration and co-production of localised and contextualised public health interventions that are faith and culturally sensitive, ensuring adequate funding and resources, evaluation of impact, and dissemination of best practice








	Institutional (workplace)
	
	
Access to leadership development and training for Muslims in workplaces and representation at senior positions



	
Zero tolerance policy to Islamophobia



	
Intersectional equality impact assessments for workplace policies such as dress codes/PPE, prayer and religious leave to improve inclusion and belonging



	
Psychologically safe passages to raise concerns



	
Comprehensive occupational risk assessment that includes faith and well-being as part of psychological safety at work, guaranteed income, health and safety protection for all workers, mandatory health and safety policies extended to big economy/informal sector








	Healthcare services
	
	
Improved access to data disaggregated by ethnicity and faith as protected characteristics to further understand distribution and impact of risk and protective factors and health outcomes, including death, hospital admissions, primary care access and community transmission



	
Improved access to data on wider social, economic, demographic, ecological and clinical risk factors, including income, employment, education immigration status, language, disabilities, neighbourhood characteristics, household structures, pollution, social deprivation indices and comorbidities, as well as research on healthcare access and discrimination experienced by Muslim and other faith groups to develop tailored interventions



	
Adequate support and resources for Muslim healthcare staff to be able to perform their duties in a safe and sustainable way in order to safeguard them both from the high risk of COVID-19 exposure, poorer outcomes and onward transmission to their families, as well as the mental health impact from burnout, stress, abuse and the discrimination that they face
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