
 

 

Appendix 1 

London Assembly Health Committee – 11 August 2020 

 

Transcript of Agenda item 5 – COVID-19: The Experiences of BAME Londoners  

 

Dr Onkar Sahota AM (Chair):  That brings us to today’s main item.  This meeting will be in two parts.  The 

first panel of guests will be discussing the experiences of black, Asian and minority ethnic (BAME) Londoners 

during the pandemic. 

 

The guests for the first panel this morning are: Dr Somen Banerjee, Director of Public Health for the London 

Borough of Tower Hamlets, and Professor Gurch Randhawa, Professor of Diversity in Public Health and 

Director of the Institute for Health Research at the University of Bedfordshire.  Welcome, Dr Banerjee and 

Professor Randhawa.  Thank you very much for coming. 

 

I will start off with the questions.  We have one hour and 15 minutes for this session.  I would like to ask you to 

be very succinct in your replies because last time the Health Committee ran for three hours - nearly four hours, 

actually - and it was very uncomfortable for everyone.  Can we please be very focused in our responses?  If you 

feel that there is something you want to add afterwards, you can still send the information in later on.   

 

Professor Randhawa, I will start off with you first.  What steps need to be taken to better protect BAME 

Londoners in the event of a second wave or any localised spikes we might get in infections?  What do we need 

to do more? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Thank you for inviting me.  The key issue is that we need 

to think about this bigger than BAME communities.  Health inequalities are a complex interaction between 

age, gender, ethnicity and social class.  What we do know about COVID-19 is, clearly, your risk of infection is 

your biggest issue that we need to solve.  Unless we start to really understand the complex interaction of 

reducing people’s likelihood of getting COVID-19, then we are not going to be able to tackle this. 

 

One of our challenges has been that in the United Kingdom (UK) we have probably the most progressive laws 

around equality.  If you think about the equality impact assessments, Public Sector Equality Duty and the 

Equality Act, we have some fantastic instruments, but for whatever reason to date the Government has not 

used those tools. 

 

The key issue is that locally London needs to start using those tools, like equality impact assessments and the 

Equality Act, so that whatever you are going to put in place locally - in terms of test, trace, isolate, in terms of 

opening schools, in terms of supporting the employees to go out to work - makes sure that nobody is unfairly 

disadvantaged.  If we do that, we will find that not just BAME communities but all communities in London will 

benefit. 

 

Dr Onkar Sahota AM (Chair):  Great.  Thank you.  What can be done to ensure that the historical issues with 

the BAME community having access to healthcare services can be improved to ensure that those who need it 

seek the care that they need?  If you look historically, why has the BAME community been affected for 

whatever reasons and what can we do to improve those? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  That is such a big question.  The simple answer is, if we 

look at previous evidence around the world, the impact of a pandemic tends to mirror the structural 
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inequalities in any society.  In a sense, what has happened in the UK in terms of the impact of COVID-19 

should not be a surprise because we could have just looked at the history books and would have realised that 

poorer communities and those at highest risk of exposure need maximum protection.  We knew back in 

January and February [2020] from the data coming out of China and Italy that the elderly, those people in 

frontline-facing jobs and those with underlying conditions have the biggest risk factors in terms of being 

exposed to COVID-19.  We knew that.  For whatever reason, in March [2020] when the Coronavirus Action 

Plan was published by the Government, it really made no reference to any of those three core issues.  I guess 

that is our learning. 

 

For me, it is quite frustrating, if I am honest.  I have worked in the health inequalities field for the last 25 years 

and I can reel off back from the 1990s.  We had the NHS Ethnic Health Unit.  We had the Tackling Health 

Inequalities Programme.  We then had something called Race for Health.  Then back in recent years we have 

had the Prime Minister’s Race Disparity Audit.  The challenge has been with all of these initiatives - and there 

have been a lot of initiatives, if you get my point - there has not been any accountability.  Even now with the 

Public Health England (PHE) review, they have set up a commission, which is fantastic, but where is the 

accountability going to be for the actual delivery? 

 

That is going to be the key challenge going forward.  Whose day job is it going to be to make sure that health 

inequalities do not widen?  Until it becomes somebody’s day job - ie everybody’s day job - we are going to 

keep on facing this conundrum.  I do hope that London can take the lead on this. 

 

Dr Onkar Sahota AM (Chair):  Yes.  The other thing, Professor Randhawa, is that none of us knows exactly 

why the BAME community has been affected, conclusively.  There are a number of theories put forward that 

COVID-19 has exaggerated the inequalities that the BAME community has faced, that they are in the frontline 

services, that they work in the low-wage economy, that they have overcrowding and also that they have 

pre-existing conditions like diabetes.  These are some of the theories that have been put forward. 

 

To get to the real answer, do you think that we need to do further research?  What should that further 

research be about? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  We should not dismiss those ‘theories’, as you describe 

them.  They are the key reasons why the risk of transmission is much higher amongst, for example, BAME 

communities: if you are unable to socially distance because you work in a public-facing job where 

homeworking is not a possibility, if you are having to go out to work because you are on zero-hour contracts, if 

you experience high levels of poverty and if you live in more overcrowded housing.  These are real issues that 

we should not just openly dismiss. 

 

That is the key issue that we need to solve as a country.  We need to accept that there are inequalities in this 

country, and they are particularly impacting upon our BAME communities.  If we acknowledge that, we have a 

chance of solving it.  That that would be my key point.  We must accept where we are in order to go forward. 

 

Then, in terms of going forward, there have been some challenges.  For example, if you look at the recent 

survey from the British Medical Association, you are still seeing less availability of personal protective 

equipment (PPE) to BAME staff in the National Health Service (NHS).  You are still seeing from the Royal 

College of Nursing survey less PPE available to BAME nursing staff.  We are still seeing inequalities in the 

system. 
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It is the same now, we have seen, with test, trace, isolate and with all the Government messaging around social 

distancing.  There has not been any culturally competent tailored messaging.  With all due respect, Chair, you 

are one of the most, if I may say so, learned people in this field, having worked on, for example, organ 

donation campaigns.  You would know that unless you build trust within communities and work with trusted 

messengers and tailor your messaging, you are not going to get the traction you would want from the 

communities to deliver real behaviour change.  Unfortunately, all of this work has been completely invisible 

until most recently when it comes to COVID-19. 

 

Dr Onkar Sahota AM (Chair):  You drew earlier on attention to the Government inquiry, which has not 

produced any results, but do you think there is a case for London itself setting up a London commission to 

look into these issues and see what can be done particularly in London?  The Government can be doing its own 

work but there are specific issues for London.  Do you think there is a case for that? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  There is definitely a case for localised action plans.  My day 

job as a Public Health Professor is not just to train the next generation of public health practitioners but also to 

support the UK and the world on public health issues.  If you look at all the World Health Organization 

pandemic guidance, it always talks about localised action plans. 

 

Again, that is something that we have missed a trick on in this country.  We started off with this national plan 

and with a national lockdown.  That is not normally how you would manage something like a pandemic.  You 

would have local plans to suit the rates of transmission in your local area.  You would then have local 

lockdowns from day one.  If you look at places like South Korea and Taiwan, that is how they managed it from 

the beginning.  There then is not a stigma when there is a local lockdown.  In this country we have reached this 

terrible situation now where geographies feel stigmatised when they are going into local lockdown, whereas 

actually that is good public health pandemic planning. 

 

I would definitely urge London to come up with its own local action plan but make sure there is clear lines of 

accountability for delivering it. 

 

Andrew Boff AM (Deputy Chair):  Professor Randhawa, I am getting from what you are saying that you are 

calling on the Government to review its policies in the light of COVID-19.  Is that fair to say? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  We all learn from these initiatives.  I guess you could say I 

am biased about this.  In academia there are two approaches, normally, to managing issues.  There is a medical 

model, which I believe the UK adopted, and there is a public health model. 

 

Very briefly, a public health model assumes you can as far as possible prevent people getting COVID-19 or 

reduce the rates of transmission.  That is the way we should have gone.  Right from day one, our emphasis 

should have been on protecting the public, protecting the family and protecting communities, which would 

have meant that we would have focused on implementing local community test, trace and isolate. 

 

Instead, I feel - maybe because of the membership of Scientific Advisory Group for Emergencies or maybe 

because of the politics of the situation - we adopted a medical model, which was all about protecting the NHS.  

If you get into protecting the NHS, you are basically assuming that a lot of people are going to get COVID-19 

and therefore you invest all your resources and energies into ventilator capacity, bed capacity, etc. 
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What I would argue for is far more of a public health approach.  It is the old adage about prevention being 

better than cure. 

 

Andrew Boff AM (Deputy Chair):  Do you think that the Mayor as well should review his policies in light of 

COVID-19 with that public health emphasis in mind? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Here is the irony.  Now we have got to August [2020] and 

we are beginning to take a public health approach.  We are beginning to see the local directors of public health 

be given a bit of autonomy.  I do empathise with them because, had they been given the resources and the 

autonomy at the beginning, we would be in a much stronger place because they know their local communities.  

They would know how to mobilise the local communities.  They would know how to develop tailored 

messaging.  They would be able to put that infrastructure in place. 

 

I would definitely urge the Mayor to take a public health-focused approach and to temper that with a parallel 

medical approach but not the other way around.  We have to learn from those countries that have done really 

well, and they have definitely championed the public health approach. 

 

Andrew Boff AM (Deputy Chair):  Do you think that a public health approach would also help in the 

Mayor’s housing policies?  As we know, there is a direct link between the likelihood of getting COVID-19 and 

overcrowding.  Do you think that would be a sensible thing to do? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Public health should really underpin everything we do.  I 

wrote about this back in 2007 for the Race Equality Foundation.  If you take a whole systems approach, as you 

are alluding to, it is not just transport but also education. 

 

If you think about the current debate about opening schools - if I may, I would like to use London as an 

example - I hear that it is likely that free transport for school children is not likely to be feasible in the coming 

months.  That is going to have a huge impact in terms of public health because, in London, we have seven out 

of the ten most deprived boroughs in the UK and they also happen to have over 50% BAME communities.  If 

they are now having to, as families and communities, spend money on transport to get to school, money that 

they may well not have because of this interlinkage between the likelihood of a good job and good housing.  

You can see how we are potentially risking widening health inequalities at this very delicate stage. 

 

I definitely agree with you.  We need to think about access to affordable transport and really free transport for 

children and also good housing. 

 

Andrew Boff AM (Deputy Chair):  Thanks.  That is a call on the Mayor, effectively, to revisit his housing 

policies in the light of COVID-19? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  I would say it is a call on the Mayor to revisit all policies in 

the context of COVID-19. 

 

Dr Onkar Sahota AM (Chair):  Thank you very much, Professor, for making the case for free travel for all 

children under the age of 18.  I hope the Government and the Mayor will be listening to that. 
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Dr Banerjee, you are a Director of Public Health and you also represent public health in London in the wider 

context.  There is this question that the BAME community feel that they have been let down by public health.  

How can the public health departments win the confidence of the BAME community? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  Thanks very 

much.  I would go back to what Professor Randhawa was talking about in relation to trust.  There are a number 

of things that would signal that we are prioritising and working on behalf of BAME communities in our 

boroughs and across London. 

 

I go back to the Disparities [COVID-19: Review of Disparities in Risks and Outcomes] report and the Beyond 

the Data report that came out in June [2020].  In the Beyond the Data report there are some very simple, 

straightforward recommendations, which build on everything that Professor Randhawa has just talked about.  

Those provide a foundation for developing that trust. 

 

Really quickly on those recommendations and the key things that I perceive from my perspective, right at the 

front of that is the bit about data.  If I reflect back on the first wave, it was only after about two to three 

months into the pandemic that people started talking about the disparities.  One of the key things to bear in 

mind is that that data is there all the time.  We are continually collecting ethnicity data and it is available, but it 

is not used.  Professor Randhawa was talking about equalities impact assessments and those sorts of tools that 

we have, which we have been using over many years but not really applying as effectively as we should be.  

Interestingly, through the pandemic, I was getting daily information from the Clinical Commissioning Group 

(CCG) about the state of the health service and regular information.  None of it was disaggregated by 

ethnicity.  If you are not seeing that data, you are not able to respond to it in a timely or a real-time way. 

 

What would signal that, for instance, if the health service was taking this seriously would be if that was part of 

the ongoing monitoring system and, as Professor Randhawa was saying, that it is part of the accountability so 

that people in the system are held accountable for how they are looking at these disparities.  That is one set of 

things and that is very doable.  The NHS has the data.  Councils have the data.  We need to step up on that 

and that is what is behind that recommendation of the Disparities report. 

 

The second one is simply around the community and engagement elements of this.  This is very much what I 

am doing in my borough and all directors of public health are leading this work in their boroughs.  The support 

from the local outbreak fund is welcome because it really needs investment.  It is understanding the groups 

that are really at high risk and recognising that you need to go out to them.  All our engagement work 

essentially says that people trust people from their own communities. 

 

What that means is that we need to work with those communities and we need to educate and train people 

and have very simple messages that can be disseminated through the communities.  It is not necessarily us in 

the council, although through this process we have had a role around very direct communication with faith 

leaders and all sorts of groups across the community, but what we really need to do is build that capacity 

within the communities so that there are trusted people who can disseminate clear messages.  That 

face-to-face and the demonstration that we are taking this seriously are really central to our response. 

 

Dr Onkar Sahota AM (Chair):  Thank you.  The other thing is that the early evidence backed by the Office 

for National Statistics research indicated that occupational exposure was causing some of the worst outcomes 

for people of colour.  Did policy change to reflect this and, if so, when did it change? 
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Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  That information 

came out towards the end of April [2020].  It indicated that there were significantly higher death rates in 

occupations that have a higher proportion of BAME groups: chefs, cab drivers, carers, etc. 

 

In terms of how we are responding to that, not necessarily in terms of a change of policy, it means that we 

need to really step up how we engage because those groups are groups that are somewhat under the radar.  

Unless you really reach out to those groups through environmental health officers or community volunteers, 

you are not going to be able to access those groups.  I would not say there has been a change of policy but 

there is definitely a change of emphasis and recognition. 

 

I guess, from my perspective as a Director of Public Health, I worry a lot about the groups that I am not 

engaging with.  We do a lot of work with faith leaders and we do a lot of work with workplaces, but I worry 

about small mosques that may be struggling to implement social distancing and for whom the messaging may 

not be getting across.  I worry about small private cab companies.  I worry about the requirement for people 

who are symptomatic to self-isolate and their contacts to self-isolate for two weeks.  If you are an Uber driver 

or a cab driver on a zero-hour contract, how do you manage that?  That has an impact on contact tracing, who 

actually admits to being a contact and all of those issues.  They really play out in populations such as Tower 

Hamlets where you have this disproportionate number of occupational groups and you have these issues 

around deprivation.  The economic impact is really significant. 

 

Dr Onkar Sahota AM (Chair):  Thank you, Dr Banerjee.  I am going to bring in Assembly Member Desai, who 

represents Tower Hamlets also.   

 

Unmesh Desai AM:  Dr Banerjee, in terms of what you just said about occupational exposure, does this raise 

the issue of more robust enforcement by various agencies, councils for instance?  I am trying to think of other 

enforcement agencies. 

 

Let us take Leicester, where reportedly 10,000 people were and possibly still are working in very cramped 

conditions akin to modern slavery, as some experts have called it.  Does this pinpoint a need for local 

authorities and other enforcement agencies to be much more robust in how they enforce legislation around the 

minimum wage, working conditions and so on? 

 

You talked about Uber drivers, small takeaways and so on.  A fantastic example was just yesterday in Barking 

and Dagenham, another council that I represent, where the Council Leader with a local enforcement officer 

went to a shisha lounge that had been closed down for breaching COVID-19 regulations.  The message was 

very robust: we put people’s lives before your profits and, if you do not play by the rules, you will be shut 

down.  What I am asking you is your views on enforcement. 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  That is 

absolutely correct.  Going back to what Professor Randhawa said, our approach is both prevention and 

minimisation of transmission.  We have the legislation locally.  If we think there is a situation in which there is 

likely to be or there is a high risk of an outbreak, local authorities have the power potentially to close down 

events or premises.  As you say quite rightly, there is a very basic issue that, if that is our assessment, then that 

is an option open to us. 

 

At the same time, as well as enforcement, we need to do that basic engagement and we need to be working in 

these settings to ensure that they have the right information and also to support them to implement the 

measures around social distancing and hygiene.  This happened through the pandemic.  We went out to 

premises in which we saw that there were some issues and we did not need to do enforcement because we 
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spoke to their management and we said, “We can help you with some of the queuing.  We can help you with 

some of these issues”.  There is that side of it, too.  If there are issues in which we think that we cannot be 

assured that there is not a risk of transmission, we have that option open to us. 

 

In Tower Hamlets, as in elsewhere, we are seeing a rise in cases now.  It is a gradual rise.  We are seeing that 

the reproduction rate (R number) is close to one and so we are in a risky situation.  When we see things 

happening - and we are looking at what is happening in Leicester and we look what is happening in Blackburn 

- we know that things can change very quickly.  You are right.  We need both of those elements, both 

enforcement and support and engagement. 

 

Unmesh Desai AM:  Thank you.  Let me just come back to the point on enforcement again.  I will tell you 

why, Dr Banerjee.  You might also wish to come in, Professor Randhawa.  From what I can see certainly around 

east London - and this is borne out by some of the evidence that has been presented to this Committee on the 

disproportionality in COVID-19 cases and deaths amongst London boroughs that have the same characteristics 

- different areas of London have similar demographics, like I have said, like a high number of BAME residents 

and yet the impact of COVID has varied widely. 

 

What is your own personal view about this?  What explains this variation?  I would argue that the enforcement 

or lack of it in some boroughs is a major contributory factor. 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  I would imagine 

that if you look at the variations across London, there will be a number of explanations for that because 

different BAME groups have different characteristics.  The issues around housing and overcrowding and 

deprivation will play out differently amongst different BAME groups.  I would imagine that that is part of it. 

 

The capacity for enforcement across London varies a lot.  Different boroughs have different levels of 

environmental health officers and trading standards officers.  One of the issues that may manifest if there is a 

second wave is the varying ability of councils to respond to local outbreaks.  If there is a need for quite an 

intensive local response alongside PHE and there is a need to go out into community settings to implement 

enforcement, what you are likely to find is that that capacity is going to be different in different boroughs and 

so the ability to respond may vary. 

 

Susan Hall AM:  Dr Banerjee, can I go through something that you said before?  Is there now an acceptance 

then that for whatever reasons - and I do understand reasons in many instances - the virus is more prolific in 

BAME people because so many are unable to keep to the rules?  Is that what you were saying?  The cab 

drivers, etc, cannot afford not to work and so, regardless, they are going out.  Is that what you are saying? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  What I am saying 

is that if you look at the situations in which people lead their lives, there is going to be variation in how easy it 

is to self-isolate if you are case or if you are a contact because of the issues around your living environment.  

My experience is that people do their best in the circumstances that they live in and in their life circumstances, 

but it is harder for some people than other people.  Essentially, if you take the BAME groups and the wider 

determinants of social conditions, it is inherently harder to exercise some of the key hygiene and social 

distancing measures that are needed to contain the virus. 

 

Susan Hall AM:  That is more likely to be it, as in they are out there more for whatever reasons, than any - I 

do not know if this is right - physiological reason?  There is nothing in a BAME person’s body makeup that 

would make them more susceptible to the virus?  That is what I am trying to say.  What do you think? 
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Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  That is very 

inconclusive if you look at the explanation for the disparities and the other reasons that Professor Randhawa 

and I have talked about, although at the same time there are certain conditions that may make being infected 

more severe.  If you look at diabetes in the South Asian community, a higher proportion will have diabetes.  If 

you have diabetes and you have the coronavirus infection, there is a likelihood that you will be affected more 

significantly, but there is nothing genetically that has been demonstrated, as far as I am aware, that makes 

BAME groups more susceptible. 

 

Susan Hall AM:  That is really interesting because of course at one point that was being talked about because 

BAME communities have been affected so badly and so many doctors, who do know the rules and one would 

hope would keep to those rules.  It has been mooted at times that BAME staff need to be protected more than 

other staff in businesses because they are more likely to be getting this virus.  I am sure everybody is 

interested.  Is it something in their physiology that is different?  You are saying you do not think it is, which is 

interesting. 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  Yes. 

 

Susan Hall AM:  If it is, then we need to find that out so that we can protect those groups.  If it is not and it 

is down to whatever reason that they have that they are not keeping to the rules, that is a different thing 

completely and needs to be dealt with.  It is an interesting point and it is something that needs to be ironed 

out so that we know which way is best to deal with it.  Thank you.  I will move on to the next question because 

it is an interesting subject that we really have to get to the bottom of. 

 

To both Professor and Doctor, how do communications around public health for BAME communities need to 

be improved?   

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Again, there is a plethora of evidence that shows that if 

you want improved health outcomes, then you need to have what we call ‘culturally competent’ messaging.  

That is not just about ethnicity; it can be about education, gender, etc.  You can learn a lot from advertising.  A 

lot of companies invest billions of pounds in trying to work out how to sell us products.  It is the same kind of 

thinking that you have to think about in terms of behaviour change and in terms of healthcare. 

 

I have done a lot of work, for example, on diabetes and around diet and lifestyle.  What we know is that if you 

truly want people to change their diet and lifestyle, they are far more likely to engage with that if they have 

peers that they can connect with and identify with who are giving them that messaging.  I will take my mother 

as an example.  She came to England in the 1960s from India and so she is more likely to identify with 

someone of a similar generation who can speak in either English or Punjabi.  We are Sikh and so maybe 

someone is affiliated to the local gurdwara - our place of worship - and has experienced diabetes and can talk 

to her about how they adapted their diet. 

 

Here is the irony.  We have known this.  This is not new knowledge.  We know that culturally competent, 

tailored messaging improves health outcomes.  We know that globally across the world.  It is not a 

phenomenon true to the UK.  This is why I am literally flabbergasted that the original coronavirus action plan 

produced in March [2020] made no mentioning of tailored messaging for the UK’s diverse population when it 

first started talking about social distancing, lockdown, etc.  It is quite serious that we have managed to omit 

something so simple and so obvious. 
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Again, I would like to commend the very many communities who have stepped up.  Personally, pre-March, 

pre-lockdown, I worked with the Sikh Channel, a big media outlet in the Sikh community.  It started to 

convene fortnightly TV programmes, reaching out to their audience and their congregation, to start 

communicating about the importance of social distancing, washing hands, etc.  I know a number of 

communities have done that at a local level and a national level. 

 

However, as I said, these are big omissions and we really do need to reflect on why we managed to put aside all 

of this fantastic evidence base that we have around concordance and improving health outcomes and then did 

not apply it for COVID-19. 

 

Susan Hall AM:  Perhaps they were concentrating on COVID-19 and it is the underlying health issues that 

perhaps should have been looked at through communities a lot earlier.  If they are putting stuff out for 

COVID-19, it has been such a big thing.  The biggest thing to find out is if it is the underlying health issues 

that are causing this no matter what background, etc, and of course your lifestyle or your ability to not go to 

work, etc.  Once we have established that, it is far more important, really, because you can move on from that 

as to wondering whether there is something within different groups that would cause them to be more likely to 

get it. 

 

Did you have anything to add to that, Dr Banerjee? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  Yes, thanks.  It 

just builds on what Professor Randhawa said.  Listening to communities is absolutely fundamental.  Over the 

past few months we have had a lot of sessions with a whole range of diverse groups across Tower Hamlets and 

we hear things that indicate that the messages have not been taken forward or not been understood and also 

that people do not feel listened to.  Therefore, that whole process of sitting down and listening and shaping 

your response in response to what you are hearing develops trust. 

 

As Professor Randhawa was saying, one of the key bits of our strategy is to ensure that we are equipping 

people within communities to speak to their own communities because that is the best way to get the message 

across.  Across London, a lot of directors of public health are doing similar things, developing and building very 

much on the amazing volunteer effort that happened through COVID-19 and the pools of volunteers that have 

been developed.  As people go back to work that pool is slightly diminishing, but that is a very valuable pool 

for us to get messages across into communities. 

 

Susan Hall AM:  Clearly, that has to be done and, judging by what both you gentlemen are saying, that has to 

be done by the communities if that is who people trust, somebody within their own community. 

 

Has such a large focus on the BAME communities during this crisis had any negative impact on those 

communities?  Has it caused any discrimination of any sort?  There have been odd reports about this.  What is 

your view, either of you? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  I can kick off on 

that one.  I cannot speak for my borough, but I do listen to the directors of public health where there are 

currently lockdowns in Blackburn and Leicester.  That has caused, I am aware, community tensions and 

because of the way things might potentially be framed.  That is definitely something that we need to be aware 

of both nationally and locally in our response. 

 

Susan Hall AM:  OK.  Do you have anything to add to that, Professor? 
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Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Six months is a long time but, if you think back to January 

and February [2020], we were at the time of the Government trying to seal the deal on Brexit and there were 

still the ramifications of the Windrush scandal.  The whole narrative at that time was very anti-immigrant, 

anti-BAME, etc.  In the last six months we have seen the rise of the Black Lives Matter movement and a far 

greater push now on the debate around inequality. 

 

However, we all have a responsibility because, still, the way some of these debates are framed is really 

unhelpful.  When we talk about BAME communities, we keep on trying to blame them.  Are they to blame?  No 

one gets up in the morning wanting to either harm themselves via COVID-19 or harm anybody else.  Everybody 

is literally trying to put food on the table and pay the bills and live as healthy a life as they can.  We do need to 

understand. 

 

This is the hard truth.  In the UK there are structural inequalities that disproportionately affect BAME 

communities.  Once we accept that - and that applies to housing, transport, health and education - then we 

have a fair chance of overcoming it.  Once we start to do that, we then can start to see, hopefully, a better 

debate. 

 

Take the Leicester and Blackburn debate.  The way that has been portrayed in the media has all been about 

BAME communities, but yet nobody talks about the beaches and parks as being a white problem.  Colour never 

comes into it.  That is where we all collectively have a responsibility to debate these issues in a far more 

nuanced way. 

 

Susan Hall AM:  OK.  I will move on to the next question.  This is to you, Professor.  How would you assess 

the awareness and preparedness of public authorities at all levels for reducing the health inequalities impact of 

the pandemic? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Let me start off.  What I do not want - and this is what my 

candid fear has been - is the principal outcome of COVID-19 to be an increase in health inequalities.  That is 

my biggest fear. 

 

I say that because, understandably, lots of primary care and general practice (GP) surgeries have moved to 

online or phone modes of delivery.  I do not know how many of you will remember this, but we used to have 

something called NHS Direct a few years ago.  I was commissioned to do the national evaluation of that and 

what we showed was that older people, lower socioeconomic communities and BAME communities were less 

likely to be able to access and navigate phone-based and online services. 

 

This is now my real fear with what we have seen during COVID-19 that whilst primary care has remained open - 

and I know GPs have done their best - there are some unintentional consequences to this unless you support 

communities to still have, where it is possible, some kind of option of safe, face-to-face peer support for 

navigating online or phone technology.  It is not just about turning on the technology.  It is about having the 

ability to articulate one’s symptoms using either a phone or online technology.  That comes with time. 

 

I am sure I cannot be the only one. I have had to adjust.  Although at the University we have used Zoom, 

Microsoft Teams, etc, for years, it has still taken a period of adjustment for me to do this pretty much every 

day all day for the last six months.  Imagine that for someone who does not have the resource or the education 

that I have had. 
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I would urge local authorities across the country to really think about how they can work with health and social 

care providers and also with schools to make sure that nobody is left behind when we talk about digital 

inclusion.  I am very worried about lower socioeconomic communities, older people and BAME communities.  

There are lots of people who are potentially going to miss out while we talk about a digital future. 

 

Susan Hall AM:  Let me tell you, Professor: there are very many of us who are missing out and that is the 

ones of us that can access the digital world.  It is hit-and-miss where you live as to whether you are seen or 

you are not seen.  That is not just a BAME issue by a long way.  I sincerely hope GPs are able to go back into 

dealing with people in a proper way.  I would not get me started on that one. 

 

As an academic in this field, would you know who to make representations to, the people who will make the 

decisions going forward, to assist with what you have been saying, really? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  The learning from COVID-19 so far has been that we need 

to make those representations at every level. 

 

Definitely at a national level, NHS England, the Prime Minister [The Rt Hon Boris Johnson MP] and 

[The Rt Hon] Matt Hancock [MP, Secretary of State for Health and Social Care] all need to be hearing the fact 

that we need access to healthcare for all communities of every ethnic and social group and that needs to be 

real and meaningful.  That is why we did see a few weeks ago a plea from the Government that people still 

should attend hospital for their routine appointments because there is a recognition that people are missing 

out.  Also, at local level, we need to be approaching our local CCGs and local authorities, but I would say that 

this has to be done at every level. 

 

The most important thing is that this does require resource.  This fallacy that we can do this within the same 

resource envelope is impossible.  It is impossible for any health and social care provider or education provider 

to offer a multiple range of outlets for the same amount of money they have currently got.  They just could 

not do that.  That is where I would like to see the Government take a far more co-ordinated approach in the 

same way that it is trying to build up the economy with things like the ‘just eat’ [Eat Out to Help Out] scheme.  

We now need to think about how we are going to ensure that we really do improve access to health and social 

care services.  What then are the resource requirements for service providers to make sure they can offer this 

multiple range of access opportunities? 

 

Susan Hall AM:  If I throw it back at you, how do we as the public make sure that more of our GPs are 

actually in surgeries and seeing people so that they can access our specialist help? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  I would contact your local CCG.  I would definitely contact 

NHS England -- 

 

Susan Hall AM:  I meant for everybody.  There is a lot of resource that goes into GPs, for example.  How is 

the profession going to make sure it starts going back and doing what it needs to do without just saying, “We 

need more money”, all the time. 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  It is not just about more money.  It is about how we have 

to develop a new service model.  In order for a GP practice to offer a range of options - safe face-to-face, 
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online and phone consultation - they then need to reconfigure their workforces and ensure they have the 

information technology (IT) infrastructure to do that.  If that means more money, you make a case for that. 

 

However, all of these things need to be done quite quickly because, again, to me, as I said, the learning has 

been that in the UK we have been fortunate in the fact that we have not had a severe pandemic like this in our 

modern era but that does not mean that we should not have learned from the countries that have.  We knew 

from those countries, especially in East Asia if you look at SARS and MERS, these things happen and we know 

how those countries responded.  They did mobilise a different way of delivering not just their health and social 

care but also education and businesses and keeping the economy going.  We need to learn from those 

countries and the Government should be ready to respond so that GPs and the Government can work together 

to make sure that we as patients and the public are well looked after. 

 

Susan Hall AM:  Yes.  The health authorities need to step up to it as well.  Everybody always says, “The 

Government, the Government, the Government”, but to a certain degree the experts need to be there stepping 

up to it as well.  I agree with that.   

 

Dr Onkar Sahota AM (Chair):  As the only GP on the panel, I will not join the debate on general practice on 

this occasion, but I will invite Assembly Member Unmesh Desai to ask his supplementary and also to go on with 

his two questions. 

 

Unmesh Desai AM:  Can I ask you this, Professor Randhawa?  I should have asked you this earlier, but in the 

context of the questions raised by Assembly Member Hall it is only right that I ask you at this stage.  It is 

relevant at this stage.  It is a question that I put to Dr Banerjee earlier and Dr Banerjee works at the ground 

level in Tower Hamlets, but I want your perspective, from an academic perspective and also the overview that 

you have of public health work around London and indeed around the country. 

 

This does concern me, and I am sorry, but I am going to keep on making this point time and time again in 

various forums in east London and also London-wide and nationally.  Different areas of London have similar 

demographics, like the same sorts of problems with deprivation, overcrowding and lack of resources, and yet 

the impact of COVID-19 has varied widely.  For instance, in east London, which I represent, Newham has had 

more deaths and cases reported than Tower Hamlets and Barking and Dagenham combined.  What is your 

explanation for this? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Specifically I could only answer it if we analysed the 

records of those people who sadly died and then retrospectively went through their exposure because it is a 

complex relationship between how people are being exposed to the disease, how they are protected and then 

when they access healthcare. 

 

The key issue though is about how we support communities and I mean that for everybody.  Again, if you were 

to look at the World Health Organization guidance on pandemic management, it is not just about test, trace, 

isolate.  It is also about test, trace, isolate and support.  If you are asking someone to isolate, you should then 

put in place some support measures to ensure that they are not financially or emotionally penalised for that.  

Again, the countries that have experienced these pandemics previously have known this and therefore have 

put that infrastructure in place.  In a sense, that is where the UK has been a bit slower to respond. 

 

If you have, for example, a borough where you may have a high proportion of zero-hour contract workers, you 

then have to make sure with the support of Government that you can support those communities to not be 
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financially disadvantaged.  If you do not have that in place, they find this whole advice about isolation quite 

frankly a luxury.  It is not a reality for them. 

 

We really have to start planning for this in the future and really learning.  We can contact those countries now 

and start to put this infrastructure in place.  For me, that has been a lesson right from day one of the 

COVID-19 management issue.  We have not really, if you like, shown the humility that I would have expected.  

We could have learned from those countries very early on and brought in those experts.  They would have 

probably taken us to where we are now in August [2020] and had local infrastructure in place so that local 

directors of public health like Dr Banerjee could co-ordinate their test, trace, isolate, support infrastructure and 

could co-ordinate their tailored messaging.  We would have been doing that in February and ready for the 

March [2020] outbreak.  Instead, we are where we are. 

 

Unmesh Desai AM:  I am really glad you made that point because places like Kerala in India started in 

January [2020] and they were astonishing, given their relative lack of infrastructure compared to us in the 

west.  I could go on and on about New Zealand and other places. 

 

Can I just ask you about this point?  Dr Banerjee talked about trading standards officers and enforcement 

officers and an emphasis given to enforcement by various councils.  Do you think it would help for the Mayor 

of London to try to encourage more consistency in terms of messaging and enforcement across London?  Is 

there a role for the Mayor to advocate good practices? 

 

I know that Tower Hamlets does some very good work on enforcement and I have already mentioned Barking 

and Dagenham.  What worries me is the lack of consistent enforcement and robust enforcement across 

London.  At the end of the day, boundaries are just municipal boundaries and people travel across boundaries.  

We need to have that consistency London-wide and indeed nationally in a variety of fields: enforcement of the 

minimum wage, private-sector licensing, cleanliness, fly-tipping. 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Enforcement is just one of a range of measures.  Again, 

thinking about pandemic management implementation, firstly it is about information giving and culturally 

competent, tailored information giving.  It is then about putting in place support measures.  Then it is only at 

the end of that, if you have given tailored messaging and have offered tailored support and if there are still 

people who then are not adhering, you put in enforcement.  It needs all three.  You cannot do one in isolation 

to the others. 

 

Unmesh Desai AM:  I agree and that reflects the political orientation of local authorities, something that I will 

not invite you to comment upon. 

 

Moving on, if I may, to you, Dr Banerjee, we already talked about cultural competency issues.  Before I come to 

Tower Hamlets very specifically - and I know you already mentioned your borough in the context of cultural 

competency - when talking about messaging, Professor Randhawa mentioned the Sikh Channel.  That is 

actually a very good point you made.  I am astonished that we do not look at the variety of communication 

channels that we have within BAME communities when we are needing to get a message out to wider 

communities.  The stark national message ‘stay alert’ can mean many things to many people and I know the 

Government has been criticised for the use of that particular message.  I know Tower Hamlets has a proactive 

communications policy specifically with the Bangladeshi television channel, but how can we encourage this 

good practice to be shared? 
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What concerns me is the muddled messaging.  I am a member of the GMB trade union and I was speaking to 

the secretary yesterday about job losses in the aviation industry, which could affect huge communities all over 

London and the south here.  One of his concerns was the muddled messaging still coming out from the 

Government and the use of more grassroots-based agencies to get across.  He meant muddled messaging in a 

different context but, in terms of health issues, what do you have to tell us? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  One thing that 

has been quite positive around the test and trace is that the communications have been aligned across London.  

There has been a ‘safe London’, ‘safe Tower Hamlets’, ‘safe borough’ message and the communications teams 

across London have become aligned in ensuring that the messages are clear and that different boroughs are 

making the same message.  That is fine, but at the same time you need to localise those messages consistently. 

 

That is where there are all sorts of different approaches that are possible.  In Tower Hamlets we use Channel S 

to transmit the messages in Sylheti.  Also, we work with the Somali community and other communities.  The 

experience that I have had is that the sorts of mechanisms that really work are very simple.  Probably one of 

the best videos that I have seen over the course, at least in Tower Hamlets, was one in which a GP asked his 

patients to set out the key messages. 

 

What we want to do - and this is what we have been doing - is give people in communities the right sort of 

messages and get them to transmit.  That has worked with, for instance, children but it works with different 

communities.  That is the sort of direction that we are going in. 

 

There is something about the national level, the London level and the local level and the alignment of the 

simple messages, but because things change so quickly, particularly if you look at what happened with 

shielding and how quickly the message changed, we were not all given the message in advance.  We have to be 

very agile in terms of how we communicate some really important messages. 

 

As you say, it is alignment across London, but we are on this every single day.  Every single day, we are going, 

“What is the new message?  What can people do?  What can people not do?  What is a social bubble?  How 

many people can meet outside or if they are going to a restaurant?”  All of those issues need ongoing 

communication in a range of languages to a range of communities with people within the communities 

disseminating those messages.  It is an everyday thing, but the alignment is really critical. 

 

Andrew Boff AM (Deputy Chair):  The panel has been very good and has answered a lot of what I was 

going to say.  I just wanted to know from both our guests how helpful PHE’s second review is and what 

confidence you have in the report’s recommendations being taken forward by the Government. 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  I am happy to 

start on that.  As I said before, the recommendations are very sensible and very straightforward and they are 

things that are self-evident, but the power of it is that it comes from a very extensive consultation across the 

country. 

 

I am quite simplistic around this.  If you look at this across London, a very valid question for every key public 

sector organisation is about what it is doing in response to these recommendations and to have some kind of 

accountability around that.  It would be perfectly reasonable for us as a Council to be asked, “There was this 

very powerful report in June [2020].  What are you doing around these recommendations?” 

 

Andrew Boff AM (Deputy Chair):  Can I ask whether or not you know who is responsible for driving this 

recommendation forward in London?  You can probably name who it is in your own borough. 
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Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  If you think 

about what is at the London level, you have NHS London and you have PHE London.  This report has come 

from PHE and so it needs to be an exemplar in taking that forward in its organisation. 

 

There are some really key messages at an NHS London level to which it may need to at least feel itself to be 

accountable across the system.  From an NHS London perspective, it needs to be speaking to the mental 

health trust, the acute trusts and GPs and asking them what they are doing in response to the 

recommendations. 

 

There is a very real pressing issue that would focus minds, which is that, if there is a second wave, how would 

you respond to disparities around BAME groups?  Use the framework of the recommendations as a way of 

shaping that question.  In the second wave, we need live data.  We need to be engaging with our communities.  

We need culturally competent messages going out.  There is a real question and the Disparities report is a real 

asset for us.  How the accountability works out is the key question. 

 

Andrew Boff AM (Deputy Chair):  Yes, because accountability, as you so rightly said, is very important.  

Unless we know who we hold to account for driving those recommendations forward, it is a bit of a problem.  

Professor Randhawa, do you know who is responsible? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  It is on the public record what I have said previously on this 

report.  On the one hand, I welcome the report because it is a great resource where everything is marshalled 

together in terms of the evidence and the recommendations. 

 

On the other hand, being open and transparent about it, there are seven recommendations, two of which are 

COVID-19 specific. The other five recommendations relate to health inequalities and ethnicity and social class 

and age and gender.  Those five recommendations are not new.  There are a number of Government reports 

that have published those same recommendations time and time again and we have seen very little change. 

 

We have also now seen the announcement of a Race and Health Observatory, which, again, is welcome on one 

hand, but unless they are going to be given the resource and then are going to be able to hold the system 

accountable for delivering the recommendations, all of this is going to be simply window-dressing. 

 

For me, the clear omission from that report - and this is part of your question - is that the report is completely 

silent on accountability at Government or local level.  It is silent on it.  The fact that we are all having to 

scrabble around on it is a serious problem. 

 

Andrew Boff AM (Deputy Chair):  Should the Mayor step in?  What is the Mayor’s role in this? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  Again, I would agree.  At a local level, we need to step up 

across the country and start to show some local leadership and say, “We are going to hold ourselves 

accountable for delivering these recommendations”.  If we wait for the Government -- 

 

Andrew Boff AM (Deputy Chair):  I am sure you will agree with me, Professor Randhawa, that holding 

yourself accountable is never a good idea.  You really have to hold somebody else accountable. 
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Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  I am sure the Assembly will do a good job of holding the 

Mayor accountable. 

 

Andrew Boff AM (Deputy Chair):  We do already.  Thank you very much.  You have alluded to the 

community participatory research on COVID-19 outcomes on BAME communities.  Has that really been taken 

seriously and how can the Mayor make sure that this research is done and is pushed forward in the future? 

 

Only last week I had a meeting with the Board of Deputies of British Jews, who were concerned about the 

messaging going forward to the Orthodox Jewish community, some of whom are not as technologically 

connected as the rest of us.  There are some concerns there.  What do you think the Mayor’s role should be in 

making sure this is done effectively? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  What those submissions of evidence showed is that there 

are tremendous community assets in London and across the UK.  The onus now is on how we harness working 

with those communities to ensure that everybody is aware of COVID-19 risks, COVID-19 protection measures, 

access to health and social care, etc. 

 

Also, at the same time there does need to be some sort of London-wide strategy.  One of the things that I 

always say about conditions like COVID-19 is that because COVID-19 is invisible and we cannot see it, 

although we have the tragedy of over 60,000-odd deaths now, we have not really seen the seriousness of it.  If 

you think about how we advertise or get the messaging across about the dangers of smoking, it is quite explicit 

about what damage it does to your lungs.  We have to learn from that. 

 

For example, something simple we could do across London is we could have daily COVID-19 forecasts, a bit 

like we have our weather forecasts for London and different boroughs of London about how it is going to be 

potentially hot or cold there.  You could start to have London borough forecasts of what the COVID-19 R rate 

is looking like and people could start to make these far more informed decisions.  Once we can get these 

forecasts out into these communities as well - you have used, for example, the Board of Deputies as an 

example but there are many communities - and if we can all then start using the same information consistently, 

London will be in a much better place. 

 

Andrew Boff AM (Deputy Chair):  Thanks.  The Mayor should be driving that? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  The Mayor and yourselves. 

 

Andrew Boff AM (Deputy Chair):  Good.  Thank you.   

 

Dr Onkar Sahota AM (Chair):  Professor Randhawa, let me have you for a few moments.  Earlier on you 

were speaking about some of the changes taking place in primary care, but the other thing that is happening is 

under the cloak of COVID-19 there has been a reconfiguration of hospital services.  This is happening right 

across London and my inbox is often full of what the Assembly should be doing about this.  In my own back 

yard, at Ealing Hospital, for example, they have shifted services around and have run it down into basically an 

outpatient clinic.  This reconfiguration is taking place right across the country, particularly in London and 

particularly in areas that have BAME communities and have huge inequalities.  There has been a lack of 

consultation. 
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What do you think the London Assembly should be doing about these things happening right across London?  

What can the Mayor be doing about this? 

 

Professor Gurch Randhawa (Professor of Diversity in Public Health & Director of the Institute for 

Health Research, University of Bedfordshire):  All reconfigurations across the public sector - it could be 

health, social care, education, etc - should definitely be co-designed with the public that we serve.  We have a 

publicly funded system and so, by definition, the public should be engaged.  That is what I have been very 

concerned about.  Over the last six months during COVID-19, if you like, the public’s voice and efforts to hear 

the public’s voice could definitely be better.  We use the language of ‘co-design’, ‘co-commissioning’ and 

‘shared decision-making’.  My worry is that now these are becoming rhetoric rather than reality.  I would hope 

that the Assembly and the Mayor could show some real leadership on this and give our public a real voice on 

these issues. 

 

Dr Onkar Sahota AM (Chair):  Good.  Thank you.  Did you want to say anything else, Dr Banerjee?  Do you 

want to make any concluding remarks? 

 

Dr Somen Banerjee (Director of Public Health, London Borough of Tower Hamlets):  It was to just 

build on what Professor Randhawa says.  Because digital has come so much to the fore over the past few 

months, the real risk - and I encountered this recently when there was a discussion about improving access to 

psychological therapy (IAPT) services - is the pressure on individuals to feel that the digital option is the 

default option.  Actually, it needs to be framed in terms of choice so that it is another choice for people, rather 

than people feeling bulldozed into a way of interacting with the health service that they are not comfortable 

with. 

 

Dr Onkar Sahota AM (Chair):  Thank you.  You have given us a very good lead-in to the next part of our 

investigation, which is looking at the impact of COVID-19 on mental health in London.  Thank you very much 

for that.  Thank you both for your contributions, Professor Randhawa and Dr Banerjee.   
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