Covid-19 and an unequal society


Introduction
Covid-19 initially presented itself during December 2019.(Rothan and Byrareddy, 2020) According to (Rothan and Byrareddy, 2020) patients were epidemiologically linked to a seafood and wet animal wholesale market in Wuhan, Hubei province, China. Studies suggest   bats are the key host and transmitting medium of the SARS-CoV-2 virus (Shereen et al., 2020)
SARS-CoV-2, named Covid-19 by WHO in February 2020 is a highly pathogenic viral infection that attacks the respiratory system. Symptoms appear after an incubation phase of approximately 5.2 days (Rothan and Byrareddy, 2020) By January 2020 Covid-19 was spreading across the continents, rapidly infecting the world’s population along with growing evidence to suggest increased risk of infection and mortality rates within certain demographic groups(Phe, 2020b). Covid-19 was declared a world-wide pandemic on 11th March 2020 by the World Health Organisation (WHO) resulting in governments locking down countries, businesses, and livelihoods to control the spread. The repercussions of lockdown will not only impact the economy, the consequences of such actions on people’s mental health will have a profound effect.
People living in more socio- economically disadvantaged areas, are more likely to develop hypertension, cardiovascular disease, diabetes, COPD according to  (Bambra, Riordan and Ford, 2020) have increased risk of contracting Covid-19 along with increased mortality  (Ahmed et al., 2020).Evidence began to emerge that Covid-19 mortality rates are higher due to inequalities in the social determinants of health. Unemployment and low income, stress, addiction, lack of social support, environment, lack of control as well as poor diet are all key factors amounting to social determinants of health (Phe, 2020b). 

What evidence suggests that the UK is a socially unequal society?
Deprivation, lack, deficiency, scarcity, dispossession, poverty, each word denotes an image of the underprivileged. If we say an individual lives in deprivation most people would instantly associate an image of a run-down home, possibly unclean or unkept in an area lacking in street lighting, with graffiti ridden walls, broken glass, youths loitering in gangs, smoking along with drug and alcohol misuse, underage sex, teenage pregnancies, domestic abuse, higher risk of mental illness. Within this demographic there is evidence showing higher obesity rates along with the associated diseases like hypertension, COPD, cardiovascular disease, diabetes (Marmot,2015) There are thousands of individuals and families living in these circumstances throughout the UK, which can only ask the question, what about their children’s prospects? A research article by (Dupriez et al., 2012) suggests the socio-cultural background of teenage children influences educational aspiration with less progressing to university or further education from more deprived areas and less well-educated parents. Those fortunate enough to be living in more prosperous neighbourhoods who are far from wealthy but have in some way surpassed deprivation whether it be through family and upbringing, a desire to better themselves having quality education, or purely having opportunity are, according to the statistics, less likely to experience diseases related with social detriments of health.(Wider Determinants of Health - PHE, 2019)
Public health interest in socio-economic conditions in health can date back to 1851 with the commencement of logging the data of death and cause among men, linking to occupation and location were published bringing to light the gap in mortality rates of higher to low class citizens and their geographical locality (Macintyre, 1997). Fast forward 170 and the records are still documenting the gap between the have and have nots! The Black report 1980, The Acheson Report 1998 and The Marmot Report 2010, are all landmark studies the relevance of such are still in contention bringing forth the fact that the UK still must address Britain’s health gap. The growth is accelerating between inequalities in health and geographically defined communities in the UK according to (Pickett and Dorling, 2010).

What evidence suggests that Covid-19 mortality is higher in certain groups.
A highly infectious virus does not strategically choose its victims, it knows nothing of wealth, creed, or social standing however evidence began to emerge in the UK and other countries that certain demographics were of higher risk not only of infection but mortality. (Bibby, Everest and Abbs, 2020) 
Social differences between people are associated with health differences. Age (elderly), having a disability or underlying health problem as well as ethnicity are the overriding factors of health inequalities detected during the onset of Covid-19(Cheater, 2020)
Findings from the Intensive Care National Audit and Research Centre (Aldridge et al., 2020) indicated the proportion of patients in England and Wales critically ill with Covid-19 descending from black, Asian, and other ethnic groups were higher followed by further data issued by NHS England showing stark inequalities in comparison to the white population. (Platt and Warwick, 2020). In a review by (Phe, 2020a) it was discussed that covid-19 exposed and exacerbated long standing inequalities affecting BAME communities in the UK. Data also from the ONS and PHE analysis confirmed a strong association between economic disadvantage and covid-19. (Phe, 2020a)
The socially deprived, on a low income or unemployed groups emphasised not only in the UK but globally have set a trend in higher cases of covid-19 diagnosis and mortality (Shadmi et al., no date). Areas of poverty usually more densely populated tend to have increased cases of diseases relative to the social detriments of health. Data revealed London (highest), North West, North East, West Midlands as having the most diagnosis and death rates of covid-19 in the UK (Disparities in the risk and outcomes of COVID-19, 2020) Those living within these communities are the most vulnerable, they are predominantly less educated in low paid work, bad diet and habits inducing related diseases as well as large BAME communities that we have already established as high risk.

Covid-19, the world, and the UK 
China, where the outbreak began quickly put procedures into place to stem the flow of infection. Almost all people are covered by employee urban and rural medical insurance and healthcare, those schemes reflect different benefit coverages reflecting equity challenges ensuring that no matter what urban or rural background they would be covered by government insurance funds and subsidies  (Shadmi et al., no date). In comparison Brazil with one of the highest Covid-19 transmission rates in the world, spread from upper class well educated mostly white individuals who arrived by plane who thereby passed on the virus to the low income, poor domestic workers who then in turn spread through the poverty-stricken communities. Brazil also has the highest number of ICU beds in the world with health inequities observed with 2.58 ICU beds per 10,000 in the richest region compared with just 1.23 and 1.35 per 10,000 in the poorest (Shadmi et al., no date). 
In an article using evidence-based data (Holmes et al., 2020) observed social inequity and decreased effort by US public health system, with a lack of healthcare and resources for the American Black population. Its data concluded that despite 13% of the USA population being of black African American this population represented 34% of all deaths from Covid-19 in mid-April 2020.
The UK and USA are lagging when it comes to social equality. The evidence from hundreds of studies links localities and Covid-19 diagnosis along with mortality rates. We can identify many of the “high risk” categories susceptible to covid-19 are on the lower socio-economic ladder. This indicates multiple house occupancy, menial paid work, lack of education leading to poor life choices. We can link all the above to increased risk in disease associated with detriments of health, furthering the capacity for viruses such as covid-19 to spread. More needs to be done within the UK to create better quality housing along with green spaces and support for the vulnerable.  The UK has various incentives and organisations in place to help bridge the gap in equalities such as the Joseph Rowntree Foundation (UK poverty: Causes, costs and solutions | JRF, no date) however more on pay infrastructure is essential to bridge the gap, valuing those in lower paid work. 

Conclusion 
It is striking to see the effect Covid-19 has had in accentuating an already unequal society. Every living being should have equal chances in life, the opportunity to progress in higher education, a valued income affording quality housing within aesthetically pleasing surroundings along with guidance and support. Life should not be a lottery determining your prospects on where or to whom you are born. The UK as well as other nations urgently need to address the economical gap between societies ensuring a fair and equal society for all. Now as the pandemic hopefully begins to slow down the UK will need to address the aftermath, which includes the stark realisation that Covid-19 has weaved it way through areas of geographical deprivation targeting the vulnerable. Lessons need to learn for the future, money invested into derelict communities raising peoples moral and self-worth, decreasing disease and morbidity.
“None of us, none of our health systems, none of our economics, operate in vacuum. We are interdependent. We cannot win without solidarity” (WHO Director-Generals remarks for G20 trade ministers, no date)
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