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Summary
We will likely look back on 2020 as a turning point. The pandemic put a spotlight on existing societal issues, acceler-
ated the pace of change in others, and created some new ones too. For example, concerns about inequalities in health
by income and race are not new, but they became more apparent to a larger number of people during 2020. The
speed and starkness of broadening societal conversation, including beyond the direct effects of COVID-19, create an
opportunity and motivation to reassess our understanding of health. Perhaps more importantly, it is an opportunity
to reduce inequities in who has access to, who uses, and who benefits from the resources that promote health and
well-being. To this end, we offer three questions to guide thinking about health and health inequities after 2020: (1)
what do we mean by “health” and “health inequality and inequity”? (2) what are the structures and policies we put
in place to support or promote health, and how effective are they? And (3) who has the power to shape structures
and policies, and whose interests do those structures and policies serve?
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Introduction
We are in a period of time that will likely be viewed as a
watershed, a turning point that created lasting change
in society. Collectively, we should recognize the possibil-
ities of this moment and seize the opportunity to sup-
port population health and health equity.1 The last year-
plus put a spotlight on a number of existing societal
issues, accelerated the pace of change in others, and cre-
ated some new ones too. These issues, including
income and job security, racism, and the reach of gov-
ernment assistance programs, are already understood to
influence health in and of societies, and particularly the
level of health inequalities in a society. Societal issues
are, however, just that. They are not forces of nature
that cannot be altered, but instead result from the struc-
tures, institutions and policies that form our communi-
ties and our local and national identity. They both
reflect and help shape norms, culture, and our relation-
ships to one another. Collectively, they articulate − how-
ever implicitly or explicitly − the social contract that
either ties us or divides us. The opportunity, then, is to
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consider whether our current structures and policies are
the right ones for now and for the future.2−5

Thinking through what the experience over the
course of the COVID-19 pandemic means for popula-
tion health and health equity might point the way to a
research agenda, and ultimately a policy agenda, as we
wind our way back out. While there is already a good
deal written about the pandemics and its effects, we
offer here a more structured and formal way to
approach the needed social and policy discussions. We
propose three specific questions we might ask to inform
a purposeful and inclusive response to the pandemic,
which occurred concurrently with other important soci-
etal change. The questions that we propose as a founda-
tion, and that we use these pages to illustrate, are: (1)
what do we mean by “health”, “health inequality”, and
“health inequity”? (2) what are the structures and poli-
cies we put in place to support or promote health, and
how effective are they? And (3) who has the power to
shape structures and policies, and whose interests do
those structures and policies serve? Answering these
questions will provide explicit information to relevant
stakeholders about both the intent and the approach to
addressing (or not addressing) health inequities. Before
expanding on what is implied by each of the three
1
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questions, we introduce the background changes that
form the context for this discussion.
Context
The immediate social and economic context is the
COVID-19 pandemic, recognizing that part of the nature
of the pandemic was its unusual, broad and concurrent
effects on people everywhere. We use the specific geo-
graphic and political context of Canada and the United
States (US) to situate and animate the discussion.

While the public health-driven COVID-19-related
restrictions affected everyone, it quickly became clear
that the direct and indirect effects of the pandemic were
not equally shared. For example, in Toronto there was a
10-fold difference in case rates between lower income
and racialized neighbourhoods and higher income and
white neighbourhoods.6 This is a remarkable difference
for a novel, airborne infectious disease that at least theo-
retically posed an equal risk to all. This illustrates how
deeply inequities are entrenched, that they can be so
quickly replicated in an emerging disease, though the
experience of HIV/AIDS should have alerted us to this
likely outcome.7

More generally, it is clear that COVID-19 took advan-
tage of social patterning. Calls for data about race to
understand the virus’ risk and spread did not always
make the connection that race, per se, is not a risk factor
for the virus. Rather, race is a proxy for individual expe-
riences that are the result of systemic and structural
forces in society, such as racism in general, and racial-
ized capitalism more specifically. Through these forces,
Black and Brown and other non-white people are sys-
tematically − structurally − disadvantaged in education
markets, labour markets, housing markets, and other
areas of life. The result is that constraints are put on
their occupations, incomes, and housing options, all of
which were more direct risk factors for exposure to the
virus. Essential workers, such as personal support work-
ers, service, and factory workers, who in Canada and the
US are largely from racialized groups, often female, and
from younger age groups, could not work from
home.8,9 Many of these jobs do not pay well, and were
in workplaces that were not necessarily well protected.
These jobs are often precarious, with limited hours,
leading to people working multiple jobs, thereby
increasing risk.10 Limited income means more crowded
housing, and cheaper housing in neighbourhoods with
others in similar positions, creating what became
known as "hot spots”.

These hot spots were not random. They instead
reflect long-standing inequities and social processes,
including but not limited to racism, that load exposures
and risks on Black and Brown racial groups, particularly
those in the working class. In addition, the highest risks
likely accrued to people who fit more than one of these
“boxes” or stratifications of group membership. A
middle-income white nurse working in acute care, for
example, certainly was at greater risk than his or her
neighbour with the same income who could work from
home. But a new immigrant working at a meat packing
plant and living in crowded conditions in a multi-gener-
ational household clearly faced far higher risk, and far
greater challenges to mitigate that risk. This is the effect
of intersectionality,7,11 with race being both a proxy for
some of these other risks, and a risk in itself because of
bias and discrimination.

Another part of the existing context is that we are in a
time of rapid change, driven by digital technology.12

This rapid change, and fundamental transition, has
been described as a “fourth industrial revolution”. The
first three industrial revolutions took us through mecha-
nization (steam), mass production (electricity), and
automation (computers). The fourth is technological
fusion that is “. . .blurring the lines between the physi-
cal, digital, and biological spheres”.13

The fourth industrial revolution has implications for
all aspects of society, from work to education, cities, the
climate, and global relations. We watched the “digital
divide” play out during the pandemic, as we became
even more reliant on technology,14 for example for
access to education technology, vaccine appointments,
and other COVID-19 information. The pandemic laid
bare the effects the existing inequities, particularly those
related to race and socioeconomic position. Conversa-
tions over the last several months are the first signs of
broad public recognition that these inequalities, and
large inequities, are systemic and structural, and thus
are things we can choose to address.
What do we mean by “health”, “health
inequality”, and “health inequity”?
With this context, we turn to our three foundational
questions, the first of which is what do we mean by
“health”, “health inequality” and “health inequity”? We
take a broad approach to the definition of health, draw-
ing from World Health Organization,15 the Ottawa
Charter for Health and Promotion,16 and the founda-
tions of social determinants of health. We view health
as an attribute of individuals, communities, and societies
and a fundamental resource for daily living. Health can be
measured in many ways, for example, based on the
presence or absence of disease, or through more qualita-
tive understanding of personal or community assets and
capabilities.

When we measure health at a population level, for
example with a blunt measure like life expectancy, we
are expressing an average. Hidden within that average
are different experiences in different population groups.
Health inequalities and inequities describe and quantify
these distributions. We understand at a basic level that
people are different and have different experiences of
www.thelancet.com Vol 9 Month May, 2022
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health. We know, for example, that health status varies
by age group because it tends to decline as we get older.
These are health inequalities. When we consider groups
of people, for example by community, income, race or
ethnicity, we can also see differences in measures of
health such as life expectancy. Patterns that emerge this
way suggest experiences of health that may be modifi-
able, that are not innate to a person but instead reflect
something about their life or social experience. In this
way, these differences in population health outcomes
stem from social processes that are avoidable, unfair,
and unjust, and are considered health inequities.17,18

Health inequalities and inequities are defining fea-
tures of the way health is organized, and decades of evi-
dence show us that social determinants of health are the
key to understanding the distribution of health within a
population; why some people are healthy and others are
not. Health at its core is influenced by a set of proximal
mechanisms, from behaviors to epigenetic processes,
that themselves are shaped, expressed, and constrained
by social forces. The social inequalities we see, and the
fact that they are so widespread, pervasive, and persistent
tells us that inequalities and inequities are by design, not
preordained. They are structural in nature,19 or what
Riley refers to as “systems of exposure.”20

Further, there is evidence that inequalities are
increasing.21 Chetty et al. (US data),22 and Shahidi et al.
(Canadian data),23 show that over time, across income
groups, life expectancy has grown for everyone, but the
biggest gains are enjoyed by the top income brackets.
The result is a “fanning out” effect, with overall gains
on average, but increasing inequalities because of differ-
ential gains across population groups. To provide
nuance to this finding, another study using data from
Canada focused on employment-related inequalities,
looking over a fourteen-year period at poor self-rated
health of people who are employed and people who are
unemployed. The gap between the employed and unem-
ployed grew over that time, driven by worsening health
among the unemployed. Decomposing the sources of
this, only a small minority of the increasing gap in
inequality could be explained using variables routinely
included in studies of determinants of health, such as
demographics, risk factors, and measures of socioeco-
nomic status such as income.24

The hypothesis that emerges is that the context of
unemployment has changed over time. The precarity
associated with unemployment, the relationship
between unemployment and the welfare state, and the
institutions around the labour market and social policy
have changed in ways not currently measured using tra-
ditional analytic variables. These missing variables can
be described as more “structural” than “social” determi-
nants of health.

A second example of increasing health inequalities
that speaks to structural determinants comes from Case
and Deaton (2015),25 who looked at rising mortality
www.thelancet.com Vol 9 Month May, 2022
among whites in the US. From 1999 to 2013, mortality
among whites was increasing, while mortality in other
groups continued to decline, consistent with a broad
longer-term trend. The question is why this would be
happening uniquely for the white (more privileged)
population, and outside of a recession or another major
event. Speculation about this includes things like declin-
ing median income and other negative economic forces
operating over the last several decades. The challenge to
this hypothesis is that non-white groups experienced
these economic forces as well, and perhaps to a greater
extent.

An alternative, more structural, hypothesis devel-
oped by social psychologists and political scientists, is
that white people feel a status threat. This idea is that
the white population perceives their relative status is
declining, and that has attendant effects on health.
There is compelling empirical evidence to support the
idea of this “status threat”.5 In brief form, looking at
white mortality at the county level in the US, excess
deaths were dominated by “deaths of despair”, referring
to causes such as alcoholism, poisoning (largely opioid
and other drug overdoses), and suicide. Those deaths
are observed across the income and education hierar-
chy, not evenly, and not following a traditional socioeco-
nomic gradient.5 Survey results show that over the last
few decades, white populations in the US have
expressed increasing racial resentment, declining hap-
piness, and decreasing self-assessed social class. These
characteristics are associated with the economic popu-
lism of the US Republican party. An analysis of county-
level data shows a positive relationship between Repub-
lican voting and deaths of despair.5 If this relationship
holds, it suggests that social status threat, even if it is
only perceived, is part of the political and social land-
scape, and also part of the health landscape.

These findings need further investigation and devel-
opment, including better language and more diversified
views of potential causal factors. To be clear, this is both
about understanding that “social” determinants have
“structural” foundations, meaning that they have causes
outside individual risk factors and decision-
making,20,26 and that the range of such determinants
needs to expand. We can say with some certainty that
the usual list of social and structural determinants of
health still matter, but are not telling us the whole story,
particularly the whole story about more recent increases
in health inequities.
What are the structures and policies we put in
place to support or promote health, and how
effective are they?
The expanded framing of structural determinants of
health inequities leads naturally to the second of our
two foundational questions, which is “what are the
3
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structures and policies we put in place, and how effec-
tive are they at supporting health”? Structures and poli-
cies refer to the rules we use for social, political,
industrial, and economic organization. For example,
state, local and national governments are structures,
and one set of policies within those relate to taxes and
fiscal transfers. These structures and policies have more
far-reaching effects than might be immediately appar-
ent. Economic and work-related policies can encourage
younger people to “move where the job is”, which often
means being further from family. Family benefit poli-
cies and wage rates can either encourage or discourage
having children, which can affect the number of people
who might be available to provide support to older rela-
tives. These structures and policies interact in ways that
are often difficult to see directly, and so can produce
intended outcomes, but many unintended outcomes as
well, including for health.

As described above, both COVID-19 and trends that
pre-existed the pandemic have differential effects across
economic, racial, and age dimensions; COVID-19 has
most affected the most vulnerable. We take a broad view
of structures and policies to understand this, including
those of government, but also of labour markets, and
businesses within society, as they collectively shape
inequality and its evolution over time. We use two broad
examples to illustrate this: the labour market social
safety net; and educational technology.

US data show that the pandemic created different
change in employment rates at different levels of the
income distribution.27 Looking at the bottom 25% of the
income distribution, there was a large drop at the begin-
ning of the pandemic, followed by a quick (partial)
recovery and then complete stagnation from about Sep-
tember 2020, at a level 20% below the beginning of
that year. In contrast, employment levels for high-
income workers bounced back to January 2020 levels
by September of that year.

The importance of structures and policies is then in
how workers are protected after employment loss. Data
from 2003 to 2010 show that people who were laid off
experienced income losses that were largest in the year
they were laid off, but continued to be substantial in
subsequent years.28 An important feature of this find-
ing is that their sources of income were actually quite
broad. More than 40% of their income was replaced,
but in the long-term only a small part of that came from
formal employment insurance, with other income com-
ing through other social transfers and progressive taxa-
tion. The implication is that we should take a broad
view of the type of structures and policies that comprise
our social safety net. The pandemic underlines this, as
it has accelerated long-term changes in labour markets,
for example increasing automation, and small local
businesses closures while companies like Amazon post
record profits.
A second example comes from trends toward on-line
tools for education. An online educational platform
called “Zearn” was being used by about 925,000 stu-
dents in the US prior to March 2020.27 In the pre-pan-
demic period, lower income and higher income
students were proceeding at the same pace in terms of
math assignments completed on this platform. At the
start of the pandemic, all students showed significant
slowdown. After that, and looking into the fall of 2020
(i.e. the next school year), higher-income students recov-
ered most of their losses on this platform, returning
nearly to their pre-pandemic pace, while lower income
students also recovered, but only to a pace that was 20%
lower. In other words, a “one-time event” could have
lasting impacts that are differential for different groups
of children.

Finally, it is important to acknowledge that policies
are not produced in a vacuum; they evolve in the context
of the overall political culture, the role of and trust in
government, and political and ideological orientations.
Policies will in general reflect the overall governmental
approach to the dominant economic model (e.g. mar-
ket-based capitalism), and the expectations and con-
straints it puts on that model (e.g. welfare capitalism vs.
neoliberalism) provide a broad framing.29,30 These
structural, institutional and cultural factors influence
policy priorities, the potential policy options that are
deemed relevant, and the distribution of power to influ-
ence both. For structures and policies to influence
health inequities, there have to be decisions first that
those inequities matter, then about the available
approaches to address them. The latter will be deter-
mined by the distribution of power and influence over
defining and prioritizing the relevant set of options. It is
that power structure to which we turn next.
Who has the power to shape structures and
policies, and whose interests do they serve?
Perhaps the most hidden and yet most important ques-
tion at the root of the conversation around health after
2020, is who has the power to shape structures and pol-
icies, and whose interests do they serve? As noted above,
there are clear inequities in health by whatever dimen-
sion or characteristic is used to assess them. A funda-
mental contribution of the early work in population
health and social determinants of health is that these
effects are relative to social standing, with each step up
the ladder associated with better health.31,32

If we are to take a health equity approach,33 we need
to address and re-imagine the policies and power struc-
tures embedded in our public health responses to date.
In doing so, we must confront the fact that health out-
comes reflect the underlying values of those in decision-
making positions to set these policies. Inequities are
not simply tolerated, they are embedded in systems that
www.thelancet.com Vol 9 Month May, 2022
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produce and reproduce them, as seen starkly in the
experience of the pandemic. Changing the outcome
requires opening the black box of policy-making.

We use the experience of dual public health emer-
gencies in British Columbia, Canada to illustrate what
is required. In 2016, the Provincial Health Officer
declared drug-related overdoses and deaths a public
health emergency.34 The same position (different per-
son) declared the COVID-19 public health emergency in
2020. The pandemic came four years into the opioid cri-
sis, and unfortunately, since then the number of drug-
related overdose deaths has only increased.

When asked about the contrast in the speed and
depth of response to the two emergencies, the Premier
of BC responded that COVID-19 was an infectious dis-
ease that could affect anyone, while overdoses are a
result of a choice initially that becomes a dependency.35

While it is true that an infectious disease implies a dif-
ferent transmission risk and therefore a different set of
policy tools, the word “choice” is indicative of the under-
lying normative framing of these two public health
issues. Substance use and addiction are perceived by
many as a choice, and therefore carry a different sense
of urgency and a very different sense of collective owner-
ship of the underlying causes. In other words, this fram-
ing suggests that in fact everyone’s health is not valued
equally. (The Premier later apologized for his remarks.)

There is also consideration of the unintended conse-
quences and harms that can arise when people on the
receiving end of policies are excluded from the process
of policy-making. This relates to whose expertise mat-
ters and whose interests are being served. The impact of
the response to COVID-19 and its specific effects on the
overdose epidemic were not readily addressed. For
example, travel restrictions and border measures made
the drug supply more unpredictable and dangerous.36

Specialized services, like some overdose prevention
sites, were temporarily closed, while liquor stores and
cannabis dispensaries remained open as essential serv-
ices. When re-opened, safe injection sites had reduced
capacity which was augmented with pop-up tents that
had no set schedule or fixed location. The result was
that more people ended up using drugs alone, and all of
these factors contributed to the increase in overdose
deaths seen since the start of the pandemic.36−38 The
inclusion of community voices would likely have miti-
gated these unintended effects, even if they could not all
be prevented.

Overall, while many communities have been active
in advocating for change, there has been little formal
public engagement and involvement in developing pub-
lic policy responses to the pandemic. The public has
largely been the recipient of public health messages,
with the expectation of compliance. This was readily
accommodated early in the pandemic, but has become
more fractious over time, resulting in for example
movements for sick pay and other labour market
www.thelancet.com Vol 9 Month May, 2022
changes,39 and increasing polarization in guidance and
public response.40 This reflects the existing power
dynamic of policy influence, which in many cases
favours commercial and other economic interests over
considerations of community and equity-related impli-
cations of policy decisions (in this case specific to the
virus and related social controls).41−43
Discussion
The experience of the pandemic demonstrated two coun-
tervailing forces. One force was the initial sense of com-
monality and solidarity. There was a shared sense of
vulnerability to a threat that was seen as a great equalizer,
with the potential to infect anyone. There was a shared
sense of purpose in doing our part, to stay home if we
could, and show solidarity with those who could not.

The second force emerged after this initial shock and
response, with a slow realization that in fact the virus
was not a great equalizer. Yes, everyone was vulnerable,
but there were stark inequalities in our ability to miti-
gate the potential effects of the virus. Unsafe work,
crowded housing, income and other pervasive and sys-
tematic forces, including racism, all affected access to
the resources required to create safety, and also affected
the ability to continue functioning for example as a
student.

A third phenomenon is the idea that in some ways
the COVID-19 pandemic provided a spotlight, but it put
that spotlight on things we have been talking about for
a very long time. Inequities in health were well-docu-
mented prior to the pandemic, and in some cases were
exacerbated by it. In other words, the pandemic was like
an accelerant added to a smoldering fire. A significant
crisis showed tears in the safety net. It also provided a
moment of collective pause, and a rare experience of all
of us slowing down and looking at the same events
from many different vantages and of course with many
different viewpoints. The fact that knowing all of this
information we still stood by and watched inequity con-
tinue − and grow − has to speak for itself.

Thus an urgent question is whether we will continue
to have this collective view as we emerge from the pan-
demic. Will that moment of collective vulnerability lead
to collective action? Or will we go back to the old nor-
mal, even knowing that that “normal” was not working
for significant parts of our population? If history is a
guide, we have reason to worry about our capacity for
memory. The experience of SARS was not that long
ago. We thought we had learned from that crisis, and
yet it is clear that some countries were more prepared
than others when COVID-19 hit. Knowledge about
health and other inequities is not new, and yet purpose-
ful attempts to address them are few.

The importance of collective experience seems par-
ticularly important given another, ongoing public health
emergency, which is the opioid crisis. The COVID-19
5
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pandemic shows us that we can have a substantial and
effective response to a public health crisis if we choose to
do so. We have yet to make that choice in a definitive
way for the opioid crisis, and we should ask ourselves
why that is the case.

While the empirical literature often focuses on
describing social patterning rather than explaining its
causes,44 it is difficult to come to any other conclusion
that they are produced by societal choices. As the saying
goes, every system is perfectly designed to produce the
outcomes it does. Systematic differences in outcomes
must reflect systematic differences in inputs, which in
this case is differential access to health-promoting envi-
ronments, services, and systems. The challenge is that
addressing systemic differences and bias can create a
status threat for another social group. Even if that threat
is perceived, and not real by any empirical measure, it
can have an effect on health.

All of this points to a significant and motivating
research and policy agenda. We need better theory and
evidence, and new tools for research. Better theory and
evidence refers to expanding our understanding of both
existing and emerging social and structural determi-
nants of health, and testing the application of our pro-
posed foundational questions in a variety of contexts. It
includes explicitly naming the intended and unintended
biases (and thus oppression) that are embedded in cur-
rent health-related policies and services. It must also
include not just describing but addressing inequities, by
finding and changing their roots in our social and politi-
cal structures and policies. New tools for research
include better methods for engaging with the public
and with specific communities that are the targets of
those policies and services, with the understanding that
in democratic societies, values-based policies require
ongoing public discussion and input. All of this should
be guided by and grounded in the three foundational
questions we outline here: What we mean by health and
health equity? Are policies and structures designed to
support our aspirations related to health equity? And
whose voice and interests matter?
Conclusion
There is possibility for positive action to come from our
experiences. As many have noted, particularly through
discussions about racialized experience during the
COVID-19 pandemic, there is no point in studying
these differences if we do not have an intent to change
them. If we have a commitment to reducing inequities
we have to focus on what really matters, and recognize
these are societal choices, not individual ones.

We are at a moment at which collective attention
could lead to re-imagining of how we think about health
and what resources are available to support health.
More fundamentally, it is an opportunity to start acting
to address long-standing structural inequities that make
some people healthy and others not. We have an oppor-
tunity presented to us by the devastation of the COVID-
19 pandemic, which is to learn and act together − across
academic disciplines, across professional spheres, and
most importantly with the public and all the multiple
and rich communities that make up society. We should
take this opportunity before it is too late.
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