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Abstract
Background: In high income countries, racialized/ethnic minorities are disproportionally affected by COVID-19.
Despite the established importance of community involvement in epidemic preparedness, we lack in-depth understanding of these communities’ experiences with and responses to COVID-19. We explored information and prevention needs, coping mechanisms with COVID-19 control measures and their impact on lived experiences among
selected racialized/ethnic minority communities.
Methods: This qualitative rapid assessment conducted in Antwerp/Belgium used an interpretative and participatory approach. We included migrant communities with geographic origins ranging from Sub-Saharan Africa, NorthAfrica to the Middle East, Orthodox Jewish communities and professional community workers. Data were collected
between May 2020–May 2021 through key informant-, in-depth interviews and group discussions (N = 71). Transcripts were analyzed inductively, adopting a reflexive thematic approach. A community advisory board provided
feedback throughout the research process.
Results: Participants indicated the need for tailored information in terms of language and timing. At the start of the
epidemic, they perceived official public health messages as insufficient to reach all community members. Information
sources included non-mainstream (social) media and media from home countries, hampering a nuanced understanding of virus transmission mechanisms and local and national protection measures. Participants felt the measures’ most
negative impact on their livelihoods (e.g. loss of income, disruption of social and immigration support). Economic
insecurity triggered chronic stress and fears at individual and family level. High degrees of distrust in authorities and
anticipated stigma were grounded in previously experienced racial and ethnic discrimination. Community-based
initiatives mitigated this impact, ranging from disseminating translated and tailored information, providing individual
support, and successfully reaching community members with complex needs (e.g. the elderly, digitally illiterate people, those with small social networks or irregular legal status).
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Conclusion: Study participants’ narratives showed how coping with and responding to COVID-19 was strongly
intertwined with socio-economic and ethnic/racial characteristics. This justifies conceptualizing COVID-19 a social disease. At the same time, communities demonstrated resilience in responding to these structural vulnerabilities. From
a health equity perspective, we provide concrete policy recommendations grounded in insights into communities’
structural vulnerabilities and resilience.
Keywords: COVID-19, Community response, Immigrants, Racialized/ethnic minorities, Impact of control measures

Background
Increasing evidence in high income countries demonstrates that racialized/ethnic minority1 communities have
been more severely impacted by COVID-19 than the
general population [1–3]. They were over-represented
in COVID-19 related hospitalizations in New York City
[4], and in England among severe cases of COVID-19 [5].
Black people living in England and Wales were about four
times more likely to die from COVID-19 compared with
their white counterparts [6]. Explanations for this higher
incidence and severity pertain to an interplay of factors at
different levels [7, 8]. Lifestyle factors, genetic predisposition, or pathophysiological differences in infection susceptibility may interact with racial, socio-economic and
other pre-existing health inequalities [9]. As with other
infectious diseases such as HIV, malaria and tuberculosis
[10], these conditions tend to cluster within socio-economically disadvantaged social groups, increasing their
vulnerability for ill-health. Approaching COVID-19 as a
social rather than simply an infectious disease is crucial
to fully understand the multifaceted impact on individuals and communities [11].
COVID-19 and related non-pharmaceutical control
measures have led to indirect consequences, both at population and individual level. For instance, stay-at-home
measures and closure of businesses had adverse effects
at economic, social and family levels further aggravating pre-existing health disparities [12, 13]. Furthermore,
COVID-19 control measures are often not adapted to the
working and living circumstances faced by many racialized/ethnic minority groups in high income countries.
About 30% of immigrants in Europe live in poverty [14],
hold low paid jobs or are engaged in informal economies
facing a higher risk of losing their income [15]. In turn,
living in crowded housing conditions may result in difficulties to comply with protection measures such as

1

By racialized we refer to processes of racialization and categorization by
which people are assigned a so-called “race”, emerging from the creation of
hierarchies in social structures and systems. It is now widely accepted that
“race” is a social construct. However, people have been racialized and then
have subsequently shared common experiences of racism. By ethnicity, we
refer to self-chosen identities encompassing characteristics such as language,
nationality, culture and religion, allowing people to take on several identities.

physical distancing [16] increasing COVID-19 exposure
risk at individual [17] and community levels [9, 18]. In
addition, irregular migration status often restricts access
to health care services and testing facilities in many European countries [19]. COVID-19 and its control measures
may thus amplify existing barriers to healthcare, contributing to increasing health inequities [20].
Belgium is a small country with about 11 million people
living in densely populated (semi-)urban areas. Antwerp,
a superdiverse city in Flanders has about 530,000 inhabitants of whom 50.4% were of foreign origin and 21.4%
held foreign nationalities in 2020 [21]. About 92,000 persons are from Turkish and Maghreb descent, and 17,000
of sub-Saharan African (SSA) descent [22]. Among the
estimated 25,000 Antwerp Jewish people, many do have
the Belgian nationality. Some groupings – mainly the
Orthodox Jewish communities – belong to larger networks of supranational communities or ‘courts’ [23, 24].
Antwerp neighborhoods with high concentrations of
racialized/ethnic minorities are densely populated, ranging from 12,000–16,000 persons/km2 compared to about
6300 persons/km2 in the city center [25]. During the first
wave of COVID-19, local media reported on “corona
hotspots” when referring to high infection rates found in
socio-economically deprived neighborhoods with high
proportions of racialized/ethnic minorities [26, 27]. With
more than 8800 additional deaths during the first wave,
Belgium had a high COVID-19 related excess mortality.
Elderly male immigrants had higher mortality rates in
2020 than natives compared to the previous year, with
striking excess mortality rates for SSA women and men
at middle age (40 and 70% increase respectively), typically related to their socio-economic and demographic
position [28].
While a body of research demonstrates how social
health determinants including migration can contribute
to health inequities [29], the resources available to racialized/ethnic minority communities to cope with and react
to an emerging health crisis have been less documented.
Social networks, intergenerational cohesion and health
supporting traditions are important health-promoting
assets to respond to such crises [30]. Community involvement has shown to be a critical component in responding
effectively to disease outbreaks [31], for instance during
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the Ebola epidemic in West-Africa [32]. Working with
volunteers to provide community services has the potential to fill acute gaps and prevent public agencies from
being overwhelmed during crisis events, such as COVID19 [33]. Interdisciplinary, multilingual interventions
led by community advocates reduced mistrust towards
government-sanctioned medical programs in communities experiencing medical racism and health inequalities
[34]. Ethnic/racialized minorities are not merely passive
actors experiencing structural vulnerabilities, but they
also respond actively to conditions and processes of vulnerabilization [35]. We lack in-depth insights into such
dynamics, i.e. into how racialized/ethnic minorities in
Antwerp have experienced COVID-19 and the related
measures. This study’s objective was to explore COVID19 related information and prevention needs including
risk perceptions, the perceived impact of COVID-19, and
community-based responses to COVID-19 among racialized/ethnic minority groups in Antwerp. In the present
analysis, we focus on emerging transversal similarities
across these communities while acknowledging their
socio-economic, social and cultural heterogeneity.

Methods
Study background and design

This qualitative rapid assessment used an interpretative
ethnographic participatory approach. We established a
community advisory board (CAB) to enhance community participation throughout the entire research process,
from providing advice on study objectives, through support with data collection, to joint interpretation of the
findings.
Study participants and sampling

Participants in this study were mainly from SSA, NorthAfrican and Middle-Eastern as well as from Orthodox
Jewish communities (see Table 1). In recruiting participants, we started by including established community
networks with community-based organizations (CBO)
of SSA descent through an existing sexual health promotion program (i.e. the HIV-SAM project; see: www.
hivsam.be). We focused on Orthodox Jewish, Moroccan,
and Turkish communities due initial derogatory media
reports framing them as being particularly involved in the
spread of COVID-19. As participatory networks had yet
to be set up with these communities, we addressed community representatives perceived to hold key positions
in community networks. Using convenience and snowball sampling, we invited additional participants identified through these established structures. Key informants
(KIs) included community leaders, health professionals, social workers with knowledge of these communities (often also native Belgians), and representatives of
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CBOs and faith-based organizations. For the interviews,
we identified community members through collaborating CBOs. To assess potential changes as the pandemic
evolved over time, we conducted additional key informant interviews approximately 1 year after the first lockdown (see data collection timelines below). Volunteers
participating in a community-based information and
awareness-raising initiative implemented by the City
of Antwerp in socio-economically disadvantaged areas
served as key informants in this second data collection round. They were thus were not identical with KIs
interviewed during the first round of data collection.The
selected groups were heterogeneous in terms of their
ethnic descents and nationalities, socio-cultural, religious characteristics and immigration patterns. Thus,
we adapted the research focus to the groups’ specific
needs relevant to the overall objectives. Elsewhere, we
have provided more details on the methodology, and the
results on the Orthodox Jewish communities [36].
Data collection

The first round of data collection took place between
May–June 2020 (i.e. during the first lockdown) and the
subsequent phase where some, but not all control measures were released (i.e. July–September 2020) during a
resurgence of COVID-19 cases in certain neighborhoods
followed by a local curfew in Antwerp in August 2020.
The second round of data collection took place in May
2021, covering retrospectively the period November 2020
to May 2021, when Belgium had returned into lockdown
again (i.e. 10/2020–04/2021) [37]. Trained qualitative
social science researchers collected the data using the following data collection techniques, adapting them iteratively to respond to emerging topics:
KIs and informal discussions served to assess communities’ COVID-19 information and prevention needs,
prevention responses and the impact of COVID-19 at
community level. KIs were conducted with community
leaders and professionals thought to have good insight
and overview on how the epidemic evolved within their
communities. They were interviewed on behalf of their
communities. Informal conversations were shorter and
less structured than KIs.
Online group discussion were conducted with community leaders and representatives to assess information and
prevention needs, opinions and perceptions related to
COVID-19 measures and the epidemic response, as well
as recommendations for community-based responses.
In-depth interviews (IDIs) covered the lived experiences, individual coping strategies, as well as barriers
and facilitators to prevention of individual community
members.
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Table 1 Overview of study participants by data source, community, position and gender
Participants
(N = 71)
n (%)
Data collection methods
  Key informant interview (incl. 7 informal conversations)

49 (69)

  In-depth interview

12 (17)

  Group discussion (2 GD)

10 (14)

Community belonging a
  Democratic Republic of the Congo

12 (17)

  Belgium

12 (17)

  Morocco

10 (14)

  Orthodox Jewish

8 (11)

  Secular/traditionally Jewish

5 (7)

  Turkey

5 (7)

  Nigeria

3 (4)

  Burundi

2 (3)

  Syria

2 (3)

  Ghana

2 (3)

  Cameroon

2 (3)

  Uganda

2 (3)

  South Africa

1 (1.5)

  India

1 (1.5)

  Guinea

1 (1.5)

  Eritrea

1 (1.5)

  Somalia

1 (1.5)

  Sephardi

1 (1.5)

Participant position
  Community participants
Community member (not affiliated to particular organizations)

22 (31)

Member of community organization

17 (24)

Community workers
Social worker

12 (17)

Community health worker

5 (7)

Religious leader

4 (6)

Community leader

4 (6)

Civil servant

2 (3)

Immigration service worker

2 (3)

Health care worker

2 (3)

Other: Scientific expert

1 (1.5)

Gender

a

Man

45 (63)

Woman

26 (37)

Based on participants’ primary self-identification, may also include Belgian nationality

Loosely structured open-ended topic guides were created for IDIs, KIs and group discussions. These topic
guides enabled a natural flow of conversation and were
adapted to the communities and data collection method.
We ensured that the guides covered transversal core
issues to enable comparison across participants and data

sources. Core issues pertained to context-specific information on the respective communities; information on
COVID-19, risk- and diseases perception; perception
of prevention policies and control strategies, including
their impact on communities. Data were collected mostly
using online technologies, and in participants’ preferred
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language (English, Dutch, French, French-Lingala,
French-Swahili). During the follow-up phase, all interviews but one were face-to-face.
Data analytic approach

We analyzed the data inductively using NVivo 12.0 based
on the verbatim transcribed interviews and for some, on
extensive summaries. We adopted a reflexive thematic
approach from a constructivist orientation [38]: After
familiarization with the data, we performed the first coding in a semantic way, i.e. assigning codes to capture the
explicit content by labeling important features. Next, we
combined multiple codes to initial themes corresponding to the identified patterns of shared meaning. Several
members of the research team then reviewed and refined
the themes. With input and interpretation obtained from
the CAB, we established final themes, each with their
corresponding narratives.

Results
Table 1 displays the characteristics of 71 study
participants.
Information sources, needs and barriers to accurate
information

Participants’ narratives showed that most community
members had good basic knowledge about COVID19 and related prevention measures. Main information
sources consisted of foreign television channels, information through family and friends, social media, and established community organizations. Some groups obtained
information through media from their countries of origin rather than through official Belgian channels. This did
not always reflect the local epidemic situation accurately,
as illustrated by the following quote:
"The crisis has shown that … a large group in the
immigrant community also follows the news in the
country of origin. ...mouth masks for instance, we
have noticed that immigrants started using them
much faster than others. As it was required there
[Morocco]." (KI, man, Moroccan community, civil
servant)
Mainstream public health messages broadcasted in the
national languages Dutch and French did not easily reach
everyone. Participants mentioned both language and digital illiteracy as significant barriers:
" … there is a great deal of people of foreign origin
living in Belgium and in the beginning very little
attention was paid to them. People assumed ’okay,
everyone watches the news and they’ll follow it all’,
but nothing could be further from the truth." (KI,
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man, Turkish community, member of community
organization)
The interviews and discussions showed that certain communities had difficulties in accessing nuanced information, such as newcomers with language problems, elderly
first generation immigrants, and isolated or otherwise
socially disadvantaged people. While these sub-groups
reportedly were aware of the pandemic, they often could
not keep up with the rapidly evolving scientific insights
and acquire a nuanced understanding of transmission
mechanisms and how this related to effective protection:
"People understand ’I have to stay indoors’, ‘I have
to put on a mask’, but thinking about how this virus
spreads and what makes me have to adapt my
behavior to the current situation, is too difficult … .
They can grasp direct guidelines, but the underlying
idea of why those rules are there and how you can
adjust your behavior to that, is difficult … some specific things are not getting through, like the coronavirus is in the air, not all these details were translated
into other languages." (GD participant, woman, Belgian, social worker)
In the beginning of the lockdown, translation of information through community initiatives took time. In addition, to respond to the needs of illiterate people of diverse
foreign descent, prevention content had to be recorded
and disseminated in audio format.
"The government has written messages in all languages: Arabic, Hebrew, Syrian, … that’s good.( … )
but not everyone can read their language, there are
Turkish people who are orally Turkish, but they can’t
read it. So, we have been working with audios … ."
(KI, woman, Moroccan community, member of community organization)
Family and friends were also mentioned as important
information sources, often updating the constantly
changing information.
"But, gosh. I would be surprised if people are not
aware … Within families, there are children, young
people, who often watch Flemish television and there
are parents who watch Arabic or Turkish channels.
But there is communication between the two, so I
think that information usually reaches the parents.
(KI, man, Moroccan community, civil servant)
Participants agreed that people belonging to established
communities or religious networks were reached quicker
than those with small social networks, who lived in social
isolation, who had no access to digital information or
who were illiterate.
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"Most people are illiterate, so they ask other people
... and their church helps a lot in transferring information orally through announcements after services.
The pastor did a lot at the beginning of the outbreak.
He made a video and everyone got it … even translated in local languages the messages from government. ...People trust the church, because the way it
is communicated."(IDI, woman, Ghanaian church
community)

denly and we didn’t accept it, so some people are
still in denial. They didn’t believe that it can happen to us, that was very interesting to see. People
were still talking in big groups...because they thought
‘no it will not hit us, I will not get corona’. They were
saying things like it can only happen to old people
or maybe people who do not have good health and
background.“ (KI, man, community health worker,
Indian descent)

The follow-up key informant interviews showed that
during the third lock-down, questions about constantly
changing regulations persisted, while concerns shifted
to COVID-19 vaccination. Key informants reported that
mistrust in the health care system and particularly in the
vaccine was fueled by community members’ negative
experiences with health care provision. A community
health worker targeting Moroccan youth explained how
social exclusion and lack of trust in societal institutions
posed a continuous challenge to keeping young people
well informed:

At the start of the first lockdown, some people of SSA
origin perceived their risk as even lower compared with
the white majority population due to a combination of
reasons, as exemplified here:

“I tried to translate the measures to young people’s
lingo, so that they knew what was allowed and what
wasn’t...there is a lot of fake news online, and young
people fall for it. They really believe that the vaccine
renders girls infertile. Trust in the government and
their policies is so damaged among these young people, not only because of corona, but of how they feel
perceived by the society in general, especially those
with migration background, they don’t feel that the
government has their best interests at heart.” (KI,
woman, community health worker, Moroccan community)
Previous negative experiences and mistrust were also
coupled with COVID-19 prevention fatigue:
“People do not search for new information anymore,
... they don’t want even to look at it. People with low
health literacy need to get information in a tailored,
simple and slow way and they need to get opportunities to ask questions to a trusted source. But you
will see, if someone poses questions to the staff at the
reception, then the others will join in...” (KI woman,
social worker, Belgian descent)
Risk perceptions

Most study participants perceived their communities to
have about the same low risk of acquiring COVID-19 as
the general population. At the beginning of the epidemic,
people were said to have reacted with ignorance and
denial, as shown by the following key-informant quote:
“... in the beginning this pandemic hit us so sud-

“ … yeah, but … it’s only happening to the European
or Caucasian people’. … but also because the numbers weren’t very high in Africa … and because they
are new in the country, they still get a lot of information from Africa … (IDI, woman, teacher at the integration classes, Somalian community)
Feeling personally affected emerged as an important
motivational factor for adopting prevention behavior.
Being cut-off from mainstream information deferred
this process. For instance, religious practice prohibits the
use of mainstream media and social networks for some
Orthodox Jewish communities:
"In the beginning everyone thought ’corona that’s
something in China, that’s nothing for us’. Until
it gets close... And if you have social media, and
you follow mainstream media, it gets close faster.
Because you see what’s happening. If you don’t have
that, then you don’t feel it until it really gets to yourself. Some Orthodox Jews didn’t realize how close it
already was until people they knew were infected."
(IDI, man, Member of an Orthodox Jewish community)
Perceived negative impact of COVID‑19

Several transversal themes emerged showing how the
impact of COVID-19 was strongly intertwined with preexisting socio-economic disadvantages.
Living circumstances

While the measures’ strongest effects were felt on income
due to loss of job opportunities in informal economies,
living circumstances were often described as extremely
challenging for coping with the measures:
"Many people from our community, about 80%, are
disadvantaged people. Sitting with three, four children in an apartment without a garden … for them
it has actually been enough. Especially in big cities...
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This has a lot to do with their social situation: housing, income, problematic family situations, problems, debts,... people have other priorities: finding
food for their children, for example, everything else
takes a back seat." (KI, man, Moroccan community,
social worker)
Socio‑economic impact

Precarious working conditions were relatively common
among study participants. Those working in uncertain conditions were not eligible to apply for temporary unemployment. Subsequently, many people kept
on working whenever possible, even when experiencing
symptoms of COVID-19:
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der if social life will survive... the pandemic takes all
our time, we have lost our social habits. Also, there is
the economic crisis, the prices in supermarket have
increased, many are jobless because many companies have closed.” (IDI, man, Cameroonian community)
The narratives also showed how COVID-19 impacted
family dynamics and relationships. Dealing with future
uncertainties, financial struggles, and being confined to
small homes with large families was experienced as quite
demanding:

"... so some just kept working [...] but imagine they
are coughing and they would have to stay at home
for two weeks, that is a disaster for us. Therefore they
often try not to cough. … Those people can’t do without work and always try not to cough like that. " (KI,
man, Moroccan community, civil servant)

“ … the lockdown itself is very bad for people’s physical and mental well-being (...) There are also a lot of
separations. I’ve had to do three appointments this
week for a divorce, ..., it’s been difficult for everyone.
And you know, in our culture a man is always outside and all of a sudden he has to stay inside. Psychologically it was heavy, very heavy. (KI, woman,
Moroccan community, member of community
organisation)

Many mentioned the bureaucratic complexities as a barrier to receive support, or needed help with the required
administrative burden such as online submissions:

In addition, living with larger families – even when
adhering to the social restrictions – could induce anticipated social stigma:

“It was also difficult for them to ask for temporary
unemployment … some of them did that too late ..
and we organized support groups to fill the form and
send it online … and others had their identity card
expired … they got many problems, so they could not
get their money at the right time.” (KI, male, Community leader, Erithrean community)

“I am a father of thirteen children. We are all lockedup, we cannot even go to the park because my car
only has seven seats. Even if we do go out, I see other
people looking at us, ‘does he take that many people?’, but they do not understand, they are all part of
my family!” (IDI, male, Orthodox Jewish community
member)

People experiencing financial problems were also struggling to obtain prevention means such as mouth-masks,
since only a limited number was disseminated for free by
the City:

For some, anticipated stigma and the strict execution of
the measures could lead to extreme social isolation. In
particular those with limited access to updated information were said to be anxious and to isolate themselves
more than needed, especially women and children:

"... mouth-masks and hand sanitizers, they cost a lot
of money. Mouth-mask sold at the market were a lot
cheaper, but of which quality are they? It can make a
lot of difference. They [the government] should make
sure that these people have all the prevention means
at their disposal" (IDI, man, community health
worker, Belgian descent)
Psychosocial impact

For many participants, the pandemic created uncertainty
towards the future, and the related measures triggered
fears and chronic stress particularly among those who
struggled to survive:
“People have fear. They are worried about the future:
will we still be able to live as we used to? They won-

“I heard from several people who didn’t come out
for six, eight weeks. Nobody in the family except the
husband for errands. Kids and moms mostly stayed
inside.” (GD participant, woman, social worker, Belgian)
However, other people felt targeted by the police and
treated unfairly:
"Police presence like this has never been seen before
and people really do fear the fines, that’s why they
follow the measures very strictly, they also literally
say: "I’m not going outside, I don’t want to risk a fine
because I can’t pay it"
(GD participant, woman, social worker, Belgian
descent)
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" ...measures were policed differently and that is not
quite right. I observed this, I went to the square X [in
a middle-class neighborhood], there are many outdoor pubs and benches, I see a slightly whiter target group. Then go to square Y, [neighborhood with
high proportion of foreign-born population) ]. You
see people coming outside as well, they are different.
A lot more young people and families with migrant
background, but there are a lot more fines issued
there than in the other neighborhood. That’s not the
only incident, those are stories from youth workers who have seen that for themselves." (KI, man,
Moroccan descent, social worker)
Disruption of social welfare services

During the first lockdown, social welfare services had
discontinued or were only accessible online. The disruption of immigration and integration services, such as
reception centers where people register for first asylum
applications, hit asylum-seekers hard. Many others, for
instance those with irregular migration status, were ineligible to obtain COVID-19 related support and they were
cut off from support sources as well:
“For migrants, especially those without papers,
corona is a catastrophe; a threat to survival.” (IDI ,
male, SSA communities)
The regulations’ perceived major impact on ethnic/racialized youth was restricted access to important support
structures with both professionals and peers, according to the KIs. To mitigate the measures’ adverse effects,
social workers at youth centers were thus asking for more
flexibility to be able to continuously offer safe spaces for
youth while respecting the safety measures:
“Those young people don’t live in poverty, but they
are vulnerable because of their cultural background,
their networks, at school. They are often confronted
with racism and discrimination. It’s already difficult for an adolescent to develop healthy, but these
are additional barriers..’ (KI , woman, community
health worker, Moroccan community)
For religious communities, the closing down of prayerhouses meant much more than not having the opportunity to pray, as shown by the following quote:
"It [closing the synagogue] feels like something is
missing, yes.... First of all because of the social
aspects. I meet friends there every day. We have
breakfast together, drink coffee before or after
prayers and study the Talmud. Of course it feels
like something is missing.... when you can’t do what
you’ve been doing three times a day for your whole
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life." (IDI, man, community member of an Orthodox
Jewish community)
Community response and participation

“So we did our best as much as we could and I think
there is strength in that. We did this ourselves,
we did not get it from above” (KI, man, Moroccan
descent, social worker).
Many bottom-up initiatives at grass-roots level
emerged right at the beginning of the COVID-19 epidemic to mitigate the measures’ negative consequences.
They ranged from countering the lack of information (e.g.
translation services, WhatsApp messaging), to practical
support (e.g. food aid, administrative support, referral
services) to psychosocial support (delivered by phone,
through informal support networks). Existing social networks and community ties such as churches and faithbased organizations were essential in reaching people,
yet, they used dissemination tools such as social media
platforms, which were new to them:
“The mosque played an important role in communication to the communities, they have a special channel: a list of all members with data. These members
can then be contacted and informed (...) in their own
languages. Like, ‘This is the advice of the government and it must be followed’. Mosques have played
a major role in the corona crisis, also through other
channels such as Whatsapp”. (KI, man, Moroccan
descent, social worker)
Respondents reported to have missed policymakers’
recognition for their engagement. They also felt that
authorities did not trust communities to apply measures
correctly, yet flexibly, at the community level to continue
offering much needed support services. They lacked consultation with policymakers before issuing or changing
control measures:
"We have no connections with the government, people are sitting at home, and it’s really painful. If we
had contact with the government ourselves, I’m sure
we would have found a solution." (IDI, man, member of an Orthodox Jewish community, religious
community worker)
Community volunteers felt the need for more inclusive
communication, as put by one volunteer:
“It could be so much better. Involve your population and certainly the youth in decision-making.
Sure, it’s complicated to involve everyone, but there
are already existing platforms and bodies that can
be used to this end. They [the government] shouldn’t
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come up three days before the official communication of new measures so that everyone’s planning
is messed up.” (KI, woman, Moroccan community,
social worker)

Discussion
This study provides an in-depth understanding of how
racialized/ethnic minorities experienced COVID-19
waves in 2020/21 in Antwerp. Narratives show an initial mismatch between public health information and
communities’ needs of timely and tailored information
on COVID-19 and related preventive measures. Official messages about the pandemic threat and the proposed control strategies were not conveyed in a way
that allowed sufficient understanding of their rationale.
The control measures likely exacerbated already existing socio-economic, ethnic-racial, and migration-related
stressors that these communities face. Distrust in authorities and anticipated stigma were grounded in previous
experiences of racial discrimination and actual observation of racial profiling at community-level.
We identified several cross-cutting vulnerability factors
(e.g. language and digital barriers, living circumstances,
reduced income, disrupted social services, etc.) that
directly and indirectly influenced COVID-19 risk and
related health burdens. Community responses, however,
mitigated these effects as our data show. Communitybased initiatives emerged early in the pandemic, based on
existing community networks, but government recognition or support was not always perceived as adequate.
Our findings are in line with research showing that
specific groups are particularly vulnerable to the wider
health effects of the COVID-19 measures [12], and they
highlight racialized/ethnic minority community members’ barriers to health care access [39]. Mainstream public health messages on COVID-19 were not adequately
tailored to some immigrants and racial/ethnic minority
communities, and did not consider vulnerability factors
including language unproficiency [40]. Evidence shows
indeed that urban districts with a population of lower
economic and poorer health status and of non-Western
descent had three-fold higher hospitalization rates during the first wave of COVID-19 compared to ethnicDutch individuals living in more affluent districts [41].
We found that many study participants over-relied on
information channels from home countries and their
informal social networks rather than on official national
or local information channels, which is in line with
research on linguistic barriers hindering their inclusion
in public health efforts [42]. However, our findings also
reveal the processes through which communities utilize
resources to navigate the complexity of the information,
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such as translation and meaning-making within families
through their children, trusted people and faith-based
and community organizations.
Communities felt the measures’ strongest indirect
effects on their income due to lost job opportunities,
bureaucratic complexities forming a barrier to obtain
COVID-19 related support or the impossibility to obtain
this support (e.g. in the case of migrants with irregular
status). Moreover, services set up to mitigate these disadvantages (e.g. social and immigration services) were
disrupted due to the COVID-19 pandemic. Many immigrants work in low paid jobs in the informal economy,
which infringes on their economic security. Intertwined
with fluid conditions related to immigration trajectories this can lead to hyper-precarity, in which economic
needs may prevail over health needs [42]. The current
health crisis has highlighted these structural conditions,
re-producing further health inequities through the indirect impact of COVID-19 control measures and shut
down of services. For many, this has led to chronic stress
and reduced mental well-being [42] with consequences at
individual and family level. While psychological distress
had increased for the overall Belgian population more
than twofold compared with 2018, groups with pre-existing social inequalities ad lower access to social support
experienced even higher levels of distress [43]. Recent
research in Sweden among families living in socio-economically disadvantaged urban areas identified the pathways connected to health inequities. These ranged from
low control over personal life situations through experiencing instability and insecurity, to having to care for
children in poor and crowded housing conditions, struggling with reduced access to resources and limited social
support [44].
At the community-level, the collective experiences of
living in a segregated society was identified as another
mechanism exacerbated by COVID-19. Many countries
have seen (re) emergence of fear-based forms of discrimination in the margins of the COVID-19 epidemic,
which are key-ingredients to racism and xenophobia
[45]. The rise in antisemitic incidents reported in Belgium since the pandemic added to this evidence [46]. In
this sense, our findings show how previous experiences
of discrimination and the perceived unfairness in controlling the measures may have further weakened trust
in public institutions. Trust has been characterized as a
cognitive mechanism to reduce complexities [47], and
its lack may lead to fears of being misled, skepticism
towards control measures and false conspiracy theories.
A survey conducted in England showed that such ideas
were associated with lack of adherence to control measures and greater unwillingness to take up testing and
treatment in the future [48]. Establishing trust among
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socio-economically disadvantaged people has been identified as an important precondition for successful screening, linkage to care and treatment, including contact
tracing for COVID-19 [49, 50], and vaccine hesitancy
[51]. Particularly for those most disadvantaged, such as
people with irregular migration status, who have legitimate fears to get detained and deported [52, 53], trust
and confidentiality in health-care provider relationships
must be established.
Importance of integrating and recognizing community
responses

Many calls to action have been launched to address preexisting health disparities that became visible during the
COVID-19 pandemic [54, 55], but their implementation
at community level lagged behind. Our research identifies two responses: first, the public health response took
off slowly in these communities but gained momentum at
the local level, as documented by initiatives such as training volunteers to raise awareness and increase adherence
to the measures at community-level. Second, existing
community networks, faith-based organizations and
civil society filled the initial void and provided essential
services to those in need. While this shows how resilient communities can be [56], these processes happened
mostly in parallel to official responses without adequate
planning, recognition, and resourcing. It has been recommended to engage these communities from the start
of a pandemic outbreak [57] to provide necessary information accurately, in a timely manner to all members
of society and to implement tailored interventions. In
this sense, our research adds to documentation of good
practices in community engagement [58]. In our context, it is especially relevant for trust-building given the
institutional distrust found in our study. However, future
research could investigate how such valuable ad-hoc
responses could be translated into systematic community
engagement in urban health governance.
Limitations

This qualitative rapid assessment has several limitations. Data collection was restricted because of COVID19-related regulations requiring us to collect data mostly
online. We may have missed people with limited digital
access or knowledge. Despite our efforts to achieve gender balance, we failed to do so. While this may partially
reflect gender imbalances in organized community structures, it presents a selection bias. We collected data primarily among key informants acting as representatives of
their respective communities, conducting comparatively
fewer IDIs to directly elicit individual community members’ experiences. This may not always reflect individuals’
perceptions accurately. Because of the use of pre-existing
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community structures and our efforts to build new networks, we recognize that the data may not reflect the full
heterogeneity of all racialized/ethnic minority groups
residing in the study area. We aimed at learning from the
perception of study participants’ with different ethnic
descents to let similarities emerge despite their obvious
historical, cultural and socio-economic differences. We
also cannot rule out social desirability bias, as researchers interviewed the study participants mostly as outsiders. We mitigated these potential biases through careful
triangulation of data sources and data collection methods
and through consulting with the CAB three times during
the research process in consultation meetings to increase
the findings’ trustworthiness.
Recommendations

Despite these limitations, the following policy and
research recommendations emerged from the data and
are applicable to the ongoing COVID-19 crisis and to
potential similar future pandemics.Viewing COVID-19 as
an inherently social disease: averting the economic, social
and psychological consequences as described requires
a health-in-all approach in the pandemic response [59,
60]. Thus, factors such as access to health care, housing,
employment, food and spiritual support should be considered. Collaboration between health and non-health
stakeholders and with strong integration of civil society
building on communities’ resilience should be fostered.
Integrating tailored COVID-19 responses through participatory approaches: the need for diversified information on COVID-19 should be recognized and the
communities targeted should be integrated into strategic public health planning. This provides the basis for
linguistically and culturally sensitive messages, including prevention messages and tools for those who are
(digitally) less literate. Participatory approaches can contribute to counter ethnic framing and avoiding stigmatization as shown by effective responses to HIV [61].
Recognition of community responses: our study shows
that communities’ resilience enabled practical and quick
solutions. Policymakers should therefore recognize community representatives as valuable and reliable partners,
establish a planned division of labor, and equip them with
adequate resources. Better representation of community
members of racialized/ethnic minorities is needed at all
levels of media, government, and health institutions to
prevent further stigmatization of already marginalized
groups through media coverage or government messages.
Continuation of essential services: avoiding the disruption of services from social welfare to immigration to psychosocial services is crucial to minimize
the indirect impact of epidemic control measures [62].
Because of people’s economic precarity, a much faster
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adaptation of services to pandemic requirements is
needed to maintain their accessibility.
Establishing a data eco-system to produce disaggregated granular data: Except for one study [28], no data
on COVID-19 health outcomes linked to nationality or
ethnic/racial criteria are available in Belgium. Along
with research conducted elsewhere [17] studying the
links between racial/ethnic characteristics and COVID19 is an urgent research priority to better understand
current gaps in health outcomes and address them.

Conclusion
This study provides a snapshot of the evolving COVID19 crisis from a community perspective. It shows
that racialized/ethnic minorities’ perceptions of and
coping strategies for COVID-19 have been strongly
intertwined with socio-economic and structural vulnerability factors. The public health response to COVID19 impacted the economic and psychosocial well-being
of racialized/ethnic minorities, contributing to their
increased vulnerabilization. This justifies the conceptualization of COVID-19 as a social disease. Our findings
call for incorporating a health equity perspective into
pandemic preparedness and response, building these
insights into community response and participation.
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