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Since the 1980s, a large literature has developed on the social determinants of health, primarily non-
communicable diseases for which mortality and morbidity can be shown to change across a socioeconomic
gradient. Primarily regional or national in focus, they are joined, today, with an increasing focus on international
health and the effect of inequalities between nations effect disease generation and spread. Similar and earlier
literatures first considered socioeconomic factors influencing disease incidence and intensity primarily at local
and regional levels. One such literature was primarily “sanitarian,” focusing on general infrastructure needs (safe
water, for example) to create a beter health environment. A second, primarily nineteenth century literature
focused on social inequalities and the epidemic diseases in specific populations. This paper seeks to review these
separate foci and then combine them into a more comprehensive understanding of both the general and specific
determinants of health and disease at local, national, and international scales of address. It notes that while
disease dynamics have been long known that current literatures typically consider socioeconomic determinants
at local, national, and global scales as a new phenomenon.

In recent decades increasing attention has focused on the social de-
terminants of health (Gray, 1982), and resulting “afflictions of
inequality” (Wilkinson, 1996, p. 226) that fall disproportionately on the
least advantaged members of modern societies. Differences influencing
physical well-being, and thus attendant risk to infectious disease, are
generally understood to be economic, ethnic, geographic, and social
attributes active at local, regional, national, and global scales of address
(WHO, 1986). The majority of contemporary literatures typically
correlate their prevalence with rates of relative mortality and morbidity
resulting from non-communicable diseases like cancer, heart disease
(Havranek, Mujahid, Barr, et al., 2015) and asthma in city neighbor-
hoods located near highways and toxic waste sites (Kozol, 2012, pp.
148-150). More recently, the issue has been their relation, noted in
various news articles, to relative risk for COVID-19, for example in
nursing and long-term care homes (Cenziper & Jacobs, 2020).

During the 2020-2021 Covid-19 pandemic critical attention has
been paid in the failure of officials in most jurisdictions to the recom-
mendations in reports issued after the earlier, SARS pandemic in 2003.
“Lessons learned”—and largely ignored—included the need for all levels
of health governance to assure there would be adequate supplies of

personal protective equipment (PPE’s), ventilators, etc. (Clark & Sirleaf,
2021).

Neither those recommendations nor current governance focused on
the role of socioeconomic factors in accentuating disease incidence in
this or previous pandemics. Contemporary researchers often express a
“need and demand for clear scientific evidence” to support policymakers
and public health researchers in this area (Tsouros et al., 2003, 5). For
them, the relation between disease incidence and socioeconomic status
is a thesis so new as to require detailed substantiation. And yet there is a
detailed and robust 19th century literature on the effect of socioeco-
nomic inequality and disease incidence.

It therefore is no surprise that the conclusions and recommendations
of the seminal 1980 Black Report correlating health and social in-
equalities in Great Britain, came “disconcertingly close to a recapitula-
tion of the recommendations [Rudolph] Virchow made 130 years ago”
(Taylor & Rieger, 1984, pp. 202-217). While The Black Report’s focus
was on non-communicable conditions (heart disease, for example),
Virchow’s landmark study of a ferocious typhus epidemic, and the
incidence of other communicable diseases in Upper Silesia indicted
systemic governmental failures for the epidemic (Brown and Fee, 2006).

* University of British Columbia, Dept. of Geography (medical), Vancouver, Canada.

E-mail addresses: tomkoch@kochworks.com, tom.koch@geog.ubc.ca.

https://doi.org/10.1016/j.ssah0.2022.100298

Received 29 February 2020; Received in revised form 3 April 2022; Accepted 24 May 2022

Available online 7 June 2022

2590-2911/© 2022 The Author. Published by Elsevier Ltd. This is an open access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-

nec-nd/4.0/).


mailto:tomkoch@kochworks.com
mailto:tom.koch@geog.ubc.ca
www.sciencedirect.com/science/journal/25902911
https://www.sciencedirect.com/journal/social-sciences-and-humanities-open
https://doi.org/10.1016/j.ssaho.2022.100298
https://doi.org/10.1016/j.ssaho.2022.100298
https://doi.org/10.1016/j.ssaho.2022.100298
http://creativecommons.org/licenses/by-nc-nd/4.0/
http://creativecommons.org/licenses/by-nc-nd/4.0/

T. Koch

These included general health-related characteristics—adequate hous-
ing nutrition, and a public health infrastructure—and their absence for a
specific, disadvantaged and subjugated population.

The mid-nineteenth century was a period of widespread communi-
cable disease: cholera typhus, tuberculosis, etc. Perhaps because these
literatures focused on them, data accumulated by nineteenth century
reformers has been largely ignored in contemporary literatures on the
socioeconomic determinants of typically non-communicable disease
(Waitzkin, 1981). Similarly lacking has been a focus on general civic
needs and the specific effects of income inequality on the general health
of densely populated, under-served sub-populations.

A historical review offers the opportunity to merge current and his-
torical literatures detailing the manner in which socioeconomic in-
equalities promote mortality and morbidity at every scale: local,
national, and global. This paper thus provides a kind of Foucauldian
archeology in which a history of public health and disease in general are
reviewed and then joined to create a contemporary perspective (Fou-
cault, 1972).

There is first a “pre-history” describing the traditional focus on
general health determinants. The second focuses on a nineteenth cen-
tury perspective describing the relationship between socioeconomic
inequalities and the incidence of infectious disease. Finally, the last
section relates these histories to the contemporary literature on social
determinants of health. During the 2020-2021 Covid-19 pandemic the
relation between social inequalities and disease incidence again became
as important an issue as it had been in the mid-nineteenth century.

1. An early history

Hippocrates’s Airs Water and Places was the first text to describe
environmental conditions, natural and social, as general health de-
terminants (Jouanna, 2012). That became the basis of a set of broadly
sanitarian, primarily urban health initiatives. These would later include,
for example, the Roman construction of aqueducts to assure a consistent
and safe water supply; bathhouses to promote cleanliness; and support
of public hospitals and physicians (Fee, 1993, xix).

Separately, in Epidemics, Hippocrates cataloged a set of infectious
diseases and their symptoms, for example the “cough of Perinthus”
which we now understand as influenza (Spinney, 2017, p. 13). Outside
of his assumption that environmental factors generally influence health,
and “unhealthy” places promote disease, he made little mention of
epidemic events as a separate area of study. For their parts, Thucydides,
Plato and Lucretius all similarly described plague outbreaks without
attention to the mechanisms of their spread in specific populations
(Ranger & Slack, 1992, pp. 31-36). Others in this early period described
a range of no-communicable conditions adversely affecting the health of
specific populations including, for example, slaves (Pliny), blacksmiths
(Juvenal), and miners (Rosen, 1993, p. 99).

Fig. 1 thus in the historical period there were at least two distinct
literatures. The first focused on general determinants of population
health and that of specific sub-populations; the second documented the
incidence of communicable diseases albeit without reference to their
causes or the means by which they spread. Both literatures argued, or at
least implied, an official responsibility to secure broad constituents of
general population health (housing, water, sanitation).

Following the “Black Death,” and subsequent plague epidemics, the
assignment of governmental responsibility for protection from and
during an epidemic was broadened to include general measures to limit
the import of infectious diseases (Kelly, 2005). By the fourteenth century
state-directed, quarantine systems were employed regularly as a
response by officials seeking to inhibit plague’s introduction by travelers
from infected areas (Rosen, 1993, pp. 43-45). Local and national bu-
reaucracies were created to oversee appropriate containment programs
at principal ports as well as to assure proper burial of the dead and a
general cleansing the city as a prophylaxis when epidemic diseases
threatened (Porter, 1999).
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Fig. 1. Holbein’s Dance of Death.

While the nature of plague and other infectious diseases was unknown their
portability, country to country, with trade and travelers was assumed. This
1538 woodblock from Holbein’s Dance of Death shows death as a passenger on
commercial sailing ships.

It was not plague, however, but yellow fever that forced eighteenth
century physicians and public officials to consider more closely the
relationship between social determinants of health and infectious dis-
ease incidence. The first “modern” scientific studies, those involving the
testing of a hypothesis, attempted to correlate the relation between
disease incidence and unsanitary refuse sites in New York City (Seaman,
1798).

The severity of outbreaks required the creation of local and regional
health bureaucracies responsible for overseeing the collection and
analysis of disease-related data to be employed in fashioning civil pro-
grams of public health and safety (Koch, 2011, pp. 83-86). Studies
conducted during this period were, for the first time, published in
medical journals and news reports empowered by new, less expensive
and faster printing technologies. In 1798, for example, New York
physician Valentine Seaman published in 1798 a seminal study of yellow
fever in New York City and its relation to local waste sites, in The Medical
Repository, the first American medical journal. His was the first paper to
use maps as evidentiary tools in the study of an epidemic’s origins.

Because yellow fever was assumed to be miasmatic—originating in
foul airs arising from unsanitary urban waste sites—sanitarian initia-
tives promoting clean streets and a safer urban water supply were pro-
moted as means of eliminating “predisposing” conditions inviting
epidemic occurrence. Thus the general ecology of Hippocrates’s Air,
Water and Places was expanded to include epidemic diseases as well as
more general issues of population health.
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2. Nineteenth century: social medicine

In the first decades of the nineteenth century that perspecti-
ve—bureaucratic and clinical—evolved to include a more general focus
on socioeconomic conditions. In the early years of industrialization and
increasing urbanization, French hygienists, for example, defined les
maladies of industrialization, the abysmal living and working conditions
of society’s least advantaged workers, as the cause of an increasing
incidence of communicable diseases (typhus, tuberculosis, etc.).
(Ackerknecht, 1948). Their arguments employed newly rigorous sys-
tems of cartographic and statistical analysis to parse increasing volumes
of public data collected by expanded public health bureaucracies.

This new, approach became urgent as cholera spread from India in
1918 (Jameson, 1819) to the Middle East, Europe, Russia, and finally, in
1831, to Great Britain (Koch, 2011, pp. 83-86, Chapter Six). Following
an 1838 typhus epidemic, Former British Poor Law commissioner Edwin
Chadwick undertook a detailed survey of the state of public health in
England. As a sanitarian, Chadwick was interested principally in the way
urban cleanliness might limit disease incidence and thus protect and
promote general public health. But he also detailed—cartographically
and statistically—a relationship between mortality resulting from in-
fectious and non-infectious diseases (for example, infant mortality) and
socioeconomic status (Chadwick, 1843) (Fig. 2).

A supplement to his report included the testimony of physicians
practicing among the poor who decried a variety of conditions (inade-
quate nutrition, poor housing, etc.) that encouraged chronic and infec-
tious diseases like cholera, typhus, and tuberculosis among less
advantaged populations (Hamlin, 1998, Ch. 6). Nor was he alone. In the
early 1840s Scottish physician William Poultney Allison echoed the
French hygienists in blaming the inequalities resulting from industri-
alism on generally high mortality and morbidity rates among the poorest
members of society (Alison, 1811).

In a similar vein, Manchester’s Dr. John Ferriar argued that to pre-
vent infectious ‘fevers’ (consumption, typhus, etc. the referent is
somewhat unclear) officials needed to assure the health of lower class

Fig. 2. Map Leeds Here
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citizens through a series of public initiatives including better housing
(Hamlin, 1998, p. 73). Reformers argued that a failure to address these
social constituents of disease represented a threat to the health of all.
Outbreaks in poorer neighborhoods frequently spread to the commu-
nities of the well-to-do. As Ferriar put it: “The safety of the rich is inti-
mately connected with the welfare of the poor ... minute and constant
attention to their wants is not less an act of self-preservation than of
virtue” (Hamlin, 1998, p. 70).

In 1845, Friedrich Engels similarly documented the relation between
poverty and a range of communicable and non-communicable dis-
eases—rickets, scrofula typhoid, tuberculosis—among workers in his
father’s Manchester cotton-textile mills (Engels, 1953). Finally, in 1848
Dr. Rudolph Virchow completed his famous report for Prussian officials
on a savage typhus epidemic in Upper Silesia (Virchow, 2006). In
addition he cataloged a litany of ‘crowd’ or ‘artificial’ diseases— include
dysentery, measles, and tuberculosis he described as the direct result of
government neglect of at-risk populations (Taylor & Rieger, 1984, p.
204).

3. Results: economics and health

For some, like Poultney, the disease burden resulting from in-
equalities inherent in the emerging industrial society evidenced its
failure: “If destitution, fever, and overpopulation were consequences of
the creation of the industrial proletariat, then there must be something
wrong with the system” (Hamlin, 1998, p. 82). Others like Chadwick
saw higher incidences of mortality and morbidity primarily as a threat
also to the nation’s economic and political well-being. If the poor were
too ill to work, he argued, not only would they be unable to pay but
unlikely to actively participate in the economic and political life of the
nation.

Opposed to this perspective was one insisting health was a purely
individual responsibility and promoting general economic growth, not
the coddling of the poor, was the principle duty of government. As early
as 1831 Lancet authors argued the introduction of cholera to Britain was

ANITARY MAP |

of the Town

Edmund Chadwick’s map of Leeds correlated the incidence of cholera and other infectious diseases with the relative wealth of individual districts. The result
distinguished healthy and unhealthy neighborhoods based on rates of fertility (births), mortality and the presence of cholera and respiratory disease.
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preferable to the costly effect on trade that protective quarantine pro-
grams would impose. If political economy was to reign supreme then
public funds might best be deployed, if at all, solely for general sani-
tarian measures improving the health potential of the city-at-large
(cleaner streets, better water supply) rather than attention to the so-
cioeconomic contributors to ill health among the poor.

The 1859 publication of Charles Darwin’s On the Origin of the Species
seemed to give scientific credence to those favoring what later would be
called Social Darwinism and its neoliberal focus on economic growth
rather than population health. Individual responsibility rather than
communal care was the new focus of state policies (Claeys, 2000). The
symbol of the age became Ragged Dick, Horatio Alger’s 1868 young
bootblack who persevered in his largely unaided climb from poverty to
middle-class respectability. The message was clear: individuals might
rise above their origins if they had the grit and resolve to do so. It was
not for society to reward a lack of initiative or the simple bad luck of
those who fell ill along the way.

All this has a thoroughly modern ring. Contemporary neoliberal
economics similarly insists upon if not a laissez-faire approach to public
health needs then what Spark calls an aidez-faire, limited focus that at
best grudgingly accepted only broadly sanitarian rather than social
reformist objectives (Sparke 2020).

4. Social determinants of health: back to the future

In the first decades of the twentieth century social reformers pre-
sented a series of attempts to address the socioeconomic limits that
promoted disease in immigrant populations. Here, for example, were the
settlement initiatives of Jane Adam’s Hull House in Chicago and Canon
Samuel Barnett’s Toynbee Hall in England. In large part because of so-
cial reformers, a general improvement in living conditions—diet, public
education, housing, etc.—led to a national decrease in mortality and
increased longevity in the general population. Beginning with the dis-
covery of insulin and then of penicillin in the 1920s a newly robust
clinical pharmacopeia similarly contributed to increased longevity and
decreased morbidity in most industrialized populations. The continued
success mid-century of new antibiotics and vaccines (especially for
poliomyelitis) suggested the threat of infectious disease, excepting
perhaps the annual influenza pandemic, had been largely contained.

4.1. Wilkinson and the Black Report

It therefore is not surprising that British researcher Richard Wilkin-
son’s famous open letter in 1976 to the British Secretary of State for
Social Services, David Ennals, focused on non-communicable diseases
(Wilkinson, 1976). In response to Wilkinson’s detailed description of
adverse health effects (diabetes, hypertension, heart attacks) correlated
with systemic socioeconomic inequality, Ennals commissioned a report
by Sir Douglas Black whose 1980 Inequalities in Health described a broad,
inverse relationship between socioeconomic status, on the one hand,
and on the other, mortality/morbidity resulting primarily from
non-infectious diseases (Black, 1980).

A series of subsequent studies (for example, the 1998 Acheson Report)
detailed with remarkable consistency the unequal non-infectious disease
burden among those in lower compared to more wealthy socioeconomic
strata. Begun in a period of relative political liberalism, the Black Report
was received only grudgingly by then recently elected, Prime Minister
Margaret Thatcher’s new Conservative government. While acknowl-
edging the report’s findings, Ennal’s successor rejected out of hand its
recommendations for redress as impossible given the economic prior-
ities of the nation (Jenkin, 1980). Thatcher’s neoliberal agenda, like that
of Ronald Regan in the United States, was general economic advance-
ment measured by indices like gross national product (GDP) and trade
balances. The assumption was that improving economies through pri-
vatization and a focus on corporate enablement would naturally lead to
increasing support for all peoples, including the poor. “Investment”
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aimed at reducing social inequalities was at best a very hard sell for
those seeking to reduce structural social inequalities (Kim, 2018Db).

4.2. Modern epidemics

In the 1980s a series of new communicable diseases began to emerge.
First was HIV/AIDs in the 1980s; In 2002-2005 it was Severe Acute
Respiratory Disease (SARS). That was followed by the Middle East
Respiratory Syndrome (MERS); Ebola in West Africa in 2014-5; and
most recently COVID-19. Simultaneously there was a resurgence of
previously controlled, communicable diseases with new microbial gen-
erations resistant to existing, previously effective treatments.

It became increasingly difficult to ignore the relationship between
socioeconomic disadvantage and communicable diseases like HIV/AIDS
and tuberculosis (Gould 1993; Wallace et al., 1995). Similarly, Hoetz
(2007) drew attention to the socioeconomic determinants of “neglected
tropical diseases” primarily affecting migrant and poorer workers in the
southern U.S. states. A literature that once had focused upon the social
determinants of non-communicable diseases expanded to include new
classes of infectious diseases. Central to these concerns was a focus on
housing deficits, low income for marginal works and a general lack of
adequate healthcare.

While nineteenth century literatures focused primarily on national
disease incidence and only secondarily on global diffusion, a new global
perspective on the “global disease burden” has emerged in recent years.
It is not simply that this or that bacterium or virus originated in Africa
(Ebola), China (SARS-Cov-2), Mexico (HIN1 Influenza), or the Middle
East (MERS). Rather, that poverty and socioeconomic imbalances are
critical determinants in the evolution of new microbial disease chal-
lenges at global as well as national, regional, and local scales. Envi-
ronmental degradation (including deforestation), limited investments in
national and international health infrastructures and the ills resulting
from poverty (dense and substandard housing, poor nutrition, limited
medical care, etc.) were all identified as factors influencing microbial
evolution and disease spread. Where the nineteenth century focus was
local, and regional, the new focus included the failure of international
health infrastructures and international as well as national inequalities.

The 2014 Ebola epidemic in West Africa, to take one example,
resulted in part from the degree to which local con-
ditions—environmental and socioeconomic—promoted the evolution
and diffusion of a potentially fatal microbial agent (Koch, 2016). These
included overfishing by EU nations that drove up the cost of fish in West
Africa and thus forced a greater reliance on “bush meat” (bats) by local
peoples. The resulting regional epidemic affected first, rural peoples
with few health resources and then city populations, and especially the
least advantaged among them.

The result threated a global pandemic that was feared but did not
result. Ferriar’s warning that disease among the poor would easily
spread to the well-to-do in nineteenth century Britain become in the
twenty-first century a warning of the likely spread of disease from
poorer to richer nations. The earlier focus on local challenge and the
socioeconomic determinants of disease was thus transposed into a
problem of global exchange and interchange.

5. Discussion

This archeology of social responses to epidemic disease, and to the
social constituents of disease reveals a surprisingly consistent, recurrent
pattern. First, there is the recognition from the Middle Ages to the
present day that epidemic diseases represent a national threat, economic
and social, requiring an active and comprehensive governmental
response. Early on, the focus was on quarantines to prevent the intro-
duction of infectious disease or, if present, to manage its worse effects.
Bureaucratic responsibilities included the creation of lazarettos, the
burial of corpses, and a focus on urban cleanliness as a possible pro-
phylaxis. In feudal states this was the obvious responsibility of the
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Crown which delegated authority to one or another official. Today the
need to protect populations from invasive bacterial or viral events, and
assure care in the event of an epidemic, remains a function of the state,
democratic or authoritarian.

Since the plague years of the Middle Ages a first response was
isolation and quarantine, isolating areas of epidemic activity and pre-
venting disease introduction from abroad. The assumption was that
plague, and later other infectious diseases (cholera, typhus, yellow
fever, cholera, etc.) were transported from place to place by trade and
travelers. That thesis became demonstrable in the early 1830s when
cholera pandemic’s progression was mapped along the world’s trade
routes (Brigham, 1832). By the twenty-first century the manner in which
Covid-19 spread was similarly mapped in relation to airline and cargo
ship traffic (Bogoch et al., 2020).

Similarly constant across the long history of epidemic and pandemic
events has been the observation that disease incidence is always higher
among less advantaged citizens. This was true during the plague years
when the wealthiest citizens tended to flee the city for country homes
and more certainly asserted in both yellow fever and cholera epidemics.
The correlation of disease intensity among disadvantaged compared to
advantaged neighborhoods was a recurring theme of nineteenth century
studies of cholera incidence in individual cities. (Koch, 2011, pp. 83-86;
2017). Investigators like Chadwick (1843) employed new cartographic
and statistical methods to highlight the relation between socioeco-
nomics and disease occurrence based on increasingly robust public
health statistics. Thus in a “Sanitary Map of the town of Leeds,” he
employed official mortality records and basic statistics to demonstrate
the relatively higher incidence of mortality in the poorer districts
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relative to more affluent wards.

And again, during the current epidemic, the relation between so-
cioeconomic criteria and disease intensity has been a recurrent subject
of a number of primarily local and regional studies (O’Dowd, 2020). In
Toronto, Canada, for example, the relative risk of Covid-19 per 100,000
persons was shown to be higher in lower income neighborhoods (Wal-
lace and Winsa 2020). At the national level, a recent US study analyzed
and documented the effect of structural barriers and racial inequalities
on disease prevalence and severity in the current pandemic. It found
infection and mortality rates were negatively influenced by a range of
socioeconomic determinants of health (SDOH) including, in a partial
list, income disparities, related housing density, more limited access to
health care, and a rural-urban divide. In summary, the authors
concluded that, as others have since the mid-nineteenth century, “SDOH
[social determinants of health] dimensions matter for health outcomes”
(Qinyun, Paykin, Halpern et al., 2022, p. 13).

In this vein, the US Covid Atlas team has expanded to include a
Community Advisory Board focused on “the complex topic of the Social
Determinants of Health (SDoH) and its many intersections with the
pandemic across populations” (theuscovidatlas.org). Its maps include a
precise location of more and less vulnerable communities based on the
evolving data (Fig. 3).

A focus in this pandemic has been the recognition that internation-
ally as well as nationally “current institutions, public and private, failed
to protect people from a devastating pandemic” (Clark & Sirleaf, 2021,
5). These failures included a lack of national health services and infra-
structure exacerbated by a pattern of “blatantly unjust and not strategic”
vaccine distribution to poorer nations. Covid-19’s ‘disproportionate

Fig. 3. This map of medically underserved US counties with higher rates of Covid-19 infection included, in data for each county, details on ethnicity, income,

and employment.
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socio-economic impact” on those more isolated nations resulted not only
in increased disease mortality but a widening of preexisting inequalities
that were themselves factors influencing severity of disease incidence.

5.1. Cartographies of disease

Since the late seventeenth century maps have been a constant tool
“enabling the governmental ordering of the neighborhood, the city, the
state, and the planet” (Wilson 2017, ix) in relation to disease incidence
and its probable cause. The earliest such maps were summaries of
bureaucratic programs to contain infectious events through programs of
quarantine and supervision of infected areas. Fillipo Arrieta’s maps of
plague containment in Bari, Italy, are the oldest known example (Arrieta
1694). In them he described a complex system of interlocking barriers
that sought to both prevent cholera from entering by maritime travel
and to both contain it in cities where it was active and to prevent entry to
others where it had yet to present (Fig. 4).

At the end of the eighteenth century, evidentiary maps were
employed to test theories of disease causation by correlating disease
prevalence and biogeographic or socioeconomic factors. Earliest among
these were the copperplate maps of Valentine Seaman testing a probable
relation between yellow fever and local sites of odiferous waste (1798).
From the 1830s through the 1870s there were scores of maps describing
the incidence of cholera in neighborhoods, countries, and as globally
(Koch, 2014, 64-71). In this period many mapped the socioeconomic
disparities effecting both disease incidence in cities and nationally.
Others mapped disease transfer along rail, road, and shipping routes.

The development of syndromic systems of international data
collection has permitting the increased emphasis on the global pattern of
disease incidence in relation to broadly comparable socioeconomic
characteristics. This focus on “global health,” maps a traditional focus on
local or regional disease determinants in this or that nation to inform
global patterns of infectious disease expansion (GBD 2020). Where in
earlier centuries maps merely described the global progression of some
diseases (plague, yellow fever, cholera, etc.) along trade and travel
networks, contemporary work asserts the responsibility of richer nations
to those that are poorer and have served as incubation sites for new
bacterial or viruses.

Thus one may see, map to map, the current pandemic as not simply
“the worst combined health and socioeconomic crisis in living memory”
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(Clark & Sirleaf, 2021, Preface) but from history’s perspective merely
the latest disease event whose unequal address has highlighted social
inequalities and structural limits of healthcare and healthcare planning
at every scale, local to international. What is unknown is whether this
will result in any substantive change in the support of disadvantaged
nations, and communities within other nations, or remain merely a
datum that is not incorporated into plans for substantive change.

6. Conclusion

The relationship between health and local determinants began with
the Hippocratic idea of health and unhealthy places defined by socio-
economic and biogeographic characteristics. These ideas were the un-
derpinning of a sanitarian perspective that dominated thinking about
various diseases through the Middle Ages into modern times whenever
an epidemic occurred. Time and again, the progress of a bacterial or
later viral pandemic would raise concern over the degree to which local
programs and policies encouraged or retarded this or that epidemic.
Beginning in the nineteenth century the characteristics influencing
epidemic incidence came to include a range of socioeconomic as well as
biogeographic criteria including, in a partial list, education, ethnicity,
housing density and relative wealth.

In the last century the social determinants of disease arose as an
independent literature focused primarily on non-communicable disease
states and relative poverty and its effect. More recently this perspective
has broadened during a series of epidemic and pandemic events to
include a global perspective on the relative burden of specific diseases
and the socioeconomic characteristics that promote them. It is an old
story, in other words, but one renewed each time with new urgency
whenever a pandemic threatens.

Contemporary researchers predict the global introduction of an un-
known pandemic pathogen, “Disease X,” with high mortality in the near
future (WHO, 2017). Its origins almost certainly will be—as were Ebola,
SARS, MERS, and COVId-19—in countries distinguished by high den-
sity, low income and limited health structures. As it spreads its severity
will reflect, as has COVID-19 and its predecessors, disparities in health
structures at every level. To prepare for it will require a unified, global
system of preparedness “that is coordinated, connected, fast-moving,
accountable, just, and equitable” (Clark & Sirleaf, 2021, 4.).

Even were that created—and the underfunding of the WHO and
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Fig. 4. This 1690s map of the containment fields introduced by Fillipo Arrieta to contain and control the spread of cholera in Bari, Italy is the oldest disease map so
far recover. It presented a complex and interlocking system of containment fields provincially and among city areas in the province.
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other international health agencies makes it unlikely—pandemic pre-
paredness will be an inadequate response to bacterial or viral infectious
events unless individual governments create systems of local, national,
and especially international health governance capable of addressing
the socioeconomic features that promote endemic and epidemic dis-
eases. It is not a new conclusion although it’s global emphasis today
might make it seem to be so. It is the old argument of those like Ferriar,
earlier quoted, and Virchow, who by the mid-nineteenth century argued
that, on the evidence of the day, that inadequate and unequal socio-
economic conditions promoted this or that infectious disease and its
potential for regional, national, and international transmission.
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