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Abstract: Socioeconomic and health inequities often contribute to a higher incidence of chronic
health conditions among the most vulnerable. The COVID-19 pandemic has been no exception,
with disadvantaged communities demonstrating higher infection rates, morbidity, and mortality
in Canada, the United Kingdom, and the United States. This article discusses the relationships

between social determinants of health and the prevalence of COVID-19.

The coronavirus (COVID-19) pandemic, in both North America
and the United Kingdom, has served to highlight socioeconomic and
health inequities among the most vulnerable. The rapid infection
rate and resulting social and economic restrictions have shown that
certain communities are disproportionately affected by COVID-19.

Studies have shown that those who are most likely to be affected
live and operate under numerous social and economic conditions
that increase their risk of exposure, and often experience additional
conditions such as racism and other forms of discrimination that are
known to contribute to poorer health overall. For example, those
who identify as Black or Indigenous in North America have been
shown to have higher rates of chronic health conditions — often
related to racism--that increase risk of morbidity and mortality and
are known to worsen outcomes of COVID-19 once infected.
Additionally, Indigenous communities in Canada and the US face
unique challenges to health and well-being, both on- and off-reserve,
which also contribute to increased vulnerability to COVID-19.34

In Canada, nationally acquired disaggregated race-based data has
not yet been made publicly available, despite repeated requests by
advocacy groups for many years. A combination of factors, including
significant data coming out of the US and the UK indicating racial
disparities in COVID-19 infections, have motivated some Canadian
municipalities to begin collecting statistics related to COVID-19,
race/ethnicity, and socio-economic conditions. At present date,
statistics are currently available only for Toronto and Peel Public
Health in Ontario, and Montreal Public Health in Québec.>*’
Provincial statistics are available only from Ontario Public Health
and nationally only from Indigenous Services Canada.®? Accuracy
of data available is limited to completeness and currency of data

collected, and the rapidly changing situation of COVID-19.

In the US and UK, several studies noted that ‘visible minority’
groups (including non-white and racialized populations) were

disproportionately affected by COVID-19, and often experienced
more severe outcomes such as hospitalization and mortality, when

compared to Caucasian individuals.>'

In the UK, Black and South Asian groups were more likely to test
positive for COVID-19 compared to ethnic Caucasians.'” They also
found that visible minorities were more likely to be socioeconomically
disadvantaged, to be living with extended family, or in overcrowded
dwellings, and more likely to hold lower-wage ‘essential’ jobs, all of
which are conditions that put these groups at greater risk for virus
exposure and transmission.'!

In the US, COVID-19 infections have led to nearly 171,000 deaths
as of mid-August 2020, averaging approximately 1,100 deaths
daily.!? There has been a growing body of literature demonstrating
that socioeconomically suppressed communities exhibit a higher risk
of COVID-19 infection, morbidity, and mortality.!>!%1>1¢ These
populations tend to have disparities related to healthcare access,
housing/neighbourhood density, income inequality, and racial

discrimination.'

Since the emergence of the COVID-19 pandemic in the US, several
studies have been published that have looked at data associated with
social determinants of health (SDOH) and COVID-19 prevalence.
One study based in Chicago, found that social vulnerability and
health risks both contribute to COVID-19 risk and incidence of
death. Based on medical examiner data, 62.8% of COVID-19
deaths were African Americans, and the highest scores for social
vulnerability and health risk factors were most predominantly seen
in African American communities."”” Another study analyzed data
related to SDOH and COVID-19 rates in the State of Massachusetts
and found a higher burden of COVID-19 in populations with greater
financial disparities, lower insurance coverage, and a greater number
of workers deemed ‘essential’ (e.g. healthcare, social assistance, and
transportation industries).'
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An analysis of data collected from the Providence Health System,
the third largest not-for-profit health system in the US, looked at
sociodemographic and environmental variables and their association
with COVID-19 infection. Higher risk for infection was seen in Asian,
African- and Latin-American ethnicities, older individuals, non-English
speakers, those with financial, housing or transportation insecurity, and
people from areas with lower air quality. Many of those populations
are more likely to face barriers to healthcare access and social distancing
practices, making them more vulnerable to infection and illness risk."

In the Province of Québec, Montreal Public Health used current
COVID-19 data and compared it to census data from 2016. It
was noted that areas with higher rates of COVID-19 infections
also had the following associated factors: a high concentration of
those working in occupations involving health care, social work,
manufacturing and udilities, higher rates of ‘unsuitable’ housing
(i.e. living in crowded conditions), houschold incomes below $70K
CAD, and a high percentage of population who identify as African
Canadian. Other correlations included residents holding refugee
status and dependence on public transportation.?"*

In Ontario, information from Toronto Public Health showed that
many racialized and lower income populations made up the majority
of total COVID cases. > Peel Region Public Health also showed higher
prevalence of COVID-19 cases in racialized groups. Health care workers
made up most positive cases (33%), followed by trades, transport and
equipment operators (18%) and manufacturing and utilities (13%).?

‘The Enhanced Epidemiological summary by Public Health Ontario also
looked at the ethnic diversity of neighbourhoods based on 2016 census
data and associated COVID-19 cases.”® Higher rates of infection were
found in neighbourhoods with the highest levels of ethnic diversity,
which also corresponded to a higher proportion of non-white residents;
lower levels of income; a higher percentage of apartment dwellings; a
higher proportion of overcrowded living conditions, and the highest
percentage of inability to in either official languages.

Many jobs that have been deemed ‘essential’ are often associated
with conditions that increase the risk of contracting and spreading
COVID-19, by requiring working with the public in a manner that
prevents workers from social distancing and practicing preventive
hygiene measures.® Many of these jobs are part time, poorly paid
and lack normal employee benefits such as paid sick leave, leading
to workers often staying on shift if symptomatic or exposed.
They are predominantly held by visible minorities including
recent immigrants; intersecting factors that often serve to further

marginalize these community members.?#?

In the case of racial disparities, a number of risk factors are often
found to overlap across racialized individuals and households.'
This includes living in areas of higher population density, and living
with multiple generations in one dwelling, which often results in
overcrowding and the inability to practice social distancing. They
are also more likely to be employed in an occupation that has been
deemed ‘essential’, are often dependent on public transport, and are

often in a low-income bracket. They are also more likely to be unable
to access adequate medical care due to factors including language

barriers, lack of resources, location, and mistrust of the system.?

As previously discussed, African-Canadian populations are at
increased risk of contracting COVID-19.# To add to the issue,
there is a higher prevalence of hypertension and diabetes in this
population, as well as increased risk of morbidity and mortality
related to disease outcomes. They also experience personal and
systemic racism, and are subject to conditions of inequity and
inequality, resulting from bias, segregation and discrimination.
This can increase levels of stress, prevent access to appropriate
medical care and have detrimental effects on overall health and well-
30,31,32,33

being.

Across North America, Indigenous or First Nations populations, face
numerous unique inequalities, regardless of living on- or off-reserve.
Reserve lands are often located in very remote areas, with many
subject to poor living conditions such as water and food insecurity,
overcrowding in homes, and are under-serviced when it comes to
health care and other social programs.>* Existing gaps between
the conventional medical model of care and the understanding of
Indigenous healing traditions serve to contribute to health inequality
and may provide a frame of reference that does not reflect the actual
needs of the community.”

Current statistics on COVID-19 infections in the Canadian
Indigenous population have been acquired exclusively from those
who live on-reserve, despite many Indigenous people living off
designated reserves. Those who live off-reserve may be counted
in provincial and territorial statistics but are not distinguished as
Indigenous. With this caveat in mind, according to data provided
by Indigenous Services Canada,’ current on-reserve infections found
are approximately one-quarter of the rate of the Canadian population
at large. Fewer numbers may be due in large part to the relative
isolation of most reserves from larger cities, as well as the measures
many of these communities took to reduce risk of exposure, such as
limiting travel and movement on- and off- reserve land.

American studies have shown that Indigenous communities,
particularly the Navajo nation, have very high infections rates, made
worse by crowded living conditions and water insecurity, as well as
inability to access health care.”® One Arizona study showed that 18%
of positive cases and 13% of deaths occurred in Native American
populations, despite only making up 5.3% of Arizona’s population.

A number of studies have reviewed the effects of the SDOH’s on
Indigenous populations across North America and found poorer
health outcomes related to conditions tied to income, employment,
housing, and education.” In many of these areas, the Indigenous
population faces increased challenges compared to the non-
Indigenous population,?! including lower income, higher poverty,
larger families, increased incidence of experiencing racism and
discrimination and other factors that are positively correlated to
poorer health outcomes. Studies of Canadian on-reserve Indigenous

www.cand.ca

CAND Vital Link | Volume 27, No.2 33



PRACTICE | Socioeconomic Inequity and Inequality Results in Disproportionate Detrimental Impact — cont'd

populations showed an increase in prevalence of obesity®? and
diabetes, compared to the non-Indigenous Canadian population,
both risk factors for more severe COVID-19 sequelae.

In addition to Public Health measures already in place, additional
considerations need to be taken in order to reduce viral transmission
throughout the most vulnerable populations. Ensuring that
protective measures are in place for those working under conditions
that put them at increased risk are key. These include adequate
personal protective equipment (PPE) and hand hygiene, and means
to socially distance whenever possible. Additionally, these workers
must be allowed paid sick leave without being concerned they will
lose their employment. Finally, communities need explore ways to
improve the underlying health of populations who are at increased
risk of comorbid conditions through lack of accessibility to adequate
food, exercise and social interconnections.

Many of the socioeconomic inequalities that have been outlined
and identified exist as ongoing issues and have exposed the most
vulnerable members of our communities to the worst outcomes of
the COVID-19 pandemic, especially those who identify as African
Canadian, Indigenous and other visible minorities. Conditions
surrounding the determinants of health in racialized communities
have allowed for the continued spread of COVID-19 among the
most vulnerable of our population. The unique considerations
presented by race and ethnicity in a multi-cultural society, as well as
social and economic factors, need to be acknowledged and addressed
in the overall plan if we aim to quickly and effectively contain such
a threat, as well as address both tangible and intangible costs of these

effects on public health outcomes.*45 &
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