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Although the COVID-19 pandemic is far 
from over, many countries are resuming 
economic and social activities, with the 
aim of returning to some semblance 
of normality. But what should the 
new normal be? The pandemic has 
exposed how the status quo produced 
uneven vulnerability to COVID-19, 
with the most disadvantaged groups 
bearing the greatest health, social, and 
economic burden. Globally, population 
groups with higher prevalence of non-
communicable diseases (NCDs), such as 
type 2 diabetes or hypertension, have 
had higher hospitalisation and death 
rates.1 These pre-existing conditions are 
often framed as the result of individual 
lifestyle choices. However, viewing 
variation in risk at an individual level 
diverts attention from the deeper 
causes of susceptibility, particularly 
how socioeconomic inequalities shape 
health risks. In the USA, for example, 
rates of diabetes are highest among 
Indigenous, Latino, and Black people 
who are subject to economic and social 
discrimination.2

Research in the fields of 
developmental origins of health and 
disease and environmental epigenetics 
has revealed how adverse social and 
material conditions during early 
life increase later risk of NCDs.3 This 
association accords with insights 
from the social sciences showing 
how social structures like racism or 
socioeconomic deprivation become 
embodied, shaping health throughout 
the life course and across generations.4 
Therefore, social justice is fundamental 
to promoting health in society—greater 
resilience to health emergencies 
requires systemic rather than individual 
change.

The post-pandemic recovery phase 
offers opportunities for devising 
social and public health policies 
that channel resources to margin
alised communities and support 

to eliminate bias as a barrier to care. 
After all, these are the very inequities 
about which Dr King warned. Our 
bariatric patients need us, and the 
Black community needs us. We cannot 
continue to deny these individuals 
access to a proven procedure that we 
know can reduce the prevalence of 
obesity, improve health, and, most 
importantly, save lives. We must 
stand in the face of injustice, and 
work towards equitable health care 
for all.
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central role in the severity of COVID-19 
in marginalised communities.2

While the obesity epidemic in the 
USA has continued an upward trend 
over the last few decades, the number 
of Black women with obesity also 
continues to rise and is approximately 
40% higher than the number of white 
women with obesity, and 25% higher 
than the number of Hispanic women 
with obesity.3 Surprisingly, only 1% of 
patients eligible for bariatric surgery 
(ie, those with a BMI of ≥35 kg/m2 with 
obesity-related comorbid conditions, 
or those with a BMI of >40 kg/m2) 
actually receive surgical management 
for obesity.4 Racial or ethnic factors, 
socioeconomic factors, referral bias, 
and insurance barriers have been well 
established as contributing factors to 
inequity in access to this life-saving 
treatment for obesity.5

As bariatric surgeons, our patients 
seek us out, reporting their weariness 
in struggling with obesity and its 
associated diseases, decreased quality 
of life, weight stigma, discrimination, 
and shortened life expectancy.  As 
physicians, we took an oath to prevent 
harm to patients entrusted to our care, 
yet we have witnessed the inequity 
of the American health-care system 
first hand, in which equal access to 
care is not ubiquitous among all 
communities, races, and ethnicities. 
Finally, as Black women, we know all 
too well that our community is one 
in which these disparities in access to 
care are widespread or the quality of 
care received might be substandard 
(or both).

Therefore, our oath remains 
yet unfulfilled. One pandemic has 
unearthed a second; one of inequity 
in health care that continues to have 
a devastating impact on the Black 
community. With equitable access 
to health care and by adequately 
treating the disease of obesity, we can 
improve the health, and consequently 
reduce the severity of COVID-19, in 
these individuals. We are duly bound 
as a community to address these 
health disparities immediately, and 
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strong links to both dietary patterns 
and lifestyle behaviours. Likewise, 
although lesser noted, underweight 
individuals are also at risk of being 
immunocompromised and therefore 
have an increased susceptibility to 
infections.2 It is thought that there will 
be a multi-stage impact of COVID-19 
where we would need to look at the 
role of nutrition in acute treatment, in 
recovery, and in prevention of chronic 
conditions that increase susceptibility 
to infection. Medical professionals 
must also consider the influence of 
nutrition on mental health. However, 
doctors and medical students are ill-
equipped to assist patients in making 
informed nutritional decisions. 

A recent publication3 highlights the 
pressing need for greater education 
on nutrition within medical curricula. 
It describes how more than 95% of 
medical students and doctors believe 
that doctors play a vital role in 
nutritional care, yet more than 
70% reported that they received less 
than 2 h nutrition training while at 
medical school. The study found that 
lack of knowledge was the main barrier 
to advising patients on nutrition. 
Bearing in mind the paramount 
importance of nutrition, this is simply 
unacceptable. 

Barriers to increased medical 
nutrition education include already-
full teaching schedules and limited 
student engagement, with only 68% of 
students believing that there is a need 
for increased nutrition education within 
their curriculum.3 In the context of 
COVID-19, the importance of nutrition 
has only increased—we must overcome 
the barriers to greater medical nutrition 
education to improve the metabolic 
health of citizens.
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community resilience. The Hawaii 
State Commission on the Status of 
Women,5 for example, has proposed 
a post-pandemic recovery plan that 
advocates adopting universal basic 
income and single-payer health care, 
improving maternal and neonatal 
health care, addressing gender-based 
violence, and supporting Native, 
Black, and immigrant women. The 
Commission argues: “Rather than rush 
to rebuild the status quo of inequality, 
we should encourage a deep structural 
transition to an economy that better 
values the work we know is essential 
to sustaining us. We should also 
address the crises in health care, social, 
ecological, and economic policies laid 
bare by the epidemic.”

Drawing on literature regarding the 
developmental origins of health and 
disease, we argue that recovery plans 
should also pay attention to groups 
who are not showing high COVID-19 
morbidity and mortality rates now, 
but whose experiences and exposures 
substantially affect community health 
in the long term, especially mothers 
and children. Disinvesting in maternal 
and child health during the period 
of economic recession following the 
pandemic will sow the seeds of later 
health inequality and NCD risk, which 
will undermine community resilience 
to future health emergencies.

Although the rallying cry that “we’re 
all in this together” might encourage 
members of society to help reduce 
the spread of the virus, it also hides 
the fact that some groups are affected 
much more than others. We argue for 
community-led and state-supported 
initiatives for building resilience that 
focus on the most vulnerable among 
us, and allow individuals, families, and 
communities to support each other 
in times of crisis and beyond. Any 
ethical new normal must encompass 
substantial systemic change that 
focuses on social, reproductive, and 
health justice and redefines the 
socioeconomic conditions we consider 
acceptable.
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Metabolic health and 
COVID-19: a call for 
greater medical 
nutrition education
In a recent Editorial,1 The Lancet 
Diabetes & Endocrinology highlighted 
the burden of underlying metabolic 
diseases in the ongoing global health 
crisis of COVID-19. When facing a 
life-threatening condition such as 
COVID-19, it is important that patients 
have the strength and reserve to 
recover from the acute phase of illness 
while also being prepared for the likely 
burdensome rehabilitation phase they 
will face later on. In both these phases, 
nutrition is of paramount importance. 

The Editorial notes the relationship 
between obesity and hospitalisation 
risk with COVID-19 while reporting 
on conditions such as diabetes, 
hypertension, and cardiovascular 
disease. All of these conditions have 


