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Executive 
summary 

1 Background information 

Since its outbreak in Wuhan, China, in December 2019, the COVID-19 pandemic has caused 6,550,033 

deaths worldwide and more than 623 million confirmed cases have been reported to WHO as of October 

20, 2022 (WHO 2022). Yet the effects of the pandemic have not been equally distributed across 

populations, and ethnic minorities (EMs) have often been shown to be disproportionately affected (CDC 

2021; Price-Haywood et al 2020; Public Health England 2020). Hong Kong is an international city with a 

fast-growing ethnic population. Ethnic minorities make up 8% of the overall population, a sharp increase 

of about 70% compared to 2006 (Population By-Census 2016).  

EMs in Hong Kong are affected by intersecting vulnerabilities, which are likely to contribute to a higher 

incidence of COVID-19 related adverse outcomes that influence their attitudes towards the information 

they receive (Anson et al 2021). Compared with the general population, lower income and educational 

attainment (Thematic Report: Ethnic Minorities 2016), poorer and more overcrowded housing conditions, 

language, cultural and religious barriers in healthcare settings (Kapai 2015; Vandan et al 2019) as well as 

a higher prevalence of chronic diseases (Chen & Chan 2014) among EMs are some of the pertinent 

socioeconomic determinants that exacerbate their vulnerability during the pandemic. 

Effective risk communication is found to be essential to limiting the morbidity and mortality caused by 

the COVID-19 pandemic (Heydari et al 2021). If EMs are more prone to be adversely affected by COVID-

19, it is crucial they are targeted by effective risk communication strategies to enhance their risk perception 

during the pandemic and to bring about positive behavioural changes (Anson et al 2021). 

2 Research aims and objectives 

Against the background of the perceived vulnerabilities of EMs in Hong Kong, the aim of the study is to 

develop a more holistic and culturally-sensitive approach to promote risk communication inclusiveness 

and justice among them. 

The objectives of the study are: 

1. to review risk communication strategies as they relate to EMs in Hong Kong during COVID-19 from 

multiple sources, in multiple forms and by multiple stakeholders; 

2. to explore the origin, format and content of pandemic-related messages as they are received and 

perceived by EMs in Hong Kong; 

3. To assess the (in)effectiveness of these messages among EMs in Hong Kong; 
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4. to uncover social, cultural, economic and other factors related to the (in)efficacy of these messages 

and to explore the barriers to risk communication inclusiveness and justice for EMs in Hong Kong; 

5. to propose culturally-sensitive risk communication strategies to enhance EM communities’ 

preparedness for and response to the COVID-19 pandemic and other public health emergencies in 

Hong Kong; and 

6. to evaluate findings and best practices from current research at the local, regional and international 

levels, and to develop policy recommendations for future pandemics or other public health 

emergencies in Hong Kong. 

3 Methods 

This research used a tripartite approach including a systematic review, semi-structured in-depth interviews 

and a quantitative survey. The intention was to review the best practices of risk communication among 

vulnerable populations locally and internationally, to empirically explore the status and problems of risk 

communication among EMs in Hong Kong and to propose recommendations for risk communication 

based on these findings. 

A systematic review: A structured literature search was performed to collect peer-reviewed articles and 

government reports on themes related to risk communication, ethnic minorities and COVID-19. The 

review followed the protocol proposed by the Joanna Briggs Institute, and the use of the Preferred 

Reporting Items for Systematic Reviews and Meta-Analysis for scoping reviews (PRISMA-ScR) flow 

diagram was employed. 

Semi-structured in-depth interviews were conducted to explore the barriers and facilitators for EMs to 

acquire effective risk communication messages and to identify potential strategies in the alternative. 47 

individual semi-structured in-depth interviews were conducted, covering 5 ethnic groups, the majority of 

whom had low socio-economic status. A total of 11 interviews were conducted with key informants that 

spanned different areas of expertise, including particularly in ethnic minority/social services, healthcare 

and policy-making. Interviews were conducted either in English, Urdu, Nepalese or Cantonese based on 

the preference of informants. 

A self-administered online questionnaire survey was conducted in early October 2022 to further assess 

the issues identified in the systematic review and in-depth interviews. Our recruitment strategy involved 

open recruitment via our NGO collaborators as well as snowball sampling. The survey was available in 

two languages, English and Urdu. Our research team also provided online support to participants for 

problems they encountered during completion of the survey. In total, 106 valid responses were collected 

from 62 Pakistanis, 17 Indians, 16 Nepalese, 5 Filipinos, 2 Indonesians, 2 Kazakhs, 1 Burmese and 1 

Korean. 

4 Overview of findings 

This report synthesizes and presents the findings from the systematic review, in-depth interviews and 

quantitative survey using the theoretical framework developed by Goulbourne & Yanovitzky (2021) 

entitled “the communication infrastructure as a social determinant of health.”  

The communication infrastructure – including available sources, channels and intermediaries of 

communication – serves as an informational bridge within the broader societal information environment. 
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This framework acknowledges communication infrastructure itself as a determinant of health, which 

suggests, for example, that weak communication infrastructures will result in limited opportunities to 

connect with crucial health information, ultimately leading to adverse health outcomes. 

1.1 Information environment 

1) Supply-demand match of communication 

In the context of risk communication, supply-demand match refers to the extent to which the quantity, 

quality, relevance, credibility and diversity of information available are in alignment with the 

informational needs and processing capabilities of ethnic minorities (Goulbourne and Yanovitzky 2021).  

Based on the results of the systematic review, on the supply side, the ultimate sources of risk information 

often relate to the authorized and competent authorities of the state responsible for the management of 

public health.  

On the demand side, ethnic minorities and migrant populations are found to rely on a variety of sources 

and channels for health information during the pandemic, including, among others, the government and 

health authorities, informal social networks, social media, traditional media, churches and faith-based 

organizations and medical professionals (Palmedo et al 2021; Alawa et al 2021; Hamel et al 2021; 

Kiyohara et al 2022).  Preferences for the methods of receipt, however, vary significantly between 

different identities and communities.  

Research has cautioned against the assumption that the provision of information solely through formal 

channels is sufficient, where the use of social media has proliferated as an almost exclusive source of 

information for many communities across different cultures (Kiyohara et al 2022).  

For those who do not have access to the Internet or those who have limited digital literacy for reasons of 

gender, age and socio-economic disparities (Correa 2015), interpersonal communication among families, 

friends and community members remains a critical avenue in which information is supplied, its 

trustworthiness evaluated and decisions made (Garcia et al 2021). This is reflected in the qualitative 

findings from Hong Kong, where individuals with low digital and health literacy – especially EM elders 

– are likely to rely on personal networks for information rather than formal channels. 

As a possible consequence of the mismatch between supply and demand of risk information, 

misinformation and the spread of it has been widely surmised as a threat to the efficacy of risk 

communication it (Brønholt et al 2021; AuYoung et al 2022; Bateman et al 2022). 

In the Hong Kong context, qualitative findings suggest a mismatch in the demand-supply of information. 

Despite the timely dissemination of risk information on a societal level in general, information reaches 

EMs later compared to the general population. Moreover, risk information is not tailored to EMs’ needs 

according to age, gender and education status. The elderly, for instance, may have limited access to written 

information and the medical register may pose a further challenge owing to low health literacy. Women 

may require information tailored to their role as primary caregivers in the family, especially related to 

their children’s COVID-19 infection or vaccination. 

2) Structural barriers hindering access to relevant and accurate health information at the macro level 

Qualitative findings from Hong Kong have identified several structural barriers possibly hindering access 

to relevant health information by EMs.  
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Language barriers constitute a major issue faced by EMs in Hong Kong. While both Chinese and English 

are official languages in Hong Kong and the government makes considerable efforts to translate health 

information into nine EM languages, EMs still face barriers when seeking information about COVID-19. 

Timely information tends to be available only in Chinese only, while translations into English and, where 

available, into EM languages are often partial, delayed and at times inaccurate. 

As ethnic minorities and migrants in Hong Kong, many EMs are likely to come from lower socio-

economic conditions compared with the general population, which in turn impacts their access to accurate 

health information. The demographics of our survey respondents also reflect such a problem. Although 

around 75% of the respondents are younger than 40 and around two-thirds have attained secondary 

education or above, more than 40% of them do not have a full-time job and more than half of them have 

a monthly domestic household income lower than HK$20,000.  

The educational system may hinder access to information. EM’s ability to speak Cantonese and their 

inclusion into society are perceived as crucial conditions for access to information, yet these were not 

conditions that the schooling system in Hong Kong helps set up. 

It is important to note that racism, rooted in the city’s colonial past and intertwined with linguistic and 

educational issues, may hinder their willingness to seek information. The survey respondents report that 

they have experienced unfair situations and discrimination in their daily life. During the pandemic, they 

have been labelled as carriers of the virus. 

Social isolation may be the result of EMs’ intersecting social identities exacerbated by the COVID-19 

pandemic. Migration, ethnicity, low socio-economic status and gender may interact to limit their access 

to relevant information. Further barriers such as cultural differences and geographic isolation have also 

emerged from the qualitative findings.  

3) Institutional support for information access and adherence 

The systematic review indicates the essential role of capacity-building for risk communication (Thanh et 

al 2021; Wieland et al 2022). Besides, the demonstration of respect and empathy in the process of risk 

communication encourages people to feel a sense of autonomy over their health and health decisions while 

adhering faithfully to public health guidelines (Dada et al 2022). The survey results reveal that, even 

though the health authorities in Hong Kong are regarded as reasonably competent, EM patients’ feel they 

are not in touch with their needs and are often lacking in empathy toward them. 

The deep-seated mistrust of the government and public health authorities among EMs has been 

documented to be a significant barrier to risk communication in the existing academic literature and must 

be addressed (Kerrigan et al 2022; Alawa et al 2021). However, these findings from the systematic review 

might not be applicable to the Hong Kong context. The survey reveals that ethnic minority respondents 

seem to trust information from Hong Kong sources significantly more than the others from their home 

countries. Among all four types of information sources available to them, they trust the Hong Kong 

government and medical professionals the most. 
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1.2 Communication infrastructure 

1) Mediums of communication 

The systematic review indicated that a generous range of modalities has been explored, operationalized 

and manoeuvred to serve the purposes of risk communication. The use of technology and social media 

has nevertheless often been singled out as a prolific locus of communicative action (Dennis et al 2019; 

Bishop et al 2021; Liem et al 2021; Kiyohara et al 2022). 

Avenues that communicate risks are often immanently educational by nature. To this end, educational 

forums and outreach have also been utilized to discuss information about vaccine uptake (Demeke et al 

2022). Information gathering virtual town halls and specific events for identities from marginalized 

communities were conducted, and features to enhance accessibility, such as closed captioning, live 

language translations and Facebook broadcasting, have also been effective (AuYoung et al 2022). More 

generally, presentations at unions or churches provide migrants with the opportunity to ask questions about 

the healthcare system, engage people who do not use technology and assist those who do not access 

information in English (Hamel et al 2021). 

Research has also pointed to a spectrum of other spaces where the dissemination of risk communication 

has often been unexpected but productive, since the stakeholders in these spaces have perhaps never been 

officially delegated with responsibilities for so doing (Dada et al 2022; Demeke et al 2022). 

Qualitative findings from Hong Kong highlight that technology and social media are widely used by EMs 

during the pandemic, as health information is accessible through government websites, online newspapers, 

health talks and workshops provided online by community-serving organizations, private social media 

profiles, WhatsApp (voice) messages and group chats. However, individuals with low health and digital 

literacy may face challenges accessing such information and rely instead on word-of-mouth 

communication. Religious venues, school and workplace are mentioned as well as avenues of risk 

communication. 

Findings from the online survey further reveals that EMs in Hong Kong still highly rely on traditional and 

online media, yet information disseminated from the community (religious and non-religious leaders, 

NGOs, etc.) is rated as the least frequently received.  Our survey also finds that, due to their relatively low 

health literacy, EM respondents seem to have many problems in discerning the quality of health 

information acquired from the Internet and in using such information in making decisions confidently. 

2) Language of communication and temporality of communication 

The systematic review indicates that the failure to address linguistic diversity in the dissemination of 

health messages leaves minority identities underserved and vulnerable recipients of communication and 

ultimately jeopardizes their wellbeing in ways that expose them to higher risk of disease transmission 

(Bhandari et al 2021; Brønholt 2021;Van Liempt et al 2021). 

This is reflected in the qualitative findings as translations into EM languages (when available) appeare to 

be poor, partial and often delayed. Not having access to Chinese sources is often perceived as a loss of 

timely, more detailed information. 

The timely dissemination of accurate information is generally considered to be conducive to responses to 

outbreaks of infectious diseases and improved public self-protection (McMakin & Lundgren 2018). 
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However, information accessibility during public health emergencies may differ significantly between 

groups who operate under different socio-economic conditions, which is liable to reinforce or perpetuate 

pre-existing health inequities, particularly for disadvantaged identities. Qualitative findings in Hong Kong 

suggest this may be the case of EMs during COVID-19, as delayed and partial information may lead to 

adverse health outcomes and reinforce existing vulnerabilities. 

3) Trusted intermediary sources of communication 

The systematic review suggests that intermediary sources are not only conduits of the propagation of risk 

communication but become themselves active mediators of it. Translators who are able to speak migrant 

dialects have often been engaged to adapt to ever-evolving macro-level guidance and recommendations 

(Jang & Choi 2020). Volunteerism by and large also precipitates another prominent space where the 

interests of various stakeholders in risk communication found convergence (Ahmad & Hillman 2021; Tam 

et al 2021). The most significant proportion of stakeholders in COVID-19 risk communication is, 

however, made up of community leaders and representatives (Drury et al 2020; Bishop et al 2021). 

This has been confirmed by our qualitative findings in Hong Kong, where differently trusted intermediary 

sources, especially community leaders and representatives, play a key role in facilitating risk 

communication among EMs. EM youth plays a crucial role as well. Mostly Hong Kong born and locally 

educated, they are able to translate risk information for elderly members of their family. EM women as 

the primary caregivers of the family and main service users of EM community-serving organizations may 

also facilitate risk communication within the family. Religious communities serve as a platform for 

information sharing as well. The EM staff within community-serving organizations play a vital role in 

building trust and engaging the community by providing translations, material support, organized health 

talks, and workshops. 

The results of the online survey are in alignment with these findings. EMs in Hong Kong have significantly 

higher trust in the communities (represented by religious and non-religious community leaders, NGOs, 

etc.) and private social network in Hong Kong than those from their home countries. Support from family, 

friends and significant others is moderately high, which further demonstrates the importance of personal 

network for risk communication. 

5) Orientation of communication 

The systematic review indicates that top-down risk communication often deprives people of the 

opportunities to ask questions and to voice concerns, thus failing to meet the needs of the public as 

perceived by minority identities. The integration into a bi-directional risk communication system, through 

a human-centred participatory approach, of the perspectives of the communities whom risk 

communication is meant to benefit looks after the contextual needs of the minority groups in policy 

development, which contributes to trust building and community empowerment (Tam et al 2021). 

Findings from our qualitative interviews report the lack of structured mechanisms for public discussion 

and feedback for EM population in Hong Kong.  
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5 Communication and behavioural outcomes 

1) Awareness and internalization of risk information 

Minority identities exhibit different levels and manners of information internationalization. One common 

reaction among them is confusion, given the inadequacy of information and guidance from the authorities 

on the one hand, and the difficulties they perceive in making sense of the information they have found on 

the other (Brønholt et al 2021; Hassan et al 2021). 

Qualitative findings in Hong Kong have confirmed that confusion and uncertainty may hinder access to 

relevant information, possibly because of a lack of trust in available information sources. Survey results 

show that, although our EM respondents obtain COVID-related information most frequently from the 

media, their trust in such sources is relatively low. Meanwhile, although media are the most frequently 

used for accessing COVID-related information, they are the second least trusted information sources.  

Fear and worry may be barriers to the effective acquisition of information, possibly because of the sheer 

volume of messages that are negatively framed. As a result of lack of awareness, EMs may also lack 

crucial health information regarding COVID-19 prevention, vaccination for children and management of 

infection. 

Low levels of literacy among minority identities have also often been associated with the lack of awareness 

of risk information, which is conventionally the result of a multiplicity of factors such as age, educational 

levels and socioeconomic backgrounds (Lauder et al 2021; Zhou et al 2022).  

Qualitative findings in HK confirm that limited health and digital literacy are common particularly among 

the elderly, which further hinders their access to relevant health as a result of the prevalence of 

misinformation. Quantitative survey further reveals the impact of COVID-19 misinformation on EM 

groups. Possibly due to low levels of health literacy, our respondents cannot effectively differentiate 

COVID-19-related misinformation. They also report being exposed to such misinformation frequently, 

and nearly 60% of them do not have enough confidence in protecting themselves from the pandemic. 

In response, the systematic review indicates that minority identities have often taken proactive measures 

to prevent unnecessary misunderstanding. In the context of Hong Kong trusted intermediaries particularly 

from the EM community play such a key role. 

2) Engagement with risk information 

The systematic review indicates the prevalence of various tactics — or the formation of new daily practices 

— among ethnic minorities in getting access to information because of their exclusion from more formal 

and dominant risk communication systems (Brønholt et al. 2021). A common strategy across different 

minority groups is to create their own public health messaging mechanisms in both digital and more 

traditional formats (Chen 2020; Garcia et al 2021). Additionally, social media was often a crucial site for 

communicative initiatives that were often creative and spontaneous (Brønholt et al 2021; Kerrigan et al 

2022). 

Such counter strategies are also reflected in our findings from qualitative research, whereby alternative 

online and offline networks are created to support information flow. NGOs are also sought for information. 

Yet social isolation, low health and digital literacy pose a challenge to the access and comprehension of 
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information and possibly lead to high susceptibility to misinformation, or as survey results reveal, 

information overload and information avoidance.   

3) Acting upon risk information 

The systematic review indicates that the behavioural outcomes of risk communication with ethnic 

minorities depend on a number of economic, religious, and other factors. Poor communities may not 

adhere to lockdown regulations because of their income insecurity (Thanh et al 2021; Kerrigan et al 2022). 

Qualitative findings in Hong Kong suggest that a weak communication infrastructure where people 

experience uncertainty, fear and misinformation, lack of compliance may result as an outcome, with 

informants less prone to follow the government’s pandemic related guidelines.  

To facilitate behavioural changes, it has been suggested that, while health-, medicine-, and science-related 

rationalizations are commonly invoked as justifications for conformity to health guidelines, religion has 

also had a productive role to play. According to our survey respondents, “celebrating” and “participating 

in religious activities” are ranked as prominent challenges brought by the pandemic. For many of them, 

religious/faith groups are the major sources from which they can receive support. Quantitative findings 

therefore further point out the importance of religious and faith groups in risk communication for EMs. 

6 Recommendations 

Efforts should be made to amplify the informational supply-demand match and institutional support for 

ethnic minorities so as to facilitate their access and adherence to high-quality risk information during 

health emergencies. In the HK context this requires to increase awareness of the prevalence of infodemic 

and misinformation, to enhance comprehension of health information needs and to engage with the EM 

community. 

The ultimate sources of the majority of risk information, including state authorities and international health 

organizations, should convey information in such a manner that enables individuals to perceive themselves 

to be at risk (risk perception), to place trust in the availability of effective actions (response efficacy), and 

feel confident (self-efficacy) that they can commit to those actions. 

National and local surveillance systems that track the needs and preferences of different minority groups 

could be established so that policymakers could implement effective strategies aimed at addressing 

identified information inequalities (Goulbourne and Yanovitzky 2021). 

While improving the overall risk communication mechanism, it is also the responsibility of governments 

to ensure the migrant and ethnic populations’ actual capabilities of adhering to the advocated preventive 

measures by setting up the conditions for them to do so, including the provision of free and equitable 

prevention, testing, treatment and care in settings of reception and detention (ECDC 2020). 

The communication infrastructure that lies at the intersection between the external information 

environment and people’s opportunities to seek, acquire and comprehend information could be improved 

by engaging community leaders, migrant-/EMs-led NGOs, religious groups, and other stakeholders in 

forming effective communication networks. Meaningful empowerment of ethnic minorities requires their 

participation in the decision-making process at the local level.  
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In the HK context, EM youth, community-serving organization such as NGOs, EM women and religious 

groups appear to be key mediators/messengers to be engaged. EM health workers and EMs more broadly 

should be actively engaged in knowledge production. 

Stakeholders at different levels could form networks and partnerships to ensure that health information is 

translated into meaningful personal and collective behavioral change (Goulbourne and Yanovitzky 2021). 

In the HK context, this may require efforts to integrate information across different and create structured 

public occasions of story-telling, sense-making and discussion. 
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1 Background  

Since its outbreak in Wuhan, China, in December 2019, the 

COVID-19 pandemic has caused 6,550,033 deaths worldwide 

and more than 623 million confirmed cases had been reported 

to WHO as of October, 20, 2022 (WHO 2022). Yet the effects 

of the pandemic have not been equally distributed across 

populations, and ethnic minorities (EMs) have often been 

shown to be disproportionately affected (CDC 2021; Price-

Haywood et al 2020; Public Health England 2020). 

1.3 Vulnerability of marginalised groups 

during the COVID-19 pandemic 

1.1.1 Vulnerability of EMs in the context of the 

COVID-19 pandemic  

Previous studies showed that EMs are at a higher risk of being 

exposed to adverse COVID-19 outcomes compared to the 

general population (Anson et al 2021). Data from the US 

reported that the black population was 2.6 times more likely 

to contract COVID-19 and 4.7 times more likely to become 

hospitalized as a result compared to the white population 

(CDC 2021; Price-Haywood et al. 2020). In this vein report 

from the UK government also confirmed ethnicity to be a 

significant factor in COVID-19 risk and outcomes (Public 

Health England 2020). More specifically, black and Asian 

ethnic groups are at a higher risk of COVID-19 infection, 

while black, Asian and minority ethnic (BAME) groups face 

a higher risk of death as a result of COVID-19 compared to 

the white populations. While ethnicity was a predictor of 

higher risks of COVID-19 adverse outcomes, it is also 

intersected with other social, environmental and individual 

factors of vulnerability (Anson et al 2021; Public Health 

England 2020). Factors such as low income, overcrowded 

housing and underprivileged neighbourhoods, high-risk jobs 

as well as co-morbidities such as cardiovascular diseases, 

hypertension and diabetes are more likely to affect EM groups 

and to contribute to higher COVID-19 related adverse 

outcomes (Public Health England 2020; Ethnicity Facts and 

Figures 2021). They are likely to influence EM’s attitudes 

towards information presented to them as well (Anson et al 

2021). Besides, EMs are more likely to be the first generation 

of migrants and thus to encounter potential linguistic and 

cultural barriers in accessing healthcare services (Public 

Health England 2020). 

1.1.2 Vulnerability of EMs during the COVID-19 

pandemic in Hong Kong 

Hong Kong is an international city with a fast-growing ethnic 

population. Ethnic minorities make up 8% of the overall 

population, representing a sharp increase of about 70% 

compared to 2006 (Population By-Census 2016). Though 

EMs in Hong Kong constitute a small part of the population, 

their socio-economic statuses vary considerably (see Table 1 

& Figure 1) 

Table 1: Ethnicities and incomes in Hong Kong 

Ethnicity  Population  Percentage 

of total 

population  

Median 

monthly 

income from 

main 

employment 

in HK$* 

Chinese  6,752,202  92%  /  

White  58,209  0.8%  50,000 

Indian  36,462  0.5%  22,000 

Nepalese  25,472  0.3%  12,600 

Pakistani 18 094  0.2% 12,750 

Filipino* 20,527 0.3%  12,240 

Indonesian* 7,643 0.1%  10,750 

Thai  10,215  0.1%  10,530 

Japanese  9,976  0.1%  33,750 

Other Asian  19,589  0.3%  13,500 

Other  68,986  0.9%  25,000 

Whole 

population  

7,336,585  100.0%  15,500* 

* Excluding Foreign Domestic Workers  

(Sources: 2016 Population By-Census; 2016 Thematic 

Report: Ethnic Minorities) 

As shown in Fig. 1, South East Asians and South Asians are 

the most financially marginalized EMs in Hong Kong in terms 

of their economic status. These forms of marginalization are 

also reflected in the healthcare settings, including in their 

relative (in)accessibility to quality healthcare, which in turn 

exacerbates their vulnerability during the COVID-19 

pandemic. 

Hong Kong’s healthcare system purports to offer a 

comprehensive and efficient healthcare service to its residents 

(Schoeb 2016). Under the Basic Law, it guarantees equal 

access to healthcare for all, regardless of socioeconomic 

status, ethnicity or religion (Kapai 2015). In addition, 

discrimination and inequality in accessing healthcare are 

prohibited by the Race Discrimination Ordinance (Kapai 

2015). Yet previous research has shown that EMs in Hong 

Kong face linguistic, cultural and religious barriers in 

healthcare settings (Kapai 2015; Vandan et al 2019). Coupled 
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by the fact that some EM groups suffer from a higher 

prevalence of chronic diseases (for instance, South Asian 

EMs are more likely to develop Type 2 diabetes mellitus 

compared to the Chinese population, associated with obesity 

and other cardiovascular diseases (Chen & Chan 2014), EMs 

in Hong Kong may be exposed to higher risks of COVID-19-

related hospitalization and in-hospital mortality (Semenzato 

et al 2021).  

Other than a higher prevalence of chronic diseases, social and 

economic determinants may further increase the EMs’ 

vulnerability during the pandemic. In addition to lower 

income levels, EMs in Hong Kong tend to have lower 

educational attainments (e.g. Indonesians, Thais, Nepalese 

and Pakistanis have among the lowest proportions of the 

population to have attained post-secondary education, 12.5%, 

13.3%, 15% and 20.5% vs whole population 32.7%) 

(Thematic Report: Ethnic Minorities 2016). Besides, they are 

more likely to live in poorer and overcrowded living 

arrangements such as in subdivided flats (10.2% of non-

Chinese were living in subdivided units vs 3.0% in the whole 

population) (Snapshot of the Hong Kong Population 2016).  

1.2 Importance of effective risk 

communication towards EMs during 

COVID-19 

Effective risk communication is found to be essential to 

limiting morbidity and mortality caused by the COVID-19 

pandemic (Heydari et al 2021). As EMs are more prone to be 

affected by COVID-19 related adverse outcomes, it is crucial 

to make them target of effective risk communication 

strategies to enhance their protection and awareness of risks 

during the pandemic and bring about positive behavioural 

changes (Anson et al 2021). To do so, risk communication 

should involve trust, engagement and be timely and tailored 

to the targeted community (WHO 2017; Berg et al 2021; 

Anson et al 2021). To reach such goals, the multiple factors 

specific to EM communities – and especially those that make 

them particularly vulnerable to COVID-19 adverse outcome 

such as the intersection of social, cultural and economic 

barriers – must be taken into account. These factors are in fact 

likely to influence their overall perception of and (dis-

)engagement with risk communication strategies (Anson et al 

2021). Moreover, EMs’ diverse cultural backgrounds are also 

likely to mediate the impact of risk communication strategies 

in complex ways (Aldoory 2020).  

Fig. 1: Comparison of median monthly incomes of major EMs in Hong Kong 
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2 Research aim, questions, and 

objectives 

Against the background of the perceived vulnerabilities of 

EMs in Hong Kong, the aim of the study is to develop a more 

holistic and culturally-sensitive approach to understand and 

promote risk communication inclusiveness and justice among 

EMs in Hong Kong. Nevertheless, compared to the vast 

amount of literature that discusses the form, process and 

impact of COVID-19 risk communication among the general 

public (see a rapid review by Berg et al 2021), what is unclear 

is how EMs, particularly those positioned at the juncture of 

multiple disadvantages, can achieve effective risk 

communication in Hong Kong.  

It is therefore imperative to answer the following questions 

via the research: 

(a) Which types of COVID-19 related messages do EMs 

receive during the pandemic? What are the sources, formats 

and contents of these messages? How are these messages 

distributed among EMs in Hong Kong? What are the 

similarities and differences between the pandemic risk 

messages conveyed to and received by the EM and the others 

by non-EM populations?  

(b) What are the impacts of these messages on the 

preparedness of and response to the pandemic among EMs in 

Hong Kong? What are the expected and unexpected 

consequences? What are the strategies employed by EMs in 

dealing with the problems that emerge from inadequate or 

ineffective risk communication in Hong Kong?  

(c) How might we understand the barriers to risk 

communication inclusiveness and justice faced by EMs? 

What are the possible solutions to deal with them?  What are 

the strategies and tools that we might use to promote and 

enhance risk communication inclusiveness and justice for 

EMs in Hong Kong during the COVID-19 pandemic?  How 

might we make such strategies and tools sustainable over 

time?  

The objectives of the study are: 

1. To review the risk communication strategies towards 

EMs in Hong Kong regarding COVID-19 preparedness 

and responses from multiple sources, in multiple forms 

and by multiple stakeholders; 

2. to explore the origin, format and content of pandemic-

related messages as they are received and perceived by 

the EMs in Hong Kong; 

3. To assess the (in)effectiveness of these messages among 

EMs in Hong Kong; 

4. to uncover social, cultural, economic and other factors 

related to the (in)effectiveness of these messages and to 

explore the barriers to risk communication inclusiveness 

and justice for EMs in Hong Kong; 

5. to propose more culturally-sensitive risk communication 

strategies and tools that can facilitate EM communities to 

form better preparedness and responses to COVID-19 

pandemic and other public health emergencies in Hong 

Kong; and 

6. to evaluate findings from current research and best 

practices at the local, regional and international levels, 

and to develop policy recommendations for future 

pandemics or other public health emergencies in Hong 

Kong. 

3 Research Design  

This research used a tripartite approach including a systematic 

review, individual semi-structured in-depth interviews and a 

quantitative survey. The intention is to review the best 

practices of risk communication among vulnerable population 

locally and internationally, to empirically explore the status 

and problems of risk communication among EMs in Hong 

Kong and to propose recommendations for risk 

communication based on these findings.  

3.1 A systematic review 

A structured literature search was performed to collect the 

literature and government documents systematically on topics 

related to risk communication, ethnic minority, COVID-19, 

etc. A number of databases were searched to locate published 

academic literature for the review, such as Embase, 

MEDLINE, Web of Science, Scopus, etc. In addition, three 

journals were extensively hand-searched for relevant articles: 

Health Research Policy and Systems; Health, Risk & Society; 

and the Journal of Applied Communications Research. The 

reference lists of documents retrieved from these sources 

were consulted to identify additional publications.  

Papers, conference presentations, reports and technical 

documents, and other types of grey literature were identified 

through general Internet searches, as well as targeted searches 

of the websites of the Hong Kong SAR Government, 

Department of Health, Centre for Health Protection, COVID-

19 Thematic Website, European Centre for Disease 

Prevention and Control, Health Protection Agency (UK), 

Infectious Disease Research Network, Centers for Disease 

Control and Prevention (US), and World Health Organization. 

Academic theses were located from the ProQuest Database of 

Dissertations & Theses and the Networked Digital Library of 

Theses and Dissertations. The reference lists of documents 

retrieved from all of these sources were consulted to identify 
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additional key publications, thereby completing the ‘data 

bank’ for the review. 

The systematic review followed the protocol proposed by 

Joanna Briggs Institute, with the use of the Preferred 

Reporting Items for Systematic Reviews and Meta-Analysis 

for scoping reviews (PRISMA-ScR) flow diagram as the 

checklist, which clearly detail the review decision process 

into four major steps: Identification, Screening, Eligibility 

and Inclusion. 

3.2 Individual semi-structured in-depth 

interviews 

We used individual semi-structured in-depth interviews to 

explore the barriers and facilitators for EMs to obtain 

effective risk communication messages. 

(a). Subjects: Research subjects for individual semi-

structured in-depth interviews include: (1) EMs (e.g., 

Indians, Pakistanis, Nepalese, Thais, Filipinos, 

Indonesians, etc.) who were living in HK at the time of 

research; and (2) key informants who were involved in 

the developing and implementing risk communication 

strategies in HK, including government officials, 

healthcare professionals, community leaders, NGOs and 

policy makers. 

(b). Sampling: A purposive maximum variation sampling 

strategy was employed to recruit the participants for 

maximum variation. The participants recruited originated 

from EM community centres and NGOs including The 

Neighbourhood Advice-Action Council, Hong Kong 

Sheng Kung Hui Welfare Council Limited, Hong Kong 

Sheng Kung Hui Lady MacLehose Centre and Hong 

Kong Christian Service, which are the major NGOs that 

provide EM services in HK and with whom the research 

team has worked with before. 

3.3 Quantitative method – Structured 

questionnaire survey 

A questionnaire-based survey was administered online 

consisting of 40 questions that collected data on participants’ 

knowledge, experience, perceptions of COVID-related 

information, their evaluation on the performance of different 

risk communication sources, trust on these sources, perceived 

social support, as well as social and psychological impact of 

the pandemic on them. 

Participants were openly recruited through the NGOs listed 

above and among our former research participants. Snowball 

sampling was also adopted. Participants of the survey were 

encouraged to help distribute the survey via their own social 

network.   

The survey was available in both English and Urdu.  Our 

research team also provided online support to participants for 

questions or problems they might have during completion of 

the survey. In total, we collected 106 valid responses.   

4 Data processing and analysis  

4.1 Qualitative interview data 

Qualitative data analysis followed immediately after each 

interview. Interview audio-recordings were transcribed 

verbatim by a member of the research team within one week 

after the interview. Languages other than Cantonese or 

English used in the interview were translated into English by 

a bilingual native speaker within one month after the 

transcripts were available. 

The transcripts were then analysed following steps of 

thematic analysis. Two researchers read, re-read and 

familiarized themselves with the data and independently 

categorized recurrent data into codes and themes. Codes were 

discussed between the two to ensure the coding was accurate 

and consistent. Once consensus codes were available, codes 

were categorized into overarching themes such that 

conceptual model of experience and barriers to access 

healthcare services can be built. 

In addition to the interview data, observation notes taken 

during the interviews and reflective memos written during 

data analysis were also interpreted and compared with the 

interview data. Such analytical triangulation offered an in-

depth, multidimensional understanding of the research 

phenomena. Dedoose, a qualitative data analysis and 

management online software, was used to manage the 

interview data and assist the analysis. We also used the 

COnsolidated criteria for REporting Qualitative research 

(COREQ) Checklist for guiding the research process and final 

report. 

4.2 Quantitative survey data 

The STROBE checklist that aims at strengthening the 

reporting of observational studies in epidemiology was 

followed when processing, analysing and reporting the 

findings from the survey. 

Survey data were processed by SPSS 24. Descriptive 

information of all participants and their demographics were 

presented. Difference in indicators influenced by potential 

factors such as origins of information sources further tested 

by independent-samples t-test.  

  



COVID-19 RELATED RISK COMMUNICATION WITH ETHNIC MINORITIES: A SYSTEMATIC REVIEW 

     15 

 

  

2 
COVID-19 Related Risk 

Communication with Ethnic 

Minorities: A Systematic Review 



ENHANCING RISK COMMUNICATION WITH SOCIALLY MARGINALIZED GROUPS 

16 

1 Purpose of this chapter 

This chapter aims to synthesize theory and practice that relate 

to risk communication, broadly configured, during COVID-

19 with an undivided focus on ethnic minorities. It builds on 

the philosophy that risk communication as an interactive 

process of exchanging information about and beyond risks 

should be clear and actionable among individuals, 

communities and institutions insofar as COVID-19 is a social 

pandemic with patterns of outbreaks and ramifications 

unevenly distributed along differing social, political, 

economic and cultural parameters. Any sustainable 

engagement with the methods of risk communication, as part 

and parcel of a larger cycle of risk management during times 

of public health emergencies, pre-supposes the assemblage 

between perspectives from above, those on the ground and the 

many others in between. While it is intended to be neither 

prescriptive nor exhaustive, the information from this note is 

relevant to those who contribute to the development at various 

levels of the COVID-19 communicative response. This note 

culminates from a systematic review that is structured around 

the effort to identify the plurality of ways in which COVID-

19 risk communication with, between and/or among ethnic 

minorities has been conceptualized and implemented, the 

contexts, conditions and assumptions in which it has taken 

place and how it might be different. 

2 Methods  

This chapter presents a systematic review of the 

conceptualization and implementation of COVID-19 risk 

communication with, between and/or among ethnic minorities. 

The review is guided by the following research questions: (1) 

How may we conceptualize COVID-19 related risk 

communication to, with and/or between ethnic minorities in 

terms of its philosophy, design, dissemination, contents and 

consequences? (2) What are the contexts, conditions and 

assumptions in which COVID-19 related risk communication 

with ethnic minorities can thrive, and in what ways can these 

insights be applied to Hong Kong? (3) What are the practical 

toolkits that aim to implement and/or improve risk 

communication inclusiveness, justice and equity for ethnic 

minorities in Hong Kong? 

We conducted a structured literature search of the three 

following electronic databases: MEDLINE, EMCare and 

Web of Science. The search strategy in each database 

consisted of search terms organized around three main blocks: 

(1) risk communication (including risk information 

dissemination, health communication and health information 

delivery etc.); (2) ethnic minorities (including minority 

groups, ethnic groups, (im)migrants, refugees and vulnerable 

populations, etc.); and (3) COVID-19. Studies used 

quantitative, qualitative or mixed-methods were included. 

Editorials, letters, conference proceedings, commentaries and 

perspectives were excluded. Critical appraisal was conducted 

by way of the Joanna Briggs Institute (JBI) critical appraisal 

tools. The initial database search yielded a total of 2117 

articles. After two rounds of screening and critical appraisal, 

34 articles rated as “acceptable” and “high” quality were kept 

for review and synthesis. Besides peer-reviewed articles, we 

also retrieved a total of 11 pieces of grey literature from 

various sources. Our search was primarily conducted through 

the ProQuest Theses database and ReliefWeb, a repository 

that collects and monitors information from more than 4000 

key sources, including from, among others, humanitarian 

agencies at both international and local levels, governments, 

think-tanks, research institutions and the media. We also 

searched the websites of WHO, OECD, FDA, UNICEF, 

European Centre for Disease Prevention and Control and 

UNAIDS for additional handbooks and guidelines. A 

PRISMA flow chart showing the results of our review is set 

out in Fig.1. 

Data extraction and synthesis was conducted by two 

researchers independently. A thorough reading of each of the 

included studies was conducted in the first instance, followed 

by inductive thematic analysis to identify the common themes 

across papers. Notwithstanding the diversity of countries, 

populations, and topics covered by these studies, a number of 

themes emerged, including the sources, objectives, methods, 

formats, languages, styles, timeliness, orientation 

structural/economic/socio-political conditions, aids/barriers, 

internalization of and response to, consequences and 

alternative strategies for access of risk communication. These 

themes were compartmentalized into three categories related 

to various facets of risk communication: information 

environment, communication infrastructure as well as 

communication and behavioral outcomes. A spreadsheet was 

created, where key concepts and nodes from the articles were 

recorded using the original words adopted by the author, 

along with notes describing the unique context in which each 

of them was founded. Extracted data were synthesized under 

each theme by analyzing the relationships between primary 

nodes and exploring patterns and by identifying their 

similarities and heterogeneities. 
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3 Findings 

In total, 44 peer-reviewed articles and 11 reports were 

included in our synthesis after the initial screening and critical 

appraisal. The following section discusses, first of all, the 

philosophical conceptualizations of risk communication, 

particularly as they relate to ethnic minorities. We will then 

present a synthesis of the modes, channels, attributes, 

implementations and contexts of COVID-19 risk 

communication with, between and/or among ethnic minorities, 

as revealed in the articles and reports. The synthesis will be 

grouped under three major themes following the conceptual 

model of the communication infrastructure as a social 

determinant of health proposed by Goulbourne and 

Yanovitzky (2021): (1) the information environment of risk 

communication, referring to the structural conditions 

influencing the minority group’s access to health information 

related to COVID-19; (2) the communication infrastructure 

bridging the divide between the delivery of risk 

communication and its receipt and internalization by ethnic 

minorities; and (3) the communicative and behavioral 

outcomes, referring to the ethnic minorities’ awareness of, 

engagement with and response to risk information (Fig.2.2). 

 

3.1 Philosophical conceptualizations of risk 

communication 

Risk communication is an incarnation of inter-cultural 

interaction. Critical during times of public health emergencies 

(Ahmad & Hillman 2021), this mode of communication 

implicates the “production of public messages designed to 

create specific responses by the public” in “seeking to limit, 

contain, mitigate and reduce public harm” (Reynolds & 

Seeger 2005). Risk communication, as well as the sense of 

community engagement by which it is constituted, is integral 

particularly among low and middle-income countries who 

deal, among other things, with structural inequities, histories 

of colonialism and legacies of past biomedical disasters, 

Fig. 2.1. PRISMA flow chart 
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where resource-scarce communities are already significantly 

encumbered (Raymond & Ward 2021). What amounts to 

information on risk, which makes up the substance of risk 

communication, is nevertheless often interpreted with wide 

discretion. More often than not, information underlying risk 

communication relates to health-awareness information 

designed to bring about both knowledge and the 

internalization of it. It encompasses, among many other 

things, information on disease-related risks, consequences of 

infection, strategies of prevention, timely updates on policies, 

regulations and measures put in place to deal with a disease 

and its outbreak as well as individual- and community-

specific considerations in a health emergency. Research into 

risk communication in general, however, remains sparse 

(Declercq & Federici 2020), and research into risk 

communication with ethnic minorities in particular ever 

sparser.  

This is problematic not least because it is only where 

individuals and communities develop an appropriate 

understanding of their risk of getting infected by a disease 

would they be able to shoulder responsibility for their 

wellbeing and to actively engage with a range of preventive 

measures (Brønholt et al 2021). Meanwhile, it has also been 

well-documented that ethnic minorities suffer from an 

increased risk of contracting COVID-19, in addition to a host 

of adverse health outcomes, including psychosocially, to 

which they are as a result particularly susceptible (Brønholt et 

al 2021). Policy-makers, among a range of other stakeholders, 

have therefore been called upon to fastidiously consider the 

idiosyncratic attributes, needs, interests, cultural norms and 

behaviors of minority identities in their design of 

communicative strategies, with a view to preventing the 

spread of COVID-19 where the failure to contain it among 

these communities might culminate in its spread to other 

sectors of society (Gabay et al 2021). In this vein, there has 

been the advocacy for a focus on tactical communication: 

communication that is, among other purposes, coalitional and 

instrumental to principles of social justice (Bishop 2021), if 

social justice is taken to mean the enactment of community 

belonging and comradeship by accrediting with value the 

participation of community actors in the devising and practice 

of strategies that ameliorate their and others’ health outcomes 

(Bispo & Morais 2020). The research agenda in questions of 

communitive equity and justice here throws light on the ways 

in which marginalized identities share knowledge between 

and through institutions, particularly where those institutions 

exclude them in one way or another from important 

information germane to their health and safety (Bishop et al 

2021). 

3.2 Infrastructure model of risk 

communication  

3.2.1 Information environment 

1) Supply-demand match of communication 

In risk communication, supply-demand matching refers to the 

extent to which the quantity, quality, relevance, credibility, 

and diversity of information available are in alignment with 

the informational needs and processing capabilities of ethnic 

minorities (Goulbourne and Yanovitzky 2021). On the supply 

side, our synthesis indicates that the ultimate sources of risk 

information often perhaps invariably relate to the authorized 

and competent authorities of the state responsible for the 

management of public health. Stakeholders in traditional 

media outlets, including but not limited to newspapers, 

magazines, television broadcasters, radio and billboards, have 

Fig.2.2. Conceptual model of risk communication with ethnic minorities 
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played indispensable roles in risk communication during 

COVID-19. The Qatar Media Corporation in Qatar launched 

an awareness campaign to “educate residents of different 

nationalities about the risks of the coronavirus and the 

necessary precautions”, which targeted at community 

members who are proficient neither in Arabic nor in English 

(Qatar Tribune 2020). While the deployment of migrant 

languages for dissemination of COVID-19 awareness content 

among migrant communities in Qatar was commendable, 

however, it became clear that the state did not itself create or 

translate the contents into differing languages (Ahmad & 

Hillman 2021). 

On the demand side, ethnic minorities and migrant 

populations are found to rely on a variety of sources and 

channels for health information during the pandemic, 

including, among others, the government and health 

authorities, informal social networks, social media, traditional 

media, churches and faith-based organizations and medical 

professionals. Preferences for the methods of receipt, 

however, vary significantly between different identities and 

communities. Similar to ethnic minorities in many other 

places, it has been reported that 90% of the residents in 

internally displaced persons camps in Somalia received 

information on COVID-19 from traditional media services 

(Alawa et al 2021). Among migrant groups in Norway, formal 

channels were also considered more important than informal 

ones, with the government, the Norwegian news media and 

the health authorities' websites serving as their primary 

sources of information. The only exception relates to migrants 

from Somali whose preference for friends and acquaintances 

as sources of health-related information may be explained by 

their strong tradition in oral communication (Madar et al 

2022). Similar patterns have been observed among racially 

and ethnically diverse groups in the U.S., who, despite their 

inclination towards peer-to-peer communication, still view 

medical professionals as the most credible source for health 

information (Palmedo et al 2021). In this view, there is a 

strong likelihood that the use of strategies that mobilize the 

power of physician-patient communication about COVID 

vaccination will result in increased vaccination uptake among 

those who are currently hesitant about it (Palmedo et al 2021). 

Nonetheless, research has cautioned against the assumption 

that the provision of information solely though formal 

channels is sufficient, where the use of social media has 

proliferated as an almost exclusive source of information for 

many communities across different cultures (Kiyohara et al 

2022). According to studies conducted in the Greater China 

Region including mainland China, Macao, Hong Kong and 

Taiwan, for example, 74.3% and 44.8% of Indonesian 

migrant workers receive information related to COVID-19 

primarily from Facebook and from electronic/online mass 

media, respectively (Liem et al 2021). Other studies also 

indicate that non-English-speaking mothers in English-

speaking countries are less likely to seek health information 

from official face-to-face services and more likely to utilize 

family and social media as their primary sources (Wen et al 

2021). For those who do not have access to the Internet, such 

as many Ultra-Orthodox Jews in Israel (Taragin-Zeller et al 

2020), or those who have limited digital literacy for reasons 

of gender, age, and socio-economic disparities (Correa 2015), 

interpersonal communication among families, friends and 

community members remains a critical avenue in which 

information is supplied, its trustworthiness evaluated and 

decisions made (Garcia et al 2021). 

As a possible consequence of the mismatch between supply 

and demand of risk information, misinformation and the 

spread of it has been widely surmised as a threat to the 

efficacy of risk communication. If the perceived severity of 

COVID-19 is evidenced fear of the deadly character of a 

disease, misinformation works to motivate people to believe 

that they would not experience severe symptoms if they 

contracted it (Bateman et al 2022). In Spain, misinformation 

through social networks has significantly increased during the 

pandemic while the number of hoaxes spread on WhatsApp 

increased by the same percentage (Doral et al 2022). The 

subject matter of misinformation varied from infection 

sources to safety, but there was an alarming volume of false 

news about migrants (Doral et al 2022). The sheer volume of 

news stories has created a situation of saturation and 

uncertainty about the reliability of the reports (Laato et al 

2020). The spread of misinformation via social media 

platforms has been evidently rampant in dissuading 

communities from pursuing positive health-related behavior 

and outcomes (AuYoung et al 2022). The exclusive reliance 

on the help of others or that of strangers, as a consequence of 

low digital and/or health literacy, to access vital health 

information might leave minority identities particularly 

vulnerable to disruptions in information flows or 

misinformation (Brønholt et al 2021). 

2) Institutional support for information access and 

adherence 

Research has demonstrated the essential role of capacity-

building to risk communication. It equips communities with 

the tools not only to distinguish accurate messages from 

rumors and false information but also to meaningfully and 

pragmatically follow preventative measures or 

recommendations during an epidemic (Thanh et al 2021; 

Wieland et al 2022). It is only through adequate support for 

the basic needs such as food and housing and access to basic 

preventive resources such as sanitizers, soaps, and water that 
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street vendors in Vietnam have, for example, been able to 

adopt self-protective measures (Thanh et al 2021). By way of 

contrast, limited infrastructure, insufficient manpower and 

resources and a lack of expertise in community engagement 

are likely to severely compromise efforts of risk 

communication (Tam et al 2021). While community-level 

capacity building requires both monetary and non-monetary 

resources, it promotes such traditional cultural values as unity 

and mutual caring such that risk communication can take 

place in an enduring and sustainable manner (Thanh et al 2021; 

Wieland et al 2022). 

Furthermore, the demonstration of respect and empathy in the 

process of risk communication encourages people to feel a 

sense of autonomy over their health and health decisions 

while adhering faithfully to public health guidelines (Dada et 

al 2022). In particular, ethical considerations should be 

featured in mandating COVID-19 policies that have the effect 

of restricting personal freedom (Fleming 2021). By 

recognizing the seriousness of vaccine mandates, 

demonstrating the scientific evidence for their use and 

discussing the need for responsible policies, public officials 

are, for example, able to validate the agency of communities 

and to restore institutional trust (Palmedo et al 2021). 

Meanwhile, the lack of institutional support for immigration 

status or job security might pose challenges to effective risk 

communication, especially where there is a lack of clear 

guidelines from authorities (Bateman et al 2021). Research 

has, for example, pointed to some widely circulated rumors 

about the possibility of deportation if immigrants tested 

positive, leading to a hesitation among them to report 

COVID-19 symptoms to health authorities (Ahmad & 

Hillman 2021). In other instances, migrant populations may 

experience conflicting safety requirements from their 

employers and the government, ultimately resulting in their 

engagement in risky behavior out of fear of losing their jobs 

(Bishop et al 2022). 

The deep-seated mistrust of the government and public health 

authorities among ethnic minorities has been documented to 

be a significant barrier to risk communication, and this has 

often been attributed to reasons of historical mistreatment of 

the minority population (Kerrigan et al 2022; Alawa et al 

2021). A recurrent combination of systemic racism, economic 

vulnerability, social oppression and insecure immigration 

status contribute to the hesitations among ethnic minorities 

about COVID-19 vaccines, resulting in skepticism about their 

safety and scientific basis (Kerrigan et al. 2022). State-

religion tensions also contribute to such suspicions. In Israel, 

the Haredi community composed of ultra-Orthodox Jews 

have questioned the state's "true intentions" in their 

apparently political decision to close down religious 

seminaries during the pandemic (Taragin-Zeller et al 2020). 

Research has also demonstrated that individuals with shared 

racial backgrounds are more likely to trust information 

provided by co-ethnic messengers than that by sources of 

different racial backgrounds (Forehand & Deshpandé 2001). 

Informational campaigns that target at culturally significant 

venues and feature community advocates are therefore likely 

to be effective in dispelling distrust (Garcia et al 2021). In 

addition, ethnic media platform that are adept at engaging a 

particular cultural or racial group, which has emerged as a 

result of new information technologies over the past few years, 

should be utilized in conjunction with mainstream media 

platform to enhance media trust and to promote behavior 

change (Gomez-Aguinaga et al 2021). 

3.2.2 Communication infrastructure 

1) Mediums of communication 

A generous range of modalities has been explored, 

operationalized and manoeuvred, as the case may be, to serve 

the purposes of risk communication. The use of technology 

and social media has nevertheless often been singled out as a 

prolific locus of communicative action. With the U.S.’s 

immersion into globalized digital culture, for example, it is 

unsurprising that organizations such as the World Health 

Organization (the “WHO”) have taken to social media 

platforms to distribute the most recent and the most relevant 

information about what the public should do to keep 

themselves safe and healthy when the U.S. was at various 

junctures of lockdown (Bishop et al 2021). Facebook, as the 

most popular social media platform frequented by Asians in 

Qatar (Dennis et al 2019), was used to post videos that covey 

health messages. The government in Qatar also launched the 

chat-bot based secure WhatsApp service, which people could 

use to acquire information about COVID-19, preventions 

against it, the number of cases in Qatar and travel advisories 

in six different languages (Ahmad & Hillman 2021). 

The governments of Macao, Hong Kong and Taiwan have all 

employed official and verified social media accounts to 

communicate with the public during the pandemic (Liem et al 

2021). The Macao government operates two official verified 

Facebook accounts: whereas one represents the government’s 

information channel, the other is a newly created account 

designed particularly for pandemic communication (Liem et 

al 2021). In Japan, many public entities, such as central and 

local governments and quasi-governmental agencies, have 

made the effort to construct multilingual websites for foreign 

residents (Kiyohara et al 2022). Black physicians and nurses 

in the U.S. have also taken to social media platforms such as 

YouTube and Instagram to explain COVID-19 vaccination 

science to the public, to dispel related myths and to share their 
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experiences following vaccination (Dada et al 2022). The rise 

in virtual communication lends itself to forms of 

communication with migrants who may not be able to drive 

to a town hall, have dependents or are otherwise affected by 

accessibility issues (Demeke et al 2022). An online 

community for Chinese international students in South Korea, 

Fenhan (http://www.icnkr.com/), 奋斗在韩国, meaning “

struggles in Korea” or “working hard in Korea”, was a 

key website that produced information about the outbreak 

(Jang & Choi 2020). Fenhan is a space not only for 

information gathering and sharing but also for advice-seeking 

and emotional support in often trying and frightening times 

for its visitors (Jang 2020). 

Avenues that communicate risk are therefore often 

immanently educational by nature. To this end, educational 

forums and outreach have also been utilized to discuss 

information about vaccine uptake (Demeke et al 2022). 

Information gathering virtual town halls and specific events 

for identities from marginalized communities such as 

veterans, LGBTQ and youth were conducted, and features to 

enhance accessibility, such as closed captioning, live 

language translations and Facebook broadcasting, have also 

been effective (AuYoung et al 2022). More generally, 

presentations at unions or churches provide migrants with the 

opportunity to ask questions about the healthcare system, 

engage people who do not use technology and assist those 

who do not access information in English (Hamel et al 2021). 

Vaccine education forums and online talks similarly offer 

information for those whose working schedule does not allow 

flexibility to visit clinics during business hours (Demeke et al 

2022). Phone lines were also regularly put to good use. The 

leveraging of existing social networks and the subsequent 

creation of the multi-lingual Wellness Phone Banking toolkit 

in Southern California, the U.S., with regional resources and 

contact information, in conjunction with a free, confidential 

multi-lingual hotline to help with vaccine appointments, was 

reported (AuYoung et al 2022). These possibilities allowed 

members of the community to call or text-message trusted 

messengers to make vaccine appointments. 

Research has also pointed to a spectrum of other spaces where 

the dissemination of risk communication has often been 

unexpected but productive, since the stakeholders in these 

spaces have perhaps never been officially delegated with 

responsibilities for so doing. The legal advocacy agency in the 

U.S., Nolo, developed messages that equipped immigrants 

with the knowledge on the type of information they might be 

asked at a vaccination site, and support of this nature helps 

avoid communicative issues that often arise from the clinical 

setting (Demeke et al 2022). They also provided guidance on 

how best to confront inappropriate legal questions by clinical 

staff, to access legal aid and to report discrimination at 

vaccination sites on the ground of immigration status 

(Demeke et al 2022). Unconventionally, barbershops have 

also been noted by experts as key community influencers 

based on their ability within Black communities to deal with 

health crises of the past (Dada et al 2022). Although their 

impact has not been subject to rigorous measurement, the 

ongoing vaccine promotional effort by Randolph’s, an 

African barber in a Washington D.C. suburb, for example, has 

been widely reported (Dada et al 2022). The intervention here 

consisted of discussions with each client at the barbershop 

about the benefits of vaccination alongside the risk of not 

taking it (Dada et al 2022). 

Importantly, mediums of risk communication also often 

encompass not only the physicality of spaces but also the 

materiality of objects, where the public takes with them 

tangible objects of communication they get to keep and with 

which they may over time ideally refresh themselves. 

Employers have built COVID-awareness training 

programmes that incorporate methods that overcome 

linguistic and cultural barriers such as pictograms, 

illustrations and hands-on exercises (Alahmad et al 2020). 

Volunteer doctors in Singapore, for example, developed a 

pictorial, multilingual health booklet about COVID-19 (Tam 

et al 2021). In Qatar, pamphlets in 10 different languages were 

issued that attached significance to physical distancing and 

reiterated that gatherings at beaches, restaurants and 

cafeterias were banned. It specifically added that jama’ at 

“congregational” prayers on roof-tops and any other open 

spaces were banned too (Ahmad & Hillman 2021). 

2) Language of communication 

It has been argued that the failure to address linguistic 

diversity in the dissemination of health messages leaves 

minority identities underserved and vulnerable recipients of 

communication and ultimately jeopardizes their wellbeing in 

ways that expose them to higher risk of disease transmission. 

Of the 705 signs containing explicit public health guidance 

and messages in Hackney, a London borough severely hit by 

the first wave of the pandemic, only three had information 

presented in languages otherwise than in English 

(Kalocsányiová, Essex & Poulter 2021). In Qatar it is possible 

that the government made assumptions, however unwarranted 

they might have been, that certain groups could understand 

national languages, such as French or English, without 

thinking carefully about the reading level required for 

comprehension of or about an emotional connection with the 

material, even if it was oral (Ahmad & Hillman 2021). In this 

connection a nascent but growing body of literature is 

beginning to underscore the consequences of the linguistic 

challenges faced by ethnic minorities and migrants in times of 
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health crises (Brønholt 2021). Research from Nepal 

(Bhandari et al 2021) and the Netherlands (Van Liempt et al 

2021) has, for example, associated language barriers with an 

array of adverse consequences such as stress, anxiety, 

difficulties in accessing relevant services and the spread of 

misinformation among different migrant groups. 

As Li et al. (2020) argue, “language is essential to provide 

emotional comfort and psychological support services”. A 

report from the Danish Institute for Human Rights put 

together by data from interviews with ethnic minorities with 

subpar Danish language skills during COVID-19 suggests 

that some were uncertain about the risk of transmission of the 

disease and about the guidelines issued by authorities, which 

sometimes resulted in feelings of self-isolation and concern 

(Slot & Søndergaard 2020). Risk communication in Taiwan 

during COVID-19 has mostly been conveyed in sign 

language, with occasional translanguaging using Southern 

Min (Taiwanese) to improve the comprehensibility of the 

health information, while the text messages advising people 

to practice social distancing were sent to mobile phones in 

Mandarin Chinese only (Liem et al 2021). In truth, the lack of 

attention to the nuances of linguistic diversity in risk 

communication does not just leave the interests of ethnic 

minorities neglected but also undermines the broader 

pandemic response (Brønholt et al 2021). It has therefore been 

suggested that the government must work with, among other 

stakeholders, the relevant embassies to provide workers with 

information on COVID-19 in a language they understand 

(Alahmad et al 2020). 

Questions of diversity and inclusion in risk communication 

were also often interwoven with questions of inconsistency in 

the use of language (Ahmad & Hillman 2021). In terms of risk 

communication in Qatar, it is unclear why Indonesian was 

scarcely used (Ahmad & Hillman 2021). Pashto was also used 

only a few times, which may be explained by the fact that 

most speakers of Pashto in Qatar come from Pakistan and the 

government therefore assumed they were likely to understand 

Urdu (Ahmad & Hillman 2021). Other non-Asian migrant 

languages, such as Amharic which is spoken by 

approximately 25,000 Ethiopians in Qatar, were nevertheless 

altogether ignored (Ahmad & Hillman 2021). 

3) Trusted intermediary sources of communication 

Intermediary sources were not only conduits of the 

propagation of risk communication but became themselves 

active mediators of it. A Radio Olive official in Qatar 

confirmed that the risk-related contents aired in their stations 

were not translated by external professionals but by members 

from in-house teams who were familiar with the language in 

question (Ahmad & Hillman 2021). More broadly, however, 

translators who were able to speak migrant dialects have often 

been engaged to adapt to ever-evolving macro-level guidance 

and recommendations. Stakeholders on an online Chinese 

forum, for example, partook in the selection and highlighting 

of salient topics and multi-modal remediation of key 

information (Jang & Choi 2020). In connection with the 

livelihoods of the majority of the visitors of the forum who 

were Chinese students studying in South Korea, the website 

attended, among other things, to information on visa and 

immigration policies in the form of regulations on in-bound 

entry and quarantine (Jang & Choi 2020). Stakeholders here 

were charged with the functions of “language brokers”, as it 

were, who mediated relevant information often on a voluntary 

basis. Volunteerism by and large also precipitated another 

prominent space where the interests of various stakeholders 

in risk communication found convergence. A National 

Volunteering Campaign was created in Qatar with over 

30,000 volunteers to provide various medical, logistical and 

public awareness support during the pandemic, including 

translation of awareness material (Ahmad & Hillman 2021). 

Volunteer doctors in Singapore contributed to risk 

communication according to the tripartite juxtaposition 

between the lived contextual realities of the conditions in 

which migrant workers found themselves, feedback from 

them and the best available information (Tam et al 2021). 

The most significant proportion of stakeholders in COVID-19 

risk communication is, however, made up of community 

leaders and representatives. Trusted sources of risk 

information are essential to promoting adherence to public 

health guidelines and to fostering a sense of unity within a 

community. This is often coupled with the tendency where 

members viewed as emblematic of the identitive values of a 

community can forge a connection with the target audience 

that is both accessible and sustainable (Drury et al 2020). 

Although social media posts that relate to risk communication 

have gained traction in terms of their “likes” and “shares”, 

posts with similar content originating from social media 

influencers have generally achieved much higher rates of 

engagement, rendering these influencers and celebrities 

unintended and fledgling actors in the sphere of social media 

risk communication (Bishop et al 2021). Potts (2014) 

discusses the complex framework of participants in social 

media communication and distribution of information. She 

avers that “in times of disaster and crisis, people tend to 

gravitate toward the systems and networks that are most 

relevant and familiar to them”. On another note, many 

Muslims in Qatar originating from South Asia have 

subscribed to the belief that the failure to offer Friday prayers 

is sinful, and the state has consequently summoned religious 

leaders to deliver messages that persuasively call into 

question the assumptions underlying such a belief (Ahmad & 
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Hillman 2021). Preachers, imams of mosques and other 

religious figures have therefore contributed to clarifying the 

religious doctrines on the offering of congregational prayers 

during times of pandemic (Ahmad & Hillman 2021). 

Community leaders bring to their communication of risk a 

characteristic understanding of their own communities and 

shared ethnic or cultural identities (Demeke et al 2022). In a 

parallel fashion, health agencies and community-serving 

organizations such as state-specific migrant organizations 

have amplified health messages from state officials. Some 

have, for example, grappled with the elucidation that vaccine 

is free for anyone in the U.S., irrespective of insurance status, 

while others have offered particulars on the efficacy of 

vaccination by spelling out comparisons in the health impact 

of COVID-19 between vaccinated individuals vis-à-vis their 

unvaccinated counterparts (Demeke et al 2022). Community 

leaders have also themselves at times experientially 

showcased in the first-person manner practice of the messages 

they strive to circulate. In Maryland, for example, the 

president of the University of Maryland Baltimore County 

and his wife were participants in a phase 3 clinical trial to 

show that Black people had been involved in the development 

of the vaccine (Dada et al 2022). He reported in an interview 

that his taking part in it was the demonstration of a gesture 

intended to re-inculcate attitudes amongst the Black 

community toward vaccination, to save lives and to encourage 

people to believe in the explanations of science behind it 

(Dada et al 2022). In perhaps a complementary capacity, the 

Minnesota Community Care Center meets people where they 

conduct conversations with them about, among other things, 

vaccine hesitancy, acceptance, trust, and possible side effects 

that might occur after the second dose (Dada et al 2022). 

Community influencers have often built pivotal connections 

with local faith, business, and social service institutions, 

allowing them to attend mass at churches, distribute flyers 

that provide information in multiple languages and engage 

Latinx grocery stores with a high Hispanic population and 

other popularly trafficked public spaces (Demeke et al 2022). 

Members across African American communities have made 

frequent references to the church, other houses of worship and 

faith groups as important channels and messengers of vaccine 

information, and being part and parcel of a close-knit 

community has been considered in this case as key to 

receiving accurate information (Kerrigan et al 2022). 

Embassies, consulates and employers have also been seen to 

provide timely updates on COVID-19 where not all migrant 

identities are fluent in the local language (Liem et al 2021; 

Ahmad & Hillman 2021). 

Last but not least, coordination and partnership between 

different distinct identities have often been mobilized, in 

contra-distinction to their working in isolation. Owing to the 

perceived and evidenced influence of social media influencers, 

Black physicians have partnered with government and social 

media influencers to share information nationally (Dada et al 

2022). Academic-community partnerships are a good case in 

point. As part of a National Institutes of Health-funded state-

wide coalition formed in September 2020, the Share, Trust, 

Organize, Partner: the COVID-19 California Alliance team 

comprises members from 11 academic sites and over 75 

community partners across California to acknowledge 

perspectives from the community in risk communication 

(Dada 2022). A partnership between Minnesota’s Community 

Care and University Health Care Centers has also allowed 

staff to create videos and flyers to dispel COVID-19 myths to 

give testimonials about the vaccine (Dada et al 2022). 

4) Temporality of communication 

The timely dissemination of accurate information is generally 

considered to be conducive to responses to outbreaks of 

infectious diseases and improved public self-protection 

(McMakin & Lundgren 2018). However, information 

accessibility during public health emergencies may differ 

significantly between groups who operate under different 

socio-economic conditions, which is liable to reinforce or 

perpetuate pre-existing health inequities, particularly for 

disadvantaged identities (Zhou et al 2022). Research has 

suggested that, for example, among ethnic minorities in 

remote and rural regions of China, the elderly and low-

educated individuals experienced a larger gap than other 

groups in the timeliness of their receipt of risk-related 

information (Zhou et al 2022). It has also been suggested that 

minority identities with different education level and 

residential types choose different sources of information 

which lead some of them to obtain pandemic information 

earlier than others (Zhou et al 2022). In another example, in 

Hackney, England, where 45% of the population belongs to 

black, Asian and minority ethnic communities, there was a 

significant delay compared to other less deprived 

communities to the promotion of face coverings for the public 

in posters and street paintings (Kalocsányiová, Essex & 

Poulter 2021). 

Broad and effective dissemination of pandemic-related 

information has thus been suggested to critically depend on 

early and proactive engagement of multiple stakeholders, 

including but not limited to government authorities, non-

profit organizations, health professionals and community 

leaders (Tam et al 2021). The objective of the timely 

communication of risk must therefore be achieved by taking 

into due consideration how differing communities usually 

receive information in the first instance. It is noteworthy, 

however, that the mere guarantee of timely information is 
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isolation may not be particularly effective in persuading 

people to adjust their behavior in the light of the severity of 

the virus and of its community transmission. The rapid 

dissemination of messages that have not been scientifically 

substantiated may result in a mixed uptake of self-protective 

behaviours, as evident among young Muslims in the UK, who 

took the view that only the elderly was at risk of infection and 

therefore took no protective measures in the early stages of 

COVID-19 (Hassan et al 2021). The timely communication 

of risk to ethnic minorities must therefore address the 

assumptions on which their beliefs are based and also take 

into account the time necessary to deconstruct them.  

5) Orientation of communication 

Owing to the fluid and rapidly evolving character of public 

health emergencies, risk communication must shift from 

traditional, unilateral and experts-to-nonexperts ways of 

delivery to “an interactive process of exchange of information 

and opinion between risk assessors, risk managers, and other 

interested parties” (Kiyohara et al 2022; National Research 

Council 1989). Research has shown that top-down risk 

communication often deprives people of the opportunities to 

ask questions and to voice concerns, thus failing to meet the 

needs of the public as perceived by minority identities. The 

integration into a bi-directional risk communication system, 

through a human-centred participatory approach, of the 

perspectives of the communities whom risk communication is 

meant to benefit looks after the contextual needs of the 

minority groups in policy development, which contributes to 

trust building and community empowerment (Tam et al 2021). 

In so doing, however, emphasis should be attached to 

establishing a proactive monitoring regime that is not only 

accessible to disadvantaged communities and identities but 

also goes so far to protect their legal rights in reporting. 

In the absence of institutional support in the bi-directional risk 

communication system, marginalized identities may be 

further burdened. Migrant workers in Canada are, for example, 

exposed to greater risks of job insecurity when reporting their 

health and safety concerns, and have therefore found the 

feedback mechanisms of risk intimidating and inaccessible 

(Colindres et al 2021). A successful example of bi-directional 

risk communication is the establishment of a community-

engaged research partnership in Southeast Minnesota, where 

communication leaders of differing ethnic and linguistic 

backgrounds were involved with regular tele-conferences 

with community and academic partners to co-develop an 

intervention framework that targeted at immigration 

populations with limited English proficiency. The continuous 

refinement of information in response to community feedback 

and the real-time sharing of concerns with infectious disease 

experts have allowed significant improvements to be made in 

the provision of essential services to immigrant and refugee 

populations, such as COVID-19 testing and vaccination 

(Wieland et al 2021; Wieland et al 2022). 

3.2.3 Communicative and behavioral outcomes 

1) Awareness and internalization of risk 

information 

Minority identities exhibit different levels and manners of 

information internationalization. One common reaction 

among them is confusion, given the inadequacy of 

information and guidance from the authorities on the one hand, 

and the difficulties they perceive in making sense of the 

information they have found on the other (Brønholt et al 2021; 

Hassan et al 2021). Migrants in Denmark during COVID-19, 

for example, were frequently confused about which and when 

restrictions were in place, leaving them "a bit behind" than 

their Danish counterparts in following these guidelines 

(Brønholt et al 2021). The Muslim community living in the 

Northwest of England also reported being perplexed by the 

ambiguous requirements for operating small independent 

businesses in the initial stages of the pandemic, which 

resulted in their resort to common sense or to their neighbours 

for assistance (Hassan et al 2021). What is more, information 

about vaccines among migrant workers tends to extend 

beyond concerns beyond their effectiveness to those of their 

precarious immigration status, inciting both confusion and 

also fear of potential deportation (Demeke et al 2022). The 

composition of the networks of disadvantaged identities has 

also had mixed influences on their awareness of public health 

measures. On the one hand, research has suggested that the 

exclusive recourse to informal sources of information, such as 

friends, families or colleagues who share the same nationality, 

has had a negative effect on health-related behaviors 

(Allington et al 2021; Oktavianus and Lin 2021). On the other 

hand, research has also found that a higher level of integration 

in the host society for migrant workers may be associated with 

lower levels of risk perceptions and preventive practices. This 

might possibly be explained by their lower sensitivity to new 

information following a protracted period of stay in the host 

country, where they are grown accustomed to the existing 

ways of living and are therefore less likely to adjust their 

behaviors despite the emergence of new situations 

(Papwijitsil et al 2021). 

Low levels of literacy among minority identities have also 

often been associated with the lack of awareness of risk 

information, which is conventionally the result of a 

multiplicity of factors such as age, educational levels and 

socioeconomic backgrounds (Lauder et al 2021; Zhou et al 

2022). In East Kalimantan, Indonesia, for example, many 
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have struggled to comprehend the information the 

government has set out in guidelines, posters and 

announcements, because they are primarily written in 

standard Indonesian, and the incorporation of many foreign 

loanwords in standard Indonesian makes risk-related 

messages inaccessible especially to rural residents with lower 

levels of education (Lauder et al 2021). Similarly, migrants in 

Israel who are less familiar with the country's native 

languages, Hebrew or Arabic, report less timely access to 

COVID-19 information than their counterparts who are 

familiar with the languages. Digital literacy has also been 

problematic. The use of online media for the dissemination of 

risk information may place older and less educated 

communities, who are also often less digitally literate, at a 

disadvantage since they are less likely to be able to keep up 

with knowledge updates as quickly as other groups (Zhou et 

al 2022). 

In response, minority identities have often taken proactive 

measures to prevent unnecessary misunderstanding. In Hong 

Kong, for instance, the Indonesian Migrant Workers' Union 

has assumed the informal role of community fact-checkers 

through a two-step process: first, the committee members 

gather information about the pandemic from various sources 

and filter it for distribution to community members; second, 

collaborative efforts are made among community members to 

verify the accuracy of the information that has been collected 

(Oktavianus and Lin 2021). Local immigrant-serving 

agencies can, among other things, provide training or 

coaching programs to improve information-seeking skills and 

to address possible concerns of the side effects of vaccination 

and the immigration consequences that follow among migrant 

populations. A digital literacy campaign has also been 

proposed as a way of increasing migrant workers’ skills in 

identifying credible accounts or information related to 

COVID-19 (Liem et al 2021). 

2) Engagement with risk information 

Scholars have noted the prevalence of various tactics — or the 

formation of new daily practices — among ethnic minorities 

in getting access to information because of their exclusion 

from more formal and dominant risk communication systems 

(Brønholt et al. 2021). A common strategy across different 

minority groups is to create their own public health messaging 

mechanisms in both digital and more traditional formats. For 

example, mobile signs, and public loudspeakers conveying 

health recommendations in indigenous languages were 

frequently used among migrant workers in Taiwan prior to the 

availability of government resources, which contrasted 

sharply with the dominance of Mandarin in public health 

communications. Local aboriginal teachers also joined in the 

efforts to translate and distribute self-protection guidelines, 

sharing practices counteracting COVID-19 in native 

languages on YouTube, and collaborate with respected elders 

in the communities to announce new regulations released by 

the government (Chen 2020). Furthermore, intergenerational 

communication among Latino families has also been found to 

be a source of informational and social support, where the 

younger generation facilitates their parents’ access to 

technology and digital media and helps dispel COVID-19-

related misinformation, while the older generation continues 

to draw on their cultural and social capital to seek resources 

and support (Garcia et al 2021). 

Additionally, social media was often a crucial site for 

communicative initiatives that were often creative and 

spontaneous. Migrants in Denmark, for example, created 

several large groups on Facebook, which gradually evolved 

into a structured transnational network over time, so that 

people who did not speak Danish could be kept abreast of 

COVID-19 developments and relevant policies without the 

need to seek translational assistance (Brønholt et al 2021). For 

others, digital translational tools have often been exploited to 

help decipher news and press briefings provided by the 

authorities’ channels of communication (Brønholt et al 2021). 

It has also been suggested by African Americans in the U.S. 

that strategies such as canvassing a community can be 

implemented to provide each household with brochures and 

to answer questions about their concerns (Kerrigan et al 2022). 

Furthermore, the Latinx community envisions setting up 

tables in the community where community members can 

speak with public health officials and professionals in Spanish, 

so that the diversity of the community is clearly represented 

and community members are able to approach individuals 

they can relate to on a linguistic and cultural level. (Kerrigan 

et al 2022). 

3) Acting upon risk information 

The behavioral outcomes of risk communication with ethnic 

minorities depend on a number of economic, religious, and 

other factors. Poor communities may not adhere to lockdown 

regulations because of their income insecurity. An example 

relates to street vendors in Vietnam, who only follow 

preventive behaviors that are less costly and less harmful to 

their livelihoods (Thanh et al 2021). Similarly, Ethiopian 

migrant workers in Washington, DC expressed their mixed 

attitudes towards following workplace restrictions because it 

could compromise their means of providing for the family 

(Kerrigan et al 2022). 

To facilitate behavioral changes, it has been suggested that, 

while health-, medicine-, and science-related rationalizations 

are commonly invoked as justifications for conformity to 

health guidelines, religion has also had a productive role to 
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play. In some cases, religious languages and culture can 

provide a particular set of vocabularies for people to express 

their willingness to adhere to health-related rules prescribed 

by the government, which may stem from their religious 

obligations that place value on safety. There are also other 

circumstances in which religion is cited as a reason for 

disregarding health recommendations, and it is closely 

associated with their view of the regulations as hoaxes or 

conspiracies imposed on them (Taragin-Zeller et al. 2020). In 

light of these anti-government responses, it is suggested that 

“feel-good” messages and universal slogans like “getting our 

lives back to normal” are commonly better accepted by the 

public, and that acknowledgement of historical wrongdoings 

can be utilized as a basis for explaining why vaccinations are 

different and necessary today (Kerrigan et al. 2022). 

4 Conclusion and discussion 

The preceding sections present the synthesized findings from 

our systematic review of risk communication with ethnic 

minorities during COVID-19. Based on the conceptual model 

we propose, we suggest the following directions for policy 

interventions. 

First, efforts should be made to amplify the informational 

supply-demand match and institutional support for ethnic 

minorities so as to facilitate their access and adherence to 

high-quality risk information during health emergencies. 

These objectives can be achieved through diversification of 

communication tools and formats to meet the needs of 

different groups of ethnic minorities, while at the same time 

combating rumors and/or misinformation about the disease 

and the vaccines (WHO 2020, 2021). Particularly, the 

ultimate sources of the majority of risk information, including 

state authorities and international health organizations, should 

convey information in such a manner that enables individuals 

to perceive themselves to be at risk (risk perception), to place 

trust in the availability of effective actions (response efficacy), 

and feel confident (self-efficacy) that they can commit to 

those actions. At the same time, ethnic minorities’ fear of 

criminalization or deportation, or their misconceptions of 

eligibility requirements for vaccines or material support 

should be properly addressed as part of meta-level 

communication plans (UNICEF 2021). In addition, it has 

been suggested that national and local surveillance systems 

that track the needs and preferences of different minority 

groups could be established so that policymakers could 

implement effective strategies aimed at addressing identified 

information inequalities (Goulbourne and Yanovitzky 2021). 

While improving the overall risk communication mechanism, 

it is also the responsibility of governments to ensure the 

migrants and refugees’ actual capabilities of adhering to the 

advocated preventive measures by setting up the conditions 

for them to do so, including the provision of free and equitable 

prevention, testing, treatment and care in settings of reception 

and detention (ECDC 2020). 

Second, the communication infrastructure that lies at the 

intersection between the external information environment 

and people’s opportunities to seek, acquire and comprehend 

information could be improved by engaging community 

leaders, migrant-led NGOs, religious groups, and other 

stakeholders in forming effective communication networks. 

Meaningful empowerment of ethnic minorities requires their 

participation in the decision-making process at the local level. 

In this connection, consistent community feedback 

mechanism should be established to allow bi-directional 

dialogue and to adapt messages to the evolving situation 

(WHO 2020). Health authorities can also collaborate with 

media development organizations to develop creative, 

entertaining and engaging communication that addresses 

marginalized people’s priorities in local languages while 

promoting vaccine uptake and other preventive behaviors 

(WHO 2021). It needs to be noted, however, that authorities 

should take care in strengthening communication 

infrastructure in conflict-ridden areas, as community 

representatives or religious leaders, however resourceful they 

might be, may be received in different manners by different 

populations (WHO 2021). It is therefore necessary to always 

take into account the context-specific realities in a given 

minority community before developing corresponding 

communicative strategies. 

Last but not least, stakeholders at different levels could form 

networks and partnerships to ensure that health information is 

translated into meaningful personal and collective behavioral 

change (Goulbourne and Yanovitzky 2021). On the one hand, 

by way of an example, governments, organizations and 

corporations can work together to collect and analyze data on 

drivers of behaviors around vaccine uptake in order to 

understand how different information influences people’s 

behaviors and practices in different ways (WHO 2021). On 

the other, frontline workers in different sectors, including 

healthcare, education, agriculture and nutrition, are 

encouraged to be trained to engage with people’s questions, 

respond to their concerns and adapt preventive measures to 

localized needs (ECDC 2020). Meanwhile, potential 

compounding factors of vulnerability, including age, gender, 

disability and chronic illness, should be taken into 

consideration when advocating physical distancing and risk-

containment measures to create an empathetic and equitable 

environment to improve confidence and trust in the 

vaccination process (WHO 2021).  
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Fig. 2.3 Summarizing the Systematic Review via a Logic Model 

 

 
 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 
 

 
 

 
 

 
 

 
 

 
 

 
 
 

 

Inputtttttttt Outputtttttttt Outcome

Systematic review Strategies Key issues 

Peer-reviewed articles search 
 
- MEDLINE, EMCARE and Web of 

Science 
- Search terms: (1) risk communication; 

(2) ethnic minorities; (3) COVID-19 
- Quantitative, qualitative, or mixed-

method studies are included 

Screening and critical appraisal 

 
- 2117 peer-reviewed articles from 

initial database search, 34 included in 
data synthesis after screening and 

appraisal 
- 62 pieces of grey literature from initial 

search, 11 included after screening 

Information environment 
 
Supply-demand match of communication 

- Diversity of information sources 
- Quality of information supply/combating 

rumors and misinformation 
 

Institutional support for information access 
and adherence 

- Monetary and non-monetary resources for 
capacity building 

- Respect and empathy 
- Institutional trust 
- Support for immigration status and job 

security 

Communication infrastructure 

 
- Mediums of communication 

- Language of communication 
- Trusted intermediary sources: community 

leaders and representatives, churches and 
faith groups, academic-community 
partnerships 

- Temporality of communication 

- Orientation of communication 

Communicative and behavioral 

outcomes 
 

- Awareness and internationalization of risk 
information 

- Engagement with risk information 

- Acting upon risk information  

Macro-level 
 
- Diversify communication tools and formats  

- Combat rumors and/or misinformation about 
the disease and vaccines 

- Track the needs and preferences of different 
minority groups 

- Convey information to achieve greater 
effects of risk perception, response efficacy, 

and self-efficacy 
- Provide free and equitable prevention, 

testing, treatment and care 
- Address ethnic minorities’ fear of 

criminalization or deportation 

Micro-level: 

 
- Analyze data on drivers of behaviors 

- Train frontline workers to identify specified 
needs 

- Recognize and address compounding factors 

of vulnerability 

Data extraction and synthesis 

 
Theoretical framework: communication 

infrastructure as a social determinant of 
health 

- Information environment 
- Communication infrastructure 

- Communication and behavioral 
outcomes 

 

Grey literature search 
 

- ProQuest Dissertation Database 
- ReliefWeb 
- Websites of WHO, OECD, FDA, 

UNICEF, European Centre for Disease 

Prevention and Control and UNAIDS 
Meso-level 

 
- Engage community leaders, migrant-led 

NGOs, religious groups, and other 
stakeholders 

- Establish consistent feedback mechanism  
- Develop creative, entertaining and engaging 

communication that addresses marginalized 
people’s priorities in local languages 

- Caution “blank legitimacy” 

Note: All key findings from the systematic reviews are 

summarized in Fig.2.3
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What Are We Talking When We Talk About 

Risk Communication?  

Insights from the Members of Ethnic Minority 

Groups and Key Informants 
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1 Methods 

1.4 Data collection: Individual semi-

structured in-depth interviews 

We used individual semi-structured in-depth interviews to 

explore the barriers and facilitators for EMs to obtain 

effective risk communication messages and identify potential 

strategies. The interview guide was developed by taking into 

account the findings of the systematic review. 

Subjects: Research subjects for individual semi-structured 

in-depth interviews included: (1) EMs (e.g., Indians, 

Pakistanis, Nepalese, Thais, Filipinos, Indonesians, etc.) who 

have been living in HK during the time of research; and (2) 

key informants who are involved in the developing and 

implementing risk communication strategies in HK, including 

government officials, healthcare professionals, community 

leaders, NGOs and policy makers. 

Sampling: A purposive maximum variation sampling 

strategy was employed to recruit the participants with 

diversified ethnic, cultural, religious, demographic, and 

socio-economic backgrounds. The participants were recruited 

from EM community centres and NGOs including our 

research partners, including The Neighbourhood Advice-

Action Council, Hong Kong Sheng Kung Hui Welfare 

Council Limited, Hong Kong Sheng Kung Hui Lady 

MacLehose Centre and Hong Kong Christian Service, open 

recruitment via posting study information flyer in EM 

WhatsApp groups, and referrals by participants.  

Sample size calculation: For individual interviews, the 

following characteristics of the EM were considered: (1) 

ethnicity (i.e., from one of six SA or SEA population in HK – 

Indians, Pakistanis, Nepalese, Thais, Filipinos, and 

Indonesians); (2) gender (i.e., male or female); and (3) social 

economic status (i.e., higher or lower than the median family 

income in HK). Due to the implementation of mandatory 

vaccination policy in early 2022, COVID-19 vaccine uptake 

was not used as an inclusion criterion, nevertheless all EMs 

signed up for the interview had taken at least one shot of the 

vaccine at the time of interview. 

 In the result 47 individual semi-structured in-depth 

interviews were conducted, covering 5 ethnic groups, the 

majority of whom had low SES (See Table 1: Demographics 

of interviewees) and 11 key informant interviews (See Table 

2: Key informants – Area of expertise and ethnicity). 

Interviews were conducted either in English, Urdu, Nepalese 

or Cantonese based on the informants’ preference. 

 

 

Table 1: Demographics of interviewees 

  Frequency Percent 

Ethnicity Bangladesh 1 2.1 

Indian 8 17.0 

Indonesian 3 6.4 

Nepalese 8 17.0 

Pakistani 27 57.4 

Gender Female 37 78.7 

Male 10 21.3 

Age 18-25 6 12.8 

26-33 1 2.1 

26-35 18 38.3 

36-45 14 29.8 

46-55 5 10.6 

56-65 1 2.1 

66 or above 2 4.3 

Length of 

living in 

HK 

Born in HK 12 25.5 

Less than 7 

years 

7 14.9 

More than 7 

years 

28 59.6 

Education No formal 

education 

1 2.1 

Primary level 10 21.3 

Secondary 21 44.7 

Diploma / 

Certificate 

courses 

3 6.4 

Sub-degree 

courses  

3 6.4 

Degree 

courses or 

above  

9 19.1 

Marital 

status 

Married 36 76.6 

Separated 1 2.1 

Single 10 21.3 

District of 

residency 

Kowloon 24 51.1 

Hong Kong 

Island 

13 27.7 
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New 

Territories 

6 12.8 

Islands 4 8.5 

Monthly 

Family 

Income 

less than 

15,000 

14 29.8 

15,001-

25,000 

28 59.6 

25,001 - 

35,000 

4 8.5 

35,001 - 

45,000 

1 2.1 

 

Table 2: Key informants – Area of expertise and ethnicity 

Key 

Informant 

Area of expertise Ethnicity 

1. Ethnic minority/social service Pakistani 

2. Ethnic minorities/social service Nepalese 

3. Ethnic minorities/social service Pakistani 

4. Ethnic minorities/social service Chinese 

5. Ethnic minorities/social service Chinese 

6. Healthcare Chinese 

7. Healthcare Chinese  

8. Healthcare Chinese 

9. Healthcare Chinese  

10. Healthcare Chinese 

11. Policymaking Chinese 

1.5 Data analysis 

During the process of data collection, regular meetings were 

held among the research team members to discuss emergent 

themes from the interviews. Interviews were transcribed 

verbatim and translated into English, where languages other 

than English were employed in the interviews. 

Two researchers coded the interviews using Dedoose, a 

collaborative web-based platform for data management, 

coding and analysis. Five interviews were first coded 

independently by the two researchers followed by discussion 

on the emergent themes; primary and child codes were 

identified by the two researchers and further discussed with a 

third researcher. 

Similar to the systematic review, data from the in-depth 

interview were organized and summarized based on the 

theoretical framework developed by Goulbourne & 

Yanovitzky (2021) “The communication infrastructure as a 

social determinant of health”. The communication 

infrastructure – including available sources, channels and 

intermediaries of communication– serves as an informational 

bridge within the broader societal information environment. 

This framework acknowledges communication infrastructure 

itself as a determinant of health, which suggests, for example, 

that weak communication infrastructures will result in limited 

opportunities to connect with crucial health information, 

ultimately leading to adverse health outcomes. 

2 Results 

47 individual semi-structured in-depth interviews were 

conducted, covering 5 ethnic groups, the majority of whom 

had low SES and 11 key informant interviews. Interviews 

were conducted either in English, Urdu, Nepalese or 

Cantonese based on the informants’ preference. 

Results were summarized based on Goulbourne & 

Yanovitzky (2021) in a logic model (see Table 3: Logic 

Model). The model comprises: input (including qualitative 

research and theoretical framework, already discussed in the 

method section), output (including barriers and facilitators at 

the macro/meso/micro level) and outcomes (including 

strategies classified according to Goulbourne & Yanovitzky’s 

(2021) framework). 

2.1 Output 

2.1.1 Barriers at the Macro Level 

Barriers to communicating COVID-19 related risks among 

the EMs were firstly identified at the macro level, most of 

which appear to hinder the EM communities’ access to 

relevant and accurate health information. Such barriers were 

often manifested at the structural level and presented as a 

mismatch between information demand and supply. 

Structural barriers 

Language barriers constituted a major issue faced by our 

informants. While both Chinese and English are official 

languages in Hong Kong and despite the government’s efforts 

to translate health information, informants faced barriers 

when seeking information about COVID-19 or health 

information more broadly. Timely information tends to be 

available in Chinese only, while translation in English and 

(when available) in EM languages is often partial, delayed 

and at times inaccurate. 

Technically COVID is a very new disease, and there is 

language barrier. So it is difficult for them to get the 

newest local HK information. On top of that, we don’t 

really know, for example, government website or Hospital 

Authority. Even though within HA we have interpretation 
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services, but Internet-related information or usually when 

we stick information leaflets on the lift doors or walls, it 

doesn’t include all of their languages. For example, 

Pakistani or specially Nepali, they don’t know Chinese, 

they might not be able to get into contact with too many 

things. (KI-HC-CH-06). 

It's like you give them English notice and then you think 

that they understand English, but it's not a must that ethnic 

minority person understands English, some ethnic 

minority know Chinese more than English. And some don't 

even know English or Chinese. So, it's different from each 

ethnic minority (EM-PA-F-09) 

The information is limited by the language. And due to 

lower socioeconomic status, their access to such 

information is inadequate. For example, I am not sure 

whether they can read the language on the website when 

they need to make an appointment online. We usually 

appoint screening services through the phone, but I am 

not sure there’s Urdu service. If the EM don’t know 

English, I don’t know if the hotline can reply. Also, nobody 

knows if EM understand what the professionals say when 

EM cannot express. (KI-HC-CH-06) 

It's a Chinese sources, they can tell you in a detail as they 

can speak Chinese and they can make you understand very 

well. But if you get it in English from them, they will tell 

you just the topic about it. They can't go to the detail to 

tell you, breaking in detail. So mostly, people don't 

understand this when you see the topic, you won't 

understand if you don't go in the detail. So if I speak 

Chinese, when I go outside or I talk to someone, when I 

say I can speak Chinese, they would say “good that you 

can speak, now I can tell you more about it.” Because they 

are difficult speaking in English. And they can't tell you, 

they will just tell you whatever they read it. They would 

just like, how can I say? It's whatever they read, they will 

just read it out to you. Even now I can speak Pashto. So 

when I will speak to my mother, I will speak like every 

detail, I will tell her small details and everything. But if I 

cannot, then I will tell her just the main parts of it. So that's 

the difference. So lots of my friends will ask me if they have 

something like that, they will ask me, can you go with us 

and they will take me with them. So I can speak Chinese 

so they said they will let you, they will be happy and they 

will tell you more about it. (EM-PA-F-13) 

Deeply rooted in the city’s colonial past and interlocked with 

language and educational issues is racism; some informants 

lamented de facto discrimination and prejudice based on their 

race. Social media may turn into a channel of discrimination 

during the pandemic, where stories of South Asians being 

identified as “spreaders” were circulated; yet social media 

may be used by the ethnic and migrant groups to counter such 

attitude.  Discrimination may further limit their willingness to 

seek for information: 

Most of the Chinese people nowadays, they won't even 

come close to you because they think we are the one who's 

spreading the virus like discrimination is too much. And 

we don't want to approach anyone. We don't want to make 

them uncomfortable and we don't approach. If someone 

want to talk, then we'll talk, we won't approach by 

ourselves. (EM-PA-F-11) 

A Key informant and EM staff from a local NGO mentioned 

cultural differences may contribute to limited access to 

available information.  

Maybe culture problem, because some EM users they 

might not be, you know, due to the culture, or like different 

cultures, they might not be as interested or ask forward to 

getting help from the local resources. Sometimes they go 

both ways like EM may hesitant, and also the other 

resources in the local situation, they might also be 

hesitant. (KI-EMSS-NE-02) 

In some cases, what is perceived as cultural differences by 

social service providers may be the result of lack of 

information. 

Maybe because of their culture, somehow, say for example, 

the Hong Kong government has also purchased some 

medicine for Hong Kong residents to get right in order to, 

you know, maybe prevent COVID-19, in a way, but 

because, for I think for culturally understanding. For 

example for EM they have no knowledge about Chinese 

medicine at all. So that is why, even for Hong Kong even 

the government wants to do this to them out to… help or 

assistance you may say, this is rather difficult to make 

ethnic minorities, understand, if the medicine is okay for 

them or not. So this is something I think is something about 

culture, we can really force the other, you know, cultural, 

cultural background to take it. Okay, without 

understanding, but indeed it is also something that I guess 

will be making them difficult, in a way to get some help in 

terms of health. (KI-EMSS-CH-04). 

Social isolation may be the result of EMs’ intersecting social 

identities exacerbated by the COVID-19 pandemic. 

Migration, ethnicity, low socio-economic status and gender 

may intersect and shape their limited access to relevant 

information. 

I don't have time to [get in touch with religious based 

community] and I don't have much friends also. I cannot 

manage.. my family need more of my time. Yeah, so I give 

lots of like all my time is for my family. So very rare. 

Muslim community and meeting them and attending their 

class, not not really (EM-PA-F-18) 

Education system: informants complained of Cantonese 

learning and social inclusion of EMs in the society as 

conditions for access to information that were nevertheless 

not developed by the school system. 
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Yes school system is I think is the biggest reason why a lot 

of ethnic minorities now who are studying or you know 

who recently graduated they are not good with Cantonese, 

because in that school system, they will have separate 

classrooms for local students and separate classroom for 

all the EM students and for EM I mean I think it's general 

knowledge that if you put me, and another Pakistani or 

Indian boy in the same classroom, we will try to speak 

more of our language. We will not try to speak Cantonese, 

of course, definitely. 

Ethnic minority they have this school system, where all 

ethnic minority students will study together, and local, 

local students will have a separate classroom. So they will 

not really get to interact with each other and all which 

makes it even more harder (EM-IN-M-45). 

Geographic isolation: for EMs living in remote areas, 

information may become less accessible as fewer community-

serving organizations may be available. 

Some people they don't know anything and they don't 

know where to go, because it's confined like if you are in 

Jordan, Mongkok or Yau Ma Tei then it's like those 

Nepalese they can get help, because the office is in 

Mongkok or Jordan so people know them, and they can 

get help. But people somewhere in Yuen Long, because 

everywhere there's ethnicity, so people from there. And I 

think it's communication gap, so they have little problem, 

like what to do. (EM-NE-F-26) 

As an ethnic and migrant identity in Hong Kong, South 

Asians are likely to have low socio-economic status compared 

to the general population, which is in turn associated with 

questions of access to accurate health information. 

I guess, like for ethnic minority, okay. The reason why they 

can maybe not, I cannot say this rumour, maybe some, 

some inaccurate information I have to say, I guess they 

actually get it when they have some, maybe group chat or 

whatever that may be, some ideas are not accurate. So 

that's why when they pass on from A to B and B to C, that 

the information may be distorted, in a way. So, I guess for 

the, especially the underprivileged families, they will be 

the most affected ones. Because, for those who have at 

least a phone, okay maybe other media like TV or 

whatsoever that they will make them easier to check if the 

information that they received is correct or not. But for 

the underprivileged because they have nothing in hand, in 

a way, so they can only get the information from somebody 

from mouth to mouth basis. So this is actually, I think is 

affecting their choice in a way to choose what information 

they can receive. (KI-EMSS-CH-04) 

Mismatch between information demand and supply 

Delayed information: despite the crucial role of timely 

information to effectively manage public health emergencies 

information reaches EMs later compared to the general 

population. 

First of all, I would pinpoint they [EMs] get the 

information very late, when compared to locals or those 

who are highly educated who can understand English 

better. Because most of the ethnic minority especially the 

middle age or older ones, they are not well educated. So 

they cannot receive the health information on time (KI-

EMSS-PA-01) 

Information is not tailored to EMs’ needs according to age, 

gender and education status. Elderly for instance may have 

limited access to written information and the medical register 

may pose a further challenge owing to low health literacy.  

Especially old people because they are a chronic patients 

and then especially old people because they cannot read. 

Imagine they cannot read, then no option is good for them. 

It's only that someone has to say them. Even if it is in our 

own language, because the register is very difficult for old 

people or let's say, the adult to understand, Nepalese as 

well. Because I myself know because the talking language 

and writing language is quite different for us, like our 

literature is that way, either in Nepalese, Hindi, Urdu or 

anything. (EM-NE-F-26) 

Women may require information tailored to their role as main 

carers in the family, especially related to their children’s 

COVID-19 infection or vaccination. 

Yes, because when it comes to kids, it is more sensitive. So, 

I think there should be clearer message that how to get it 

and where's nearest location near you can get it easily. 

Because it's so hard to get an appointment, it’s fully 

booked. There's one near our home around 5-minute walk 

only. But whenever I check this, there's no slot at all. It's 

all booked. And I want her to get vaccinated soon. So, she 

can be protective, even if she gets COVID. It won't be that 

serious. But when I think that I need to bring her so far, it 

does worry me. Should I bring her or not? (EM-PA-F-07) 

2.1.2 Barriers at the Meso Level 

Barriers at the meso level refer to the problems and issues 

experienced by the interviewees as part of a group, or 

observed by the interviewees as impacting on the community. 

The following meso-level barriers were identified: language 

barriers, lack of information, fear and worry, confusion and 

uncertainty, lack of trust, hard to reach population, the 

marginal role of EMs in knowledge production, lack of 

systematic coordination among community-based 

organizations and lack of structured public occasions of 

discussion. 

Language barriers hinder access to relevant information at the 

meso level. Interlocked with low digital literacy, translated 
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information is often provided online only, either in English 

which is not accessible to all EMs or disseminated in EM 

languages by NGOs that remain to be proofread. 

In order to reach that information online, they must know 

how to use phone. How to use Internet. But when they 

don't even know how to use English, how to read or write 

English, how can they access that information. And then 

on the other hand, some of the NGOs, they do not 

proofread it before disseminating the information. So 

that's also another thing, sometimes people just get the 

information, and then they do not understand what is it, 

because it makes no sense at all (KI-EMSS-PA-01). 

NGOs may face challenges rapidly translating the latest 

information, thus compromising timely risk communication. 

For some EMs, reliance on their children may be an 

alternative strategy of survival.  

Once the government announces, it will be out, but once it 

goes to the organizational level and it needs to be 

translated, and making a toolkit into different languages 

or voice recordings, even at the fastest pace, it will take a 

few days or half a day. If there is an announcement on 

Friday and organizations might not have people in on 

Saturday and Sunday. Some organizations will do it faster, 

it will be better. And we are not the fastest, to be very 

honest. But the fastest, it will still take 1-2 days. For some 

people, they were already ready. That is with real-time, 

they would be ready already. So, there will be some little 

differences. The fastest, they will only have the most 

accurate information one day later. If not, they will rely 

on their children (KI-EMSS-CH-05). 

Key informants particularly pointed out that cultural barriers 

may prevent EMs from approaching NGOs and seeking 

information. 

And also maybe a bit of like other than language problem, 

I would say, maybe culture problem, because some EM 

users they might not be, you know, due to the culture, or 

like different cultures, they might not be as interested or 

ask forward to getting help from the local resources. 

Sometimes they go both ways like EM may hesitant, and 

also the other resources in the local situation, they might 

also be hesitant. So, language, culture. (KI-EMSS-NE-02). 

Lack of information: EMs lacked information, particularly 

about prevention, COVID-19 vaccines especially for children 

and management of COVID-19 infection. 

If we talk about in the beginning, they had no idea what 

Covid is. How to prevent it, other than wearing mask and 

washing hands, they had no idea how to do it. (KI-EMSS-

PA-01) 

The most type of information they require or asks is about 

the vaccination, so more than the symptoms and signs 

because the vaccination is what they think that they are 

required to do in Hong Kong, like everyone is getting 

vaccinated and everyone is doing something to protect 

them from the COVID 19. So, most of the members, they 

asked for the vaccination, like about when they should get, 

and the doses, when they can start getting especially for 

the kids. They are more interested in learning about the 

dosage for the kids, and also not only the COVID 19, but 

other services as well. They're always inquiring about the 

kids, the children vaccination (KI-EMSS-NE-02) 

Fear and worry may be barriers to the effective acquisition of 

information, possibly related to sheer volume of messages and 

the ways in which they are negatively framed. 

Because what are the information would be there? It could 

be scaring to us, raising my blood pressure or raising 

another concerning issue. To me, that's totally a useless 

issue to go to look at that website [government website]. 

(EM-BA-M-06) 

Actually, I don’t follow the news much. Some are not good 

news, and if I watch it, I will get moody. The pandemic is 

so long that receiving the information is tiring. It’s good 

enough that you know some knowledge because you will 

be cautious (EM-INDO-F-12) 

Confusion and uncertainty may hinder access to relevant 

information, possibly related to a lack of trust in available 

information sources. 

We don't trust any source at this time because it has been 

a long time not one or two months’ time. So every time the 

thing is different so we don't know which one to go after. 

So like we we are we ourselves are very confused what's 

going on, actually. (EM-PA-F-27) 

From the news, my daughter would listen to the news and 

she would tell me that today these many cases have been 

reported and this has happened. So the situation is quite 

difficult so would just see this. There was a fright also felt 

that we don’t know what would happen so because of that. 

(EM-PA-F-28) 

When it comes to ethnic minorities, they still hesitate to 

approach a lot of NGOs, when it comes to sharing their 

problems. […] So there are a lot of EM family still, they 

do not contact NGO when they need help, or they want to 

share something or they're having some problem rather 

they will contact NGO, approach NGO when it comes to 

materialistic product (EM-IN-M-45). 

Our research identified some hard-to-reach populations, 

especially working men and elderly. 

Usually men is the other one who go out work from day to 

day. Then they may not really have much chance going to 

different channels to look for more information about 

health or whatsoever not to say COVID-10. So, it will like 
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depending on maybe their partner, or maybe even their 

relatives or friends that will pass the information to them. 

(KI-EMSS-CH-04) 

There are some, for example grandparents living alone, 

they wouldn't know how to reach out, they wouldn’t know 

how to, you know, they wouldn’t even know where to call. 

They would just be asking their neighbours or anyone next 

to them so obviously you have to reach out to someone to, 

you know, to see the most available resource that you can 

get. There are definitely some people, I feel like, who 

would, it would be difficult for them to reach to, you know, 

the information. (KI-EMSS-PA-03). 

Marginal role for EMs in knowledge production: despite their 

crucial role as mediators and/or communicators of 

information with the EM communities, EM health workers - 

even when employed in community-serving organizations – 

tend not to be found in managerial positions of influence and 

stability. This in turn is likely to compromise the relationship 

of trust with EM service users. 

From what I can observe, the [EM] program workers, 

they do change quite like frequently, they work for one 

year, and then, they switch other jobs compared to social 

workers who do for a longer period of time.[…] I think 

like the program worker is very important, because they're 

like a bridge, because the programmer has to be the EM. 

And the then mostly the social worker is the Chinese social 

worker. And so, if they, and also because of that the clients, 

the members, they're more willing to engage with the EM 

worker compared to the social worker. […] Once there's 

gone, even the social worker has a new programmer, then 

it takes a lot of time and relationship to build that up again. 

And, the program workers are mostly the first contact 

rather than the social worker wherever they have problem, 

and like you said, they also are the translators in case the 

EM residence, they don't know how to speak English. So, 

they are important because they are the first contact 

person (KI-EMSS-NE-02). 

Lack of systematic coordination among Community based 

organizations 

I guess like for what I understand for the industry serving 

ethnic minorities, well, I have to say because I work in 

some other agencies serving ethnic minorities… what I 

think that is most of the agencies are just minding their 

own businesses, so they may not have that intention to, co-

work with other agencies also serving ethnic minority. so 

this is an important issue, in a way, because they each 

have resources, but they just don't want to do 

collaboration in a way so that is actually a pity as well. 

(KI-EMSS-CH-04)  

Lack of structured public occasions of discussion: discussions 

take place informally in EMs’ social networks or in inflexible 

question-and-answer format following health 

talks/workshops, while no formal and structured such 

occasions of discussion take place. 

2.1.3 Barriers at the Micro Level 

At the micro-level, individual factors of vulnerability 

hindered EM’s access to information, namely: low socio-

economic status, low education status, limited health literacy, 

limited digital literacy, gender role. 

Low socio-economic status: both a structural barrier at the 

macro and an individual barrier at the micro level, low socio-

economic status is likely to be interlocked with low education, 

health and digital literacy and shape EMs’ barriers to access 

accurate health information: 

I guess, like for ethnic minority, okay. The reason why they 

can maybe not, I cannot say this rumour, maybe some, 

some inaccurate information I have to say, I guess they 

actually get it when they have some, maybe group chat or 

whatever that may be, some ideas are not accurate. So 

that's why when they pass on from A to B and B to C, that 

the information may be distorted, in a way. So, I guess for 

the, especially the underprivileged families, they will be 

the most affected ones. Because, for those who have at 

least a phone, okay maybe other media like TV or 

whatsoever that they will make them easier to check if the 

information that they received is correct or not. But for 

the underprivileged because they have nothing in hand, in 

a way, so they can only get the information from somebody 

from mouth to mouth basis. So this is actually, I think is 

affecting their choice in a way to choose what information 

they can receive. (KI-EMSS-CH-04) 

Low education status: low education, often associated with 

low health and digital literacy, may hinder access to relevant 

information. 

For the middle aged, I think it really depends on one thing 

is that education level. And for now we are talking about 

the virtual world, IT, the use of IT. So for those who may 

not have a good education level you may say, they may not 

really be able to browse the Internet or whatever 

convenient or maybe even related to IT, to look for what 

they need. So this is also like a way that I think is depriving 

them because they lack more channels to look for 

information in a way (KI-EMSS-CH-04) 

Limited health literacy challenges the acquisition of health 

information: 

If in the centres they can hold a class and tell us everything 

about this disease in Urdu and in our languages because 

we are not educated so we do not understand Chinese and 

English because one does not read thoroughly. I also read 

it on the surface the page that they had shared but if they 
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explain the way with which we can be safe so it would not 

be that difficult (EM-PA-F-28) 

Limited digital literacy: limited digital literacy further 

challenges the acquisition of information, especially among 

the elderly. 

Because the language is in their phone or the technologies, 

they're also mostly in English and for those who do not 

know English at all, so it is gonna be hard for them. So, 

they need help from other people like their children or 

NGOs. Even though those who know Urdu or how to read 

English, they might not know the right resources right 

away to, how they can search up the right information, 

because that has happened as well like some users who do 

know English, they have contacted us to get more 

information on how to book the vaccination, or how much 

dose their kids need? Yes, so skills, yes, even though they 

do know English like the skill is not as much like it's not 

what they need. (KI-EMSS-NE-02) 

Gender role: as the main carers in the household, women may 

have limited time to seek information and to connect to 

potential intermediaries of information including community-

serving organizations, particularly within conservatory family 

environments. 

My mind was not at one place, it was towards my youngest, 

towards my daughter, towards my son, towards the house 

[…] and even I did not take care of myself (EM-PA-F-37). 

I am a housewife myself, but that a housewife would 

believe from the one source she gets that maybe her source 

is speaking the truth or ask one another but the one who 

is outside we should believe them because they know the 

situation and are going through that circumstance and 

they have seen it through their eyes and have read about 

it, so being educated they have more experience about 

what is going outside. Now I am a housewife, I am more 

limited to the house and I don’t know what is happening 

outside as opposed to the job holders as they have more 

experience of the circumstances. (EM-PA-F-28) 

There are always some people who don't want to talk to 

you about anything, you know. Mostly even in the EM 

ladies, they are not allowed by their husbands to go to any 

center, or to receive help or anything like that. (KI-EMSS-

PA-01). 

2.1.4 Facilitators at the Macro Level 

Based on our informants’ accounts, facilitators at the macro 

level were identified, which may promote access to relevant 

and accurate health information: 

Systemic changes initiated at the governmental level: to 

address structural barriers entails systemic changes. Multi-

lingual versions of government announcement may be a first 

step to promote effective risk communication strategies. 

Potential of EMDA (EM District Ambassador) project 

launched by the Hong Kong government to connect with EM 

communities:  

With EMDA. The purpose of this is that, of course, first of 

all, train, the in service staff, that if there is a possibility 

of having ethnic minority service user. And secondly, it is 

also a way to welcome or attract the EM population to go 

to that particular service point as well, because when you 

whenever you see, like maybe a poster okay from an 

elderly center, not only in Chinese but also maybe English 

or even some other languages, you will be a very good 

marketing strategy to make service users, okay to go to 

that service point particularly, so we think that it's 

actually something very useful, you know in a way. (KI-

EMSS-CH-04) 

2.1.5 Facilitators at the Meso Level 

At the meso level facilitators were identified, potentially 

enhancing risk communication strategies; more specifically 

the key role of trusted intermediaries to connect with more 

relevant information. 

Intermediaries playing a key role in mediating available 

health information include: 

EM youth acting as bridges within the family in providing 

translation and information among family, as they have access 

to more accurate and timely information. They may also help 

parents and elder family members to navigate the healthcare 

system and to create trust in available services catering for 

EMs. 

Younger generation of EMs in Hong Kong. Probably 

because they are locally born, so they could have more 

resources you may say, in a way, because they they they 

might have their own EM friends, or they will also have 

their local Hong Kong friends as well. So that’s why 

maybe they will have more information or they will know 

more, like how to get what they want to see or know (KI-

EMSS-CH-04) 

Sometimes they [the children] share, sometimes she [the 

daughter] will translate and then send it to me in 

WhatsApp that this has come on the Chinese media. (EM-

IN-M-02) 

When we were new to Hong Kong, we didn’t really trust a 

lot of things which we heard from the government or you 

know a lot of things which we hear from other NGOs or 

you know these centers who help those newly arrived 

Hong Kong residents to cope up with Hong Kong. 

However, once I started going to school, starting getting 

adopted to Hong Kong culture. I did bring my thinking to 
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my home as well and my father, mother. They were more 

open to different things. (EM-IN-M-45). 

NGOs providing proofread translations and also other 

important information where they have established trusted 

relations with EM communities, information is likely to reach 

EMs rapidly. 

They [NGOs] do have Pakistani female workers and they 

talk with those who cannot understand English. They talk 

with us in English as well. They have made WhatsApp 

groups and they send messages. (EM-PA-F-29) 

From this center we get to know many things like if there 

is any new news that we don’t know about so there is a 

meeting once a month so we housewives sit together and 

they let us know many things or if we have any issue we 

would go with them. A lot of my sister and friends go there, 

but now my daughter can do everything so now I don’t go 

but I am telling you this that if someone is in need, they do 

help you out a lot.  (EM-PA-F-19) 

They always send some information, some take care of 

ourselves take care for zoom classes, yeah. They also 

provide some multicultural languages and multicultural 

programs. They are healthcare programs and first aid 

programs, so I will always join their programs. So, they 

send more WhatsApp videos and sometimes they have to 

send the pictures. (EM-IN-F-16) 

The advantage is that these NGOs already have some (EM) 

groups articulated to them. They can quickly make some 

infographics and snowball them to the EMs. It can help 

narrow down the gap, as I said, that the government 

cannot spread the information to the EM groups. (KI-HC-

CH-08). 

EM health workers in engagement with EM communities 

through Outreach and building trust 

For me as a Chinese, I don’t think it is that easy for me to 

go into the groups of ethnic minority as a start. […] 

Because for our EM staff, I will say they are the pioneers 

in a way they are the pioneers. They are the ambassadors. 

So with them, because they speak their own language, and 

they also understand the culture of the participants or 

maybe the potential participants. (KI-EMSS-CH-04) 

I think the trust, how we can build up more is by having at 

least one EM staff if we are doing outreach, for example, 

we can have like one Chinese staff and then one EM staff 

at least, so they can feel more, you know, they have bigger 

trust with you, or they are more willing to interact with 

you if you have at least one EM staff and so that’s why, 

our practice is like we have at least have one EM and one 

Chinese staff whenever we go out for outreach. (KI-

EMSS-NE-02) 

Potential of public utility (e.g. HKCSS) to coordinate NGOs 

HK CSS is now, kind of like taking the lead, trying to see 

if they can actually ask communities or agencies who are 

working with ethnic minorities to join hands together. So, 

I hope it will be a good start, because they already have, 

kind of like EM networks already. So I hope that that 

number is only the beginning. Then there will be more 

collaboration in any way that we could do better to really 

help serve the ethnic minorities is in Hong Kong. (KI-

EMSS-CH-04) 

Personal social network appeared to be more prominent 

among those lacking trusted alternative sources and networks 

For people that are less educated. For them, the source of 

information would be people around them. They will talk 

to, obviously the men meet every day, men meet in mosque, 

they go to the masjid, and they meet and talk about 

everything, everything you know about the quarantine 

situation, every day they talk about it, they discuss. And 

then about the COVID situation on the news everything I 

feel is like a circle. So whatever then information, if if any 

one person in the group knows, everyone will know 

eventually. So, that’s how the generation, the group that 

doesn’t have much, you know, access to online social 

media or online platforms, they would ask around, and 

they always see meet people, they would they would, you 

know, deliver the information around and spread (KI-

EMSS-PA-03). 

No, I did not have such information nor did I discuss in 

particular with anyone. It was that when families would 

sit together then my brother’s wife’s and brother told me 

that he had taken the vaccine so he said that you should 

take it and it would not be difficult for you after you take 

the vaccine because everywhere such as the hospitals, 

they would ask whether you are vaccinated or not so I 

would think whether to take it or not then I took the name 

of Allah and said that I should take it, and if there is 

something that should be done, it should be done.(EM-PA-

F-28) 

Some WhatsApp messages keep on circulating. I send to 

someone, someone sent to the third person and the fourth 

person, it’s like that. There are not specifically any 

WhatsApp groups like that. The Imam sends the WhatsApp 

to some people and they just spread it and within one day, 

it spreads to the community. (EM-PA-F-25) 

2.1.6 Facilitators at the Micro Level 

At the micro-level, facilitators addressing individual 

vulnerabilities and barriers were identified, namely voice 

recorded messages and direct calls for EMs with low digital 

literacy; more explanation and information that is easy to 

understand for EMs with limited health literacy; key role 

played by EM women. 
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Voice recorded messages and direct calls reach effectively to 

EMs with low digital literacy 

We have actually tried giving out information to them 

[elderly], and usually for English information, we would 

do a voice recording. That is, colleague will translate and 

will record a voice message and we will send it out (KI-

EMSS-CH-05) 

Voice messages. But you know, usually for women, they 

don’t even know how to read Urdu. Or English or Chinese. 

They only know how to speak, they only listen. So for some, 

we usually will record one more time. (KI-EMSS-CH-05) 

No, we tell it through voice message that listen to this. Just 

like how previously people used to say that the news had 

come that only two people can sit and only two people can 

go outside so we listened that only one can go like if we 

have to go to McDonald’s or to some hotel or anywhere 

else so only can person can sit at a table so we tell one 

another about this that they too can get informed because 

at times not knowing can cause you to have some sort of 

harm so we tell one another about it that this is how it is 

and do it like this.(EM-PA-F-42) 

More explanation and information that is accessible to EMs 

with limited health literacy 

If there are some difficult terms of vocabularies they don't 

understand. I think when we try to design some poster or 

health information leaflet for them. It's better to keep it 

simple and easy to understand. (KI-HC-CH-09). 

Key roles played by EM women in managing family health, 

including vaccination, disease management, school policies, 

etc. 

Ladies will have more and more willing to seek health 

information. And when we mentioned that we will have 

some health talk about workshop. The ladies are quite 

interested to join in the for those who asked me about 

different health check, or different health services and 

most of them are women for the men assumes that they 

might not care about their own health so ladies do (KI-

HC-CH-09). 

Use of infographics and videos to make information more 

concise and accessible 

People in general don’t like long paragraphs. Graphics 

can make it easier for EMs or people with lower education 

levels. They can acquire and understand the information 

more easily. (KI-HC-CH-09) 

Because seeing it from your own eyes is something else, 

because we can use the mobile for other purposes and for 

games, but when it comes to reading it on the mobile, we 

are not that interested because I am like that as well 

because I am like if there is something, I would want to 

watch it or listen it as opposed to reading it so if they start 

this that we can watch or hear it, then it would be better. 

And in Pakistanis, such as the one in our neighbors who 

is older than me and she cannot read as well so like this 

she feels difficulty so if she can watch or listen, it would 

be easier for her.(EM-PA-F-28) 

3 Outcome: strategies 

Qualitative research was employed to explore the barriers and 

facilitators for EMs to obtain effective risk communication 

messages. Based on the conceptual model we propose 

(Goulbourne & Yanovitzky 2021), we could first understand 

the crucial role played by information disparities in shaping 

COVID-19 related health inequities and subsequentely 

identify effective risk communication strategies targeting 

EMs in Hong Kong during public health emergencies. 

First, awareness of the prevalence of infodemic and 

misinformation should be increased. This could be achieved 

with faster translation; information tailored to EMs’ needs (by 

assessing EM literacy, using simple language, presented in 

accessible ways, directly calling/using voice message with 

service users with low health/digital literacy, providing 

explanation in their own language and according to their level 

of literacy, translating in the proper linguistic register, 

proofreading translations and appopriately relying on 

interpreters and EM staff); by addressing hard to reach 

populations (such as elderly and working men); by leveraging 

the key role of trusted intermediaries (especially NGOs, EM 

youth, EM KOLs and EM women); by relying on community-

serving organizations such as NGOs to reach EMs based on 

existing trusted networks to organize outreach activities and 

online workshops/ lectures/ messages, together with 

individual messages to service users. 

Second, comprehension of health information needs to be 

enhanced. This first requires overcoming language barriers, 

possibly through intermediaries such as EM younger 

generations within the family and NGOs providing proofread 

translations. As low health literacy was identified as a barrier, 

strategies to overcome it need to be implemented, including 

assessing EMs literacy, using simple language, providing 

concise information such as infographic, translation in the 

proper linguistic register, proofreading translations and 

appropriate reliance on EM staff and medical interpreters. In 

tandem with low health literacy, digital literacy needs to be 

addressed; voice messages and direct calls to reach EMs may 

be employed. 

Third, our study confirmed the need to engage with the 

community, with the goal of identifying EMs’ health needs, 

involving them in the process of knowledge production and 

ultimately developing relevant and tailored information 

strategies. This can be achieved by relying on several 
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strategies, for instance by actively involving EM youth or EM 

health workers, organizing outreach and some pilot activities 

to obtain feedback; calling and checking on service users’ 

needs when affected by special circumstances (such as during 

district lockdowns); organizing culturally-sensitive training 

for NGO staff and health professionals to enhance 

comprehension of EMs’ specific health needs; empowering 

EM women as they are the main carers of the family and 

particularly of children. In this regard, information related to 

children vaccination disease management and school policies 

could be channelled. 

Fourth, as information was often perceived as scattered 

among multiple sources and intermediaries, efforts of linking 

information should be implemented. Government may take 

the lead in coordinating NGOs and other potential 

intermediaries, by for instance organizing a collaborative 

meeting right at the beginning of public health emergencies. 

Given the key role they play in mediating and facilitating risk 

communication, EM youth should be involved as 

intermediaries in more structured ways (e.g. through open 

competitions). Rather than being limited to adjunct and 

operational roles, EM staff in NGOs should play managerial 

roles and actively participate in knowledge production about 

risk communication to inform tailored messages. 

Lastly, opportunities of mobilization and action appear to be 

lacking and need to be promoted for effective risk 

communication among EMs. This may include creating 

structured public occasions of story-telling, sense-making and 

discussion, where EM communities have access to platforms 

to share concerns, experiences and opinions during public 

health emergencies. 

The major findings from the qualitative study are summarized 

in the logic table below.  
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Micro-level 

Low socio-economic status 

Low education status 

Limited health literacy 

Limited digital literacy 

• Elderly 

Gender role 

 

Confusion and uncertainty   

Lack of trust 

Hard to reach population 

• Working men 

• Elderly 

Marginal role of EMs in 
knowledge production 

 

Lack of systematic 
coordination among 
Community based 
organizations 

• Work 
independently, 
project based 

Lack of structured public 
occasions of discussion 

 

• EM health workers in 

engagement with EM 

communities through 

Outreach 

• Potential of public utility 

(e.g. HKCSS) to 

coordinate NGOs 

Personal social network 

seemed to be more 

prominent among those 

lacking trusted alternative 

sources and networks 

 

Micro-level 

Voice recorded messages and 

direct calls reach effectively to 

EMs with low digital literacy 

More explanation and 

information that is easy to 

understand for Ems with 

limited health literacy 

Key role played by EM women 

in managing family health, 

including vaccination, disease 

management, school policies, 

etc. 

Linkage 

Government may take the lead in coordinating NGOs and other 

potential intermediaries e.g. organizing a collaborative meeting 

right at the beginning of public health emergencies 

Need to engage EM Youth as intermediaries in a more 

structured way (e.g. through open competitions) 

EM staff in NGOs should have managerial roles and actively 

participate in knowledge production 

 

 

 

Engagement with the community 

Outreach through EM health workers/EM youth so to identify 

EMs’ needs and organize some pilot activities to get feedback 

and identify EMs’ needs 

Call and check users’ needs when affected by special 

circumstances e.g. during district lockdowns 

Organize cultural sensitivity training for NGOs staff and health 

professionals 

Empower EM women as they are the main carers of the family 

and particularly children. Channel information related to children 

vaccination disease management and school policies via women. 

           

 

                

 

Mobilization and action 
Create structured public occasions of story-telling and sense-

making 

Create structured public occasions of discussion 

Theoretical 

framework: 

Communication 

Infrastructure as 

a Social 

Determinant of 

Health 

• Information 

environment 

o Supply-

demand 

match 

o Access 

• Communication 

infrastructure 

o Information 

flow 

o Sense-

making 

o Organizing 

• Communication 

and behavioral 

outcomes 

o Awareness 

o Comprehensi

on 

o Engagement 

o Action 

 

  

 

Barriers Facilitators Strategies 

Outcome 

 

 

 

Input 

Macro-level 

Structural barriers 

• Language barriers 

• Cultural differences 

• Social isolation 

• Education system 

• Racism  

• Geographic isolation 

• Low socio-economic 
status 

Mismatch between information 
demand and supply 

• Delayed information  

• Information not tailored 
to EM needs according to 
age, gender and education 
status) 

 

Meso-level 

Language barriers 

Lack of information 

Fear and worry  

• Negative framing of 
messages  

• Too abundant and 
frequent information 
 

 

 

Macro-level 

Systemic changes initiated at 

the government level (e.g., 

multi-lingual versions of gov 

announcements) 

Potential of EMDA (EM 

district ambassador) project 

to connect with EM 

communities 

Increase awareness combating infodemic and 

misinformation 

Faster translations  

Tailor information to EMs’ needs, assess EM literacy; use simple 

language, not abundant information; directly call/voice message 

service users with low health/digital literacy; provide explanation in 

their own language, according to their level of literacy; translate in the 

proper linguistic register; proofread translations; rely on interpreters 

and EM staff 

Need to address hard to reach populations 

Key role of trusted intermediaries (especially NGOs, EM youth, EM 

KOLs, EM women) in raising awareness. 

NGOs may reach EMs based on existing trusted networks, outreach 

activities first and online workshops/ lectures/ messages later, 

individual messages to service users 

 

Qualitative 

Research 

Individual semi-

structured in-

depth interviews 

with vulnerable 

EM population 

• Total 47 

interviews 

• Ethnicity: 

o Pakistanis 27 

o Nepalese 08 

o Indian 08 

o Indonesian 03 

o Bangladesh 01 

• Gender: 

o Female 37 

o Male 10 

 

Individual semi-

structured in-

depth interviews 

with key- 

informants 

• Total 15 

interviews 

• EM NGOs 05 

• EM 

healthcare 

05 

• Policy making 

 

Meso-level 

Key role of trusted 

intermediaries to connect 

with more relevant 

information 

• EM youth act as bridges 

within the family in 

providing translation and 

information among 

family 

• NGOs providing 

proofread translations 

and also important 

information source 

 

Output 

Comprehension 

Language barriers can be overcome through intermediaries, 
especially EM younger generations within the family, NGOs 
providing proofread translations 

Health literacy: need to assess EM literacy; use simple language, not 
abundant information; translate in the proper linguistic register; 
proofread translations; rely on EM staff and medical interpreters 

Digital literacy can be improved through voice messages, direct call 
to reach EMs with low digital literacy 

 

 Table 3. A Logic Model to Summarize the Systematic Review 
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1 Introduction 

At the last phase of the research, similar to the previous two, 

we continue to follow the conceptual model of the 

communication infrastructure as a social determinant of 

health proposed by Goulbourne and Yanovitzky (2021).  This 

phase involved a self-administered online questionnaire 

survey to explore how the three different levels of 

communication infrastructure coalesce as social determinants 

of health among the ethnic minorities in Hong Kong during 

the COVID-19. 

The survey covers all three levels by integrating issues, 

barriers, and facilitators of communication infrastructure 

identified in the systematic review and the in-depth 

interviews.  

The online survey was conducted in early October 2022.  

Research information sheet and invitation letters were sent to 

our NGO collaborators and former research participants who 

agreed to join our research.  Snowball sampling method was 

also adopted.  Participants of the survey were asked to help 

distribute the survey via their social network.  The 

questionnaire had two language versions: English and Urdu.  

Our research team also provided online support to participants 

for questions or problems they might have. In total, we 

collected 106  valid responses.   

2 Demographics 

2.1 Ethnicity 

Among the 106 EM respondents, the majority of them comes 

from South Asia, including 62 Pakistanis (58.5%), 17 Indians 

(16.0%), 16 Nepalese (15.1%), 5 Filipinos (4.7%,), 2 

Indonesians (1.9%), 2 Kazakhs (1.9%), 1 Burmese (0.9%), 

and 1 Korean (0.9%).  

 

2.2 Age 

Most respondents are young, between the ages of 18-24 

(26.42%, n=28) and 30-34 (24.53%, n=26), followed by those 

aged 35-39 (17.92%, n=19) and 25-29 (15.09%, n=16). Only 

one respondent (0.94%, n=1) is aged above 50. 

 

2.3 Gender 

Most of our respondents are female (76.4%, n=81) while only 

23.6% (n=25) are male.  

 

2.4 Employment status 

Less than half of the respondents (38.7%, n=41) have full-

time paid jobs, and those going to school, staying at home or 

taking care of home or of others or working part-time make 

up around 15% of all respondents. 10.4% (n=11) are 

unemployed and 1.9% (n=2) are not able to work owing to a 

disability.  
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4.7% 1.9% 1.9% 0.9% 0.9%
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2.5 Household size 

Nearly one third (31.1%, n=33) of the respondents have 5 

people living with them in their household, including 

themselves. Around 20% have 4 and 6 members living with 

them, followed by approximately 10% having 2 – 3 members 

living together. Seven respondents (6.6%) live alone and only 

one respondent (0.9%) has more than 6 people living under 

the same roof.  

 

2.6 Household members 

For those who do not live alone, more than half of (54.7%, 

n=58) are living with other extended members (e.g., 

grandparents) while 48.1% (n=51) are living with their 

spouse. 33.0% (n=35) are living with their parents. 

Approximately 5-10% of our respondents are living with 

domestic helpers, non-family members and children.  

 

2.7 Educational attainment 

Owing perhaps to the ways in which the survey was 

administered, a relatively large proportion of our respondents 

(40.6%, n=43) has attained a degree course or above. 

Approximately 15.0% have graduated with a 

diploma/certificate or had taken sub-degree courses. 27.4% 

(n=29) have received secondary education while 6.6% (n=7) 

only have a primary education or below. 

 

2.8 Place of residence 

More respondents (41.5%, n=44) live in Kowloon, followed 

by 32.1% (n=34) living in the New Territories and 19.8% 

(n=21) on Hong Kong Island. Only 6.6% (n=7) of the 

respondents live on outlying Islands.  
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6.6%

27.4%

11.3%

14.2%

40.6%

Primary or below

Secondary

Diploma/Certificate courses

Sub-degree courses

Degree courses or above

Educational attainment



AN ONLINE SURVEY 

     43 

 

2.9 Type of housing 

Nearly half of the respondents live in public housing, 45.3% 

(n=48) live in rented public housing and one respondent 

(0.9%) owned a public housing flat. Nearly another half of the 

respondents live in private housing; 39.6% (n=42) live in 

rented private housing and only 6.6% owned a private 

housing flat. The remaining 7.5% live in dormitories provided 

by employers. 

 

2.10 Income 

More half of the respondents’ monthly domestic household 

income is lower than HK$20,000, which is much less than 

Hong Kong’s median monthly household income 

(HK$28,800, 2nd Quarter, 2022). More specifically, 38.7% 

(n=41) of the respondents’ monthly domestic household 

income is between HK$10,000 and HK$19,999. 18.9% 

(n=20) have a monthly income of less than HK$10,000 

followed by 15.1% (n=16) having a monthly income of 

HK$20,000-HK$24,999 and 10.4% (n=11) at HK$25,000-

HK$29,000. Only 17% of our respondents have a monthly 

income of HK$30,000 or above.  

 

2.11 Years of residence in Hong Kong 

Nearly 70% of the respondents have lived in Hong Kong for 

more than 7 years, among whom 57.5% (n=61) have lived in 

Hong Kong for more than 10 years and 10.4% between 7 and 

9 years. Only 3.8% (n=4) are new and have lived here less for 

than one year.  

 

3 COVID-related health management, 

experience, well-being, and beliefs 

To further understand our respondents’ health management 

during the pandemic, their mental well-being, experience with 
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COVID-19, vaccination history and COVID-related self-

efficacy were measured in the survey. 

When asked to rate on a scale between 0 (very low) and 10 

(very high) how much control they think they had over their 

own health at the time of the survey, the respondents 

expressed they had a medium to high control over the 

management of their own health (Mean=6.15 SD=2.25).  

3.1 Diagnosed with COVID-19 

More than half, 54.0% (n=57), of our respondents have been 

diagnosed with COVID-19 while the other 46.0% (n=49) 

have not. 

 

A little bit more than 40% of the respondents (40.6%, n=43) 

have been diagnosed with COVID-19 only once, followed by 

2.8% (n=3) who have been diagnosed twice. Only two 

respondents have been infected three times or even more. 

 

However, among the 49 respondents who report to have been 

diagnosed with COVID-19, only 6.1% (n=3) were 

hospitalized while most others making up 93.9% (n=46) were 

not hospitalized. 

 

Compared to being on their own, more respondents report to 

have had people in their immediate social environment (e.g., 

family, friends, co-workers, etc.) when diagnosed with 

COVID-19 in the past month. Only 32.1% (n=34) of 

respondents know of nobody infected with COVID-19 in the 

past month. 42.5% (n=45) of respondents report to have 5 or 

less people being infected, 13.2% (n=14) have 6-10, followed 

by 7.5% (n=8) of respondents who have 11-15 people 

infected. Only five respondents report to have 16-20 people 

(0.9%, n=1) or more than 20 people (3.8%, n=4) in their 

environment that were infected in the past month.  

 

3.2 Vaccination 

Most of our respondents making up 80.2% (n=85) have 

received 3 jabs. This high percentage can be attributed to 
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governmental policy that requires 3 doses of COVID-19 

vaccination when entering public premises. This is followed 

by 13.2% (n=14) and 0.9% (n=1) who only received 2 jabs 

and 1 jab respectively. 5.7% (n=6) of our respondents 

received 4 doses. 

 

3.3 Mental well-being  

The four-item patient health questionnaire for anxiety and 

depression (PHQ-4) (Kroenke et al, 2009) is used to measure 

the mental well-being of ethnic minorities during the COVID-

19 pandemic. PHQ-4 is a rapid screening tool to discover 

those affected by depression and/or anxiety. The highest 

possible score is 12, and the lowest is 0.  Scores are rated as 

normal (0-2), mild (3-5), moderate (6-8), and severe (9-12). 

Total score ≥3 for first 2 questions (“Feeling nervous, anxious 

or on edge”, “Not being able to stop or control worrying”) 

suggests anxiety. Total score ≥3 for last 2 questions (“Feeling 

down, depressed or hopeless”, “Little interest or pleasure in 

doing things”) suggests depression. 

Nearly one third of our respondents (33.0%, n=35) have 

answered that they have been moderately taking little interest 

or pleasure in things, been feeling down or depressed and 

feeling nervous, anxious or worried. Although there are not 

many respondents who were severely bothered by these 

negative emotions, there remains 7.5% (n=8) of our 

respondents who felt this way. Meanwhile, 37.7% (n=40) of 

our respondents felt normal and 21.7% (n=23) mildly felt 

these emotions.  

 

Overall, 28.3% (n=30) of our respondents could be stated to 

have depression and 32.1% (n=34) to have anxiety. 

 

3.4 COVID-related self-efficacy 

More than half (51.9%, n=55) of the respondents stated that 

they could very much protect themselves from COVID-19. 

This is followed by 34.0% (n=36) who somewhat knew how 

to protect themselves. A small proportion of our respondents, 

13.2% (n=14) have stated that they only slightly know and 

only one (0.9%) not even at all how to protect themselves 

from COVID-19 respectively.  
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Meanwhile, more than half (51.9%, n=55) of the respondents 

have found it difficult to avoid a COVID-19 infection in the 

circumstances, followed by 6.6% (n=7) who stated that they 

found it extremely difficult to avoid an infection. On the other 

side of the spectrum, there is also a significant 40.6% (n=43) 

proportion of the respondents who find it easy to avoid an 

infection. Only one respondent (0.9%) finds it extremely easy.  

 

4 Infrastructure model of risk 

communication at the micro-level: 

Communication and behavior 

outcomes 

Issues emerged from the communication infrastructure at the 

micro-level, as identified in the systematic review and in-

depth interviews, include: (1) ethnic minorities in Hong Kong 

are often constrained by health literacy and digital literacy, 

owing to low educational attainment, language barriers and 

low social economic status; (2) as a result, they are also 

particularly vulnerable to COVID-related misinformation, 

while sometimes feeling overburdened by the vast amount of 

information in circulation particularly where they lack the 

ability to differentiate between what is true and what is false; 

and (3) similar to other populations, ethnic minorities also 

have a tendency to avoid COVID-related information due to 

information overload and pandemic fatigue.  

4.1 Health Literacy and Digital Literacy 

Health and digital literacy has been identified in the in-depth 

interviews as one of the most important barriers for ethnic 

minorities in accessing and utilizing COVID-related 

information in Hong Kong.  We therefore included in the 

surey two literacy measurements: (a) eHealth Literacy scale 

(Norman and Skinner, 2006); and (b) COVID-19 

misinformation literacy measurement, which is adapted from 

a telephone survey conducted by our research team on a 

comparative study of the COVID-19 “Infodemics” in four 

Chinese societies (RGC/CRF/C4158-20GF). 

4.1.1 eHEALS Literacy scale 

The eHEALS contains two independent questions and eight 

statements.  

The two independent questions ask “how much do you feel 

the Internet is in helping you in making decisions about your 

health?” and “How important is it for you to be able to access 

health resources on the Internet?” 

More than half (51.9%) of the respondents answer that the 

Internet is useful in helping them with decision-making 

relating to their health, and 7.5% of respondents even find the 

Internet very useful. This is followed by 9.4% and 4.7% of 

respondents who do not find the Internet useful or not useful 

at all respectively. More than a quarter of the respondents 

(26.4%) are either unsure or do not know if the Internet could 

be useful to help them make health-related decisions.  
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Almost half (48.1%) of the respondents think it is important 

to be able to access health resources on the Internet with 

21.7% even finding it very important. Only a small percentage 

of respondents, 8.5% and 4.7%, find the Internet to be not 

important or not important at all. 17.0% of respondents were 

either unsure or do not know how important the Internet is in 

accessing health resources.  

 

The eHEALS also contains eight statements, measured with a 

5-point Likert scale with response options ranging from 

“strongly disagree” to “strongly agree.” Total scores of the 

eight statements are summed to range from 8 to 40, with 

higher scores representing higher self-perceived eHealth 

literacy.  The mean score of eHEALS of our respondents is 

27.6 (Range=8-40, SD=5.65), indicating a relatively low 

eHealth literacy. 

More specifically, our respondents are in agreement that the 

Internet could answer their questions about their health, but 

are undecided that they have the skills to evaluate and use the 

health information or resources that they have acquired on the 

Internet. Moreover, respondents are also undecided when it 

comes to whether they would find health resources helpful on 

the Internet, are unsure where to find them and whether they 

could discern the quality of health resources found on the 

Internet and if they can be confident in using the information 

for health-related decision-making. Overall, respondents are 

undecided when it comes to using the Internet to answer 

questions about health and health resources.  

 
(Score of each item ranged from 1 (strongly disagree) to 

5(strongly agree)) 

4.1.2 COVID-19 misinformation literacy 

Four prominent COVID-19 related misinformation 

statements are used to test the respondents’ knowledge about 

COVID-19 as well as their susceptibility to COVID-19 

infodemics. The total possible score of the COVID-19 

misinformation literacy scale is between 0 and 12. On 

average, our respondents obtained 7.42 (range=0-12, 

SD=3.38), indicating a fairly low COVID-19 misinformation 

literacy.   

By examining the respondents’ performance on each of the 

four statements, it is found that most respondents have 

correctly evaluated the statement that drinking bleach cannot 

kill the virus. Regarding the statements on “eating garlic 

cannot prevent infection”, “COVID-19 vaccines will affect 

fertility” and “COVID-19 vaccines will alter human DNA,” 

many respondents could not tell clearly whether these were 

true or false, which raises serious concerns on the impact of 

misinformation on the ethnic minorities’ understanding of the 

pandemic.  

4.7%

8.5%

17.0%

48.1%

21.7%

Not important at all

Not important

Unsure/I don't know

Important

Very important

How important is it for you to be able 
to access health resources on the 

Internet?

3.22 

3.37 

3.42 

3.46 

3.50 

3.51 

3.53 

3.60 

I feel confident in using
information from the Internet to

make health decisions

I can tell high quality health
resources from low quality health

resources on the Internet

I know what health resources are
available on the Internet

I know where to find helpful
health resources on the Internet

I know how to use the health
information I find on the Internet

to help me

I know how to find helpful health
resources on the Internet

I have the skills I need to evaluate
the health resources I find on the

Internet

I know how to use the Internet to
answer my questions about

health

How much do you agree with the 
following statement?



ENHANCING RISK COMMUNICATION WITH SOCIALLY MARGINALIZED GROUPS 

48 

 
(Definitely false=3, Likely false=2, Likely true=1, Definitely 

true=0) 

4.2 Self-reported COVID-19 misinformation 

exposure 

When asked to rate their own exposure to three different kinds 

of misinformation during the pandemic; that is, 

misinformation about COVID-19 transmission, prevention 

and vaccine, the average score of misinformation exposure is 

4.69 (Range=0-9, SD=2.39), which indicates that the 

respondents thought they were exposed to misinformation 

about COVID-19 pandemic though this exposure was not 

often. 

 
(Never=0, Rarely=1, Sometimes=2, Often =3) 

4.3 Self-reported COVID-19 information 

overload 

Three statements are used to measure the respondents’ feeling 

of being overloaded by COVID-related news. The highest 

possible score, meaning extremely overloaded, is 12; and the 

lowest possible score is 0, meaning not overloaded at all.  The 

mean score of all respondents is 8.27 (Range=0-12, SD=2.4), 

which indicates that the respondents feel being quite 

overloaded by COVID-related information.  

 
(Completely disagree=1, Somewhat disagree=2, Somewhat 

agree 3, Completely agree=4) 

① Considering my limited time to read, I face too much 

COVID-related news on social media 

② I feel overloaded with the amount of COVID-related 

news available on media 

③ I receive more news than I can process on social media 

4.4 Self-reported COVID-19 information 

avoidance 

In connection with feelings of being overburdened by 

COVID-related information, many respondents tend to agree 

that they do not want to receive more information about 

COVID-19 or prefer not to think about COVID-19. Three 

statements are used to measure their tendency to avoid 

COVID-related information. The highest possible score, 

meaning very like to avoid, is 15; and the lowest possible 

score, meaning not likely to avoid at all, is 3.  The mean score 

of all respondents is 8.67 (Range=3-15, SD=2.64), which 

indicates that the respondents might have an inclination to 

avoid COVID-related information. 
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(Completely disagree=1, Somewhat disagree=2, Don’t 

know=3, Somewhat agree 3, Completely agree=4) 

① I don’t want any more information about COVID-19 

② I avoid learning about the situation of the pandemic 

③ I prefer not to think about COVID-19 

5 Infrastructure model of risk 

communication at the meso-level: 

Communication infrastructure 

As the previous two chapters show, at the meso-level, trusted 

intermediary sources as well as personal networks are found 

to be important contributors to effective communication of 

risk information among EMs in Hong Kong. Hence, we 

explored in the survey these factors by looking into variety of 

information sources that our respondents used in Hong Kong 

as well as others from their home countries. In addition, we 

investigated the social support the respondents were able to 

obtain from their family, friends, and significant others via the 

Multidimensional Scale of Perceived Social Support 

(MSPSS) (Zimet, et al., 1988), through which the strength of 

trusted intermediary sources and personal network can be 

further understood. 

5.1 COVID-19 Information source 

Almost all EMs are migrants to Hong Kong, although many 

of them have lived in the city for years or even generations.  

As most migrant population in other places, EMs in Hong 

Kong also maintain close connections with their home 

countries. These connections are reflected by the information 

sources they rely on to obtain COVID-related information as 

well as the amount of trust that they place in each of these 

types of sources. 

5.1.1 Frequency of receiving COVID-19 

information from various sources: Hong 

Kong vs. Home Country 

When asked how often they receive COVID-related 

information from Hong Kong as opposed to from their home 

countries, it is not surprising that they treat different 

information sources in different ways. Overall, respondents 

receive their COVID-19 information more often from Hong 

Kong rather than their home country. However, except media, 

the differences in using three other information sources are 

not statistically significant. In other words, media from Hong 

Kong are used more frequently by the respondents for 

COVID-19 related information than the media from their 

home countries. The other three sources that respondents are 

likely to refer to equally between Hong Kong and their home 

countries are private (social network and environment) 

source, the government and healthcare authorities and 

community (that would include faith leaders and 

NGOs/NPOs/charities).  
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 HK/Home 

country 

Mean SD P-value 

Authority Home country 0.93 0.60 0.127 

 Hong Kong 1.05 0.47  

Community Home country 0.69 0.57 0.175 

 Hong Kong 0.79 0.47  

Private Home country 1.14 0.56 0.161 

 Hong Kong 1.24 0.52  

Media Home country 1.01 0.58 <0.001 

 Hong Kong 1.30 0.49  

5.1.2 Trust of the COVID-19 information from 

various sources: Hong Kong vs. Home 

Country 

However, when comparing their trust in the same types of 

information sources from the two different origins, the 

respondents seem to trust Hong Kong sources significantly 

more than those from their home country to provide correct 

information about COVID-19. Of these sources, authorities in 

Hong Kong are the most trusted, followed by that of private 

(social networks and environment) sources, the media and 

lastly the community. The community in their home country 

is the least trusted source to provide correct information 

among the comparisons between Hong Kong and their home 

country. 

 
(Not at all=0, A little bit=1, A great deal=2) 

 

 

 HK/Home 

country 

Mean SD P-

value 

Authority Home country 1.07 0.63 <0.001 

 Hong Kong 1.60 0.49  

Community Home country 0.80 0.53 <0.001 

 Hong Kong 1.12 0.49  

Private Home country 1.10 0.58 =0.001 

 Hong Kong 1.35 0.49  

Media Home country 0.91 0.53 <0.001 

 Hong Kong 1.18 0.45  

5.2 Social support from family, friends and 

significant others 

To further explore the strengths and contents of private 

information sources, which, as revealed above, have played 

important role in ethnic minorities’ risk communication, the 

MSPSS scale is adopted to find out how much support the 

respondents can obtain from their family, friends and 

significant others.  

The total mean score of MSPSS is 3.84 (Range = 2-5, 

SD=0.79), indicating moderately high support for our 

respondents.  More specifically, the respondents have agreed 

that family (mean = 3.96) plays the most and significant 

others (mean=3.86) play the second most important role in 

supporting them. In comparison, friends (mean = 3.71) 

provide less but still moderately high support.  

Results from the survey confirm that family, significant 

others, and friends are important immediate social 

relationships, and also partially explain why the ethnic 

minority respondents regard private social network as a very 

important COVID-related information sources.   

 
(Completely disagree=1, Somewhat disagree=2, Neutral/no 

opinion=3, Somewhat agree=4, Completely agree=5) 
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6 Infrastructure model of risk 

communication at the macro-level: 

Information environment 

At the macro-level, risk communication can be further 

facilitated via institutional support, in monetary and non-

monetary forms. Institutional trust also plays an important 

role here, which sometimes can be harmed by racism or social 

discriminations again ethnic minorities. To understand their 

perceptions of institutional support and trust, we used a 

number of questions to measure. 

6.1 Institutional trust and support in general 

The respondents tend to somewhat agree that Hong Kong 

society labelling ethnic minorities for the spread of COVID-

19 and having experienced unfair situations and 

discrimination. Meanwhile, our respondents also tend to 

somewhat agree that the Hong Kong government has 

provided sufficient social support to ethnic minorities. In 

comparison, the respondents tend to be more neutral in terms 

of whether the Hong Kong government has provided 

sufficient financial support to ethnic minorities or whether 

they require extra financial support for their family in their 

home country.  

 
(Completely disagree=1, Somewhat disagree=2, Neutral/no 

opinion=3, Somewhat agree=4, Completely agree=5) 

6.2 Support needed and received 

When asked which type of institutional support they need 

currently (during the pandemic), more than half of the 

respondents state they need financial support (67.9%, n=72), 

followed by emotional (40.2%, n=43), social (31.1%, n=33) 

and material (30.2%, n=32) support. 14.2% (n=15) of 

respondents have stated they do not need support.  

 

When asked to rank the sources of support that they receive 

the most currently, most respondents have answered that 

neighbours, religious/faith groups, governments or 

representatives from their home countries and 

NGOs/NPOs/Charities were the sources that they had 

received the most support from. Among all institutions, the 

Hong Kong government is ranked the lowest in terms of 

giving out support. Such findings further describe the 

insufficient institutional support from the local government 

while the local NGOs and neighbourhood community might 

have taken an important role as the government’s 

intermediary agencies in making up to the insufficiencies.  

 

6.3 Evaluating government responses 

However, despite the inadequate support perceived by our 

respondents to received from the Hong Kong government, 

when asked to rate the government’s response to COVID-19 

pandemic, they have provided very high evaluation. 
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Our respondents quite strongly agree that the Hong Kong 

government has provided them with access to free, reliable 

COVID-19 testing if they have symptoms, that healthcare 

workers have the necessary personal protective equipment to 

protect themselves from COVID-19 at all times, the statistics 

and government reports on cases and deaths are trustworthy 

and that the government has cooperated with other countries 

and international partners such as the World Health 

Organization (WHO) to fight the pandemic. Meanwhile, the 

respondents might have feel less agreed with the 

government’s provision of mental health services caused by 

the COVID-19 pandemic, indicating a potential service gap.  

 
(Complete disagree=1, Somewhat disagree=2, Neutral/no 

opinion=3, Somewhat agree=4, Completely agree=5) 

①HK government provided everyone with access to free, 

reliable COVID-19 testing if they had symptoms. 

②HK government made sure that healthcare workers had the 

personal protective equipment they needed to protect them 

from COVID-19 at all times. 

③I trusted the HK government's reports on the spread of the 

epidemic and the statistics on the number of COVID-19 cases 

and deaths. 

④HK government cooperated with other countries and 

international partners such as the World Health Organization 

(WHO) to fight the COVID-19 pandemic. 

⑤HK government had a strong pandemic preparedness team 

that included public health and medical experts to manage 

our national response to the COVID-19 epidemic. 

⑥HK government provided special protections to vulnerable 

groups at higher risk such as the elderly, the poor, migrants, 

prisoners and the homeless during the COVID-19 epidemic. 

⑦HK government communicated clearly to ensure that 

everyone had the information they needed to protect 

themselves and others from COVID-19, regardless of 

socioeconomic level, migrant status, ethnicity or language. 

⑧HK government made sure we always had full access to the 

healthcare services we needed during the epidemic. 

⑨HK government helped me and my family meet our daily 

needs during the COVID-19 epidemic in terms of income, 

food, and shelter. 

⑩HK government provided mental health services to help 

people suffering from loneliness, depression and anxiety 

caused by the COVID-19 epidemic. 

6.4 Evaluating medical authorities 

Health authorities in Hong Kong (such as Health Bureau, 

Department of Health, Hospital Authority, public hospitals, 

General Out-patient Clinic, Special Out-patient Clinic, etc.) 

are selected to further explore the problems existing in 

institutional trust and support. 

Respondents agree that the health authorities in Hong Kong 

can perform their jobs and are reasonable with their principles 

and achieved good results. However, they seem to less agreed 

with the statements that health authorities are concerned about 

what is important to the respondents and their needs and 

desires, indicating the inadequacy of empathy from the health 

authorities.  

 

(Completely disagree=1, Somewhat disagree=2, Neutral/no 

opinion=3, Somewhat agree=4, Completely agree=5) 
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7 The impact of COVID-19 Pandemic 

on ethnic minorities in Hong Kong 

The COVID-19 pandemic may cause challenges for some 

people, whether they get COVID-19 or not. The most obvious 

impact of the pandemic on ethnic minorities is travel. Before 

the pandemic, 69.8% (n=74) of the respondents went back to 

their home country/ancestral homeland once per year or less, 

whereas only half of them (34.9%, n= 37) have gone back 

during the pandemic. During the pandemic, 59.4% (n=63) 

have never been back to their home country/ancestral 

homeland, which is a significant increase from the 17.0% 

(n=18) before the pandemic. A small percentage of our 

respondents (12.3%, n=13) went back pretty frequently at 

around 2-4 times per year, while only 4.7% of them (n=5) 

have done so during pandemic. Only one respondent (0.9%) 

has been back more than 4 times per year before or during 

pandemic. 

 

In the survey, we ask the respondents whether they or their 

family experienced any of the 15 listed challenges in the past 

month.  Respondents have answered that activities involving 

the need to go out or living together in smaller spaces (that 

would include socializations, getting the needed healthcare 

and food and work, study and family-related obligations) are 

the challenges they or their family have faced, albeit they are 

minor. Having clean water to drink, where most respondents 

have access to a water source, is not a challenge. 

 

 

(No, this is not a challenge=0, Yes, this is a minor challenge 

=1, Yes, this is a major challenge=2) 

8 Conclusion and discussion 

Due to the time limit, the number of respondents to the survey 

is not large.  Age, gender and educational level are relatively 

skewed toward certain groups, which cannot be fully 

compared to the general EM population in Hong Kong. 

Therefore, the findings from the survey need to be interpreted 

with cautions. However, the respondents’ answers are still 

inspiring and worth discussing. 

The majority of respondents think the Internet is important for 

accessing health resources and making health decisions, while 

support is needed to improve their self-efficacy in making 

relevant decisions based on health information discovered 

online. 

The respondents rely more on local authorities, communities, 

private network, and media in Hong Kong than on their 

counterparts from home countries for receiving COVID-19 
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information. Among these parties in Hong Kong, they 

received more support from their neighbours, religious/faith 

groups, governments or representatives in their home 

countries and NGOs/NPOs/Charities than from the 

government.  

While the respondents report to have a great need for financial 

support, emotional support, mental health services as well as 

efforts to eliminate discriminations towards EM population 

on COVID-19 related issues are also important. 

Findings from the quantitative survey reflect those from the 

systematic review and in-depth interviews in a number of 

ways: 

1.  Racism and social isolation are found to be unique to ethnic 

minorities in terms of a barrier that hinders their access to 

relevant and accurate health information. Rooted in the city’s 

colonial past and intertwined with language and educational 

issues, social isolation becomes exacerbated owing to the 

intersecting social identities shared by many EMs. The survey 

respondents report that they have experienced unfair 

situations and discrimination in their daily life. During the 

pandemic, they have also at times been labelled as carriers of 

the virus. Although they trust local communities better than 

those from their home countries, the support they receive at 

the community level is still more that from their home 

countries.  

2. Institutional capacity-building for risk communication is 

argued to be essential from the literature. It is also critical for 

the institutions to show respect and empathy in the process of 

communication. Our surveys reveal that, even though the 

health authorities in Hong Kong are regarded as reasonably 

competent, they are hardly concerned with the EM patients’ 

needs and desires and in lack of empathy towards them. 

3. Institutional trust, by contrast, does not seem to be an issue 

in Hong Kong, unlike in many other countries discussed in 

the systematic review. Our EM respondents seem to place 

trust in information from Hong Kong sources significantly 

more than in ones from their home countries. Among all four 

types of information sources, they trust the Hong Kong 

government and medical professionals the most, which is 

antithetical to what has been found in the literature.   

4. Echoing the EM interviewees’ description of their use of 

media in obtaining COVID-related information, survey 

respondents also show a high reliance on traditional and 

online media. Owing to low health and digital literacy, it is 

challenging to EMs in discerning misinformation. Similar 

results are find in the survey too. EM respondents seem to 

have many problems with discerning the quality of health 

information acquired from the Internet and with confidently 

using such information in making decision. 

5. Quantitative surveys further reveal the impact of COVID-

19 misinformation on EM groups. Our respondents report 

being exposed to such misinformation frequently, and nearly 

60% of them do not have confidence in protecting themselves 

from infection. In response, the systematic review indicates 

that minority identities have often taken proactive measures 

to prevent unnecessary misunderstanding. In the context of 

Hong Kong, trusted intermediaries particularly from the EM 

community play such a key role. 

6. Last but not the least, both the systematic review and in-

depth interviews suggest that the behavioural outcomes of 

risk communication with EMs depend on a number of 

economic and religious factors, among others. According to 

the respondents, “celebrating” and “participating in religious 

activities” are ranked as prominent challenges brought by the 

pandemic. For many of them, religious/faith groups are the 

major sources from which they can receive support. 

Quantitative findings therefore further reiterate the 

importance of religious and faith groups in risk 

communication for EMs.
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Risk communication, which has been appropriated in a 

variety of ways and for a variety of purposes, is particularly 

important in the lives of ethnic minority identities who often 

suffer from disproportionate health-related risks during a 

public health emergency, even if research into it has largely 

remained scant. 

The vulnerability of ethnic minorities in public health 

emergencies in Hong Kong is associated, among other things, 

with issues of low socio-economic status, unstable 

employment, linguistic challenges, low educational 

attainment as well as racism and discrimination. 

The dissemination of risk information is often a multi-fold 

process where the state or government authorities are usually 

the ultimate initiators of communication, while an eclectic 

array of other stakeholders go on to convey, mediate and/or 

interpret it. 

Community leaders and social media influencers often invoke 

a sense of identitive belonging and have therefore been 

particularly efficacious conduits of risk communication. 

Technology, among a broad range of modalities through 

which risk communication has been dispensed, could be 

exploited to good effect, and other mediums such as 

barbershops and legal clinics have also proven to be 

unanticipatedly productive in other countries. Importantly, 

these mediums point to the physicality of both spaces and 

objects. 

A bottom-up survey of both the formal and informal channels 

through which risk information comes into the possession of 

those on the recipient end, which vary from community to 

community, highlights that minority identities often employ 

strategies of navigation where they are excluded from the 

ambit of top-down risk communication. 

Racism and discrimination continue to be important 

categories of concern in the conversation on risk 

communication. 

Questions of linguistic diversity in the design and 

implementation of risk communication should relate to both 

the inclusion of minority languages as well as the consistency 

in using them. Translation tools and services should be used 

to good effect. 

Attention to the temporal dynamics of risk communication 

brings into view new parameters of communicative difference 

between minority identities and their majority counterparts, 

where the former often receive information later than the 

latter. Above all, however, the dissemination of risk 

information should be both timely and bi-directional. 

Non-pharmaceutical interventions during COVID-19 such as 

social distancing, in conjunction with the spatial and 

geographical arrangements in which ethnic minorities have 

often found themselves, removes them from the purview of 

accessible risk information. 

Risk communication must tackle the spread of 

misinformation, which leads to unintended consequences. If 

response to risk information requires in the first instance 

meaningful internalization of it, strategies of risk 

communication must consider how information is best 

registered. 

Feelings of fear, worry, confusion and anxiety have been 

documented to be familiar responses elicited by COVID-19 

among ethnic minorities, and risk communication should 

where possible reflect these concerns. 

The availability of long-term capacity-building within a 

community, the extent to which the constitutive complexity 

within a community is homogenized, the demonstration of 

respect and empath, the effort to cure community mistrust, 

any agenda to improve literacy and the particularities of the 

networks of an existing community have, among other things, 

been documented as significant predictors of the efficacy of 

risk communication. 
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