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US law enforcement 
crowd control tactics at 
anti-racism protests: 
a public health threat
George Floyd’s murder by Minne­
apolis police on May 25, 2020, the 
latest of many such extrajudicial 
killings of African Americans and 
Native Americans, triggered protests 
throughout the USA and beyond. 
Many law enforcement agencies have 
responded with excessive force, raising 
serious health and human rights 
concerns.

Numerous videos document law 
enforcement officers’ indiscriminate use 
of chemical irritants and kinetic impact 
projectiles (KIPs); striking peaceful 
protesters, and even journalists, with 
batons, fists, and vehicles; and corralling 
crowds in confined areas, making 
physical distancing impossible.

Chemical irritants, including tear 
gas and pepper spray, have been 
lobbed at protests nationwide. In 
one well publicised incident, officers 
used chemical irritants to chase 
peaceful protesters from a square 
near the White House to clear a path 
for President Trump to attend a 
photo opportunity. Such weapons, 
which are banned in warfare, carry 
substantial risks. A systematic review1 
of 31 studies found that among 
9261 injuries from chemical irritants, 
8∙7% were severe, two were lethal, 
and 58 caused permanent disabilities. 
Because chemical irritants provoke 
coughing and sneezing, their use 
during the COVID-19 pandemic raises 
particular concern about viral spread.

The use of KIPs such as rubber bullets 
and bean bag rounds, sometimes 
shot from standard firearms, raises 
even more serious health concerns. A 
2017 review2 of 26 studies involving 
1984 individuals wounded by KIPs 
showed that 3% died and 15∙5% suffered 
permanent disabilities, including vision 
loss and surgical abdominal injuries. In 
the last 3 days of May, 2020, alone, at 
least twelve protesters incurred grave 

injuries from KIPs according to media 
reports (appendix); several required 
intensive care, and five suffered severe 
ocular trauma resulting in partial or 
complete loss of vision.

Mass arrests of protesters, often 
for curfew violations, raise additional 
concerns. The USA incarcerates more 
people than any other nation, and its 
overcrowded jails have functioned as 
incubators for COVID-19. As many as 
15% of COVID-19 cases in Illinois may be 
attributable to the cycling of community 
members into and out of jails.3 Mass 
arrests, particularly combined with 
indiscriminate use of chemical irritants, 
risk accelerating the pandemic’s spread.

The medical profession must join in 
demanding an end to human rights 
abuses by law enforcement. Police 
murders of people of colour and 
assaults on peaceful protesters must 
stop. A moratorium on the use of 
tear gas is needed.4 KIP use should be 
banned. Some of the US$115 billion 
spent annually on law enforcement 
in the USA5 would be better spent on 
alternatives to policing, such as health, 
educational, and social programmes.
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Lockdown is not 
egalitarian: the costs fall 
on the global poor

We support Richard Horton’s call for 
a post-COVID-19 health recovery 
programme,1 but his lack of attention 
to so-called lockdown victims is disap­
pointing.

Evidence of avoidable non-COVID-19 
deaths (eg, cancer deaths,2 child deaths 
from measles,3 women dying in labour4) 
is mounting. We are disappointed by 
the false dichotomy implicit in the 
assertion that there “should be no 
trade-off between health and wealth”. 
The wealthy might profit from the 
economy, but the poor live by it.

Like UNICEF5 and others, we believe 
that lockdowns kill people through 
disruption of health services and 
deprivation of livelihoods. At the bot­
tom of the global pile, recession is 
not just a matter of having less: it is a 
matter of life and death.

When we lockdown, we cause deaths 
in the developing world to prolong 
lives in the developed world. Too poor 
to weather the storm, and lucky to 
make it to adulthood (according to 
UNICEF, over 5 million children under 
age 5 years die annually, and according 
to UN World Population Prospects 
2019 data, the median age in Africa 
is 19∙7 years), those near or below 
the poverty line stand to benefit little 
from lockdown, but they bear the lion’s 
share of the cost. Children are especially 
vulnerable to malnutrition and diseases 
of poverty—and especially not vul­
nerable to COVID-19.
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COVID-19, it is very concerning that the 
case fatality at 30 days after hospital 
admission for COVID-19 appears to be 
the same in Black and White patients.2 
The lack of association between 
ethnicity and COVID-19 mortality after 
adjustment for comorbidities is not 
reassuring. This suggests that research 
into ethnic disparities in COVID-19 
mortality must consider social as well 
as biological factors.
I declare no competing interests. I thank 
Roba Khundkar for her support and constructive 
criticism when writing this Correspondence.

Krithi Ravi
krithi.ravi@uhs.nhs.uk

Department of Surgery, Southampton General 
Hospital, University Hospital Southampton NHS 
Foundation Trust, Southampton SO16 6YD, UK

1	 Public Health England. Disparities in the risk 
and outcomes of COVID-19. June 2, 2020. 
https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/
attachment_data/file/889861/disparities_
review.pdf (accessed June 2, 2020).

2	 Harrison E, Docherty A, Semple C. 
Investigating associations between ethnicity 
and outcome from COVID-19. April 24, 2020. 
https://assets.publishing.service.gov.uk/
government/uploads/system/uploads/
attachment_data/file/886433/s0238-co-cin-
report-ethnicity-outcomes-250420-sage29.
pdf (accessed June 2, 2020).

had a higher risk of death from 
COVID-19 than White British people. 
This analysis did not adjust for 
comorbidities, and the PHE report 
highlighted this to be an important 
limitation as comorbidities were 
postulated to be “more commonly 
seen in some BAME groups”.1

PHE1 refers to a study from the 
COVID-19 Clinical Information Net­
work (CO-CIN), led by Harrison and 
colleagues,2 of the difference in survival 
from COVID-19 associated with 
membership of an ethnic group. In 
this study,2 once comorbidities were 
accounted for, there was no difference 
in COVID-19 mortality between ethnic 
groups. This initially appears to support 
PHE’s conclusion that differences in 
the distribution of comorbidities may 
account for the increased COVID-19 
mortality of BAME patients.

However, in CO-CIN’s analysis2 
of more than 14 000 patients with 
COVID-19 admitted to UK hospitals, 
BAME patients were more likely to 
have diabetes, but less likely to have 
other comorbidities such as chronic 
cardiac, pulmonary, kidney, and neu­
rological disease, malignancy, and 
dementia. In the multivariate analysis 
of risk factors for COVID-19 mortality, 
the adjusted hazard ratio for diabetes 
(1∙11) was less than that for chronic 
cardiac (1∙20), pulmonary (1∙24), and 
kidney disease (1∙28), and dementia 
(1∙40), and equal to the adjusted 
hazard ratio for malignancy (1∙11).

Furthermore, age was by far the 
largest contributor to risk of death, with 
an adjusted hazard ratio of 9∙09 for 
patients aged 70–79 years and 11∙72 
for those aged 80 years and older, 
compared with people younger than 
50 years. 60∙7% of White patients 
admitted to hospital with COVID-19 
were aged 70 years and older, 
compared with 30∙7% of Black, 29∙2% 
of Asian, and 35∙2% of Minority Ethnic 
patients.

As patients from a White ethnic 
background were more likely to be 
older and have comorbidities asso­
ciated with a higher risk of dying from 

It is unhelpful to characterise lock­
down scepticism as a neoliberal polit­
ical stance. Lockdown is demonstrably 
not egalitarian in either its costs or its 
benefits. We must assess lockdowns 
and other measures holistically,6 
remembering that the costs will mostly 
fall, as ever, on the global poor.
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Ethnic disparities in 
COVID-19 mortality: are 
comorbidities to blame?

On June 2, 2020, Public Health 
England (PHE)1 reported on the 
disparities in the risk and outcomes 
of COVID-19. After adjusting for 
sex, age, deprivation, and region, 
people from a Black, Asian, and 
Minority Ethnic (BAME) background 
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The ongoing torture and 
medical neglect of 
Julian Assange

On Feb 17, 2020, Doctors for Assange 
demanded an end to the torture and 
medical neglect of Julian Assange.1 
Yet no responsible authority has 
acted. Nils Melzer, the UN Special 
Rapporteur on Torture and other Cruel, 
Inhuman or Degrading Treatment 
or Punishment, and two medical 
experts visited Mr Assange in prison 
in May, 2019, concluding that his 
treatment constituted psychological 
torture, a form of torture aimed 
at destroying the personality of 
an individual.2 The situation has 
deteriorated since then, with con­
tinued abuses of Mr Assange’s funda­
mental rights and the medical risks 
posed by COVID-19.
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