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Held each year, the Ford+Munk Public Policy Conference brings
public policy students together from the University of Toronto and the
University of Michigan to participate in three days of collaborative
learning and analysis of policy issues that impact both sides of the
border.

This weekend, you will have the unique opportunity to cultivate an
understanding of cross-border policy collaboration and implementation,
develop problem-solving skills, and gain experience in presenting new
ideas to policy professionals. 

Welcome to the 12th Annual Ford+Munk Public Policy Conference!  
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L A N D  A C K N O W L E D G E M E N T  

Munk School of Global Affairs and Public Policy
We wish to acknowledge this land on which the University of

Toronto operates. For thousands of years it has been the

traditional land of the Huron-Wendat, the Seneca, and most

recently, the Mississaugas of the Credit River. Today, this

meeting place is still the home to many Indigenous people from

across Turtle Island and we are grateful to have the opportunity

to work on this land.

W H Y  D O  W E  A C K N O W L E D G E  T H E  L A N D ?

We acknowledge the land to express gratitude to those who reside here, and to
honor the Indigenous people who have lived and worked on this land historically
and presently. Through this acknowledgement, we broaden our understanding of
the long-standing, rich history of the land, and our privileged role in residing here.

Gerald R. Ford School of Public Policy
We acknowledge that the University of Michigan, named for

Michigami, the world’s largest freshwater system and located in

the Huron River watershed, was formed and has grown through

connections with the land stewarded by Niswi Ishkodewan

Anishinaabeg: The Three Fires People who are Ojibwe, Odawa,

and Potawatomi along with their neighbours the Seneca,

Delaware, Shawnee and Wyandot nations.
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ETIQUETTE FOR
INCLUSION
Ford+Munk is an opportunity for students to learn and grow through the knowledge
and experience of others. Student and faculty participants come from around the
world and from many walks of life. One of the primary aims of the Ford+Munk Public
Policy Conference is to promote a safe environment where everyone feels affirmed
and supported to be themselves. Only when people feel safe and supported will they
be able to participate in the marketplace of ideas and to have the conversations that
are vital for improving our communities. 

Let us strive for greater inclusivity than ever before and set an example for all who
work to benefit our communities thorugh public policy. Please respect that the
experiences, realities, or perspectives of others may differ from your own. Practice
active listening, refrain from making assumptions, leave room for multiple narratives
and solutions, and most importantly, approach this weekend with an open mind.

LANGUAGE, PRONOUNS AND TERMS

We request that participants avoid derogatory  language and respect other
participants' preferred gender pronouns. Inclusivity is an integral part of the
conference experience. All participants should feel safe in contributing to discussion
and while participating in activities. 
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ZOOM USE
Speakers, judges, and participants alike have graciously given their time to be a part of
this year's virtual Ford+Munk Conference. Please respect these folks by having your
camera on when possible and muting yourself while you are not actively sharing-out.
Please contact the Ford+Munk Planning Team through Slack if you experience
technical issues with Zoom. We'll do our best to ensure that everyone is able to access
the various virtual spaces we've created during the conference. Lastly, we'd love to see
your pets- please feel free to invite them to join you while at the conference.



C O N F E R E N C E  S C H E D U L E
M A R C H  1 9  -  2 1

10:00-10:25am

10:30-10:55am

11:00-11:25am

11:30-12:00pm

12:00-12:25pm

12:30-12:55pm

1:00-1:25pm

1:30-2:30pm

2:30-3:00pm

3:00-4:30pm

SATURDAY

5:00pm

SUNDAY

FRIDAY

Land Acknowledgement

Panelist Introductions

Moderated Discussion

Audience Q&A 

Group 1 Presentation/Q&A 

Group 2 Presentation/Q&A 

Group 3 Presentation/Q&A 

Lunch Break

Group 4 Presentation/Q&A

Group 5 Presentation/Q&A 

Group 6 Presentation/Q&A

Judges Deliberate / Participant Social

Closing Ceremony

Presentations due in PDF form to
FordMunk@outlook.com

Keynote Panel Discussion

5:00-6:00pm Case Announcement / Social
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Dr. Isaac Bogoch 
Dr. Isaac Bogoch is an Associate Professor at the University of Toronto in the Department of Medicine,
and is an Infectious Diseases physician at the Toronto General Hospital with a focus on tropical diseases
and HIV. He completed medical school and Internal Medicine residency training at the University of
Toronto, and then specialized in Infectious Diseases at Harvard University. He holds a Masters Degree in
Clinical Epidemiology from the Harvard School of Public Health. Dr. Bogoch divides his clinical and
research time between Toronto and several countries in Africa and Asia.

Christina Dendys 
As Executive Director of Results Canada, Chris oversees all aspects of Results Canada’s organizational
strengthening efforts, campaign strategy, and grassroots support and growth. Results Canada is an
advocacy organization committed to creating the political will to end extreme poverty and also to
empowering individuals to harness their power as advocates. Prior to joining Results, Chris served as
Director of External Relations at Nutrition International, as a consultant supporting a number of non-
government organizations, and has held a variety of positions in government, in Parliament, and in
political offices.

Dr. Ashley Lacombe-Duncan
Dr. Ashley Lacombe-Duncan is an Assistant Professor at the University of Michigan (U-M) School of Social
Work, Core Faculty in the U-M Center for Sexuality and Health Disparities, and Adjunct Scientist at
Women's College Research Institute in Toronto, Canada. She conducts mixed-methods, qualitative, and
quantitative research in two main areas related to advancing health equity: (1) understanding barriers to
access to care, including HIV care, for lesbian, gay, bisexual, transgender, queer, and other sexual and
gender minority (LGBTQ+) people; and, (2) developing/adapting, pilot testing and evaluating interventions
to increase HIV care engagement among LGBTQ+ people living with HIV. Her macro social work practice
experience includes: policy analysis, grant writing, practice-informed research, program development,
and program evaluation in community-based and hospital health and mental health settings.

Dr. Lynn McIntyre 
Lynn McIntyre is Professor Emerita of Community Health Sciences in the Department of Community
Health Sciences, Cumming School of Medicine, University of Calgary, Alberta, Canada. She retired from
her active faculty position in November 2015. She continues to be involved in research and in population
health advancement. Dr. McIntyre holds both a medical degree and master's degree in Community
Health and Epidemiology from the University of Toronto. She is also a Fellow of the Royal College of
Physicians of Canada in Public Health and Preventive Medicine, and a Fellow of the Canadian Academy of
Health Sciences. She was appointed to the Order of Canada in 2020 “for her influential research on
health equity and food insecurity, and for her contributions to public health policies in Canada.”

Dr. Mathew Wixson
Dr. Matthew Wixson, a 2012 University of Michigan Medical school graduate, is a clinical assistant
professor of anesthesiology and serves as the Associate Chair for Diversity in the Department of
Anesthesiology.

Rhonda McMichael | Moderator
Rhonda currently focuses on pandemic response at the Ministry of Health, which includes roles
overseeing case and contact management, outbreak planning and response, and the High Priority
Communities Strategy, supporting the neighborhoods most impacted by COVID-19. With broad
experience in marketing and communications, strategic planning and corporate development, Rhonda
served as Assistant Deputy Minister of Communications in the Ontario Government’s Cabinet Office for
close to a decade, Vice President of Communications and Corporate Affairs at the Ontario Cannabis
Store, and in roles at the University of Toronto. Rhonda has an Honours BA in English from Queen’s
University, and is a Senior Fellow at U of T’s Munk School of Global Affairs and Public Policy.

KEYNOTE  PANELISTS
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Dr. Paula Lantz
Paula Lantz is the associate dean for academic affairs and the James B. Hudak Professor
of Health Policy at the Ford School. She also holds an appointment as professor of health
management and policy in the School of Public Health. Lantz, a social demographer,
studies the role of public policy in improving population health and reducing social
disparities in health. Lantz is currently engaged in research regarding innovative financing
approaches for supportive housing among Medicaid beneficiaries, and also on how
COVID-19 is exacerbating existing social and health inequalities in the U.S. An elected
member of the National Academy of Social Insurance and the National Academy of
Medicine, Lantz received an MA in sociology from Washington University, St. Louis, and an
MS in epidemiology and PhD in sociology from the University of Wisconsin.

Dr. Ann Chih Lin 
Ann Chih Lin is Associate Professor of Public Policy in Gerald R. Ford School of Public
Policy at the University of Michigan. She was co-principal investigator on the Detroit Arab
American Study, a landmark public opinion survey of Arab Americans in Detroit. With Yan
Chen and Kentaro Toyama, she is exploring methods to reduce bias against Muslims in
two metro Detroit cities. She also works on immigration policy, immigrant political
socialization, racial and ethnic disparity, and criminal justice policy. She received her BA in
history from Princeton University and her PhD in political science from the University of
Chicago. Prior to receiving her PhD, she was a social worker with Covenant House in New
York City and a member of the Covenant House Faith Community.

Dr. Peter John Loewen
Peter John Loewen is the Director of the Policy, Elections, and Representations Lab
(PEARL). He is a Professor in the Department of Political Science and the Munk School of
Global Affairs and Public Policy, the Associate Director for Global Engagement with the
Munk School, a Principal with the Media Ecosystem Observatory, and a Research Lead at
the Schwartz-Reisman Institute. 

Drew Fagan
Drew Fagan is a professor at the Munk School of Global Affairs and Public Policy,
University of Toronto. He teaches policy implementation in the MPP and MA programs
and leads other initiatives. Prof. Fagan also is a senior advisor at McMillan Vantage Policy
Group. Prof. Fagan previously held leadership positions with the governments of Ontario
and Canada. With Ontario, he was Deputy Minister of Infrastructure and Deputy Minister
of Tourism, Culture and Sport, with responsibility for the Pan/Parapan American Games.
Prof. Fagan joined the Ontario Public Service from Ottawa, where he was Assistant Deputy
Minister (Policy) at the Department of Foreign Affairs and International Trade (now Global
Affairs Canada). Before becoming a public servant, Prof. Fagan worked at The Globe and
Mail, as parliamentary bureau chief and Washington correspondent. Prof. Fagan holds a
BComm from Queen’s University and an MA from the University of Western Ontario. He
received his ICD.D designation from the Rotman School of Management, University of
Toronto, in 2017.

CONFERENCE  JUDGES



D E L E G A T E  T E A M S
C A S E  C O M P E T I T I O N

T E A M  1

Wahaj Alam

AJ Convertino

Ruiyao Dong

Hugh Ragan

T E A M  5

Christian Avendano

Aditya Om

Divya Rajagopal Sarkar

Nora Sullivan

T E A M  4  

Suelan Chong Kit

Manny Gill

Kyle Jarrett

Maia O’Meara

Jenny Zhang

T E A M  2

Christian Casanova

Eric Gu

Mandy Mitchell

Shaina Ong 

T E A M  6

Justine D’Souza

Diana Lu

Anton Meier

Maricruz Moya

T E A M  3  

Wendy Hawkins

Chris McClain

Ertiana Rrokaj

Kyle Sittek-Lumsden
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Be sure to exchange contact information with your group during a breakout room,
or find one another through Slack!



Across the world, urgent health inequities are rooted in conscious and
unconscious biases and perpetuated through institutions which were
created by historically privileged groups. Many of these inequities have
been exposed and exacerbated during the COVID-19 pandemic, as
individuals in marginalized groups have experienced higher rates of
infection, hospitalization, and death.

The multifaceted nature of these inequities poses complicated policy
challenges for Canada and the United States. Intersectional differences in
race and ethnicity, sex and gender, age, and socioeconomic status affect
individuals’ ability to maintain a healthy life. Disparities in life expectancy,
access to healthy food, water, medication, reliable internet, and one’s ability
to trust their country’s healthcare system all differ depending on one’s
belonging to various social groups.

The Canadian and US governments have come together at the World Health
Organization’s Regional Office for the Americas. Both parties are seeking
recommendations for a strategy to fulfill the requirements of the mandate
letter.

CASE COMPETITION

WHAT TO EXPECT

It is important that you read the information contained
in this guidebook in order to be prepared for the limited
time allotted on Saturday to develop your presentation.

Each group will have fifteen minutes to present their
policy recommendations to the Regional Office on
Sunday, with ten minutes for questions from the judges.

Presentations will be judged on the clarity of ideas and
thoroughness of policy planning. There is a premium on
creativity while remaining financially feasible.

THE SOCIAL IMPACT OF

HEALTH INEQUITIES
F O R D + M U N K  C O N F E R E N C E  2 0 2 1

C A S E  I N T R O D U C T I O N



To the Members of the Health Equity Working Group,

As an agency within the United Nations, the World Health Organization works to
promote and maintain worldwide public health. The WHO’s mandate for health and
well-being is to:

The global nature of COVID-19 has impressed the need for coordinated international
health strategies between the US and Canada. As a working group within the WHO
Regional Office of the Americas, your team should propose a solution to the current
health inequities that our countries are experiencing. The WHO’s Regional Office
for the Americas is looking for strong policy recommendations which would:

The Regional Office of the Americas seeks recommendations that are within the
power of the federal governments of the United States and Canada to enact and are
likely to be effective in their current political environments. Your team may decide
which aspect(s) of health equity you would like to address. You may choose as few as
one, depending on where your group would like to focus their efforts.

Sincerely,
    Regional Director
    WHO Regional Office for the Americas

MANDATE LETTER
W O R L D  H E A L T H  O R G A N I Z A T I O N
R E G I O N A L  O F F I C E  F O R  T H E  A M E R I C A S

+ 1  ( 2 0 2 )  9 7 4 - 3 0 0 0

O f f i c e  H o u r s :  8 a m -  4 p m

 

5 2 5 ,  2 3 r d  S t r e e t ,  N . W .

W a s h i n g t o n ,  D C  2 0 0 3 7  U S A

Address social determinants of health,
Promote intersectoral approaches for health, and
Prioritize health in all policies and healthy settings.

Allow the United States and Canada to mitigate the impact of current
health inequities and promote equitable health policies in the future;
Discuss specific policy tools to tackle these challenges, as well as your
proposed timeline for implementation;
Address financial feasibility for your initiatives and demonstrate possible
funding models as required;
Develop a framework to identify and mitigate potential risks to your
policies;
Explain how success will be defined once your policy is implemented.



In order to be eligible for funding from the federal government, each province or
territories individual health insurance plan must meet the five pillars established
under the Canada Health Act. They are: 

     1. Publicly administered
     2. Comprehensive in coverage conditions
     3. Universal
     4. Portable across provinces
     5. Accessible (for example, without user fees)

The provinces and territories are directly responsible for funding health insurance
plans, and coverage can vary by province. Some excluded services such as
prescription drugs and dental care may be provided for certain groups. However,
two thirds of Canadians have private health insurance which often cover these
costs. The Federal government provides services for a few groups, such as eligible
First Nations and Inuit people, members of the Armed Forces, veterans, resettled
refugees, and inmates in federal custody. Regulatory responsibility also falls to the
Federal Government, to approve medical treatments and devices. 

Total health spending reached 11.5 percent of Canada's GDP in 2017, with the
public sector accounting for about 70 percent of this spending, and the private
sector the remaining 30 percent. The majority of money is raised via taxation.
Private heath insurance pays for needs not covered under the provincial plan. The
majority of Canadians receive private health insurance from their employer. 

Canadian healthcare is run under a decentralized system in which healthcare is

the primary responsibility of Canada’s thirteen provinces and territories. While

each province or territory is the primary actor responsible for the funding of the

healthcare system, the federal government provides additional funding on a per

captia basis. Canadian Medicare, as the healthcare system is known was

established via Federal law in 1957 and 1966, and consolidated in 1984 under the

Canada Health Act which sets national standards for medical services. 

H E A L T H C A R E  I N  C A N A D A
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The US has a non-universal multi-payer healthcare system, as care is financed by

multiple entities (including government, private companies, and individuals) and

access is not guaranteed. While the Affordable Care Act (ACA) prevents coverage

from being denied due to pre-existing conditions, it does not grant a positive right

to health care, and roughly 9% of Americans were uninsured in 2019.

221 million Americans are covered by private insurance, either through an employer or
by a plan purchased directly on the individual marketplace. Private insurance is subject
to cost-sharing requirements like monthly premiums, a deductible, and co-pays, but
some costs may be shared by the employer or subsidized by the federal government.
The specific benefits provided vary by plan, but the ACA requires all private plans to
cover minimum “essential health benefits”, including doctor’s visits, hospitalization and
emergency services, preventative services, maternity care, prescription drugs, and
more. Long-term care and adult vision and dental are not included in these minimum
benefits. 
 

Medicaid provides coverage at low to no out of pocket cost to individuals and families
with low incomes, while CHIP provides coverage to children and pregnant women who
do not qualify for Medicaid but cannot afford private insurance. Both programs are
funded through federal, state, and local taxes and administered at the state level,
allowing states to set their own eligibility criteria above a federally mandated floor. In
Michigan, individuals earning at or below 133% of the federal poverty level are Medicaid
eligible. Mandatory Medicaid benefits include in and outpatient hospital services,
physician services, maternity care and family planning, and more. Individual states may
choose to offer additional benefits, such as prescription drug coverage, dental, and
vision, but are not required to do so.

H E A L T H C A R E  I N
T H E  U N I T E D  S T A T E S  

Another 58 million and 64 million receive public insurance through Medicare
or Medicaid/Children’s Health Insurance Program (CHIP) respectively.
Medicare provides coverage for individuals who are 65+ or who are disabled,
and is funded through a combination of general federal taxes, a payroll tax,
and individual premiums. Original Medicare (Parts A and B) cover hospital &
physician services, and prescription drug coverage can be purchased
separately under Part D. 

14



PAST POLICY INITIATIVES
Alberta Healthy Communities Initiative
The Alberta Healthy Communities Initiative is a province-wide program that works with local governments to
help them adopt their Healthy Communities Approach (HCA). The HCA attempts to address the social
determinants of health using health promotion and community development. Community leaders receive a set
of templates and tools to help them compile an effective team, research their community’s needs and
resources, and develop an effective community health action plan. Health Promotion Facilitators travel to each
of the communities in the initiative to help support them in their work. Community leaders can also access the
Healthy Communities Hub in order to connect with other community health organizations, learn about best
practices and research, and share stories and experiences with the HCA and their individual programs.

City of Saskatoon Active Transportation Plan
The Active Transportation Plan (ATP) in Saskatoon, Saskatchewan, aims to enable and encourage human-
powered transportation. As part of the city’s strategic plan for managing its projected growth over the next few
decades, the ATP is intended to promote health, sustainability, and equitable access in the long term. Planners
conducted an equity analysis of Saskatoon and the ATP to identify areas with high need, demand, and potential
for future active transportation use. They measured existing levels of active transportation infrastructure and
percentages of youth, senior, immigrant, Aboriginal, and low income populations to determine equity across
Saskatoon neighborhoods. Neighborhoods with the highest identified equity need were prioritized for
implementation and provided the highest quality of recommended facilities.

Building Momentum for Park & Green Space Equity in Small/Midsize Cities
Prevention Institute is planning a national initiative to increase equitable access to parks and green spaces in
the United States, especially in urban, low-income communities of color. Currently park access, amenities, and
upkeep are inequitable across race, location, and income level. Parks and green spaces provide communities
with opportunities for exercise and social interactions, as well as access to nature. Green spaces also provide
environmental benefits in cleaning the air, filtering stormwater, and cooling temperatures. The initiative will
include efforts to increase parks in high-need communities through a grant funding program, engage
community members and policymakers in the planning process, and share best practices across communities. 

The Community Health Leadership Program (CHLI)
The Community Health Leadership Program (CHLI) is a training program designed to build capacity among local
community health leaders by partnering with them on projects relevant to their community’s needs. The
Satcher Health Leadership Institute (SHLI) at the Morehouse School of Medicine runs this program in Atlanta,
Georgia as a series of eight sessions held on consecutive Fridays. The CHLP aims to close the gap between
academic health knowledge and knowledge of the communities with the greatest health needs by connecting
community leaders with the SHLI. The community health leaders who participate in the program can come
from a wide range of backgrounds, including non-profit organizations, community coalitions, and faith-based
organizations. Building on their own knowledge, motivation, and ability to mobilize their communities, the
participants work with SHLI to develop sustainable projects that will positively impact community health
disparities.
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In Canada’s healthcare system, racialized peoples face significant barriers to high quality levels of care. The
reasons for this and how this manifests itself are varied but need urgent attention to address. The first
barrier to care comes in the form of socio-economic factors. Race should not be seen as indicative of an
individual’s socioeconomic level, but in Canada, the 2016 census showed that 20.8% of racialized people in
Canada are low income, compared to 12.2% of non-racialized people. Socioeconomic status impacts the
health levels of Canadians, as 47% of Canadians in the lowest income bracket rated their health as very
good or excellent, yet 73% of Canadians in the highest income bracket did.

There also exists the underrepresentation of racialized groups in the healthcare profession. This manifests
itself to barriers in two separate, yet intertwined ways: communication and the delivery of culturally sensitive
care. A lack of healthcare services provided in minority languages has proven to be a consistent barrier to
healthcare as professionals struggle to convey information and obtain informed consent. A lack of
representation in the healthcare system means that culturally sensitive care may not be delivered, and as
such racialized groups may not access healthcare.

In Canada, racialized immigrants suffer from specific health conditions at higher rates than other citizens. For
example, South Asians suffer from some of the highest rates of cardiovascular disease in Canada. Racialized
immigrants are also likely to suffer from higher occupational and environmental illnesses. Furthermore, a lack of
information available to immigrants, fear of reprisals and a lack of language skills can make it harder for these
racialized peoples in high risk jobs to seek care. 

RACE-BASED HEALTH DISPARITIES
     IN CANADA

THE SOCIAL IMPACT OF
HEALTH INEQUITIES

Race & Socioeconomic Status

Higher Rates of Illness
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A discussion regarding inequities in healthcare in Canada
would not be complete without touching on the obstacles
faced by Canada’s indigenous population. In British
Columbia, infant mortality rates are twice as high for First
Nations compared to non-First Nations. Aboriginal people
have disproportionately high rates of infectious disease
and suicide compared to the rest of Canada. Aborginal
people have faced long standing racism in Canada and
face this same racism within the healthcare sector. There
are also substantial social determinants of health that
impact the treatment of the indigenous population within
the health system. Aborginal Canadians have lower
household incomes, a higher unemployment rate, and less
education than non-Aborginal Canadians. The quality of
housing is often much lower on First Nations Reserves and
a large number of communities face unsafe drinking water,
contributing to further illness.

Like in the United States, a key indicator of one’s level of food security in Canada is race. Studies have
shown that people of colour have higher rates of food insecurity. This problem is especially heightened in
the Black community which found that “Black households in Canada are almost twice as likely as white
households to have trouble putting food on the table due to lack of money.” This problem remains even
when Black people are homeowners, have equal education, income and household makeup to white
households. The number of Canadians who have experienced food insecurity is around 4.4 million. Food
insecurity manifests itself differently throughout Canada. In rural regions, a lack of supply chains, high
prices, and a loss of land traditionally used for hunting and farming plays a role. In urban areas, the
problem manifests itself as food deserts. Food insecurity has been heightened during the COVID-19
pandemic with higher rates of Canadians reporting experiencing food insecurity, and more Canadians
using food banks. 

Inequities for racialized people in Canada’s healthcare system become evident during the COVID-19
Pandemic. Canada does not collect race based health care data, which makes it harder to develop
legislative policy regarding methods to best mitigate racial inequities. In Canada, data has shown that in
communities that have a higher share of the population of a visual minority, there were higher levels of
COVID-19. Identifying data to better mitigate social determinants of health, including race is important. 

RACE-BASED HEALTH DISPARITIES
     IN CANADA

THE SOCIAL IMPACT OF
HEALTH INEQUITIES

Race and COVID-19

Canada’s Indigenous Population 

Taken together, Race impacts health at multiple levels. As seen, racialized groups face differing social
determinants of health that impact their health levels. Within the system they face issues relating to a lack
of cultural awareness, communication and general racism. 

Food Insecurity 
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Given that most health care services in the United States are administered
through an insurance system, health insurance coverage is a prime indicator
of long-term health. In 2019, Hispanic Americans had the highest
uninsurance rate (16.7 percent), followed by Black Americans (9.6), then
Asian Americans (6.2). Non-Hispanic whites has the lowest rate (5.2).

Lack of access to health insurance means fewer doctor visits and
preventative care, which could lead to serious illnesses not being discovered
until the later stage. For example, Black men are 2.5 times more likely to die
from prostate cancer than non-Hispanic White men due to the disparity in
early screenings.

Black and Native American infants experience the highest mortality rates
(10.88 and 8.90 per 1000 live births, respectively), with the leading cause of
death being congenital malformations. While the exact causes of congenital
malformations are unknown, the World Health Organization cites low
income, lack of nutrition, and exposure to environmental hazards as
potential contributors to birth defects.

Interestingly, although Hispanics are reported to be least insured, they on
average do not appear to have lowered mortality rates compared to non-
Hispanic Whites. Their infant mortality rates are consistently among the
lowest and their overall life expectancies in 2017 averaged 81.8 years
compared to 78.5 years of non-Hispanic Whites and 74.9 years of non-
Hispanic Blacks.

RACE-BASED HEALTH DISPARITIES
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There are also grave disparities among racial groups in regards to COVID-19 risk factors such as cardiovascular
disease and diabetes. In 2018, Black Americans experienced 1.6 times the rate of diabetes as White Americans,
and Hispanic Americans experienced 1.7 times the rate. Hispanics and Blacks are also 1.2 and 1.3 times more
likely to be obese. Here are some quick facts:
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Disparity in Quality of Care
While poverty is often attributed to the key factor contributing to racial health disparities, research indicates that
poverty alone does not fully explain the differences in health outcomes. In 2003, The Institute of Medicine
compiled a broad range of studies that indicate the quality of care people of color, particularly black people of
color, receive are significantly worse than the quality of care for people who are white. This disparity holds true,
even when poverty measures like income, comorbidities, types of neighborhoods, and types of health insurance
are held constant. Barriers to care include insufficient language access and lack of representation among
healthcare professionals. Inconsistency in health insurance also prevents people of color from receiving ongoing
health services. Dishearteningly, the 2010 National Healthcare Quality and Disparities Reports indicate that most
of the quality of care disparities measured show no signs of improving.

Care for Tribal Native American Populations
Native populations in tribes experience a different health care reality from the rest of the US population.
Although the federal government has committed through various treaties to provide health care to tribes across
the country, the agency tasked with the job, the Indian Health Service (IHS), is consistently underfunded. This
results in limited services and a budget that meets about half of the health care needs of Native Americans. In
fact, the US government spends less on health care per capita for Native Americans than any other group—
including people in prisons.

The lack of health care services combined with high levels of poverty leave tribal natives extremely vulnerable to
COVID-19. A recent analysis found that the pandemic is deadlier for Native Americans than any other racial
group, with 211 deaths per 100,000. The federal CARES Act provided $1 billion to IHS to aid with COVID-19
responses, which pales in comparison to the estimated level of need of $32 billion. 

RACE-BASED HEALTH DISPARITIES
     IN THE UNITED STATES

THE SOCIAL IMPACT OF
HEALTH INEQUITIES

Food Insecurity
Although the average American diet is rated as poor, with fewer than 1 in 10 adults and adolescents eating
enough fruits and vegetables, there are significant differences in access to healthy nutrition across racial groups.
A study estimated that from 1988 to 2010, Black Americans’ diets were unhealthier than White Americans’ diets
by as much as 11.6 percentage points. Between 2010 and 2014, this disparity decreased, but only because
White Americans’ diets declined. In contrast to White neighborhoods, Black and Hispanic neighborhoods have
fewer supermarkets and more small convenience stores with an overabundance of junk food. Food deserts in
urban areas, which are characterized as areas with low-access to nutritional food, are much more frequently
populated by Black and Brown people, even when controlling for factors like socio-economic status.

Intersectionality with Poverty

Undoubtedly, the risk factors mentioned like lack of
insurance and food insecurity are tied to poverty.
In 2019, 18.8% of Black Americans and 15.7% of
Hispanic Americans lived below the poverty line.
On the other hand, only 7.3% of non-Hispanic
White Americans were under the poverty line. In
fact, longitudinal analysis of median household
income shows that Hispanic and Black Americans
are consistently earning less than other races.



Throughout this
casebook, we define
"elderly" as someone
aged 65 years or older.

DEFINING TERMS

AGE-BASED HEALTH DISPARITIES
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The first is via communication between patients and healthcare professionals. Seniors in Canada spend less time
talking to doctors and in Canada, are usually accompanied by companions on their visits to doctors. While many
seniors find it beneficial to have support, health care providers sometimes ignore their senior patients and talk
directly to their companions instead. This presents a potential information breakdown and a lack of vital
information being provided. Healthcare providers often involve older patients in decisions about their medical
care less frequently than younger patients. Physicians are also often less optimistic when dealing with older
patients as well. In some cases, doctors and other health care providers were found to label health concerns by
elderly people as a side effect of “old-age,” rather than identifying the actual medical cause, leading to potential
medical negligence. 

The bias against elderly patients stems in part because health care professionals often have exposure to the
most ill and senile older adults, which can then influence their beliefs while providing care. Ageism can exist at
multiple levels and often starts in the training of medical professionals. For example, studies have shown that
trainee nurses had a general aversion towards providing care for older adults. These beliefs are then continued
once trainees enter into practice. In Canada, medical schools only dedicate a minimal amount of teaching to
aging, yet challenges remain about introducing more content into an already packed medical school curriculum.
Furthermore, there have also been calls to train the elderly to better act as their own advocates in an attempt to
prevent them from falling through the cracks. 

Canada’s elderly also face acute inequities relating to COVID-19. As of June 2020, 80% of Canada’s COVID-19
deaths occurred in Long Term Care Homes. During the pandemic, residents have been left for days in squalid
conditions, including one care home where 31 people died in a month. In Ontario, the military was called in to
assist with the situation, and found conditions that were, “borderline abusive, if not abusive.” Canada’s COVID-19
related deaths in nursing homes are higher than in the United States or Europe, indicative of a larger problem.
Long term care homes are not covered under the Canada Health Act (Not insured by the government) . Many are
chronically understaffed and hire part time workers who are underpaid and work at multiple homes, increasing
transmission risk.

Elder law in Canada that relates to criminal law is federally passed, while elder relevant legislation relating to
healthcare, social services, and guardianship are provincial based. These laws apply to all individuals over 65.
There is no singular definition of elder abuse in Canada, and as such there is no overarching law. Older patients
are more likely to fall through the cracks of the medical system, as they have less access to care, and less
oversight then other individuals. In terms of benefits, individuals receive $615.37 a month (2021) payment the
month after they turn 65. Individuals have to pay tax based on the Old Age Pension Payment and additional
benefits are available based on qualifying needs.

In 2017, seniors were the fastest growing demographic in Canada,
with an estimated 6.2 million people 65 or over. Canada’s life
expectancy is 81.9 years . Despite this rapidly aging population,
seniors in Canada still face significant obstacles to care, including
ageism. Ageism manifests itself in the healthcare profession in
different ways in Canada. 
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As of 2002 the CDC ranked the top causes of death amongst those aged 65 and older as: [Heart Disease (31.8%),
Cancer (21.6%), Stroke (7.9%), Chronic lower respiratory diseases (6.0%), Influenza and Pneumonia (3.2%),
Alzheimer’s disease, (3.0%), Diabetes (3.0%)]. The same CDC study noted that chronic disease, common infectious
diseases, and unintentional injuries are major concerns for elderly Americans. 

According to the CDC, (as of February 6, 2021) 359,956 elderly Americans had died from COVID-19. This was 81% of
total deaths. The CDC states: “Risk for severe illness with COVID-19 increases with age, with older adults at highest
risk.” You are 5 times higher to be hospitalized with COVID-19 if you are aged 65 or older, and 90 times more likely to
die from COVID-19 if you are older. The risk increases exponentially with age. For example, you are 13 times more
likely to be hospitalized if you are 85 or older, and 630 times more likely to die. The elderly are one of the groups
being prioritized for vaccination in the US. 

As of 2018, life expectancy in the US was 78.7 years. As of 2019, over 92 million people in the US were born before
1965. Meaning that over a quarter of the population is elderly or on their way to being elderly. In 2019, about 16.5%
of the US population was 65 or older. Projections show that by 2050 that share will grow to 22%.

All states currently have laws that explicitly protect the elderly from “abuse, neglect, and exploitation.” States have
Adult Protective Services (APS) which are agencies tasked with the welfare of vulnerable adults, including the elderly
and adults with disabilities. The 1967 Age Discrimination in Employment Act (ADEA) “forbids discrimination against
people who are age 40 or older.” There are a number of federal government agencies that promote elder rights
including the National Center on Elder Abuse, the National Council on Aging and the Administration on Aging. There
is also a robust civil society in the US surrounding elder rights. Pro elder rights organizations in the US include AARP,
Justice in Aging, the National Consumer Voice for Long Term Quality Care, and the Pension Rights Center. 

Medicare is a national health insurance program provided to Americans aged 65 and older and also to people with
certain disabilities. In 2018, Medicare provided health insurance for over 52 million Americans aged 65 and older.
The Old-Age, Survivors, and Disability Insurance (OASDI) program, better known as Social Security, provides benefits
to those aged 62 and older. This is a retirement program funded by taxing employment. Therefore, those with less
than about 10 years of accrued time in the workforce are generally not eligible. If a disability prevents one from
working Social Security provides a safety net for that situation as well. The program has proved hugely beneficial to
elders and has greatly reduced poverty rates among the elderly.

Systemic Ageism
In some states, such as New York, deaths have been particularly egregious in nursing homes. In the New York case,
this was because Governor Andrew Cuomo signed an executive order directing COVID-19 positive residents to be
readmitted to nursing homes. Predictably, this led to a surge of deaths in New York nursing homes. Later on, the
Cuomo administration lied about the situation and significantly underreported deaths in nursing homes. This cover
up prevented data from coming out on elder deaths that might have helped to prevent similar situations in the
future. The media’s initial lack of interest in the story reveals that, despite being an extremely vulnerable group,
violations against elderly people are sometimes swept under the rug. 

The plethora of US organizations dedicated to combating elder abuse suggest systemic neglect and violence
towards the elderly within the US healthcare system. The New York nursing home scandal is just one prominent
example. Furthermore, it could be argued that the refusal of some US governors to institute basic public health
precautions, such as mask mandates, is an example of elder safety being deprioritized during the pandemic.
Additionally, the anti-vaxxer movement within the US is another large scale threat to elders because they are a
group that is most likely to die from preventable infections such as the flu and COVID. 
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Although there have been advances in realizing sex and gender equality in the United States and
Canada, heteronormative and cis-normative histories and influences on social structures continue to
contribute to health and social inequities that sexual and gender minorities face in both countries. The
repeated exposure to structural discrimination and societal stigmatization that sexual and gender
minorities experience negatively impacts the mental, physical, and social health of LGBTQ+ peoples.
Previous studies have indicated that the discrimination faced by sexual and gender minorities is linked
to higher rates of asthma, diabetes, chronic obstructive pulmonary disease (COPD), HIV, depression,
anxiety, and suicide. 

In the United States and Canada, sexual and gender minorities face higher rates of income insecurity
than heterosexual cisgender populations. Due to how closely associated one’s level of income is with
their overall health, income and labour barriers for sexual and gender minorities further the health
inequities that such populations face. Lower income means that a larger share of income goes towards
necessities such as housing and food which may delay individuals’ ability to pay for healthcare. In the
United States, studies find that around 29% of LGBTQ+ adult respondents were living in poverty, more
than twice the poverty rate among the general U.S. adult population (12%). In Ontario, there are higher
rates of LGBTQ+ populations living in low-income neighbourhoods in comparison with the rates for
non-LGBTQ+ populations. Sexual and gender minorities in the United States and Canada further
experience higher levels of food insecurity. Around 24% of bisexual Canadians report having
experienced food insecurity, a rate that is three times more than the 8% of heterosexual Canadians
who report having experienced food insecurity.

The 2015 US Transgender Survey revealed that one-third of transgender respondents who saw a
health care provider had at least one negative experience with either verbal harassment, refusal of
treatment on the basis of their gender identity, or in having their healthcare provider unaware of
transgender care standards. From the same survey, 23% of transgender respondents indicated that
they did not seek health care within the year prior to filling out the survey out of fear for being
mistreated because they were transgender.
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for population-based and state-level data systems. This will allow health systems and governments
to better understand which disparities exist for members of the LGBTQ+ community. Structurally,
in the United States, the Affordable Care Act (ACA) increased the rate of insured LGBTQ+ adults to
levels similar for heterosexual adults. Additionally, the ACA prohibited discrimination mechanisms
surrounding pre-existing condition clauses that denied insurance to people with conditions such
as HIV, mental illness, or to transgender individuals who may require specific health care services.

In Michigan, laws prohibit private health insurance discrimination based on sexual orientation and
gender identity. Michigan Medicaid also explicitly covers gender transition related care for
transgender people. Additionally, the Equality Act was passed in the US House of Representatives
on February 25, 2021 and will head to the Senate where it will likely have difficulty passing. The
Equality Act would prohibit discrimination based on sex, sexual orientation, and gender identity in
public accommodations, education, federal funding, employment, housing, credit, and the jury
system.

Programs aimed at addressing health
inequities for sexual and gender
minorities in the United States and
Canada have primarily had an individual
or community-based focus, with few
interventions aimed at structural changes.
Such programs include initiatives aimed at
reducing self-harm, providing mental
health support, enhancing social allyship,
creating employment opportunities for
LGBTQ+ peoples. At an institutional level,
Health Canada and the Public Health
Agency of Canada have incorporated sex
and gender-based analysis in the
development, implementation, and
evaluation of programs, policies, and
research.

In the United States, the Office of Disease
Prevention and Health Promotion has set
objectives to standardize and implement
LGBTQ+ focused health survey questions
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While there is no singular definition of socioeconomic status (SES), it is broadly conceptualized
as an individual’s place in a hierarchical class structure and is most frequently measured by
income, employment, educational attainment, and material and social deprivation.
 
One’s SES has a large influence on the health risks and health vulnerabilities that one faces. In
the United States and Canada, populations and areas with higher material deprivation
experience lower health-adjusted life expectancies and higher rates of infant mortality,
unintentional injury mortality, suicide mortality, food insecurity, and mental illness. Lower
socioeconomic conditions are further connected to higher rates of high-risk health behaviours,
such as smoking and alcohol use. The negative health impacts of illness and injury also tend to
last longer for people who earn lower incomes.

Canadians living in areas of high social and material deprivation have a life expectancy of 77.8
years, whereas Canadians living in the least deprived areas have a life expectancy of 83.7 years.
But with health-adjusted life expectancy being the average number of healthy years one is
expected to live, Canadians in the lowest income quintile are expected to live 11.3 fewer years
of healthy life than Canadians who are a part of the highest income quintile.

Through the COVID-19 pandemic in
Ontario, outside of cases reported in
long-term care homes, community areas
that experience high levels of material
deprivation disproportionately have
higher rates of positive COVID-19 cases
than areas with lower levels of material
deprivation. Further regarding Ontario
COVID-19 cases outside of long-term care
facilities, neighbourhoods in the quintile
with the highest levels of material
deprivation had age-adjusted COVID-19
hospitalization rates nearly 70% higher,
COVID-19 ICU admissions nearly two
times higher, and in general higher
COVID-19 fatality rates than
neighbourhoods in the lowest quintile of
material deprivation.

Percent and number of confirmed cases of COVID-
19 for each quintile of material deprivation:

Ontario,  January 15, 2020 to June 3, 2020
(n = 23,106 cases)
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Canada’s Universal Health Care system was established in 1984 with the Canada Health Act. From
2004-2014 it was found that Canadians paid $852-1,767 for out of pocket costs, compared to the US
which paid $2600-3319. It has been found that the healthcare system in Canada responds well to
patients' needs regardless of SES status. When assessing the wait times for surgery based on the SES
group, it was found that patients in the high SES group waited 31.1 days on average, while patients in
the low SES group waited 29.3 days. There was no significant difference. 

However, a key gap in Canada are the services not covered by the Canada Health Act. Non-insured
services in Canada include prescription drugs, dental and vision care, and physical therapy. The lack of
pharmaceutical coverage is one of the largest gaps in affordability with one in ten Canadians being
unable to fill a prescription due to costs, leading to non-adherence. This precipitates further health
problems down the road, which results in increased costs later on. 
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A socioeconomically vulnerable workforce is also more likely to experience working conditions that are
dangerous to one’s physical and mental health. Canadian workers with a bachelor’s degree or more face
significantly lower occupational hazards. By contrast, workers in low income occupations are more likely to
be employed in the highest risk occupations. This has been further exacerbated by COVID-19 where lower
income individuals were more likely to occupy jobs that precluded them from being able to work from home
and had to continue travelling to work daily. Workplace injuries are also likely underreported due to the high
costs that socioeconomically disadvantaged workers and financially constrained employers may have in
reporting such accidents.

Medical Deserts & Rural Health
Access to health care is a key social determinant of
health. In particular, rural Canada continues to
have a lack of health care. Rural Canadians tend to
be older, less wealthy and have greater health
issues. They have higher proportions of low income
individuals and less formal educational levels. Rural
regions have an increased prevalence of smoking,
obesity, circulatory diseases and injuries. Around
18 percent of Canadians are situated in rural
communities, however they are served by 8
percent of physicians. Approximately 22.5 percent
of Canadians live more than one hour away from a
level I or II trauma centre.  A key issue rural health
in Canada faces are the lack of human resources,
especially doctors and surgeons. Recruitment and
retention strategies across the provinces are
underway to incentivize physicians to practice in
rural communities. 

Occupational Hazards

Affordability of Health Care
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Affordability of Healthcare

Medical Deserts

Modeled on the same terminology as “food deserts”, a medical desert is an area with a low density of
hospitals, primary care physicians, pharmacies, or other health care services or where residents must
travel a significant distance to reach these services. Medical deserts in the U.S. are concentrated in areas
with lower incomes, higher proportions of uninsured people or Medicare/Medicaid beneficiaries, and
proportions of non-Whites. 

Evidence strongly suggests that living in a medical desert leads to poorer health outcomes. Essentially,
barriers to accessing preventative care and chronic disease management lead individuals in medical
deserts to delay treatment until the problem has escalated to an emergency. A study on cancer clinic
closures in the Southeastern US, for example, found that increased distance from care was associated
with greater patient cost responsibility, as well as more advanced disease at diagnosis, decreased use of
recommended treatments, and higher mortality rates. Similarly, a study on urban medical deserts in
Brooklyn, NY found that hospitalization rates for chronic diseases such as asthma and diabetes were
significantly higher in medical desert communities.

Cost is a barrier to health care for Americans across the SES spectrum; in 2019, for example, half of U.S.
adults reported that they delayed or skipped care because they could not afford it. Costs are especially
burdensome for the working poor, however, because of the strict income limits on eligibility for public
health care. Employment associated with lower SES––such as part-time work or work in the service
industry–– is often low-wage and less likely to include benefits, but often pays enough to disqualify workers
from Medicaid. These employees are left to choose between paying upfront for more expensive
marketplace insurance plans or going uninsured and paying for necessary care entirely out of pocket. 

While there is no singular definition of socioeconomic
status (SES), it is broadly conceptualized as an
individual’s place in a hierarchical class structure and
is most frequently measured by income, employment,
or educational attainment. 

Lower SES is widely associated with poorer health,
and studies show that the gap in health outcomes
between the upper and lower class is growing in the
United States. Between 2001 and 2014, life
expectancy at age 40 increased by 2.3 years for men
and 2.9 years for women in the top 5% of the income
distribution, but stayed constant for those in the
bottom 5%. 
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Although SES and race are closely
related in the U.S. context, it is
important to distinguish between
the two. Performance on different
SES indicators is not consistent
between different racial/ethnic
groups, and racial disparities in
health persist even when SES is
held constant. Ultimately, policy
solutions must take into account
that SES compounds rather than
causes racial disparities in health. 
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Second, rural hospitals and other health care facilities are closing at an alarming rate; between 2009
and 2019, for example, the U.S. lost approximately 7% of its rural hospitals, with the bulk of the closures
occurring in the Southeast and southern Midwest. Profit margins for these hospitals are exceptionally
thin due to their small capacity, and the populations they serve tend to be more expensive to treat due
to lack of preventative care. Furthermore, the eight states with the largest number of hospital closures
are also all states that have not adopted Medicaid expansion, meaning that a larger proportion of their
rural residents are uninsured with little ability to pay for services.

Rural Americans face higher all-cause
mortality rates and experience lower life
expectancies than their urban peers. While
medical deserts are not unique to rural
areas, with the federal government
designating 80% of rural America as
“medically underserved” it is clear that
medical deserts are a particularly
significant driver of these disparities
between rural and urban America.

The causes are twofold. First, rural areas
represent 20% of the population but are
home to only 10% of the nation’s doctors.
This ratio is growing consistently worse as
rural doctors are, on average, three years
older than their urban counterparts.

In January 2021, President Biden
announced that his administration
aimed to vaccinate 100 million
Americans against the coronavirus
during his first 100 days in office. It is
estimated that 100 million two-dose
vaccines translates to a vaccination rate
of ~15.7% nationwide. However, uneven
distribution of pharmacies may translate
to “vaccine deserts” characterized by
slower rollouts and lower vaccination
rates, reinforcing health inequities in
areas that may already be under-
resourced in the fight against COVID.

Telehealth has been vaunted as a potential strategy to
address disparities created by medical deserts.
Telehealth mitigates geographical barriers to care by
allowing patients to visit their doctors virtually, and
there has been a wave of rapid telehealth
implementation in response to the coronavirus
pandemic. However, telehealth also relies on
broadband access and other systems infrastructure
and technology that may be less available or more
costly in rural and/or high poverty areas. Policymakers
should consider strategies to ensure that telehealth
programs are financially sustainable in the long-term
and accessible to those who need them most.
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Occupational Hazards
Low-status work tends to be more poorly compensated, meaning that low-status workers have fewer
economic resources with which to access health care, but there are also more direct links between
occupation and health. Low-status jobs tend to be more physically demanding, for example, and
workers engaged in manual labor are more likely to be injured on the job. Specifically, landscaping,
construction, truck driving, agricultural work, and sanitation work are all listed amongst the most
dangerous jobs in the U.S. according to the Bureau of Labor Statistics (BLS), with fatality rates falling
between 20 and 45 annual deaths per 100,000 FTE workers. 

BLS estimates suggest that there are roughly 20-30 million high risk workers in the U.S. who cannot work
remotely during the pandemic. While these numbers include workers such as healthcare professionals and law
enforcement officers––who may enjoy greater social prestige if not higher wages––low-status workers in service
and manufacturing industries also represent a substantial portion of the total. The disparity in COVID-risk
between low and high status workers is evident in meatpacking companies, whose large share of immigrant,
refugee, and non-English speaking employees are particularly vulnerable. Management’s failure to provide paid
sick-leave or implement other preventative measures led to massive outbreaks amongst employees. As of 2021,
over 50,000 U.S. meatpacking workers had been infected and at least 250 have died.

While government regulation can attempt to manage the physical risks associated with low-status work,
there are also psychosocial factors that impact health. Workers with less control over their work
conduct may experience lower personal satisfaction and greater stress, leading to poorer physical and
mental health. For example, a study on British civil servants found that variation in rates of heart
disease amongst employees of the same occupational grade were largely accounted for by differences
in job control. Highly surveilled and regulated work environments––such as Amazon warehouses---may
also exacerbate mental health struggles.

In July 1995 the American Midwest faced a massive heat wave, leading to 739 heat-related deaths over a
period of five days in Chicago. Victims were predominantly poor and bedridden, but there were
significant differences in death rates even amongst communities which shared these risk factors.
Although both Latinxs and African Americans were disproportionately poor and sick, Latinxs accounted
for a much smaller proportion of deaths relative to their share of the population. Sociologist Eric
Klinenberg attributes this disparity to the social context of their respective neighborhoods. Most of the
African American neighborhoods that experienced high death rates also had high vacancy rates and few
businesses or employers, leading many residents to be highly socially isolated. In contrast, Latinx
neighborhoods tended to feature active public spaces and commercial districts, fostering the social
networks that led neighbors to check in on one another during the crisis.  
 
This case illustrates that the connection between SES and health inequity goes beyond differences in
economic resources. Access to social capital can also be highly correlated with health outcomes, even
within economically homogeneous populations.

SPOTLIGHT: Social Capital & Health Disparities during the Chicago Heat Wave
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