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Although the media glare has subsided, the HIN1
pandemic continues to have disproportionately
higher rates of morbidity in persons of lower
socioeconomic status (SES) relative to those of
higher SES, requiring a global response rooted in
solidarity. Decision-makers and the public, in both
economically rich and poor countries, need to
address the material and social inequalities that
make certain populations particularly susceptible to
severe cases of HINI1.  Although the global
prevalence of HINI is higher in young and healthy
individuals, the morbidity and mortality caused by
the virus disproportionately affects persons who
suffer from chronic lung and cardiac diseases,
diabetes, and obesity all risk factors more commonly
found in persons of lower SES than in the general
population.'

In middle-income countries such as
Argentina and Peru, the risk factors associated with
severe cases of HIN1 were comparable to those
identified globally by the WHO.> In South Africa,
additional risk factors for severe cases of HINI1
included compromised immunity because of
HIV/AIDS (53% of influenza associated deaths)’
and active tuberculosis (10% of influenza associated
deaths), both diseases that are more prevalent in
lower SES populations. However, these are merely
three examples from middle-income countries; it is
difficult to ascertain epidemiological data from low-
income countries due to a lack of surveillance
capabilities. In the WHO African Region, for
example, 12 of 46 (26%) member countries had no
official data to report from the HIN1 pandemic.’

The risk factors for severe illness due to
HINI in high-income countries are also commonly
found in persons of lower SES. In Canada and New
Zealand for example, indigenous communities,
which normally have a higher burden of disease than
non-indigenous communities and are generally of
lower SES, suffered the most severe effects of
HIN1®. In Canada, Kumar and colleagues found

that 25.6% of confirmed or probable cases of critical
illness caused by HIN1 occurred in Aboriginal
persons.” Campbell and colleagues found the
incidence of ICU admission in Aboriginals to be
4.08 per 100,000 persons, compared to 0.07 per
100,000 in the general Canadian population.®
Despite these rates of severe HINI1, Aboriginals
only account for 3% of Canada’s total population.’
Correlations may exist between the risk factors
associated with severe HIN1 and the higher
prevalence of cardiopulmonary diseases, diabetes,
and obesity in indigenous populations.

The plight of persons of lower SES during
the HIN1 pandemic requires the global community
to acknowledge peoples’ shared vulnerabilities.
Practically, and perhaps selfishly, everyone should
be concerned about a virus that can mutate easily
and does not respect the jurisdiction of states. Not
only do infectious diseases, like influenza, not
respect borders, but we also need to recognize that
inequalities in wealth and health lead to adverse
social conditions (e.g. poor sanitation) that can breed
resilient microorganisms (e.g. multi- and extensive-
drug resistant tuberculosis).'’
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Addressing the morbidity and mortality
caused by the HIN1 pandemic and future pandemics
will require a spirit of solidarity between countries
and persons of different SES. What does global
solidarity entail in practice? First, we need to
acknowledge that material (e.g. a lack of clean
water) and political (e.g. a lack of education for
women) disadvantages are at least as important as
biological factors in determining the likelihood of
becoming ill and the severity of a person’s illness
vis-a-vis infectious diseases.'""'? Second, we must
develop healthcare policies that respond to
emergencies in a manner that do not exacerbate
existing inequities. For example, scarce resources
(e.g. ventilated beds in intensive care units) should
not be allocated solely on the basis of the likelihood
of survival, since the ability of people to survive an
infectious disease, like HINI, is often positively
correlated to contextual factors associated to SES
(i.e. people of higher SES, who are more likely to
survive ventilation, will be at an advantage if
ventilators are allocated only on the basis of
survivability)."” Finally, decision-makers need to
dialogue with the general public, and in particular
vulnerable persons, in order to make informed
policy and practice decisions that are sensitive to
contextual factors."* Not only might dialogue ensure
that decisions are sensitive to the varying realities of
different populations, but it is also in keeping with
the democratic spirit of most of the world’s
governments.
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