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EVIDENCE REVIEW: ACHIEVING COVID-19 
VACCINE EQUITY IN EALING AND NORTH 
WEST LONDON 

This review sets out key considerations for improving vaccine equity – as well as broader health 
equity – in the North West London (NWL) borough of Ealing. It foregrounds the political, economic 
and social dynamics which have perpetuated health inequalities during and prior to COVID-19, and 
how they have manifested to shape unequal COVID-19 vaccine accessibility and uptake among 
different social groups. It also highlights how local actors have sought to address these inequalities. 
By bringing together data and insights from existing social science research and consultations with 
people involved in local COVID-19 vaccination efforts (in local authorities, the NHS and community 
groups), we point to ways local authorities and healthcare providers, in collaboration with local people 
and organisations, can support vaccine equity – and health equity more broadly – now, and into the 
future. Critical to this are further efforts to integrate sensitivity to context, sustain collaborative 
working, build trust and meaningfully engage citizens (especially vulnerable groups), and support a 
robust civil society. The review begins with summary key considerations for operational actors. This 
review was produced by SSHAP in collaboration with Ealing Council. It was authored by Tabitha 
Hrynick and Santiago Ripoll, and reviewed by Maddy Gupta-Wright, Ellen Schwartz, and Nikita 
Simpson. It is the responsibility of SSHAP.i 

SUMMARY CONSIDERATIONS  

Ealing’s historical experiences, alongside its more recent experience during the pandemic, and 
through local COVID-19 vaccine rollout, hold important lessons for how local actors can work towards 
building not only greater vaccine equity, but also health equity more broadly in Ealing and NWL. 
These lessons can be applied to specific interventions such as vaccination campaigns, as well as to 
routine functioning in and across sectors from health and social care, to economic and political 
domains. On the whole, they point to more and better quality engagement between stakeholders, 
both within and between statutory authorities, but especially with local residents and social groups. 
Below, we list these summary key considerations, drawing on the findings from our review: 

• Sustain collaborative and joined up approaches to working. Across the board, local actors 
stated that increased cross-team collaboration within and between the local authority, NHS and 
community groups was essential to the success of COVID-19 vaccination, enabling a data-driven 
and cooperative approach. The bridges built over the last months should be strengthened to support 
continuing and improved communication, learning, functioning and innovation across sectors in 
Ealing and NWL. This will support ‘whole-systems’ understanding of local problems, while 
collaborative and participatory approaches to priority setting, decision-making and implementation 
can support success. More can be done to identify community-based leaders, organisations and 
new initiatives, including smaller and more informal groups/activities that may not be so obvious to 
authorities, and yet, which may be influential and active in marginalised communities. 

• Establish and support mechanisms for more decentralised action. Alongside efforts to bring 
diverse stakeholders together for collaboration, it is equally important that decentralised activity is 
supported. As COVID-19 vaccination progressed from a centralised to a more decentralised and 
agile model adapted for local realities and populations, many more of Ealing’s most vulnerable 
residents were reached. The success of vaccination pop-ups in places frequented by or important to 
local people for instance, can continue to be deployed to support on-going COVID-19 vaccination, 
as well as other public health and social priorities. Ealing’s undocumented residents in particular, 
are a key group requiring better support and attention and may be better served by more 
decentralised, and non-state centric initiatives due to fears of incrimination.  

• Emphasise ‘going to’ communities rather than expecting them to come to authorities. 
Conventional engagement methods have tended to invite residents to join events like webinars or 
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public forums, where information is provided and dialogue facilitated. While important, this often 
means that only residents who are already engaged, participate. Increase efforts and resources to 
‘go to’ people and community groups, including attending already established platforms and events, 
and/or setting up in public places and events (e.g. festivals). As vaccination for children 
commences, showing up in spaces important to families will also be critical. Smaller, less formal 
groups also require more attention. 

• Support community response through facilitation and resources for community organising 
and participation in local decision-making. Although community groups have played critical roles 
through their independent organising as well as through partnership with local authorities, their 
potential is stifled by limited resources and support available to sustain a thriving and resilient civil 
society.1 This is particularly the case for smaller and more informal groups; efforts should thus be 
made to identify people and organisations perceived to be legitimate figures of authority and to 
actively engage them in activities from the outset. Additionally, while civil society, community groups 
and other figures of authority can play an important role in disseminating messages, they should not 
be treated only as a conduit for top-down messaging, but as active participants in designing 
campaigns and initiatives when possible, and appropriately compensated for this work.  

• Increase attention to vulnerable groups. While impressive efforts were made to ensure important 
messages about COVID-19 safety measures and vaccination were made and disseminated in a 
multitude of local languages, this took time. A network of people who can support translation and 
multi-lingual communication rapidly as well as for routine purposes, supported by resources, can 
increase the chances for Ealing’s diverse cultural/linguistic groups being reached. However, there 
remain many people who lack access and skills to use digital technology, and much more should be 
done to engage with them, and tackle the digital divide. Deaf and blind people, and people with 
other disabilities, also require more tailored communication and opportunities for dialogue. 

• Respond to people’s multiple needs. Vaccination, or other targeted public health measures, may 
not be a priority for many in Ealing who struggle with poverty, including in-work poverty, precarious 
work, and inadequate housing, and other more specific challenges like food security, domestic 
abuse or lack of opportunities for youth. Aiming to support people more holistically – providing or 
packaging vaccination services or information alongside other services and vice versa – can also 
improve their trust in authorities and systems which they may feel have previously failed them.  

• Place greater emphasis on qualitative data and resident’s lived experience. While quantitative 
data – especially as disaggregated by area, age, ethnicity and gender – has empowered local 
authorities and actors to improve vaccine equity, more emphasis on qualitative data is needed. This 
type of data can contextualise and provide explanation of quantitative data, by illustrating for 
example, why vaccine uptake is low among specific social groups or areas, thus providing 
information to adapt response in more context-appropriate ways.  

• Encourage and enlist the support of political leadership at the local level. It is critical that 
residents from across social groups are recognised and supported by political leadership that is 
demonstrably concerned about their well-being in a holistic sense. Local political actors such as 
ward councillors can more actively support mobilisation for vaccination and other issues within local 
areas, and advocate for their constituents of all backgrounds at borough level. Local authorities and 
NHS structures can also do more politically, including by being actively anti-racist at a local but also 
national level (e.g. fighting the ‘hostile environment’).  

• Encourage greater engagement of GPs and other local health services. GPs have played 
critical roles in supporting local COVID-19 response, including vaccination, but have been more 
active in other boroughs. In Ealing, they may require additional encouragement and support to 
engage in more joined-up ways of working to support public health and other local priorities. That 
said, back logs and other pressures they face are immense, and authorities should also be sensitive 
to this, ensuring that vaccination and other public services are independently catered for. Other 
health professionals (e.g. dentists, opticians, alternative health providers) could also be engaged to 
play important roles, including by encouraging their patients to get vaccinated. 
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SETTING THE SCENE: COVID-19 AND VACCINE EQUITY IN EALING 

Impact of COVID-19 in Ealing 

The UK’s COVID-19 vaccination programme unfolded with pace, and was praised early on.2,3 This 
contrasts to the otherwise tragic outcome of nearly 160,000 UK COVID-19 deaths to date,4 attributed 
by many, including government officials, to national leadership failures.5–10 Ealing and NWL were, at 
times, among the hardest hit localities. To date, Ealing has seen 31,802 cases, with a rate of 
14,034.5 per 100,000 people, higher than rates in NWL, London, and England (see Table 1).11 There 
has also been inequality of infection, serious illness and death within Ealing, with the west of the 
borough being hardest hit. 

Table 1. Total number of COVID-19 infections and infection rate per 100k in Ealing, NWL, 
London and England 

Area 
Total number of infections (to 15 

October 2021) 
Rate per 100,000 people 

Ealing 31,802 14,034.5 

North West 
London 

171,685 12,497.9 

London 728,484 12,347.8 

England 3,917,812 12,364 

Table 1 Source: Ealing Covid-19 Dashboard 

Across the UK, a disproportionate number of deaths due to COVID-19 have occurred among ethnic 
minority and deprived people.ii;12,13 Highly ethnically diverse London boroughs, including Ealing, have 
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also had higher than average COVID-19 death rates.14 People of black African descent were most 
impacted in the UK’s first wave, with mortality rates 3.7 and 2.6 times greater than those of white 
British groups (men and women respectively); this reduced to only 1.9 after accounting for several 
socio-demographic and socio-economic factors. In the second wave, people from Bangladeshi and 
Pakistani backgrounds faced mortality rates nearly five, and 3.5 times that of white ethnic groups 
respectively. People from Indian and mixed groups have also had a statistically significant raised risk 
of death.15 Possible explanations for increased impact on Asian relative to black groups include: that 
black people more frequently work in health and social care where PPE access increased over time, 
while Asian people more frequently work in other high-exposure but less protected jobs in retail, 
hospitality and transportation; a higher proportion of multi-generational households among South 
Asian groups; and the rise of Black Lives Matter which may have contributed to greater mobilisation 
and solidarity in black communities, while some South Asian groups faced increased stigmatisation 
related to religious holidays.16 

Many factors have amplified and interacted to increase COVID-19 risk among these groups, including 
inequities in health, employment, housing and access to care.16 Ethnic minority people are 
disproportionately employed in high-risk occupations such as cleaning, security, porters, carers, taxi 
and bus-drivers.17 Relative to London and the UK, Ealing in particular has higher proportions of 
people in higher risk occupation groups,iii;18,19 with long-term health conditions,20 and living in 
overcrowded households (ranking 8th among London boroughs).21 Indeed, nearly half of Ealing’s 
LSOAs (Lower-layer Super Output Areas – small areas of a similar population size) fall within the 
most deprived deciles for ‘barriers to housing and services’, while most fall within lower deciles for 
‘living environment’ in the Index of Multiple Deprivation.22  

COVID-19 vaccine equity 

 The concept of ‘vaccine equity’ refers to fair and just access to vaccines for all people.23 In addition 
to key factors such as the accessibility, availability and distribution of vaccines and vaccination 
services (along with associated material and human resources), it is also related to other issues with 
a bearing on vaccine uptake including: : confidence and trust in vaccines and the people and 
institutions involved in their production, promotion and delivery; and the social processes that 
influence people’s motivation, including information, communication and social norms.24,25 Other 
social and economic inequities, as well as inequities in pandemic response, can shape these 
dimensions with consequences for vaccine uptake, and thus public health. 

While the UK has achieved overall high vaccination uptake, disparities in uptake between social 
groups have persisted, particularly in relation to ethnicity and deprivation. Nationally, hesitancy has 
been highest and uptake lowest among people from the most deprived communities and from ethnic 
minority backgrounds, particularly black groups, followed by South Asian groups.iv;26,27 Young adults, 
particularly black young adults, have also been reported more likely to feel hesitant about 
vaccines.28,29 Rather than individual or group failings, this in part reflects historic inequities and 
ongoing mistrust in and negative experiences with the state and with medical services and health 
systems, and a failure of public institutions at different levels to adequately engage with and address 
the concerns and needs of these groups.26,30  

COVID-19 vaccine uptake in Ealing and NWL  

There are also disparities in COVID-19 vaccine uptake with respect to ethnicity in Ealing and NWL. A 
study reflecting uptake in NWL up to late February 2020, showed that rates of ‘declining’ vaccines 
were highest among black and Black British residents (16.14%), followed by mixed individuals 
(10.39%), ‘other ethnic groups’ (9.95%), white groups (4.92%), and Asian and Asian British groups 
(3.21%).v; 31 The rate of ‘declining’ vaccines was also over 13 times higher among people living in 
NWL’s most deprived postcodes, versus those in the least deprived, especially elderly black 
residents.31 Figure 1 reflects additional nuance in the uptake and ‘decline’ percentages among 
different ethnic groups in NWL up to March 21, 2021 by ethnicity and by deprivation.vi  
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Figure 1 Uptake and ‘decline’ percentages by ethnicity and deprivation in NWL up to March 21, 2021 

 

 
Figure 1 tables produced by Imperial College Healthcare Partners using Whole Systems Integrated Care (WISC) data and presented at the NWL Health 
and Care Partnership’s public ‘Co-production and Improvement Huddles’ for vaccine equity. Publicly available from: 
https://www.nwlondonccg.nhs.uk/application/files/5516/1770/2590/NWL_ICS_CoViD_Towards_Vaccine_Equity_Huddles_30.3_synthesis.pdf  

As is clear, uptake to that point was lowest among black, or mixed white and black people, and 
among the most deprived. Fortunately, uptake gaps have narrowed in NWL over time. This is 
reflected in Figure 2, which shows positive increases in uptake by all ethnic groups over the course of 
one month (late February to March).vii The largest gains were made among groups which had 
especially low uptake initially. 

Figure 2 Change in vaccine uptake by ethnicity in North West London 

 
Figure 2 table produced using Whole Systems Integrated Care (WISC) data and presented at the NWL Health and Care Partnership’s public ‘Co-
production and Improvement Huddles’ for vaccine equity 
https://www.nwlondonccg.nhs.uk/application/files/5516/1770/2590/NWL_ICS_CoViD_Towards_Vaccine_Equity_Huddles_30.3_synthesis.pdf 
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Reasons for this narrowing may include growing confidence in the safety of COVID-19 vaccines over 
time,32 and efforts of local responders, health workers and others to better engage with marginalised 
groups. This is discussed in more detail later. 

First, we provide a review of often overlooked contextual factors which may shed light on some of the 
drivers behind vaccine inequity, as evident in the disparities in uptake.  

HEALTH AND COVID-19 VACCINE (IN)EQUITY IN CONTEXT  

Context is critical not just for understanding outcomes such as vaccine inequity, but for shaping 
solutions. Here we consider aspects of local and national political, social, economic and historical 
context which influence vaccine equity – and broader health equity – in Ealing and NWL today. 

‘SUPERDIVERSE’ EALING 

Ealing is a key site of ‘superdiversity’ – diversity not just of ethnic groups, but within them – of 
immigration status, labour market experiences, religion, gender, age profiles etc.33 Data from the 
2011 census showed it was the third most diverse local authority in England and Wales.34 It is 
estimated that 54% of residents are from ethnic minority (non-white) backgrounds (although 70.9% of 
school pupils are), and about 42% were born abroad, in over 170 countries.35 Ealing’s migrant groups 
include longer-established South Asian and Afro-Caribbean residents (arriving in the 1950s and 
1960s), and diverse ‘new migrants’ from Europe, Asia and Africa seeking economic opportunity and 
asylum (see Table 2 for a population breakdown by ethnicity). The most common non-UK countries 
of birth in 2011 were India, Poland and Ireland. It is also home to comparably large communities of 
Afghans and Somalis, relative to 
elsewhere in the UK. The most 
common religions are Christian 
(44%) Muslim (16%), Hindu 
(9%) and Sikh (8%).35 34% of 
Ealing residents do not speak 
English as their first language.36 

The town of Southall in Ealing’s 
southwest is often called ‘Little 
India’ due to its many, long-
established South Asian 
residents, businesses and 
cultural institutions.37 However, 
anthropologists have illustrated 
how diverse groups from Afro-
Caribbean, Irish, Polish, English 
and other ethnic and national 
origins – as well as identity 
groups coalescing around 
regional origins, religions, 
languages, kinship, class and 
caste – have long occupied the 
area, thereby calling into 
question any generalisations 
about its population.38 While 
Southall has the greatest density 
of ethnic minority residents, they 
also make up considerable 
proportions of the population 
across Ealing, especially in 
pockets of Acton, Hanger Hill, 
Greenford and Northolt (see 

Table 2. Overall ethnic group composition in Ealing  

Ethnic Group Population  

White British 25% 

White 46% White 46% White Irish 3% 

Other White 18% 

Black African 5% 

Black 13% 

BAME 54% 

Black Caribbean 3% 

Other Black 2% 

White & Black African 1% 

White & Black Caribbean 1% 

Indian 14% 

Asian 33% 

Pakistani 4% 

Bangladeshi 1% 

Chinese 1% 

White & Asian 1% 

Other Asian 12% 

Other Mixed 1% Other 8% 

Arab 4%   

Other Ethnic Group  3%   

Total 100% 

Table 2 based on GLA 2016-based ethnic group population projections. Adapted from: 
https://www.ealing.gov.uk/downloads/download/2043/equalities_needs_assessment 
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Figure 3viii). Some groups may be more concentrated (e.g. South Asian) or dispersed (e.g. black 
groups) than others. 

 

This diversity has had major implications for COVID-19 vaccination in Ealing, as reflected in earlier 
mentioned lower uptake among ethnic minorities. However, some white groups, such as Polish 
migrants, numerous in Ealing, may also be more sceptical about COVID-19 vaccines,39 or have 
doubts regarding their eligibility for services or experience language barriers. More limited uptake 
among ethnic minority groups must be understood in the context of their social and political 
experiences.  

THE ‘HOSTILE ENVIRONMENT’ AND EROSION OF TRUST 

These experiences include increasingly hostile restrictions to, and differentiation of, migrant rights 
and entitlements.40 Although beginning with the rollback of post-war open-door policies, especially 
towards racialised migrants from South Asia and the Caribbean, ‘restrictionalism’ really gained 
momentum from the turn of the century. This has included ‘no recourse to public funds’ for migrants 
trying to join already settled families, and exclusion of unsuccessful asylum seekers from some 
secondary healthcare.33 The introduction of health service fees for secondary care for migrants 
without ordinary residence (i.e. indefinite leave to remain), asylum-seekers and refugees,41 and data-
sharing agreements/practices between public services (especially police, but also education and the 
NHS42,43) and the Home Office have significantly impacted migrants’ wellbeing with cost, as well as 
fear of legal consequences (including deportation) delaying/deterring many from seeking needed 
support.44,45 The Ealing-based Southall Black Sisters have reported for instance, that women with 
insecure migration status avoided seeking healthcare, as well as refuges and other domestic violence 
protection services in the context of COVID-19.46 Even if entitled to care, many vulnerable migrants 
are either unaware of what services are available to them, or unable to navigate the increasingly 
complex system.  

Erosion of trust due to negative experiences driven by the broader hostile environment may also 
impact the extent to which some groups are willing to engage with authorities and public services. 
The government’s poor treatment of the ‘Windrush’ generation for instance, is likely to have 

Figure 3 Percent of population from ethnic minority ('BAME') backgrounds across Ealing, by LSOA (2011 
Census data, map provided by Ealing Council) 
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particularly marred the trust of the Afro-Caribbean community in the UK.47 An example of the impact 
from NWL comes from anthropological research with unaccompanied Congolese child asylum 
seekers in Ealing’s neighbouring borough of Hillingdon. These vulnerable children experienced their 
relationship with the local authority responsible for them as ‘anything but a close and caring one’. 
Given minimal resources, and with other priorities, the Hillingdon council could provide only the most 
basic of housing, minimal subsistence, and impersonal support.48 Instead, they learned and gained 
resilience from each other, through personal relationships with social workers, and in church 
communities. The lack of care and support from their ‘corporate parent’ is likely to influence these 
children’s attitudes and trust – and those of others around them – towards public institutions, 
including government and health system actors.  

RACISM AND INSTITUTIONAL RACISM 

Racism, xenophobia and discrimination in broader UK society have also undermined the 
opportunities and trust of migrants and people from ethnic minority groups.30,49 Different groups have 
been subject to different forms of racism, and to generalise about their experiences can itself further 
entrench marginalisation. Racism also intersects with gender, class, religion and other aspects of 
social difference to compound vulnerabilities for many. Institutional racism is evident in the fact that 
while people from ethnic minority backgrounds make up a substantial proportion of NHS staff, there 
are few among senior leadership roles.50 Their often front-facing roles have put them at higher risk for 
COVID-19, while research has also suggested they have been less supported and felt more 
pressured during the pandemic than their white colleagues.51 

In the context of Ealing, research on migrant and ethnic minorities shows these groups have faced 
particular challenges and forms of alienation which may shape how they perceive and access formal 
authorities or public health services, such as vaccination. For instance, research has suggested that 
some Somali residents have felt particularly under-represented politically, perceiving other minority 
groups (i.e. Asian) to have greater representation.52 That said, Asian groups have also experienced 
exclusion. An important historical example is that from 1963-1981, Ealing council bussed only South 
Asian children to schools out their local areas, to ‘racially integrate British schools’. However, this was 
experienced as racist by many local South Asian families.53 More recent tensions have revolved 
around experiences of environmental racism expressed by residents of Southall who have linked 
cases of breathing problems, chest pain, pneumonia and cancer to pollution in the area.54 Issues of 
racism in housing have also been raised by local organisations led by ethnic minority residents, who 
have also called out the structural and discriminatory ways in which their organisations – often 
smaller – are prevented from accessing resources and meaningfully participating in local priority 
setting and decision-making.55  

Illustrating that social groups are not homogenous, local women’s groups emerged in Ealing to 
advocate for the rights of migrant and ethnic minority women (particularly South Asian but also Afro-
Caribbean and women from other minority groups in the area) who have been excluded in critical 
ways from important gender-based violence services by local authorities, and also within their ethnic 
communities.56  

HEALTH DISPARITIES AND NEGATIVE EXPERIENCES WITH HEALTH SERVICES 

Long-standing and in some cases worsening health disparities, such as decreasing life expectancy 
among the poorest, have been linked to austerity, and resulting deterioration of social and economic 
conditions in housing, education, employment and child poverty.57 Health disparities are also 
racialised.58 Diabetes for instance, is much higher among South Asian and black groups than white 
groups,59 while maternal mortality is nearly five times as high among black women than white women 
in the UK.60 Rather than being genetic, these health disparities are bio-social in nature and emerge 
through intermediate inequities linked to socio-economic deprivation – diet, stress, working and living 
environments, access to information, education, social capital, air pollution, and so on.  

That said, while socio-economic deprivation and its many consequences contribute to racial health 
disparities in major ways, some discrepancies persist even when these variables are controlled for, 
clearly highlighting the role of racism.58,61 
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Social science research has also demonstrated that migrants and people from ethnic minority groups 
may struggle to access health services or have negative experiences of them. For instance, UK 
research with ‘new migrants’ revealed problems understanding how to register or get an appointment 
with a GP, how the NHS is organised, and what services are available or free to them. 
Communication challenges including linguistic and inter-cultural misunderstandings (and unreliable 
interpretation services), have also been documented to lead to inappropriate treatment or patients 
feeling misunderstood and dismissed.33 Non-migrants may also feel dismissed and devalued by 
doctors perceived as uncaring and overloaded, and may withdraw entirely, sometimes to seek private 
alternatives if affordable.62  

Research on eye health seeking practices among Southall’s Indian immigrant population revealed 
frustrations with long waits, linguistic challenges, GPs not explaining things or not following up with 
promised referrals, and patients’ records being lost by local hospitals.63 

Trust is an important theme in social science research on health seeking. When people do not trust 
their physicians, they may be more likely to turn to the internet,64 and thus potentially be more 
exposed to misinformation. People may also turn to a range of trusted family, friends, and others in 
their community in addition to physicians, with these encounters also influencing their health 
decisions.65 This underscores the importance of engaging with communities around important public 
health issues like COVID-19 vaccination, even when people do engage with GPs. 

TRANSNATIONAL LINKS TO COUNTRIES OF ORIGIN 

Given the diversity of ethnic and migrant populations in Ealing, the histories, cultures, networks and 
institutions of residents’ countries of origin, to which many may remain closely linked, may also 
influence their orientation to COVID-19 vaccination and other health services in the UK. Research 
has documented migrants viewing media programmes or seeking doctors from their home countries, 
or returning there for care.33,66 The ways in which other countries deliver health services – including 
COVID-19 vaccinations – may differ from UK’s approach, causing confusion and scepticism. 

Historical experiences of poorly run vaccination or medical trials/campaigns in other countries can 
have lasting consequences for people’s trust in vaccines, health workers, authorities and international 
actors involved in, or perceived to be involved in the vaccination campaigns.67 Broader political 
histories, such as experiences of war, national disintegration, or corruption of authorities may also 
result in people having limited trust in public and private actors, in whatever country they are in. In 
Poland, nearly half the population expressed COVID-19 vaccine hesitancy in December 2020. This 
has been linked to Poland’s turbulent political history, having been under ‘malevolent foreign 
domination’ for much of the last 250 years.39 Polish and other Eastern European communities in the 
UK also tend to have lower routine vaccination rates which may be linked not only to linguistic 
barriers and information challenges, but to differences between Polish and UK vaccination services 
and procedures.68   

ECONOMIC INEQUITY, PRECARITY, AND AUSTERITY  

Another important driver of disparities in vaccine uptake is a lack of economic opportunities for many, and increases in 
precarious work across the UK.69 This leads to economic insecurity which impedes people’s ability to meet their basic 
needs. Economic inequality also has independent negative social impacts including decreased trust in public institutions 
and within communities.70 Already vulnerable groups such as women, young people, migrants and ethnic minorities are 
disproportionately affected by economic precarity in the UK. For instance, 1 in 8 black people were in insecure 
employment in 2016 (UK average, 1 in 17).71 The pandemic exacerbated economic conditions for many. Young people, 
likelier to work in sectors impacted by pandemic control measures and less able to work from home, have lost more 
jobs.72 In January 2021, 20% of Ealing’s residents (33,300 workers) were on furlough – the second highest of all London 
boroughs, and the highest in West London.73 Economic hardship may be a more pressing issue for people than 
vaccination, or other public or individual health concerns. Failure to provide adequate economic support can further 
damage people’s trust in public institutions and services.  

Pandemic impacts also come after years of austerity – funding rollbacks and increasing restrictions to 
national and local spending on key services in unemployment, housing, health and social care, elder 
pension support, asylum services and more.74 London boroughs may have experienced a 63% 
reduction in real terms to their core funding from government in the last decade.75 Vulnerable groups 
such as unemployed people, disabled people, those with long-term health conditions, asylum 
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seekers, children, and women and families experiencing domestic abuse have been among the most 
impacted.76–79 Chipping away at social safety nets and services for vulnerable people is likely to 
impact their trust in public institutions, and may reasonably lead them to question seemingly sudden 
interest in their wellbeing when trying to persuade them to engage in health interventions, such as 
COVID-19 vaccination. 

Economic history of Ealing. Ealing was incorporated into a sprawling London in the 19th century. 
Initially a market garden for the metropolis and then an affluent suburb, it eventually became popular 
for businesses, particularly in food manufacturing, health and logistics.80 8.9% of Ealing’s jobs remain 
in manufacturing, compared to 2.3% of London’s overall.81 The Park Royal industrial estate (the 
largest in London and shared by Brent and Ealing) hosts around 2,000 mostly small and medium 
companies employing over 30,000 people.82 Many serve Heathrow Airport, and have been severely 
impacted during the pandemic.22 Mirroring the borough’s diversity, 40% of Park Royal businesses are 
owned by ethnic minority people.80 While 69.3% of those employed in manufacturing occupy 
managerial, professional and technical roles (London average, 63.1%), lower paid jobs in machine 
operation and other ‘elementary occupations’iii amount to 13.7% (London average, 9.8%).81 

Poverty, unemployment and deprivation in Ealing. Ealing is ranked as the 87th most deprived 
English local authority (out of a total of 326 local authorities) in the 2015 IMD. The most deprived 
areas fall within the towns of Northolt, Southall, and Acton. Norwood Green is the most deprived ward 
in terms of overall IMD score, followed by Northolt West End, Southall Broadway, and Southall 
Green.83 Poverty rates in the borough after housing costs are 40%; pay inequality (80:20 ratio of 
earnings) is 2.67 while income inequality is equal to London.84 

From January to December 2020, 6.3% of the economically active population of Ealing were 
unemployed, compared to 5.9 % in London, and 4.6% across Britain. Men are more likely to be 
formally employed (84.8 % of economically active) than women (66.1% of economically active).81 
Being ineligible to work, asylum-seekers, of which there were 202 receiving Section 95 support in 
Ealing in 2017, are at risk of destitution until their claim is resolved.85 Employment rates also differ by 
ethnicity. In 2019, while Ealing’s overall employment rate was 74.3%, 79.2% of white residents were 
employed, compared to 66.8% of those from ethnic minority backgrounds. More specifically, 72.7% of 
Indians, 56.2% of black and black British, and just 46% of Pakistanis and Bangladeshis were in 
employment.86 Ealing had more people on Universal Credit - 10.3% of all inhabitants in April 2021 – 
than London overall (8.3%).81 Long-term unemployment is a standing issue in Ealing, with nearly 
three quarters of job seekers claimants in March 2020 having been unemployed for over two years – 
a proportion much higher than other West London boroughs, London and the UK by large margins.22 
Pandemic lockdowns meant many people could not access unemployment centres in person for 
support with employment and Universal Credit. This was particularly difficult as access to digital 
technology and digital literacy is low for some populations in Ealing.  

Precarity and in-work poverty. While 71.1% of people in employment in Ealing are employed full-
time, part-time employment is more frequent (28.9% of employed) than London overall (25.9%). The 
‘gig economy’ has also taken root. Ealing itself experienced the greatest rise in self-employment in 
the UK from 2010-16 (increase of 19,100 self-employed people)87 increasing the proportion of self-
employment from 10.5% in December 2005, to 14% in December 2020.81 Self-employment tends to 
be concentrated in manufacturing, construction and transport, sectors vulnerable to the economic 
impacts of the pandemic. The proportion of people on zero-hour contracts in London has also grown 
from 0.4% of employed people in 2010, to 3.2% in 2020.88 In Ealing’s social care sector, 49% of 
workers are on zero-hour contracts (compared to 42% in London, and 25% in England).89 

Access to the government furlough scheme has been particularly challenging for people in precarious 
work or living situations as they may not have documentation for past earnings (e.g. for self-
employment) or current needs (rent paid in cash). As furlough was left at the discretion of employers 
and not a right, many workers were left with a sense of uncertainty and powerlessness.90 Precarity 
and low wages also mean that being in work does not necessarily deliver freedom from poverty. In 
2018, 30.2% of Ealing’s workforce (31,000 people) were in in-work poverty, compared to London’s 
20.4%. Additionally, like London, Ealing’s population is younger on average than the UK overall; 
young people are more likely to be in low-paid and insecure work, and thus at greater risk of being 
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unable to meet their basic needs.91 Other vulnerable populations like undocumented migrants are 
also more likely to have precarious and informal contract arrangements,.92 Those in such precarious 
low paid jobs or family businesses may be less able to self-isolate or find time to seek vaccination 
within working hours. 

Overall, economic life in Ealing, especially issues of long-term unemployment, inadequate housing (in 
terms of both supply and conditions), rising rates of self-employment, zero-hours contracts and 
projected declines in manufacturing, means many residents face precarious circumstances. The 
medium- and long-term economic fallout of the pandemic will likely exacerbate this for many. Difficult 
economic experiences in the past, and continued lack of adequate support and limited opportunities 
accentuate insecurity and are likely to further damage people’s trust in the public institutions that 
have, or which they may perceive to have, failed them.  

NATIONAL RESPONSES TO THE COVID-19 PANDEMIC  

Finally, vaccine inequity, particularly the dimension relating to people’s confidence in COVID-19 
vaccines, cannot be considered outside the context of the national government’s handling of the 
response. Although the UK’s vaccination programme was among the first to make significant 
headway, the substantial loss of life and the government’s early downplaying of the severity of the 
crisis and decisions to delay key public health interventions damaged its own credibility in the eyes of 
many citizens. This included confusing messaging,93 and stigmatising narratives, in which minoritised 
ethnic communities were blamed for causing or spreading COVID-19.94 There was a lack of 
transparency in decision-making, delays to important action (economic support for people losing work 
and self-isolating, school meal support), failed testing and contact tracing efforts, and corruption.5 

Furthermore, as it became clear the virus was disproportionately impacting people from ethnic 
minority groups, the government’s failure to recognise racism and institutional racism as drivers of 
these disparities may have further damaged the trust of these groups in particular, in the national 
government.95 Additionally, the government’s promise not to carry out status checks on 
undocumented migrants to encourage them to get vaccinated, may have done little to sway them. 
Organisations working with this population contend they have had little reason to trust the state on 
this,96 and evidence collected by the Joint Council for the Welfare of Immigrants showed that 43% of 
surveyed migrants reported being scared to access healthcare if they got sick during the pandemic, 
especially those from Africa and the Caribbean (60%), and from Asia (56%). This included 30% of 
those with visas and entitled to care.97 

ROLLING OUT VACCINES IN EALING AND NWL  

Ealing’s COVID-19 vaccination rollout began with two central sites selected by the NWL Clinical 
Commissioning Group (CCG) (which is ultimately responsible for COVID-19 vaccination campaigns 
in the region): the town hall in New Broadway, and the Dominion Centre, an arts and community 
centre in Southall. The selection of a site in Southall was considered important due to recognition that 
the area suffered disproportionately from COVID-19 infection, illness and death, and its large ethnic 
minority population whom decision makers wanted to ensure had access to vaccines. Several GPs 
across the borough’s eight Primary Care Networks (PCNs) worked together to conduct vaccination 
within the hubs at Ealing Town Hall and Dominion Centre until May, when they stopped these 
services due to the need to focus on routine health services and business as usual work. As the 
campaign has progressed, spurred on by national targets set by NHS England, it has shifted towards 
a more decentralised model of delivery, combining core provision in vaccination centres, community 
pharmacies and pop-up sites in various locations across the community. During the time of writing, 
the areas of Acton, Northolt and Greenford were specifically targeted for these kinds of initiatives due 
to lower rates of take-up in comparison with the rest of the borough, including Southall.  

While the NWL CCG is ultimately responsible for COVID-19 vaccination campaigns in the NWL 
region, Ealing Council and other key partners also collaborated and played critical roles in supporting 
the logistics, communication and engagement efforts of the campaign. A Vaccination Working Group 
including members of the council’s Public Health, Communications, Community Engagement and 
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other teams and departments, meets regularly to discuss progress and challenges, and to plan 
actions and make key decisions in line with the guidance of the CCG. Efforts to communicate and 
engage with various community organisations, social groups and areas through door-to-door 
leafletting, handing out testing kits, radio call-in shows and hosting and supporting webinars have 
been made. Local organisations, such as Ealing Healthwatch have also supported campaigns, and 
translated materials into various languages to reach different linguistic populations. Engagement 
efforts have also been supported by a range of community-based groups, including EACH, and the 
council’s Kick-Start apprentices who have engaged in conversations with local people to understand 
their attitudes to vaccinations, and to take suggestions to improve access and engagement.  

VIEW FROM THE GROUND: VACCINE (IN)EQUITY IN EALING 

At the time of writing, 64.5% of Ealing’s population (aged 12+) had been vaccinated with one dose, 
and 57.4% with two doses.ix;98 Despite a substantial number of people without even one dose 
(including 16% of over 18s), people we spoke to suggested that many fewer people have been 
coming forward, and that it has become difficult to know where these missing individuals are, and 
how best to reach them.  

Social processes, confidence and trust in vaccines and those producing, 
promoting and delivering them 

Limited data. While some understanding of why many Ealing residents have still not received or 
taken up COVID-19 vaccines has emerged through community engagement activities, more 
systematic understanding has been limited. In contrast with readily available quantitative data 
illustrating how many vaccines have been administered or ‘declined’ when offered, such qualitative 
insight has filtered through to decision makers in a more ad hoc manner, and often through informal 
channels. This was noted by several people we spoke with, several of whom did not feel comfortable 
commenting on the reasons behind local people’s vaccine hesitancy for this reason – and thus 
highlighting the need for more localised, systematic research in this area.  

That said, through their various engagements with local leaders and organisations, and listening on 
the ground, those involved in the rollout that we spoke to did report several interrelated 
confidence/trust related factors, which they perceived to be behind vaccine hesitancy in Ealing:  

Fears over vaccine safety. Local actors mentioned hearing of fear of needles and vaccine side-
effects. They also encountered people who believed negative health outcomes or deaths they had 
witnessed or heard about had resulted from COVID-19 vaccines. Some heard from people that they 
would rather wait for herd immunity than risk vaccination, while others preferred to avoid specific 
vaccines. Fear linked to mistrust. Some of this fear was based in mistrust in the intentions of 
pharmaceutical firms, the medical profession or other official public authorities. From black 
community members in particular, people we consulted heard about tragic and unethical past events, 
such as medical experimentation on black U.S. Americans, and ill-fated pharmaceutical trials (Pfizer 
trialsx). A comment made by Matt Hancock that black people should receive vaccines first, 
exacerbated these worries among a local Afro-Caribbean group in Northolt. 

Mistrust due to exclusion and abandonment. This mistrust is distinguished from that linked to fear 
of vaccines or suspicion of authorities’ intentions. It is rather a reactive form of non-compliance, due 
to having felt disregarded/dismissed. One individual we spoke to, who has long worked with local 
youth, noted austerity-linked impacts including defunding of youth programmes and centres, limited 
opportunities, and the exclusion of youth concerns and experiences throughout the pandemic as 
reasons for eroded trust among youth. The question of ‘Why now?’ was also evoked in regional 
meetings of various authorities, NHS and community members in relation to migrant and ethnic 
minority communities in NWL. Having been directly and indirectly excluded from key services, 
support and opportunities, there is suspicion about what may seem like the sudden interest of 
authorities in the wellbeing of marginalised groups.  
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Fear of incrimination or deportation. This was a strong theme expressed by people we consulted, 
illustrated by the recognition of a large ‘unregistered’ population who began attending the later 
deployed vaccination pop-up and walk-in sites. At these events, people could receive vaccines 
without giving personal information, such as their name or address. This revealed to local authorities 
the scale of the undocumented population, and their concerns about being identified as such, and 
potentially incriminated or deported.  

Local actors also mentioned other factors which they felt may have shaped local people’s confidence 
in vaccines and authorities: 

Hesitancy or delays in sharing key information. Due to worries of creating panic, or that people 
may misinterpret or fail to understand important caveats to some information and data, some we 
spoke to suggested there has been a tendency to hesitate or delay releasing key information (and 
withholding some altogether), such as the presence/spread of the Delta variant within Ealing. 
Perceived delays may have the effect of making it seem as if authorities are intentionally hiding 
information, and may mean that people look to other sources for information.  

Assumptions about trusted actors. At the regional level, concerns were expressed about whether 
people in communities actually trusted the ‘leaders’ or ‘community champions’ with which authorities 
engaged to spread messages about vaccination and other pandemic control measures. Although it 
did not actually come to fruition due to the intervention of community engagement leads, a specific 
example of how such an assumption might have negatively impacted local trust occurred during 
Ramadan. The British Islamic Medical Association, a national body, suggested Muslims could carry 
out an alternative to Taraaweeh prayers at a mosque, by following them on television or online at 
home. Council teams prepared to disseminate and promote these alternatives on the assumption that 
local Muslim groups would trust this institution. In reality, many Muslims do not trust this national 
body as they are often seen as too willing to compromise the faith in order to fulfil the needs of the 
government.  

Diasporic links. As earlier mentioned, diasporic links among migrant and ethnic minority groups with 
networks or media from their home countries has also shaped people’s feelings about vaccination. 
For instance, one Somali group in Ealing insisted on the endorsement of a specific Islamic scholar 
from Somalia. At the NWL level, GPs reported patients hesitating due to inconsistencies between 
information and strategies in the UK, and those in their home countries (e.g. with respect to the 
delivery of the Astra Zeneca COVID-19 vaccine). 

Accessibility, availability and distribution of vaccines and vaccination services  

Most of the individuals we consulted emphasised that people’s confidence in vaccines and their 
willingness to take them has increased over time, and indeed, this is borne out by the data. However, 
another key issue influencing vaccination take-up in Ealing – like other health services more broadly 
– is how accessible they are for people who live and work in diverse, and often challenging 
circumstances. Some challenges to this aspect of equity as suggested by those we spoke with in 
Ealing are detailed below.  

Primary Care Networks (PCN) engagement. At the outset of the vaccination programme, several 
GPs across the borough’s PCNs worked to provide COVID-19 vaccination, ensuring there were more 
options for people than just two mass sites. Provision by GPs may also increase confidence; one UK 
poll suggested people may be more receptive to COVID-19 vaccination if encouraged by their GP.100 
People we spoke with also mentioned being surprised to learn how many people did not travel far 
from work or home, and that getting to mass vaccination sites would thus likely pose challenges for 
them. However, the PCNs had to limit their involvement to prioritise the many other health services 
they provide. While it is certainly critical to ensure continued provision of other key services, the loss 
of community-embedded COVID-19 vaccination services left a gap in provision which responders 
struggled to fill. Healthwatch confirmed that lack of transportation to mass sites was a barrier to 
access for many in the UK.101 People we spoke to confirmed this was also an issue in Ealing. 
Additionally, other nearby areas such as Hounslow, have had a number of highly engaged activist 
GPs who have mobilised and supported a range of vaccination activities and initiatives, whereas 
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similar actors have not emerged in Ealing. Those we consulted lamented this, and the limited scope 
for more joined-up ways of working with PCNs and GP surgeries who are, under the current model, 
relatively autonomous and independently choose what services to provide. Engagement is based on 
good-faith and must be balanced with the economic and workload demands on GP surgeries. 

Uneven coverage across the borough. Initial concern to ensure vaccination in Southall due to its 
many undocumented/unregistered as well ethnic minority residents was warranted and critical. 
However, some people we consulted felt this concentration on Southall meant that other vulnerable 
areas of Ealing like Acton, Greenford and Northolt have been relatively underserved. These areas 
are also home to many people from ethnic minority, migrant and deprived backgrounds, and data 
suggests uptake in these areas, particularly Acton which has higher concentrations of black 
residents, has remained lower than average.102 Individuals we consulted described these areas, and 
the challenges faced by people who live in them, as more ‘hidden’ than those in Southall, which as an 
area has had many active community groups, and a relatively strong political voice over the years. 
Some have also pointed to potentially greater acceptance of biomedical interventions among South 
Asian groups (more concentrated in Southall) in the main, perhaps partly related to the high 
proportion of people from South Asian backgrounds in medical professions. Fewer suitable sites for 
vaccination, particularly in Acton, also presented logistical barriers to serving these areas. In addition 
to the geographical distance of vaccination sites, the time-frames during which vaccination has been 
available (usually normal working hours and sometimes into early evening) has not necessarily suited 
the realities of many people who may struggle, for instance, to take time away from work, or who 
have caring responsibilities. The lack of appropriate and affordable transport links to vaccination 
centres has been another important factor.  

Chasing targets and political approval. Some we spoke to also talked about the ways in which 
numerical targets (e.g. the number of people within Ealing who should be vaccinated by a specific 
date) have spurred action, while also having perverse effects. This includes orientating responders 
towards large scale and highly standardised models of delivery, rather than providing space to take a 
more equitable approach which involves focusing on and addressing the needs of vulnerable groups 
including ethnic minority, migrant and unregistered groups. Similarly, external political pressure to 
achieve targets, and to be seen to be performing well, has reinforced a one-size-fits-all approach.  

Recognition is not action. One person we spoke to lamented that while there has over time been 
increasing recognition of the critical challenges around vaccine equity and what could be done, this 
has not been met with adequate action. For this person, ‘hard to reach groups’ only remain hard to 
reach because they continue to be excluded from standardised models of engagement.  

Other critical challenges 

Other logistical, resource and institutional challenges can impact vaccine equity.  

Staff overwork and burnout. Although steadfastly committed, NHS professionals leading the 
COVID-19 vaccination rollout – on top of their normal and other pandemic related responsibilities – 
have been severely overworked and under-resourced, leading to risk of burnout. Loss of capacity and 
motivation to respond could result in lesser attention to the specific needs and concerns of vulnerable 
groups for which standard channels are inappropriate.  

Limited support and communication from the national level. Throughout the pandemic, shifts in 
strategy from the national level have occurred suddenly and without the consultation of, or specific 
communication with, regional and local teams. Responders we spoke to reported learning of changes 
– for which they were responsible to implement – as national officials announced them publicly (e.g. 
that under-40s should be offered a vaccine other than Astra Zeneca). This sent them scrambling to 
put in place changes within hours, increasing stress, and potentially reducing chances for success.  

Logistical challenges. Issues related to vaccine supply and transportation, including anticipating 
how much would be needed at a pop-up clinic, has been challenging. At times, many more people 
than expected have showed up to pop-up sites, and have had to be turned away (although staff have 
made efforts to set them up with appointments elsewhere). Other examples have included not having 
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appropriate vaccines for under-40s, or indeed, having alternative options for people who may be 
uncomfortable with a specific vaccine.  

TOWARDS VACCINE EQUITY: WHAT HAS WORKED?  

While there have been considerable challenges, as mentioned, the vaccine rollout has also been 
quite successful across the UK and in Ealing. However, as the Delta variant, and looser public health 
measures (including the return of many face-to-face activities) continue to drive up cases across the 
country at the time of writing, it is urgent that vaccination efforts continue, stepping up efforts to reach 
those as yet unvaccinated, those who require second doses, and increasingly, those who require 
boosters. Below are some of the strategies and techniques felt to have been successful by local 
actors, particularly with regard to reaching vulnerable groups and improving vaccine equity. 

From centralised to decentralised models of delivery. As already mentioned, vaccine delivery in 
Ealing has shifted from two mass sites at the outset (and some surgery-based delivery), to a more 
flexible and agile model with pop-ups and walk-in clinics (including a vaccine bus which also plays a 
visible promotional role) in locations across the borough. These have included places of worship, 
schools, pharmacies and even supermarket parking lots. Initial resistance to a more decentralised 
model because of worries about inefficiency (fewer vaccinations for the resources required), was 
overcome when an initial trial of a pop-up site in Southall saw the attendance of over a thousand 
people, many of whom were unregistered. While not all pop-ups have had quite as many attendees, 
one individual told us that a lesson learned over time has been the recognition that ‘you need to 
spend 80% of your resources to reach 20% of the population’. Many people reached through these 
channels have been those that would have been much less likely to have been vaccinated in a timely 
way, through normal routes.  

Communicating that registration/identification is not necessary. Substantial numbers of 
unregistered people in the borough, especially undocumented migrants, but also including rough 
sleepers and people who simply do not want to be registered with the NHS for whatever reason, have 
come forward for vaccination after being reassured they would not need to present identification. 
Concerns about the way in which some groups (e.g. Polish) may attribute different meanings to terms 
such as ‘walk-in’ or ‘no registration’ have emerged from community engagement efforts, and 
discussion about how to handle this is underway.  

Active listening to people on the ground was repeatedly mentioned by responders we spoke to as 
an important, if mainly ad hoc activity (apart from in the case of a few people directly involved in 
community engagement who did this consistently). This occurred through webinars hosted publicly or 
for/with specific groups, or visiting vaccination sites and talking to and listening to people. This 
provided responders with a sense of what the concerns of local people were regarding not only 
COVID-19 vaccination, but also other priorities and challenges they faced. For instance, it became 
clear that transportation to vaccination sites was a challenge for many in the community; in light of 
this, responders were able to mobilise local transportation resources to support those in need. At the 
same time, others noted that some in migrant and minority groups have at times felt as if they were 
constantly being consulted, and frustrated that this did not appear to lead to change.  

Community engagement. Although dedicated community engagement teams are small and have 
few resources, engagement with local community leaders, especially faith leaders, was seen to be a 
highly valuable activity that supported the dissemination of critical information through local networks, 
while also feeding information about community concerns to responders. The limitations of 
engagement with community leaders, in that this did not necessarily guarantee that all, and especially 
more vulnerable residents, were reached, was complemented with a range of open public forums 
(e.g. webinars) hosted both by local authorities and community organisations, as well as various 
engagements with smaller, specific groups. The latter included a meeting with a local Somali group 
about COVID-19 vaccination. Authorities initially hesitated to meet with them, due to the small 
numbers of attendees. This group also requested the presence of a Somali Islamic scholar. Although 
a challenge to arrange, the group came away feeling much more confident in the vaccines (having 
been initially very hesitant), and thus illustrating the principle that resource-intensive engagement is 
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often necessary if responders are serious about vaccine equity, and reaching smaller vulnerable 
groups within a broader ‘superdiverse’ community. That said, individuals we spoke to, particularly 
those in community organisations, stressed the importance of going to community groups rather than 
expecting them to come to the council which can result in only the ‘usual suspects’ being present. 
Additionally, experience with Community Champions models in the context of COVID-19 illustrates 
the need to get beyond assumptions about who is locally trusted and influential as this may not 
necessarily be those in more traditional community leadership roles.103 Work is required work to 
identify less obvious yet influential community actors which might include shopkeepers, hairdressers, 
sports coaches or others. 

Collaborative, flexible and joined-up approaches to working. Responders we spoke to described 
the more regular engagement between different teams within the council, as well as between the 
council and the CCG throughout the pandemic as having been extremely helpful in managing the 
crisis. Although it could be challenging, and power relations still shaped whose voices and knowledge 
were more or less valued in these interactions within and between both institutions, the overall sense 
was that opportunities to communicate and share more regularly led to improved relations, 
appreciation for the work done by different teams, and higher quality response. Cross-region 
engagement, such as the NWL Co-production and Improve Huddles for Vaccine Equity, also 
provided opportunities to learn from strategies taken in other areas, such as pop-up sites, vaccination 
bus, supporting rough sleepers, and to link in with initiatives elsewhere (e.g. webinars hosted by 
groups in other boroughs like Hounslow).  

Supporting/working with community groups. Formal responders also described actively 
supporting or working with community groups to deliver services in the community. They were 
described as more agile and responsive, and as very keen to get involved throughout the pandemic 
to respond to the multiple needs of local people, such as access to food. Although centred in North 
Kensington, one initiative dubbed Community Immunity entailed partnerships between local NHS 
actors, and trusted community organisations such as the Al-Manaar Muslim Cultural Heritage Centre 
which played a critical role in the wake of the Grenfell disaster, and Nishkan SWAT which works with 
homeless people. Webinars, pop-up vaccination clinics (including in the Al-Manaar mosque), a ‘vaxi 
taxi’, a phone line to help people book appointments, and initiatives to provide vaccination as well as 
more holistic support to rough sleepers have been some of their activities. While community 
organisations (including smaller and informal ones) can play important mobilising roles, they must be 
properly resourced, and compensated for their time. Smaller, and more informal organisations may 
struggle to gain access to resources, despite playing key roles in their communities.55 

Taking a data driven approach. Local responders have drawn on a wealth of data, especially on 
COVID-19 transmission and vaccination uptake among different groups and in different areas of 
Ealing, to shape their activities. Indeed, lower uptake in areas such as Acton are what have oriented 
more recent efforts towards these areas. As quantitative data comes in from Public Health England, 
among other sources (such as local watchdog Ealing Healthwatch), it is analysed, presented and 
discussed among multi-sectoral teams within the local authority on a daily, or several-times-a-week 
basis. Responders we spoke to described this as invaluable, and stated it has increased the profile of 
data management teams, and the importance of following an evidence-based approach. More 
emphasis on qualitative data which contextualises and explains quantitative data however, is needed. 

CONCLUSION 

This review has aimed to contextualise COVID-19 vaccination in Ealing – and in particular, the 
disparities in uptake between different social groups – to reveal lessons for local actors aiming to 
achieve greater vaccine equity locally. By appreciating Ealing’s social, economic and political past 
and present, and recognising the challenges and successes of the COVID-19 vaccination rollout to 
date, a number of key considerations emerge. Broadly, these include a need to integrate sensitivity to 
the distinct needs and concerns of Ealing’s diverse social groups; to sustain collaborative working 
across teams, organisations and sectors; and to build trust with and meaningfully engage citizens – 
especially the most vulnerable groups. These key considerations are further detailed at the beginning 
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of this review, and are relevant not just to achieving greater COVID-19 vaccine equity, but to health 
equity in Ealing and NWL more broadly.  
 

ENDNOTES 
i Additional outputs related to this review, including a shorter brief and an infographic are also available on the SSHAP website. 
ii ‘Deprivation’ or ‘deprived people’ in this case and in most sources cited by this brief generally refers to those living in the most deprived 
neighbourhoods in England as measured by the Index of Multiple Deprivation (IMD), an official measure which takes into account income, employment, 
education, skills and training, health and disability, crime, barriers to housing services, and living environment.  
iii ‘Ealing has had a higher proportion of people in high-risk ‘elementary occupations’ roles than London, and also historically, the UK. These include low-
paid roles in areas such as construction or cleaning. The borough is also home to a much larger proportion of processing plant and machine operatives 
than London and the UK, another group which faced disproportionate risk of death from COVID-19.  
iv To be more specific, studies have reported both black African and black Caribbean groups to have the highest hesitancy and lowest uptake. Among 
South Asian groups, the highest hesitancy and lowest uptake has been reported among people from Pakistani backgrounds, followed by Bangladeshi 
and Indian groups, all of which have had lower uptake than white British groups.26 In NWL however, Indian groups have had relatively high uptake. 
v This study did not further disaggregate ethnic groups beyond these categories. Figure 1 offers additional specificity, reflecting considerable differences 
in uptake between different Asian, black and white groups.  
vi Figure 1 reflects uptake by JCVI (Joint Committee on Vaccination and Immunisation) cohorts 1-9 which includes all those aged 50 and up, as well as 
all clinically extremely vulnerable, and at-risk groups in the UK.  
vii Figure 2 reflects JCVI cohorts 1-4: all those aged 70+, and clinically extremely vulnerable of all ages. 
viii While the term Black, Asian and Minority Ethnic (BAME) is used in official statistics in the UK, it has been critiqued for making differences of ethnicity, 
religion, class, gender and other aspects of identity and background invisible. Different social and ethnic groups have different experiences and histories 
and thus, may relate to COVID-19 vaccination programmes differently. 
ix The figures for people 18 and over were 74% with one dose and 70% with two doses.  
x While the individual who mentioned this did not specifically indicate what Pfizer trials were implied, and the community members from whom they 
heard this may not have been more specific than this themselves, it may be safe to assume the memory in question was that of trials for a meningitis 
drug in northern Nigeria which killed 15 children in 1990s.99 
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