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ABSTRACT

Coronavirus disease 2019 (COVID-19) is an infectious disease that traces its earliest known cases to the
Hubei region of China in late 2019. As the COVID-19
pandemic has spread across the globe wreaking
unprecedented disruption, increasing levels of xenophobia and racial discrimination have been documented against those of Asian descent. We investigate
the historical connections between disease and rise of
xenophobia as described in the peer-reviewed literature addressing prior epidemics, such as Ebola and the
Hong Kong Flu, in conjunction with concurrent cases
of prejudice toward certain groups of people. Attempts
to better understand why such attitudes emerge are
examined in the context of xenophobic actions during
pandemics. Prevailing views suggest that xenophobia
ultimately leads to increased stigmatization of those
afflicted by disease, which in turn leads to decreased
trust in the medical system, resulting in a negative
feedback loop. Accurate disseminated information and
improved public education on sources and modes of
transmission of infectious diseases are essential to
check xenophobic tendencies, reduce negative effects
and foster greater cooperation.
Key words: pandemic, epidemic, xenophobia,
racism
INTRODUCTION

Coronavirus disease 2019 (abbreviated COVID19) is a contagious respiratory disease caused by
person-to-person transmission of respiratory droplets
containing the SARS-CoV-2 virus.1,2 With earliest
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known cases believed to have originated from the city
of Wuhan in the Hubei Province of China in late 2019,
this novel disease outbreak has spread throughout
the world.3 As of June 26, 2020, there are a total of
over 9.5 million confirmed cases and nearly 500,000
deaths in 188 different countries.4 Xenophobia, may
be defined as fear and hatred of strangers or foreigners or of anything that is strange or foreign.5 Amid
reports of rising cases and deaths, COVID-19 has
triggered numerous accounts of xenophobic responses
toward Asian immigrants and those of Asian descent
in the United States attributable presumably to perceived connections with the origin of the virus or its
spread.6,7 Conspiracy theories regarding the origin
of the virus have also surfaced, with many subscribing to the belief that SARS-CoV-2 originated from
a Chinese laboratory rather than from wildlife or
meat markets as originally postulated.8 In the United
States, the strong xenophobic reaction in response to
COVID-19 can be viewed through the lens of prior
disease epidemics. We conducted a comprehensive
review of the peer-reviewed literature to characterize xenophobia, racism, or racial discrimination with
respect to epidemics.
METHODS

Search strategy
A search strategy was developed by the team in
consultation with a university informationist targeting the PubMed database (National Center for
Biotechnology Information; Bethesda, Maryland) for
English peer-reviewed journal articles published on
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xenophobia and epidemics. Keyword search terms
included the following: Xenophobia[MeSH], xenophobia, xenophobic, racism, racial discrimination;
Communicable Diseases[MeSH], Communicable
Diseases Emerging[MeSH], Disease Outbreaks[MeSH],
Communicable Diseases Imported[MeSH], infectious
disease, infectious diseases, communicable disease,
communicable diseases, pandemic, pandemics, epidemic, epidemics, coronavirus, Ebola.
Inclusion and exclusion criteria
Inclusion and exclusion criteria were determined
by the study team prior to initiation of the search.
Articles that met inclusion criteria encompassed any
study types covering both the topic of xenophobia
and communicable diseases, communicable diseases
emerging, disease outbreaks or communicable disease imported. All dates before March 22, 2020 were
included for the purposes of the review. Articles that
were excluded were those to which one of the following criteria applied: languages other than English,
full text unavailable, not related to xenophobia or
not related to communicable disease or disease
epidemics.
Article selection
The study team selected articles for review
in accordance with Preferred Reporting Items for
Systematic Reviews and Meta-Analyses (PRISMA)
guidelines. 9 Articles identified through the literature search process were downloaded from the
database, recorded in Excel where duplicates were
discarded. Next, a member of the team conducted
sequential title screening followed by abstract
review during which any reports which met exclusion criteria were removed (CC). Full texts of the
remaining articles were reviewed and relevant
information regarding type of epidemic, xenophobic
activity, response to this type of activity and public
health guidance pertaining to handling xenophobic
concerns during epidemics were extracted by one
of the co-authors (CC) and reviewed by another
co-author (EBH). Figure 1 below details the search
stages and selection process that yielded the final
included articles.

Figure 1. Search stages and selection.

RESULTS

The literature search in PubMed using the outlined methodology resulted in 120 unique preliminary
citations. After title screening, 80 records remained.
Following abstract review and application of exclusion criteria, 18 peer-reviewed publications remained,
met eligibility, and were included in this review.
Articles pertaining to xenophobia and epidemics
spanned a wide range of time with the oldest eligible article published in 1987, while the most recent
article included was published in 2020. The most
frequently mentioned disease epidemics were Ebola
(n = 6) and human immunodeficiency virus (HIV)
(n = 6). Two publications detailed the current COVID19 pandemic. Some articles did not address a specific
outbreak but rather only generally referenced xenophobia and infectious diseases. Table 1 below details
all communicable diseases referenced across the 18
analyzed records.
The 18 articles that met eligibility were fully
reviewed for any mentioned instances of xenophobic
behavior in reaction to a disease pandemic, as well
as information regarding how to respond to such
behavior and what implications it has on our ability
to counter pandemics.
Xenophobia in response to disease outbreaks often
originates in the naming of epidemics. The tendency
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Table 1. Referenced infectious diseases in the
discussion of xenophobia. Articles mentioning
more than one are counted multiple times
Epidemic

Number of articles

Ebola

6

HIV/AIDS

6

No specific epidemic

3

COVID-19

2

Smallpox

1

Syphilis

1

Spanish flu

1

Zika virus

1

Swine flu

1

Hong Kong flu

1

Asian flu

1

to name epidemics after certain regions or people has
been frequently repeated in the past, with four major
epidemics in the twentieth century being referred to
by names mentioning a specific group, eg, Hong Kong
flu, Asian flu, Spanish flu,10 and gay-related immune
deficiency (GRID) now recognized as AIDS.11 Some
even go as far as to say that the fact that there is
no “American flu” is suggestive of global inequalities
and that the colloquial naming of infectious diseases
allows more powerful countries to assign blame on
foreigners.10 The World Health Organization (WHO)
now actively discourages the naming of pandemics,
by both scientists and public figures, with specifiers
indicative of a group of people, place, animal, or occupation.10 Despite this admonishment, many, including
prominent US leaders are referring to the current
COVID-19 outbreak as the “Chinese virus.”12
With regard to COVID-19, evidence of xenophobia toward those of mainland Chinese descent was
documented in Hong Kong13 and Japan.14 In Hong
Kong, one may argue that these attitudes are due
to the current climate (eg, protests15) and reflective
of inherent xenophobia that has been exacerbated

by the epidemic. For example, the restaurant chain,
Kwong Wing Catering, publicly announced on the
social media platform Facebook that it would no
longer be serving customers who speak Mandarin and
only those who speak English or Cantonese.13 This
was labeled as a “public health measure.” However,
measures such as these are not recommended as
they often result in stigma, preventing those who
truly carry the disease from seeking treatment in a
timely manner due to shame.13 In Japan, after some
false news, similar sentiments arose in early 2020.
The Chinese became viewed as “dirty, insensitive,
and even bioterrorists,”14 which led to the hashtag
#ChineseDon’tComeToJapan gaining large popularity
in January 2020. Due to this incident, authors concluded that the media should be held to higher standards of responsibility for the validity of the content
they provide to the public,14 especially in this current
era with widespread usage of social media.10 By working with healthcare professionals, journalists should
also promote understanding of accurate information
related to pandemic outbreaks.14
Xenophobia was demonstrated during the Ebola
epidemic to foster medical mistrust. This ultimately
reduces the likelihood of those falling ill to seek treatment and reduces support of quarantine measures.16
The sentiment that xenophobic actions are purely
negative, however, is not held by all individuals.
Discriminatory actions are claimed to be “a containment imperative” rather than “irrational prejudice”
amidst a pandemic.17 During the Ebola crisis, such
statements were used in Dallas to justify the discrimination against Africans, specifically Liberians, based
on their skin color and accent.17 A 2017 study termed
this process by which certain regions acquire excessive blame for the cause of an epidemic due to logical, historical, or cultural connections as “placism.”17
Some correlated these xenophobic feelings after a
pandemic with certain traits, such as high individualism and low collectivism.18
In China, xenophobic sentiments against Africans
in response to Ebola also prevailed. One example
showed 90 people from the African countries of Sierra
Leone, Guinea, Liberia, and the Democratic Republic
of Congo being forced to disembark from an airplane
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before other passengers and subjected to mandatory
health screenings.19 In Guangzhou, an unofficial
quarantine of all African visitors from countries
affected by Ebola was also imposed.19 Although preventive measures to control the spread of a disease
across political borders are considered reasonable,
actions that were taken in these situations were not
applied uniformly to all people at risk for carrying
Ebola, but rather preferentially applied to those of
African descent.
Similar events occurred in relation to the HIV
pandemic. By placing blame for the start and/or
spread of a disease on a separate racial or cultural
group, individuals gain a perceived sense of security,
or a notional form of protection against it.10,20 This
led to pervasive discrimination against homosexuals,
Haitians, and west or central Africans after the start
of the HIV pandemic in 1981.20 Different countries
had different xenophobic beliefs with assertion of
blame on groups apart from their own. In the western
countries, people of African descent were required to
have mandatory health screenings, and propaganda
fraudulently inflated the rates of HIV in African
countries. In Asian and African countries, people
believed that the infection was spread by American
homosexuals. The Japanese Prime Minister at the
time, Noboru Takeshita, proposed a joke at one of his
political fundraisers, stating that American servicemen will be staying on base now, giving each other
AIDS, instead of finding Japanese hospitality women
due to the increase in the value of the Japanese yen.20
In Manitoba, Canada, significant stigma was placed
on indigenous people due to their higher rates of
HIV infection.21 Once again, this stigma often leads
to mistrust of medical professionals, decreased rates
of obtaining effective treatment,22 as well as lower
levels of disease education21 and a lack of a uniform
response.23 This is a particularly salient problem
in the US due to its heterogeneity and history of
racism.23
A shocking parallel exists to the current xenophobia seen in the US. In the mid- to late-1800s, during
the outbreaks of smallpox, there were highly prevalent
xenophobic attitudes toward those of Chinese descent,
especially those living in Chinatown neighborhoods

within San Francisco. The Health Officer at the time
addressed Chinese individuals as “moral lepers” who
had “habits and manner of life of such a character
as to breed and engender disease wherever they
reside.”24 When smallpox returned to the city for the
second time in 1876, the Chinese were again blamed
despite the high likelihood that the resurgence was
caused by European and American travelers immigrating from the West and Midwest where there was
a resurgence of outbreak years earlier. With only a
small percentage of the cases in San Francisco occurring within the Chinese population, the Health Officer
at the time argued without substantive evidence that
many more cases were most likely being hidden
within Chinatown.24 Generally, as seen in this case,
xenophobic attitudes tend to persist despite contrary
evidence.10 Similar xenophobic propaganda was used
in the nineteenth century following a large number of
cases of venereal diseases such as syphilis.25
In general reference to epidemics, development of
xenophobia as a response has been explained in many
ways. Often there are perceived benefits to reacting in
such a way as these attitudes decrease the chances of
exposure.26 From a psychological basis, people have
evolved appraisal mechanisms that reduce the likelihood of erring with false-negative judgements that
have very negative outcomes. Consequently, this leads
to higher rates of false-positive conclusions. In other
words, when confronted with the risk of infectious
disease, people have the tendency to adopt avoidance
of all individuals that share simple, even superficial
commonalities to individuals that carry the disease.
One of the simplest ways to identify relations between
individuals is through formation of group stereotypes, leading to overt or implicit biases. Regrettably,
xenophobic beliefs facilitate the rush to simple and
often incorrect judgements precluding the level of
inquiry that might reveal deeper, nuanced, or more
accurate explanations that could lead to effective
solutions.27 Additionally, xenophobia erodes the support for humanitarian aid to foreign countries,28 as
well as fortifies mistrust of foreign aid that could be
instrumental in helping to deter the continuation and
spread of a disease.27 This was witnessed in the US’s
response to the Zika virus pandemic in Africa with
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some officials expressing the view that “Zika is an
immigrants’ disease; just keep the foreigners out.”29
Another perceived benefit that motivates the emergence of xenophobia during an epidemic is enhancement of group loyalty. By establishing closer ties and
relationships with members of one’s own group, the
group will increase one’s chances for survival.26 On a
macroscopic level, creating and linking real or imagined associations between foreigners and pandemics
may either foster fear or a sense of security within
citizens, as mentioned previously. During the first
outbreak of a different form of coronavirus, SARS-CoV,
British authorities attempted to calm the masses by
suggesting that the British people’s difference from
the Chinese would protect them from being infected.10
To mitigate xenophobic actions, it is imperative to educate the public regarding diseases that
are the source of pandemics. Specifically, awareness
about how the disease spreads is recommended19 as
xenophobic attitudes appear to be inversely related to
one’s level of knowledge about an infectious disease,
even when controlling for sociodemographic factors
such as political affiliation.30 Further, people are more
likely to espouse prejudice toward a group of people, if
they perceive a higher risk of infection or a lower level
of institutional preparedness.30
DISCUSSION

Through a review of literature related to xenophobia and disease epidemics, it is evident that xenophobia is a commonly documented consequence of an
infectious disease outbreak across time with references
in literature published as early as 1987, detailing
pandemics as early as 1868.24 Not only is this type of
response during a pandemic recurrent throughout history, but also across space with testament of its occurrence in many different countries including Britain,
Canada, US, China, Japan, and some in Africa.
Given the current situation regarding COVID19, as well as reports of prejudice against those of
Chinese descent, the relationship between xenophobia and disease epidemics is very pertinent.
On March 19, 2020, the Asian Pacific Policy and
Planning Council (A3PCON), along with Chinese for
Affirmative Action (CAA) and San Francisco State

University’s Asian American Studies Department,
began an initiative called Stop AAPI Hate.31 This
project aims to gather information about incidents of
hate speech, harassment, and violence against Asian
Americans and Pacific Islanders due to COVID-19
in order to inform responses to future occurrences.31
Within 6 weeks of its inception, 1,710 incident
reports were submitted from 45 different states and
Washington, DC.31 According to a survey conducted
by Ipsos, 30 percent of Americans and 60 percent
of Asian Americans also state they have witnessed
individuals placing blame for COVID-19 on people
of Asian descent.32 Principally, unlike prior epidemics, COVID-19 has contributed to not only a rise in
racial tensions within the US, but also in geopolitical
tensions, particularly between China and the US.33
As a result, COVID-19 occupies a unique position in
history.
The relationship between xenophobia and epidemics is also important to address due to its impact
on emergency management. Throughout numerous
past pandemics, xenophobic sentiments have been
shown to cause lower rates of obtaining effective
treatment and higher rates of medical mistrust.13,16,22
These eventually lead to lower levels of support for
quarantine measures16 and a lack of uniform institutional response,23 both of which contribute to a
decreased level of containment of a disease. On a
global scale, racial prejudice can cause decreased support for accepting27 and distributing foreign humanitarian aid28 that would crucially help in efforts to
control the spread.
This information identified regarding the consequences of xenophobia on healthcare structures
can inform the responses of emergency management
officials to improve current and future operations
related to public health emergency preparedness.
More research in the future should be conducted,
perhaps in the form of a review of news articles, to
fully document the extent of xenophobic sentiments
during past pandemics, as well as to investigate the
effects such attitudes and behaviors have on our
global health system designed to mitigate infectious
diseases. Furthermore, with xenophobic attitudes
directly related to lower rates of education, future
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work should continue to look for optimal methods
to disseminate accurate information regarding pandemics to mitigate xenophobic actions. Through our
review, most xenophobia was perpetuated due to misinformation. By providing an avenue to acquire accurate information, we can ideally minimize the amount
of xenophobia that occurs and increase the faith in
the healthcare system. By encouraging individuals to
investigate situations more deeply, past preliminary
racial conclusions, more accurate and effective solutions are likely to be implemented as well, strengthening the overall response against pandemics.
Crystal Chang, BS, Department of Biology, Johns Hopkins University,
Baltimore, Maryland.
Anthony Salerno, MSc, Department of Medicine, Johns Hopkins
University, Baltimore, Maryland.
Edbert B. Hsu, MD, MPH, Johns Hopkins University and the Office
of Critical Event Preparedness and Response (CEPAR), Johns
Hopkins University, Baltimore, Maryland; Department of Emergency
Medicine, Johns Hopkins University and the Office of Critical Event
Preparedness and Response (CEPAR), Johns Hopkins University,
Baltimore, Maryland.

REFERENCES
1. Center for Disease Control: Situation Summary | CDC. Available
at https://www.cdc.gov/coronavirus/2019-ncov/cases-updates/sum
mary.html. Accessed May 7, 2020.
2. Center for Disease Control: What you should know about COVID19 to protect yourself and others. | CDC. Available at https://www.
cdc.gov/coronavirus/2019-ncov/downloads/2019-ncov-factsheet.pdf.
Accessed May 7, 2020.
3. Johns Hopkins University Coronavirus Resource Center: Hubei
Timeline. Available at https://coronavirus.jhu.edu/data/hubei-time
line. Accessed May 7, 2020.
4. Johns Hopkins University Coronavirus Resource Center: COVID19 Map—Johns Hopkins Coronavirus Resource Center. Available at
https://coronavirus.jhu.edu/map.html. Accessed May 7, 2020.
5. Merriam-Webster: Definition of xenophobia. Available at
http://www.merriam-webster.com/dictionary/xenophobia?utm_
campaign=sd&utm_medium=serp&utm_source=jsonld. Accessed
May 29, 2020.
6. United Nations: COVID-19 stoking xenophobia, hate and exclusion, minority rights expert warns | | UN News. 2020. Available at
https://news.un.org/en/story/2020/03/1060602. Accessed May 7, 2020.
7. Davidson H: Global report virus has unleashed a “tsunami of
hate” across world, says UN chief. The Guardian. 2020. Available at
https://www.theguardian.com/world/2020/may/08/global-report-chi
na-open-to-cooperate-with-who-on-virus-origin-as-trump-repeats-la
b-claim. Accessed May 8, 2020.
8. Brewster J: The controversial rumor COVID-19 originated in
a Wuhan Lab creeps into the GOP mainstream. Forbes. 2020.
Available at https://www.forbes.com/sites/jackbrewster/2020/04/22/
the-theory-that-covid-19-originated-in-a-wuhan-lab-creeps-into-thegop-mainstream/#718538434d4d. Accessed May 7, 2020.

9. Moher D, Liberati A, Tetzlaff J, et al.: Preferred reporting
items for systematic reviews and meta-analyses: The PRISMA
statement. PLoS Med. 2009; 6(7): e1000097. DOI:10.1371/journal.
pmed.1000097.
10. Hoppe T: “Spanish flu”: When infectious disease names blur
origins and stigmatize those infected. Am J Public Health. 2018;
108(11): 1462-1464. DOI:10.2105/AJPH.2018.304645.
11. Altman LK: New homosexual disorder worries health officials.
The New York Times. May 1982.
12. Vazquez M, Klein B: Trump again defends use of the term
“China virus”—CNNPolitics. CNN Polit. 2020. Available at https://
www.cnn.com/2020/03/17/politics/trump-china-coronavirus/index.
html. Accessed May 7, 2020.
13. Chung RY-N, Li MM: Anti-Chinese sentiment during the 2019nCoV outbreak. Lancet (London, England). 2020; 395(10225): 686687. DOI:10.1016/S0140-6736(20)30358-5.
14. Shimizu K: 2019-nCoV, fake news, and racism. Lancet (London,
England). 2020; 395(10225): 685-686. DOI:10.1016/S01406736(20)30357-3.
15. Yeung J: From an extradition bill to a political crisis: A guide to
the Hong Kong protests. CNN. 2019. Available at https://www.cnn.
com/2019/11/15/asia/hong-kong-protests-explainer-intl-hnk-scli/
index.html. Accessed May 10, 2020.
16. Earnshaw VA, Bogart LM, Klompas M, et al.: Medical mistrust
in the context of Ebola: Implications for intended care-seeking and
quarantine policy support in the United States. J Health Psychol.
2019; 24(2): 219-228. DOI:10.1177/1359105316650507.
17. Smith-Morris C: Epidemiological placism in public health emergencies: Ebola in two Dallas neighborhoods. Soc Sci Med. 2017; 179:
106-114. DOI:10.1016/j.socscimed.2017.02.036.
18. Kim HS, Sherman DK, Updegraff JA: Fear of Ebola: The influence of collectivism on xenophobic threat responses. Psychol Sci.
2016; 27(7): 935-944. DOI:10.1177/0956797616642596.
19. Lin L, Hall BJ, Khoe LC, et al.: Ebola outbreak: From the perspective of African migrants in China. Am J Public Health. 2015;
105(5): e5. DOI:10.2105/AJPH.2015.302649.
20. Sabatier RC: Social, cultural and demographic aspects of AIDS.
West J Med. 1987; 147(6): 713-715.
21. Woodgate RL, Zurba M, Tennent P, et al.: “People try and
label me as someone I’m not”: The social ecology of Indigenous
people living with HIV, stigma, and discrimination in Manitoba,
Canada. Soc Sci Med. 2017; 194: 17-24. DOI:10.1016/j.socscimed.
2017.10.002.
22. Jaiswal J, Singer SN, Siegel K, et al.: HIV-related “conspiracy beliefs”: Lived experiences of racism and socio-economic
exclusion among people living with HIV in New York City. Cult
Health Sex. 2019; 21(4): 373-386. DOI:10.1080/13691058.2018.
1470674.
23. Harmon KS: Comparing the epidemic in U.S. and Britain.
Positively aware: the monthly journal of the Test Positive Aware
Network. Chicago, IL: Test Positive Aware Network; 1999: 54-56.
24. Craddock S: Sewers and scapegoats: Spatial metaphors of
smallpox in nineteenth century San Francisco. Soc Sci Med. 1995;
41(7): 957-968. DOI:10.1016/0277-9536(94)00409-m.
25. Goens J: The literary impact of the propaganda campaign
against veneral disease at the turn of the century. Vesalius. 1996;
2(2): 126-131.
26. Cashdan E: In-group loyalty or out-group avoidance? Isolating
the links between pathogens and in-group assortative sociality. Behav Brain Sci. 2012; 35(2): 82. DOI:10.1017/S0140525X11
001373.
27. Schaller M, Murray DR, Bangerter A: Implications of the
behavioural immune system for social behaviour and human health

Special Issue on COVID-19
28

SA-JEM#200033.indd 28

Journal of Emergency Management
Vol. 18, No. 7

13/01/21 7:28 PM

in the modern world. Philos Trans R Soc Lond B Biol Sci. 2015;
370(1669): 1-10. DOI:10.1098/rstb.2014.0105.
28. Peterson JL, Jones KT: HIV prevention for black men who have
sex with men in the United States. Am J Public Health. 2009; 99(6):
976-980. DOI:10.2105/AJPH.2008.143214.
29. Klain R. Politics and pandemics. N Engl J Med. 2018; 379(23):
2191-2193. DOI:10.1056/NEJMp1813905.
30. Prati G, Pietrantoni L: Knowledge, risk perceptions, and xenophobic attitudes: Evidence from Italy during the Ebola outbreak.
Risk Anal. 2016; 36(10): 2000-2010. DOI:10.1111/risa.12537.
31. Choi C, Kulkarni MP: In Six Weeks, STOP AAPI HATE Receives
Over 1700 Incident Reports of Verbal Harassment, Shunning and

Physical Assaults. Los Angeles, CA: Asian Pacific Policy & Planning
Council; 2020.
32. Ellerbeck A. Survey: More than 30 percent of Americans have
witnessed COVID-19 bias against Asians. The Center for Public
Integrity. 2020. Available at https://publicintegrity.org/health/cor
onavirus-and-inequality/survey-majority-of-asian-americans-havewitnessed-covid-19-bias/. Accessed June 2, 2020.
33. Hass R, Dong K: The US, China and Asia after the pandemic
more, not less, tension. The Brookings Institution. 2020. Available
at https://www.brookings.edu/blog/order-from-chaos/2020/04/01/
the-us-china-and-asia-after-the-pandemic-more-not-less-tension/.
Accessed June 2, 2020.

Special Issue on COVID-19
Journal of Emergency Management
Vol. 18, No. 7

SA-JEM#200033.indd 29

29

13/01/21 7:28 PM

