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In To Have or to Be? | psychoanalyst Erich Fromm writes about pursuit after domination of nature,
material abundance, and unlimited happiness, which made modern society become more interested inhaving
than in being . Income, in his view, should not be as accentuated as to create different experiences of life
for different groups [1]. Of the concepts that Fromm presents, the domination of nature, which facilitates
zoonotic spillover events by increasing the overlap between the habitat of various species with that of humans
[2-5], and the gap between the rich and the poor, which recently has become the widest in years [6], become
particularly relevant in context of the COVID-19 pandemic.

Even though susceptibility to COVID-19 does not know socioeconomic boundaries, a critical and worrisome
finding is emerging from preliminary data and may re-shape infectious disease outbreak management strate-
gies for the future. An early analysis of COVID-19 data from several jurisdictions in the United States
found that counties with a majority of African American residents had three-times higher infection rates
and six-times higher mortality rates than counties with a majority of Caucasian residents [7]. Another
analysis, of March 2020 COVID-19 hospitalization data from 14 states in the United States, found more
African American individuals among hospitalized patients whose race or ethnicity was recorded [8]. These
and other findings reveal a disproportionately higher risk of serious or fatal COVID-19 in minorities. What
makes these observations remarkable is that hypertension, diabetes, and obesity, which are risk factors for
more severe or fatal COVID-19 [9-13], are exactly the chronic conditions that have long been recognized as
disproportionately affecting racial/ethnic minorities and socioeconomically disfavored individuals and groups
[14].

Obesity affects minorities and low-socioeconomic-status groups disproportionately at all ages [15], a finding
that was reported in several countries [16-19]. Some of the risk factors that account for disparities in obesity
include low socioeconomic status [20], food insecurity, restricted access to healthy diet and recreational
facilities [21-24], residence in areas with fast food restaurants [25], a high neighborhood density of small
grocery stores [26], distance to a store [27], exposure to obesogenic environments [28, 29], shift work [30] and
irregular sleep patterns [31-33].

Obesity increases the risk for other chronic diseases [12], including diabetes and hypertension [34]. African
American adults in the United States have among the highest rates of hypertension worldwide [35]. Several
factors were implicated in disparities in hypertension, including socioeconomic status [36], differences in
awareness [37], residence in a food desert [38], chronic stress [39, 40], fewer healthcare resources [41], and
income [42]. Disparities for diabetes were described in minority populations in terms of increased prevalence
[43, 44], worse management and control [45, 46], and higher rates of complications [45, 47]. Over the past
three decades the socioeconomic disparities for type 2 diabetes have widened [48].

Racial, ethnic and socioeconomic disparities also shape inequities in the access to mental health care [49-52].



This is very relevant for COVID-19, in context of the quarantine that was implemented in many countries
in various forms, including school closures, allowing non-essential personnel to work from home, closure of
mass transit systems, cancellation of public events, and restrictions on the assembly of groups of people
[63-55]. Social isolation negatively impacts mental health and, with > 70% of the young people and adults
not receiving adequate mental health treatment from health care personnel worldwide [56], the implications
in the wake of COVID-19 are extensive and far-reaching. The 2002-2003 SARS pandemic revealed that a
substantial proportion of the quarantined individuals may display PTSD and depression symptoms, with
longer duration of the quarantine being associated with more severe PTSD [57]. During the same pandemic,
hospital employees from Beijing who were quarantined had higher PTSD levels than those who were not,
even three years later [58]. Among individuals from South Korea isolated for two weeks during the 2015
MERS outbreak, anxiety and anger were still present 4-6 months after the quarantine [59].

The disproportionately higher suffering of socio-economically disadvantaged individuals at a moment of crisis
is, unfortunately, nothing new. In the 14*" century, in the Black Death pandemic, the poorest populations
were also the most extensively impacted ones in terms of mortality [60, 61], and low-income individuals
had a considerably worse outcome after the 1918 flu pandemic [62]. The disproportionate effect on socio-
economically disadvantaged individuals was also apparent in the wake of natural disasters, such as Hurricane
Katrina [63] or the Deepwater Horizon oil spill [64]. One aspect that makes COVID-19 different is that several
segments of the population become more vulnerable not simply due to socioeconomic disparities, but as a
result of chronic medical conditions that these disparities have at least partly fueled over decades. The
partial overlap between the risk factors for these two groups of diseases is reminiscent of debates on whether
the broad classification of diseases into non-communicable and communicable ones is a meaningful one,
considering that the two groups often overlap and interact markedly with one another [65-67]. Another
aspect that sets COVID-19 aside from other pandemics in recent history is the extent and the duration of
the quarantine and the resulting increase in unemployment rates [68, 69], which only promise to prolong and
exacerbate the extent of social inequities and the burden of chronic diseases.

COVID-19 provides a steep and perplexing learning curve that underscores the imperative need to envision
infectious diseases not simply from a biomedical perspective, but as part of a complex framework that
incorporates ethnic, socioeconomic, and political dimensions. Racial/ethnic and socioeconomic disparities are
conducive to the development of chronic medical conditions that could increase the risk of severe COVID-19,
widening the disparities and accentuating the chronic disease burden and, as a result, further marginalizing
already vulnerable individuals and groups. The implications of this positive feedback loop for individuals,
groups, and society, extend beyond COVID-19 and beyond infectious diseases in general. The current
pandemic eloquently demonstrates, albeit at a high cost, that societies function on the basis of a social
contract, as described by Jean-Jacques Rousseau and, undoubtedly, offers an important moment to reflect
on the profound, far-reaching, and multi-layered consequences of disparities in society.

References
1. Fromm E. To Have or to be. Continuum: New York 1977,
Originally published in The World Perspective Series by Harper & Row, 1976.

2. Olival KJ, Hosseini PR, Zambrana-Torrelio C et al. Host and viral traits predict zoonotic spillover from
mammals. Nature 2017;546 : 646-50.

3. Hayman DT, Bowen RA, Cryan PM et al. Ecology of zoonotic infectious diseases in bats: current
knowledge and future directions.Zoonoses Public Health 2013; 60 : 2-21.

4. Cheng VC, Lau SK, Woo PC, Yuen KY. Severe acute respiratory syndrome coronavirus as an agent of
emerging and reemerging infection. Clin Microbiol Rev 2007; 20 : 660-94.

5. Malta M, Rimoin AW, Strathdee SA. The coronavirus 2019-nCoV epidemic: Is hindsight 20/20?7 EClini-
calMedicine 2020; 20 : 100289.



6. Dabla-Norris E, Kochhar, K., Ricka, F., Suphaphiphat, N., Tsounta, E. Causes and consequences of
income inequality: a global perspective. IMF Staff Discussion Note 15/13, IMF, Washington DC. 2015.

7. Thebault R, Ba Tran, A., Williams, V. . The coronavirus is infecting and killing
black Americans at an alarmingly high rate. The Washington Post April 7, 2020 Awvailable
at: https://wwwwashingtonpostcom/nation/2020/04/07/coronavirus-is-infecting-killing-black-americans-an-
alarmingly-high-rate-post-analysis-shows/?arcf04=true Last accessed April 20, 2020 2020.

8. Garg S, Kim, L., Whitaker, M., O’Halloran, A., Cummings, C., Holstein, R., et al. . Hospitalization
Rates and Characteristics of Patients Hospitalized with Laboratory-Confirmed Coronavirus Disease 2019
— COVID-NET, 14 States, March 1-30, 2020. MMWR Morb Mortal Wkly Rep ePub: 8 April 2020 DOI:
http://dzdoiorg/1015585/mmwrmm6915e32020.

9. Lippi G, Wong J, Henry BM. Hypertension and its severity or mortality in Coronavirus Disease 2019
(COVID-19): a pooled analysis. Pol Arch Intern Med 2020.

10. Muniyappa R, Gubbi S. COVID-19 Pandemic, Corona Viruses, and Diabetes Mellitus. Am J Physiol
Endocrinol Metab 2020.

11. Guo W, Li M, Dong Y et al. Diabetes is a risk factor for the progression and prognosis of COVID-19.
Diabetes Metab Res Rev2020: e3319.

12. Ryan DH, Ravussin E, Heymsfield S. COVID 19 and the Patient with Obesity - The Editors Speak Out.
Obesity (Silver Spring) 2020.

13. Lighter J, Phillips M, Hochman S et al. Obesity in patients younger than 60 years is a risk factor for
Covid-19 hospital admission. Clin Infect Dis 2020.

14. Pellowski JA, Kalichman SC, Matthews KA, Adler N. A pandemic of the poor: social disadvantage and
the U.S. HIV epidemic. Am Psychol2013; 68 : 197-209.

15. Wang Y, Beydoun MA. The obesity epidemic in the United States—gender, age, socioeconomic,
racial/ethnic, and geographic characteristics: a systematic review and meta-regression analysis. Epidemiol
Rev 2007; 29 : 6-28.

16. Kumanyika SK. Unraveling common threads in obesity risk among racial/ethnic minority and migrant
populations. Public Health2019; 172 : 125-34.

17. Willows N, Dyck Fehderau D, Raine KD. Analysis Grid for Environments Linked to Obesity (ANGELO)
framework to develop community-driven health programmes in an Indigenous community in Canada. Health
Soc Care Community 2016; 24 : 567-75.

18. Rosas LG, Stafford RS. Practical Research Strategies for Reducing Social and Racial/Ethnic Disparities
in Obesity. Int J Obes (Lond) 2012; 2012 : s16-s22.

19. Jamil HJ, Rajan AK, Grzybowski M et al. Obesity and overweight in ethnic minorities of the Detroit
metropolitan area of Michigan. J Community Health 2014; 39 : 301-9.

20. Osborn CY, de Groot M, Wagner JA. Racial and ethnic disparities in diabetes complications in the
northeastern United States: the role of socioeconomic status. J Natl Med Assoc 2013; 105 : 51-8.

21. Gordon-Larsen P, Nelson MC, Page P, Popkin BM. Inequality in the built environment underlies key
health disparities in physical activity and obesity. Pediatrics 2006; 117 : 417-24.

22. Fernandes MM, Sturm R. The role of school physical activity programs in child body mass trajectory.
J Phys Act Health 2011;8 : 174-81.

23. Bower KM, Thorpe RJ, Jr., Rohde C, Gaskin DJ. The intersection of neighborhood racial segregation,
poverty, and urbanicity and its impact on food store availability in the United States. Prev Med 2014;58 :
33-9.



24. Casagrande SS, Whitt-Glover MC, Lancaster KJ et al. Built environment and health behaviors among
African Americans: a systematic review. Am J Prev Med 2009; 36 : 174-81.

25. Morland KB, Evenson KR. Obesity prevalence and the local food environment. Health Place 2009; 15 :
491-5.

26. Gibson DM. The neighborhood food environment and adult weight status: estimates from longitudinal
data. Am J Public Health2011; 101 : 71-8.

27. Ghosh-Dastidar B, Cohen D, Hunter G et al. Distance to store, food prices, and obesity in urban food
deserts. Am J Prev Med 2014;47 : 587-95.

28. Bell CN, Kerr J, Young JL. Associations between Obesity, Obesogenic Environments, and Structural
Racism Vary by County-Level Racial Composition. Int J Environ Res Public Health 2019; 16 .

29. Unal ER, Lynn T, Neidich J et al. Racial disparity in maternal and fetal-cord bisphenol A concentrations.
J Perinatol 2012;32 : 844-50.

30. Givens ML, Malecki KC, Peppard PE et al. Shiftwork, Sleep Habits, and Metabolic Disparities: Results
from the Survey of the Health of Wisconsin. Sleep Health 2015; 1 : 115-20.

31. Piccolo RS, Yang M, Bliwise DL et al. Racial and socioeconomic disparities in sleep and chronic disease:
results of a longitudinal investigation. Ethn Dis 2013; 23 : 499-507.

32. Curtis DS, Fuller-Rowell TE, El-Sheikh M et al. Habitual sleep as a contributor to racial differences in
cardiometabolic risk. Proc Natl Acad Sci U S A 2017; 114 : 8889-94.

33. Donat M, Brown C, Williams N et al. Linking sleep duration and obesity among black and white US
adults. Clin Pract (Lond) 2013;10 .

34. Pappachan JM, Chacko EC, Arunagirinathan G, Sriraman R. Management of hypertension and diabetes
in obesity: non-pharmacological measures.Int J Hypertens 2011; 2011 : 398065.

35. Roger VL, Go AS, Lloyd-Jones DM et al. Heart disease and stroke statistics—2011 update: a report from
the American Heart Association.Circulation 2011; 123 : e18-¢209.

36. Ferdinand KC, Yadav K, Nasser SA et al. Disparities in hypertension and cardiovascular disease in
blacks: The critical role of medication adherence. J Clin Hypertens (Greenwich) 2017; 19 : 1015-24.

37. Al Kibria GM. Racial/ethnic disparities in prevalence, treatment, and control of hypertension among
US adults following application of the 2017 American College of Cardiology/American Heart Association
guideline. Prev Med Rep 2019; 14 : 100850.

38. Suarez JJ, Isakova T, Anderson CA et al. Food Access, Chronic Kidney Disease, and Hypertension in
the U.S. Am J Prev Med 2015;49 : 912-20.

39. Hicken MT, Lee H, Morenoff J et al. Racial/ethnic disparities in hypertension prevalence: reconsidering
the role of chronic stress.Am J Public Health 2014; 104 : 117-23.

40. Dolezsar CM, McGrath JJ, Herzig AJM, Miller SB. Perceived racial discrimination and hypertension: a
comprehensive systematic review.Health Psychol 2014; 33 : 20-34.

41. Thorpe RJ, Jr., Bowie JV, Smolen JR et al. Racial disparities in hypertension awareness and manage-
ment: are there differences among African Americans and Whites living under similar social conditions? Ethn
Dis 2014; 24 : 269-75.

42. Kelli HM, Hammadah M, Ahmed H et al. Association Between Living in Food Deserts and Cardiovascular
Risk. Circ Cardiovasc Qual Outcomes 2017; 10 .

43. Link CL, McKinlay JB. Disparities in the prevalence of diabetes: is it race/ethnicity or socioeconomic
status? Results from the Boston Area Community Health (BACH) survey. Ethn Dis 2009; 19 : 288-92.



44. Rodriguez JE, Campbell KM. Racial and Ethnic Disparities in Prevalence and Care of Patients With
Type 2 Diabetes. Clin Diabetes 2017; 35 : 66-70.

45. Peek ME, Cargill A, Huang ES. Diabetes health disparities: a systematic review of health care interven-
tions. Med Care Res Rev2007; 64 : 101s-56s.

46. Thackeray R, Merrill RM, Neiger BL. Disparities in diabetes management practice between racial and
ethnic groups in the United States. Diabetes Fduc 2004; 30 : 665-75.

47. Cummings DM, Doherty L, Howard G et al. Blood pressure control in diabetes: temporal progress yet
persistent racial disparities: national results from the REasons for Geographic And Racial Differences in
Stroke (REGARDS) study. Diabetes Care 2010; 33 : 798-803.

48. Mezuk B, Li X, Cederin K et al. Beyond Access: Characteristics of the Food Environment and Risk of
Diabetes. Am J Epidemiol 2016;183 : 1129-37.

49. Alegria M, Canino G, Rios R et al. Inequalities in use of specialty mental health services among Latinos,
African Americans, and non-Latino whites. Psychiatr Serv 2002; 53 : 1547-55.

50. Cook BL, Trinh NH, Li Z et al. Trends in Racial-Ethnic Disparities in Access to Mental Health Care,
2004-2012. Psychiatr Serv 2017;68 : 9-16.

51. Alegria M, Vallas M, Pumariega AJ. Racial and ethnic disparities in pediatric mental health. Child
Adolesc Psychiatr Clin N Am 2010;19 : 759-74.

52. Fryers T, Melzer D, Jenkins R. Social inequalities and the common mental disorders: a systematic review
of the evidence. Soc Psychiatry Psychiatr Epidemiol 2003; 38 : 229-37.

53. Usher K, Bhullar N, Jackson D. Life in the pandemic: Social isolation and mental health. J Clin Nurs
2020.

54. Viner RM, Russell SJ; Croker H et al. School closure and management practices during coronavirus
outbreaks including COVID-19: a rapid systematic review. Lancet Child Adolesc Health 2020; 4 : 397-404.

55. Gostin LO, Friedman EA, Wetter SA. Responding to Covid-19: How to Navigate a Public Health
Emergency Legally and Ethically. Hastings Cent Rep 2020; 50 : 8-12.

56. Henderson C, Evans-Lacko S, Thornicroft G. Mental illness stigma, help seeking, and public health
programs. Am J Public Health2013; 103 : 777-80.

57. Hawryluck L, Gold WL, Robinson S et al. SARS control and psychological effects of quarantine, Toronto,
Canada. Emerg Infect Dis 2004; 10 : 1206-12.

58. Wu P, Fang Y, Guan Z et al. The psychological impact of the SARS epidemic on hospital employees in
China: exposure, risk perception, and altruistic acceptance of risk. Can J Psychiatry 2009;54 : 302-11.

59. Jeong H, Yim HW, Song YJ et al. Mental health status of people isolated due to Middle East Respiratory
Syndrome. Epidemiol Health 2016; 38 : €2016048.

60. Dewitte SN. Age Patterns of Mortality During the Black Death in London, A.D. 1349-1350. J Archaeol
Sci 2010; 37 : 3394-400.

61. DeWitte SN, Wood JW. Selectivity of black death mortality with respect to preexisting health. Proc
Natl Acad Sci U S A 2008;105 : 1436-41.

62. Sydenstricker E. The incidence of influenza among persons of different economic status during the
epidemic of 1918. 1931.Public Health Rep 2006; 121 Suppl 1 : 191-204; discussion 190.

63. Sastry N, VanLandingham M. One year later: mental illness prevalence and disparities among New
Orleans residents displaced by Hurricane Katrina. Am J Public Health 2009; 99 Suppl 3 : S725-31.



64. Lichtveld M. Disasters Through the Lens of Disparities: Elevate Community Resilience as an Essential
Public Health Service. Am J Public Health 2018; 108 : 28-30.

65. Blundell HJ, Hine P. Non-communicable diseases: ditch the label and recapture public awareness. Int
Health 2019; 11 : 5-6.

66. Adjaye-Gbewonyo K, Vaughan M. Reframing NCDs? An analysis of current debates. Glob Health Action
2019; 12 : 1641043.

67. Oni T, Unwin N. Why the communicable/non-communicable disease dichotomy is problematic for public
health control strategies: implications of multimorbidity for health systems in an era of health transition.
Int Health 2015; 7 : 390-9.

68. Woolhandler S, Himmelstein DU. Intersecting U.S. Epidemics: COVID-19 and Lack of Health Insurance.
Ann Intern Med 2020.

69. Karnon J. The Case for a Temporary COVID-19 Income Tax Levy Now, During the Crisis. Appl Health
Econ Health Policy 2020.



