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Abstract
Examining the U.S. public health response during the 1918 Influenza and 2020 COVID19 pandemics is instructive to charting a better course of action for future outbreaks. To know
where we are going, it often helps to look at where we have been and then take strategic and
corrective action. This is especially true when considering structural remedies for poor and
minority populations who have been disproportionately affected by health crises, both historically
and in the present era, due to a variety of social and economic health determinants. Preventable
deaths in nursing homes, unilateral closures of schools, businesses, and churches, and determinants
that predict poor health as well as the advancements of telemedicine, experimental drug therapies,
and new mRNA vaccines are major themes that are significant in highlighting the socioeconomic
impact of major pandemics in the United States. A thorough examination will aid in proposing
possible policy prescriptions for future pandemic preparedness.
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The response of United States health officials to pandemics and the resulting outcomes
may now be viewed from the lens of both the 1918 Influenza Pandemic and the 2020 COVID-19
Pandemic—each a century apart—and notable for their far-reaching catastrophic consequences in
comparison to other severe incidents of disease in U.S. history. In examining the two pandemics
from a public health standpoint, a path emerges to understand and mitigate the negative social and
economic impact of public health measures, address the disparate impact on impoverished and
minority populations, and craft solutions to better prepare for the next health crisis. The benefits
of hindsight as well as current trends in healthcare technology and innovation can lead us to a
better place when it comes to not only lessening the prevalence of infectious disease and
corresponding mortality rates, but also in crafting policy in a way that swiftly and effectively
responds to the next pandemic without putting the most vulnerable amongst us at a drastic social
and economic disadvantage. A look at the “bureaucratic realities of influenza” that preceded
COVID-19 and “the excessive confidence of the Government medical bureaucracy” during both
pandemics will provide a detailed picture regarding how far American society has come in the
fight against rampant disease and how far it still must go in terms of socioeconomic concerns and
in correcting past failures (Brown, 2018, p. 74; 147). Much can be learned from examining the two
major pandemics, if only to chart a better course for the American way of life.
Although Americans have suffered through many epidemics over the course of decades,
including smallpox, yellow fever, cholera, typhoid fever, polio, HIV/AIDS, and various strains of
influenza, 1918 Influenza (also known in the past as ‘Spanish influenza’ or “purple death”) and
2020 COVID-19 now stand unequaled in their devastating effects as the two major pandemics in
United States history (Crosby, 2003, p264; Forbes, 2021). The late Alfred Crosby (2003), an author
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and historian who also served as a professor at the University of Texas at Austin, Harvard
University, and the University of Helsinki, theorized that the ‘Spanish flu’ was named as such,
“not because it originated there,” but because censorship during a time of war did not exist as it
did in other countries, so the perception was that the mass affliction was occurring there to a much
larger extent as reports filtered through news agencies worldwide (p.31). Newspapers in the U.S.
were prohibited from publishing information on the mass casualties from influenza, while Spain
reported the truth as a neutral party, thus the moniker ‘Spanish flu’ was erroneously attributed
(Nickol & Kindrachuk, 2019). Similarly in the 1889-1891 outbreak in Europe, influenza was
referred to as the ‘Russian flu’ or ‘Asiatic flu.’ Taking into consideration the continued research
into the mysteries of origin, pandemics are more commonly referred to by year instead of
geographic location in today’s vernacular (i.e., ‘1918 Influenza’ or ‘2020 COVID-19’). Viruses
have “no respect for borders” and the global reach of both major pandemics is now better
understood (Brown, 2018, p. 182).
1918 Influenza and 2020 COVID-19 are unrivaled by lesser pandemics experienced in the
U.S. such as the 1880-1890, 1957-1958, 1968-1969, 2005-2006, and 2009-2010 influenza
pandemics as well as the 2002-2003 and 2012 coronavirus pandemics. There is controversy
surrounding how epidemics and pandemics are defined, which is seen in historical accounts of the
1968 and 2009 avian and swine flu outbreaks which do not fit the “apocalyptic definition” as
neither matched in severity, but were exaggerated by media outlets nonetheless (Brown, 2018, p.
79). According to Dr. Jeremy Brown (2018), author of Influenza: The Hundred-Year Hunt to Cure
the 1918 Spanish Flu Pandemic, “the most useful definition we have is that an epidemic is a severe
local outbreak, while a pandemic is a global outbreak that makes people very sick, and spreads
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rapidly from a point of origin” (p. 32). The spread of 1918 Influenza was so rapid, in fact, that
“average life expectancy fell from fifty-one to thirty-nine years” (Brown, 2018, p. 60). This
contrasts with data from the National Vital Statistics System (NVCSS) produced by the National
Center for Health Statistics in 2020 which indicates that during the COVID-19 pandemic “life
expectancy at birth for the total U.S. population was 77.3 years, declining by 1.5 years from 78.8
in 2019” (Arias et al., 2021, p.2). The difference of 10.5 years in decreasing life expectancy
between the two eras is one data point that illuminates the greater severity of 1918 Influenza in
comparison to 2020 COVID-19.
Both the 1918 and 2020 pandemics rival each other in their rapid expansion throughout the
world and share the distinguishing features of respiratory contagions, though with notable
differences in affected populations. Examining the two gives public health officials insight on
historical and current methods of responding to a public health disaster, which will provide a
starting point when considering ways to correct the inequities of the past. This is important work
which must occur to prevent poor health outcomes and resulting sequela during future pandemics
or other severe recrudescence of disease. Now that two major pandemics have afflicted American
society in two distinctly different eras and with enormous social and economic costs, citizens from
a variety of backgrounds have a unique opportunity to address pandemic preparedness, especially
when it comes to “collaboration, partnerships, outsourcing, and ultimately cooperation among
actors and agencies in the public, private, and non-profit sectors” (Rauhaus, 2020, p. 669).
There are, however, competing interests as well as conflicts of interest when “health care
and business are fused together” and where “profit is as much of an incentive as is the public good”
(Brown, 2018, p. 166-170). One possible path forward may be found in fusing principles of market
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justice and social justice in a way (sans bureaucratic means) that will address pandemic
preparedness and stamp out perverse incentives, “so that we can focus on the bugs and not on the
budget” (Brown, 2018, p. 172). A caveat to this suggestion is that Americans must also consider
how public health has been politicized at home and around the world as “leaders have used the
public health emergency as an opportunity to double down on their own power” (Applebaum,
2020; Wang, 2020, para. 10). Because the “adoption of preventive measures were implemented
too late,” the state of panic which ensued served as a backdrop for further expansion of state power
(Pak et al, 2020, p. 2).
It is important to note that the 1918 Influenza Pandemic is still considered the worst in
American history. The death toll is estimated to be 675,000 American lives lost when compared
to a population size of 105 million, whereas the U.S. population in 2020-2021 was roughly triple
that number at nearly 330 million, with a death toll from COVID-19 just over the same number of
citizens that were lost in 1918 (Bristow, 2012, p. 3; Brown, 2018, p. 5; CDC, n.d.; Crosby, 2003,
p. 188; Ewing, 2021, para. 4). Total deaths worldwide from 1918 Influenza are cited as “at least
50 million,” yet could be as high as 100 million (CDC, n.d.; Parmet & Rothstein, 2018).
Additionally, the U.S. statistics involved are not exact because the number of deaths in 1918 are
only extracted from states which recorded the data and represent “less than four-fifth of the total
population” with the added complication that influenza “often contributes to deaths attributed to
other primary causes” (Ewing, 2021, paras. 6-8). As of late November 2021, nearly two years on,
data from the Johns Hopkins Coronavirus Resource Center reflected that total U.S. deaths from
COVID-19 were around 770,000 out of almost 48 million cases reported and the total deaths
worldwide stood at 5.1 million (Dong et al., 2020; JHU, 2021). RNA viruses are known to spread
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rapidly, but the 1918 Influenza virus replicated at a rate far greater and was more lethal to those in
peak health, which is an atypical pattern.
As Morens et al. (2021) note regarding 1918 Influenza, “the explosivity of the pandemic
was staggering” (p. 1086). The magnitude was such that it “killed nearly as many American
servicemen as died in battle”—"bodies the color of slate were stacked like cordwood”—it was a
common feature throughout the country that “visiting nurses often walked into scenes resembling
those of the plague years of the fourteenth century” (Crosby, 2003, pp.16-20;75). The impact is
seen in stories of soldiers crowded into barracks, ships, and train cars, where masking orders were
no defense against the virus which visited and indiscriminately took them to their graves all the
same. It is said that the pandemic of 1918 “killed more people than World Wars I and II as well as
the Korean and Vietnam Wars combined” (Robinson, 2020, p. 351). Leaders were helpless and
without the distinct advantage of modern tools which Americans living today have in their arsenal.
To put it into perspective regarding U.S. demographics, “adjusted for the population growth of
over 200 million people and holding the death rates constant, the 1918 Flu would have killed over
2 million people if it occurred today” which is several magnitudes more lethal than Covid-19
(Yang, 2021, para. 1). Of course, this measurement only illustrates the size and scope of mortality,
but research and development (R&D), technology, and innovation are the true game changers
between pandemic comparisons.
Still, it is fair to question why American society was not better prepared for the pandemic
in 2020, just over a hundred years after the last major global viral contagion threatened the entire
country as well as the globe. It can be argued that the advantages of technology, innovation, and
the race to create vaccines are what ultimately prevented the novel coronavirus, also commonly
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referred to as COVID-19 or SARS-CoV-2, from becoming an equally catastrophic outbreak. If it
were not for those advances in addition to a century of medical breakthroughs, COVID-19 could
have been just as severe or even more so when considering population size and projected mortality
rates. After all, there were years of warnings from various sources in the Corporate Era stating that
“another pandemic could occur at any time and at a staggering cost to human health and the world
economy” (Osterholm, 2007, p. 47). Historical readings indicate that there is a fatigue that sets in
as a pandemic abates and that “the allocation of federal resources toward preparedness is cyclical”
in that it typically only occurs in a state of panic over fatal possibilities (Brown, 2018, p 171).
Preparedness funding is inconsistent and differs from one administration to the next, varying
widely with respect to each budget cycle. Even with the advantage of a hundred years of
technological advancement, the lack of pandemic preparedness led to the same social and
economic consequences in 2020 as arose in 1918 regarding populations with the greatest amount
of suffering as well as stories of political opportunism.
One answer to this question on preparedness may lie in a fact referenced by many
scholars—that 1918 Influenza, though documented in mortality data and remembered in individual
accounts, was erased from collective memory for a variety of reasons centering on social,
economic, and political interests. There are scholars who point to “an enormous body of medical,
scientific, public health, and societal information” on the 1918 Influenza Pandemic, yet when
historians speak of the pandemic being ‘forgotten’, it references more of a general feeling in the
public sphere that the worst of the pandemic was over and an “unadulterated confidence” in the
future of medical research despite “medicine’s inability to control the disease” (Bristow, 2012, pp.
158-161). Nancy K. Bristow, author of American Pandemic: The Lost Worlds of the 1918 Influenza
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Pandemic states, “Americans simply forgot the medical disaster of 1918, excluding it almost
entirely from both popular periodicals and academic textbooks in the decades to come” (Bristow,
2012, p. 6). In short, public health officials in concert with a supportive public had a “positive
vision of their future, emerging from the pandemic with a renewed sense of their importance and
of their power,” which inevitably prevented catalysts for cultural or commercial change postpandemic (Morens et al., 2021, p. 1086). Even though groundbreaking work has been done in
determining how deadly viruses emerge as well as in deciphering their genomic sequences,
considerable action is still needed in the way of preparation. Continued advances in infectiousdisease research, the invention of improved antiviral and antibiotic drugs, and a response that is
proactive rather than reactive are much-needed keys to respond when conditions align in a way
that could potentially lead to exponential mortality.
The negative health outcomes of the 1918 Influenza Pandemic were remembered in
personal stories and within community gatherings, but little was done on a public health policy
level in the following decades regarding pandemic preparedness measures. The work needed to
help greatly affected populations beyond the scope of an individual’s responsibility to guard
against threats to their own health as well as the health of the community was absent. This foretells
why weaknesses have been identified throughout the COVID-19 health crisis. Bristow (2012)
explains this public amnesia after influenza gripped the nation:
Some have argued that the rapid onset and sudden departure of Spanish flu caused its
fleeting presence in American memory. A further epidemiological explanation maintains
that it was the pandemic’s particular virulence among young adults, and the corresponding
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limits of its impact on the nation’s leadership class, which allowed it to be so easily
forgotten. (p. 8)
This is a prime reason why officials find it instructive to compare the 2020 COVID-19 Pandemic
to the 1918 Influenza Pandemic in that it “most closely approximates it in scope and effect”
(Krishnan et al., 2020, p. 474). What happens in subsequent years after COVID-19 subsides is
critical to laying the groundwork for overcoming the next severe pandemic, which will surely
come, even if luck strikes again and another hundred years pass.
There is no crystal ball when it comes to whether a perfect storm of aligning factors will
occur to create another 1918. However, Americans may choose this time around to remember
COVID-19 and use the memory to better prepare themselves. After the 1918 Influenza Pandemic,
public memory of the health disaster was discarded as it was the “wrong narrative for its time and
place” and there was a willingness to whitewash narratives that were politically inconvenient in
favor of promoting those stories “that best fit a culture’s beliefs about itself and about its past,
present, and future” (Bristow, 2012, p. 8-10). Experiences with 1918 Influenza flew in the face of
American optimism when it came to the ability of health care professionals to conquer disease and
so they “clung to established norms amidst chaos,” further ingraining the “indignities and
inequalities of the American caste system” (Bristow, 2012, p. 8). In 2020-2021, a strong sense of
optimism surrounding the capabilities of science was a repeated factor, but the federal
government’s enhanced role did not transcend past mistakes.
Healthcare in the United States as a profession and an industry was in its infancy when the
pestilence that is 1918 Influenza advanced upon American settlements. Bacteriology and virology
were new branches of study at the nation’s leading universities. Increasing medical knowledge as
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well as expectations informed by the 1889-1890 Influenza Pandemic gave leaders a sense that the
influenza outbreak that started in the winter of 1918 would not be much of a challenge. Against
the backdrop of the Progressive Era, it becomes clear why healthcare professionals were unwilling
to focus on their limitations. A similar optimism was echoed amongst many Americans in the early
months of 2020—COVID-19 was thought by some to be ‘just another flu.’ These explanations as
well as the well-documented tendency of Americans to “reinforce the status quo” now serve as a
warning for those involved in health care and public health policy that changes must occur in best
practices for pandemic preparedness and that forgetting the tragedies and injustices of COVID-19
is simply not an option (Bristow, 2012, p. 8). The U.S. has now twice experienced a major global
contagion and a suboptimal response which has reverberating societal consequences. Public health
leaders must now grapple with and seek suitable, yet innovative standards for the future.
In 1918, World War I was raging, so stories of the pandemic “only made the front pages
of the New York newspapers while it was killing five and six hundred a day in New York City,”
but otherwise absent from printed news media in favor of the war effort (Crosby, 2003, p. 279). A
round-the-clock news cycle did not exist in 1918 and there was a “tension between reporting the
facts and maintaining morale,” contrasting the constant publication of electronic media in 20202021 where some news outlets were known for “exaggerating the story and stoking public worry”
as they have done for recent smaller outbreaks (Brown, 2018, p. 79). In 1918, there was also the
Sedition Act which had a chilling effect on free speech, “more than in the McCarthy period”
(Barry, 2005). The act was later repealed, but at the time imprisoned any person who was critical
of the administration in wartime; “one could go to jail for cursing the government, or criticizing
it, even if what one said was true” (Barry, 2005, p.124).
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There is a sense that this time may be different in both remembering and acting to correct
missteps since COVID-19 updates were publicly displayed on the internet and political figures
held daily briefings that were streamed live for public consumption. In this respect, 1918 and 2020
are worlds apart. Americans in the former era were reluctant to even discuss the social and
economic devastation in public. Essentially, the traumatic episode that spanned four waves over
the timespan of two years was collectively brushed aside. In 2020-2021, however, the social and
political climate was more welcoming to the discussion of economic inequality and health
disparities. With the differences between eras, there is perhaps hope after COVID-19 wanes, that
the aftermath will not echo the past and lend to another ‘forgotten pandemic.’
1918 Influenza vs. 2020 COVID-19: Echoes of the Past
As with the 1918 Influenza virus, the exact origin or etiology of COVID-19 remains a
mystery. In the beginning, it was difficult to ascertain its magnitude as very little information was
known about the viral threat. It was known that the first outbreak of SARS-CoV-2 was recognized
in Wuhan City, Hubei Province, China in the latter part of 2019, but little else was known in the
early days of the COVID-19 pandemic, which led to confusion and skepticism regarding its
severity. It is in this context which explains the delay; officials simply did not act swiftly enough
when the outbreak was first recognized. The emergence of COVID-19 caught the U.S.
“unprepared, overconfident, and inept in pandemic control” (Daszak et al., 2021, p. 204). There
were contradictory directives and inadequate messaging from leaders on the efficacy of maskwearing and social distancing from the onset— “many health officials believed that the masks
provided a false sense of security” while others saw “a value in providing any kind of security”
(Brown, 2020, para. 11). The contradictory messaging echoes the past: Officials in 1918 “debated

MAJOR U.S. PANDEMICS A CENTURY APART

13

their use by the general public” as they were often not properly made or worn and gave “a false
sense of security as a result” (Bristow, 2012, p.93). Supply chain issues leading to a “sharp
reduction in PPE [personal protective equipment] exported to the US,” which are required for
front-line healthcare workers, added to this scene of chaos as leaders throughout various
organizations scrambled to react appropriately (Forbes, 2021, p. 15).
According to Crosby (2003), those areas which had strict enforcement of facial coverings
in 1918 “almost always had health records the same as those of adjacent communities without
masking,” because a virus is so infinitesimally small it can infiltrate even a cloth with a heavy
thread count, though there is demonstrable value in blocking dust and large water droplets which
may contain viral loads (p. 96). Despite so much medical and technological progress, 2020 was a
replay of an antiquated time, featuring similar complaints from the American public:
The general run of people claimed no special qualification for passing judgment on
recondite medical controversies, but knew from experience that masks were inconvenient
and unpleasant, and common sense told them that a policy that forced people to wear masks
in the open air and allowed them to take them off in crowded restaurants to eat was absurd.
(Crosby, 2003, p. 103)
A century later in the fight against COVID-19, the country’s political divide and the unenforceable
nature of mandates as well as instances of legislators moving to strip governors of their emergency
powers, reflected that a unified effort to rally Americans around the cause of public health was
exceedingly difficult (Quinton, 2021). Since there was not a better strategic push in preparation
for a pandemic—an event that many in the halls of science and healthcare knew would come—it
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is hard to say what the outcome would have been with more advanced protocols aimed at protecting
Americans in a variety of ways, not just from the virus, but from social and economic upheaval.
In the beginning of the 2020 COVID-19 Pandemic, there was also a subsequent nationwide
effort to shift to working from home for those who could with arguments surrounding who is
deemed an ‘essential employee.’ The lockdowns that followed in some states were even more
stringent than in 1918, including in New York State which “emerged as an epicenter in the early
phase of the epidemic with over 10,000 daily new confirmed cases in early April” (Lee et al., 2021,
p. 2). Bristow (2012) describes some of the public health measures implemented in 1918, which
are nearly identical to events that occurred in the COVID-19 era:
From prohibitions on drinking cups to mandated school closures and public masking,
public health officials asked Americans to accept new intrusions in their public lives, while
educational materials urged changes in private behaviors as well. Narrating their efforts to
tame the influenza outbreak as a classically Progressive reform program, public health
officials reminded Americans of their responsibilities as citizens of a nation at war.
Americans were initially receptive, hoping to protect themselves from the worst of the
crisis by relying on professional guidance. As the scourge proved immune to the measures
employed by health officials, citizens resisted restriction and offered new challenges to the
authority of the public health leadership. (p. 12)
The identical response reflects that past pandemics inform how individuals and whole
communities respond to the next. For those dealing with the influenza virus in 1918, it was the
smaller influenza pandemic of 1889-1890 coupled with “experiences fighting tuberculosis at the
beginning of the century” which prompted their efforts (Aimone, 2010, p. 74). Looking to past
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experiences was an obvious course of action as “the most important sources of knowledge about
epidemic influenza were studies conducted during and immediately following the previous
pandemic” (Eyler, 2010, p. 28).
Likewise in 2020, public health officials looked to 1918 as an example of how to respond
to a pandemic of similar enormity. However, “little has changed in the character of conflict about
public health and individual liberty; inevitably, pandemics divide social interests and the economy,
while often devastating both” (Brandt, 2021, p. 409). The American public in 2020 accepted some
limitations before a better understanding of the COVID-19 virus was in view, but as the pandemic
wore on and economic woes took their toll, Americans began to question the rationale for policies
that were applied in a sweeping manner and without consideration for the needs of different
communities. Writings about 1918 could be mistaken for those in 2020 as the pandemic response
was so nearly matched, though measures in the latter era were far broader and more centrally
applied than the former:
The case and death rates of communities which had “strict” closing orders were no better
and often worse than elsewhere. However, public health officials had to do something, and
closing up theatres, schools, pool halls, and even churches was the style in fall 1918.
(Crosby, 2003, p.73)
Americans who experienced the housing and financial crisis of 2008, many whom were at that
time in their young-adult years, bristled under the economic distress caused by mandated policies
which were issued by both elected and unelected officials alike. From ‘The Great Recession’ over
a decade ago to ‘The Great Resignation’ in 2021, many Americans were at odds with a whole host

MAJOR U.S. PANDEMICS A CENTURY APART

16

of orders which meant loss of livelihood and an increasing number of them joining the ranks of
the poverty stricken (Cook, 2021; Moreira & Hick, 2021).
Although the 1918 Influenza and 2020 COVID-19 pandemics feature different RNA
viruses, they share a similarity in that both were preceded by other strains of influenza or
coronaviruses. The coronaviruses SARS-CoV (2002-2003) and MERS-CoV (2012) also informed
public health response efforts in 2020, especially in the pursuit to fast-track vaccines. Though the
origin of either virus is unknown, what is known is that “pandemic strains arise through antigenic
shift” when two or more strains combine or when an existing strain mutates via adaptation
(Bristow, 2012, p. 22). Renowned doctors indicate that “1918 influenza and SARS-CoV-2 share
the same origin mysteries of direct versus indirect emergence from a natural animal host, and of
extent of postemergence genetic adaptation to humans” (Morens et al., 2021, p. 1090). A drastic
change to one or both antigenic glycoproteins hemagglutinin (HA) and neuraminidase (NA)
existing on the surface of a virus sets a pandemic in motion (Barry, 2005). What differentiates
these strains from the yearly flu season is that they are harbored by animal reservoirs and “develop
to which humans have no preexisting immunity and undergo critical genetic changes that allow it
to be readily transmitted from person to person” (Osterholm, 2007, p. 47). This explains how and
why influenza and coronaviruses continue to afflict different communities around the world from
one year to the next.
According to Taubenberger and Morens (2006), “all cases of influenza A worldwide
(excepting human infections from avian viruses such as H5N1 and H7N7), have been caused by
descendants of the 1918 virus, including “drifted” H1N1 viruses and reassorted H2N2 and H3N2
viruses”—making it “indeed the “mother” of all pandemics” (p. 15). With this information on
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pandemic strains, some believe there is a real yet unconfirmed possibility that COVID-19 may be
“domesticated with us” just as influenza was in the late 19th-early 20th century (“Mortality from
Influenza,” 1901). Even if COVID-19 does not transition into “a pattern of less fatal annual
seasonality,” there will be many subsequent studies for years to come on how the COVID-19 virus
affected people so differently, including why some were asymptomatic and whether developed
immunity is long-lasting (Morens et al., 2021, p. 1086). Other developments up for review include
the fact that “most (~60%) hospitalized patients are male” (Ripoll et al., 2021, p. 24). Identifying
populations likely to be affected by an emerging pandemic is critical to crafting a more effective
pandemic response in the future, rather than relying too heavily on historical measures which have
garnered mixed results. Viruses have yet to be completely eradicated, but history has shown that
humans have adapted with stronger immune responses that render future iterations weaker. This
will buy time to contemplate better protocols that move beyond extrapolating to the rest of society
what are generally good practices for hospital emergency and operating rooms (Crosby, 2003).
Unfortunately, knowledge of past pandemics did not translate to better outcomes for the
most vulnerable in society, and with a heavy onslaught of business closings and loss of income,
the rates of domestic violence and suicide saw a 21 to 35 percent rise in reported incidents across
American communities ‘sheltering in place’ (David et al., 2021). The CDC reported “the highest
number of overdose deaths ever recorded in a 12-month period,” accounting for 81,000 drug
overdoses by May 2020 (CDC, 2020). The gap between the most affluent Americans and those
struggling to make ends meet widened considerably during a time when the gulf between the two
was already glaring pre-pandemic—this is due in part to the rapid “proliferation of low-wage
work” in an age of globalization despite productivity increases spanning decades—"hourly
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compensation for the bottom 90% of all workers has risen so slowly in spite of overall income
growth” (Mishel & Bivens, 2021, p. 2; Pascale, 2021, p. ix). At the same time, nursing homes in
the U.S. “were particularly hard-hit by the first year of the pandemic,” comprising 31% of all
deaths from COVID-19 by June 30, 2021, and were then hit again with a surge as the Delta variant
spread (Chidambaram & Garfield, 2021). Public health measures over a hundred years later still
bring “social and economic life to a near stop” and “disproportionately affect disadvantaged
groups, including people in poverty, migrants, internally displaced people and refugees, who often
live in overcrowded and under resourced settings, and depend on daily labor for subsistence”
(WHO, 2020). Americans have yet to find innovative ways to respond effectively during a
pandemic when it comes to protecting the vulnerable and underserved.
It is under these conditions that Americans also began to question and resist further
restriction just as they did a hundred years ago. 1918 saw the United States Public Health Service
(USPHS) “called upon to do a job for which it had been created in theory, but for which it had
never been prepared in reality” (Crosby, 2003, p. 50). This is a correlating predicament in 2020
for its successor, the Centers for Disease Control and Prevention (CDC), a government agency
founded in 1946. As the novel coronavirus took hold across the country, the CDC faced criticism
“for developing a diagnostic test for the virus that sometimes produced inconclusive results” while
also narrowing testing criteria (Felter, 2020, p.7). Clashes with the federal administration,
controversy surrounding data collection, the three-week delay before states could effectively test
for COVID-19, and “its reversal on whether to wear face masks” are examples of how chaotic the
pandemic response was from the beginning (Felter, 2020, p. 7). Perhaps most egregious is the
political posturing and partisan rhetoric of elected officials, political appointees, and public health
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agency officials charged with protecting public health which led to a botched response during what
was a contentious election year (Noar & Austin, 2020). In this highly charged political
environment, public support waned in many places for lack of effective organization even though
presented with a unified effort of publicity. “Americans did not always take influenza seriously”
in 1918 and the same can be said for COVID-19 in 2020—if history is any indication, the social
and economic costs of delayed action and the lack of preparedness will reverberate for many years
to come. (Bristow, 2012, p. 38).
Lockdowns and restrictions took place in some states nearly three months after the 2020
COVID-19 Pandemic reached the U.S., “with 42 states issuing a statewide order by the first week
of April'' (Clifford & Mattingly, 2020). The delay indicates that leaders did not fully understand
the severity of the outbreak until it was too late, something that also happened in 1918 as the flu
was already known to most Americans. Also, like the 1918 Influenza Pandemic, the mortality rates
during the 2020 COVID-19 Pandemic were linked to secondary complications such as bacterial
infections. Pneumonia was “frequently the actual cause of death” in both catastrophes which
means that instead of individuals succumbing to either virus directly, they perished under the
conditions the viruses created (Bristow, 2012, p 126; Cruz-Teran, 2021). As Morens et al. (2008)
state, “deaths were virtually never caused by the unidentified etiologic agent itself” but from
bacterial ‘pneumopathogens’ like pneumococci, streptococci, and staphylococci which staged an
invasion in the upper respiratory tract of its victims, which caused severe pneumonia (p. 963). The
feeling of drowning that some patients reported is due to “fluid-filled alveoli” experienced during
a bout with bronchopneumonia or acute respiratory distress syndrome (ARDS) (Morens & Fauci,
2007, p. 1020).
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Secondary infections also explain why the elderly and those with comorbidities are at
greater risk. An especially growing concern surrounding bacterial lung infections like pneumonia
centers around increasing antimicrobial resistance (AMR) in an age where superbugs like
Methicillin-resistant Staphylococcus aureus (MRSA) are prevalent (Knight et al., 2021). AMR
was a top priority for global public health experts before the COVID-19 pandemic began and it
remains so as it is “likely to have caused a third as many deaths as COVID-19 in 2020” (Knight et
al., 2021, para. 1). Morens et al. (2008) advise that along with measures in pandemic planning and
the creation of improved vaccines and antivirals, the “prevention, diagnosis, prophylaxis, and
treatment of bacterial pneumonia, as well as the stockpiling of antibiotics and bacterial vaccines”
should be prioritized (p. 968). Better and more determinable actions are of particular importance
as public health measures enacted to combat the novel coronavirus echo those enacted in 1918 as
the bulk of “control efforts worldwide were limited to non-pharmaceutical interventions such as
isolation, quarantine, good personal hygiene, use of disinfectants, and limitations of public
gatherings, which were applied unevenly” (CDC, n.d.). In both eras, leaders in the U.S. healthcare
system found more power in taking preventive action, though they were at a loss in the way of
curative measures. Living up to the full capabilities brought about by the medical and technological
revolutions should take precedence in future discussions about pandemic preparedness protocols.
One difference that may upset the status quo and put a major spotlight on pandemic
response measures, as well as assist in the mitigation of social and economic destruction in the
future, lies in the difference between 1918 Influenza and 2020 COVID-19 mortality chart patterns.
The 1918 Influenza Pandemic’s mortality chart features a W-shape as opposed to the typical Ushape; the pattern reflects “high death rates for adults between 20 and 40” but “lowest after age
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50” and “highest among the elderly” (Bristow, 2012, p. 4; Eyler, 2010, p. 29). Influenza outbreaks
are usually more typical in “exhibiting mortality peaks in the very young and the very old, with a
comparatively low frequency of deaths at all ages in between” (Taubenberger & Morens, 2006, p.
19). The distinct pattern in 1918 made it possible for some older Americans who were wellestablished in their careers to be spared the social and economic turmoil experienced by younger
Americans, especially those who were less well off. Though younger Americans were not as
affected by excessive mortality rates in the major pandemic of 2020, they were the most affected
by economic repercussions, much like those living in the United Kingdom and other G20 countries
(Blundell et al., 2020).
Some theorize that it was immunity acquired during the 1889 influenza outbreak which
sheltered some older citizens from the 1918 scourge. Whatever the cause of 1918 Influenza’s
particular virulence may have been, the unusual mortality chart pattern “has not been documented
before or since” (Taubenberger & Morens, 2006, p. 19). It is one of the mysterious unknowns that
elude researchers to this day about the 1918 Influenza Pandemic:
Despite the careful and meticulous work done, no clear evidence indicates that the 1918
virus per se was especially virulent or had highly unusual or unique gene features. By
contrast, the death rate in 1918 from influenza was no doubt ten to 50 times higher than
during any other year in history. Thus, other explanations must come into play, perhaps a
combination of factors such as a cytokine storm or previous immune encounters with other
influenza viruses. (Oxford & Gill, 2018, p. e350)
In 2020-2021, deaths followed a more typical pattern for viral outbreaks, though now with a novel
coronavirus as opposed to influenza, predominantly affecting the elderly and those with
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comorbidities. That COVID-19 had a greater effect on older Americans in positions of power and
wealth may be the catalyst for strategic changes to the way U.S. authorities respond to pandemics
in the future. A prevailing concern, however, is that leaders may respond in ways that significantly
increase authoritarianism at the expense of minority populations who have suffered the brunt of
the pandemic’s impact.
Even though COVID-19 affected older Americans to a far greater degree, the negative
effects of public health measures were felt exceedingly amongst those in the lower-income strata.
Americans working in the hospitality and retail sectors, which are typically low-wage occupations,
either lost jobs or were deemed ‘essential workers’ and had to work facing the public, which came
with a significantly increased risk of contracting the virus. Meanwhile, technology allowed higherearning professionals, many with a bachelor’s degree or higher, to work from home, safely isolated
from potential infection. The U.S. stock market dipped dramatically as the pandemic reached
American shores—“U.S. and European stock market indices (the S&P 500, FTSE 100, CAC 40,
and DAX) (…) lost a quarter of their value, with oil prices declining by more than 65%” by the
end of April 2020 (Pak et al., 2020, p. 3). It then soared to new heights during 2020 against the
backdrop of thousands succumbing to a pandemic which allowed some to profit exponentially
while other Americans lost everything.
During the fourth wave of the COVID-19 pandemic in late 2021, a Federal Reserve scandal
was reported in which two of 12 heads responsible for their respective districts and tasked with the
response to the economic fallout made substantial profits in 2020 via financial trades, prompting
an ethics review (Smialek, 2021). This is just one of many stories that reflect how Americans were
affected in distinctly different ways, as was the case in 1918, depending on their socioeconomic
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circumstances. In many instances throughout the COVID-19 pandemic, greed was featured far
more often than noblesse oblige amongst the most privileged in society. This familiar problem is
intrinsically linked to healthcare outcomes, though cannot be combated by healthcare professionals
alone as the scope encompasses a wide degree of other disciplines.
While technology most certainly allowed some to profit greatly while others perished, it
also had a more egalitarian effect when it came to medical breakthroughs that blunted the trajectory
of the COVID-19 pandemic. However, the different variants that emerged in various countries and
locales suggests that those involved with the creation and dissemination of vaccines were in a race
against time. Vaccine rollouts were heavily criticized for latency issues at the start and a push to
have vaccines fully approved by the U.S. Food and Drug Administration (FDA) and not just for
emergency use authorization (EUA) occurred to quell public anxiety. Some Americans were
concerned about the liability immunity given to pharmaceutical companies under the Public
Readiness and Emergency Preparedness Act (Prep Act) and whether compensation was available
should adverse reactions occur (Hickey, 2021; Stein, 2021). Without full FDA approval, it was
unclear whether there was assistance available for the rare instances where an individual’s health
took a dramatic turn for the worse in response to a vaccination. Future vaccine programs should
feature robust protections so that Americans have full faith and confidence that public health
measures have their best interests; rare injuries do occur and therefore should be covered under the
Vaccine Injury Compensation Program (VICP) or Countermeasures Injury Compensation
Program (CICP) and advertised as such. Inspiring trust entails officials backing the implementation
of certain protocols with transparency, accountability, and remuneration where applicable.
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On August 23, 2021, as the Delta variant started afflicting unvaccinated communities to a
far greater degree than their vaccinated counterparts, it was reported that the Pfizer-BioNTech
COVID-19 Vaccine (branded as Comirnaty) was given full FDA approval for use in those aged
16 or older (FDA, 2021). This did away with one criticism from holdouts who were hesitant to get
vaccinated, however, there remained individuals who were reticent due to their perception
regarding the speed with which the Johnson & Johnson, Moderna, and Pfizer vaccines were
greenlighted as “information is not yet available about potential long-term health outcomes” (FDA,
2021, para. 12). With deference to medical ethics, it is a salient point that some exhibiting
hesitancies were not particularly against vaccines and should not be grouped with those making
unfounded claims. Healthcare professionals should keep in mind that “while we might hold fast to
our beliefs, we might be prompt to dismiss those of others, even if they are no more irrational than
our own idiosyncrasies” (Pruski, 2021, p. 278). A more effective course of action in persuading
the public is to reach out to communities with the intent to inform individuals about benefits and
risks, so that concerns are addressed, and members feel more comfortable to ‘get the jab’. One
persuasive technique is to highlight promising data with respect to COVID-19 vaccine efficacy.
Reports on Pfizer and Moderna pandemic vaccines reflected that they were “highly efficacious at
preventing symptomatic disease” (Bernal et al., 2021, p. 586). Hospitalizations due to COVID-19
infection were significantly unlikely after two doses, which included protection against the Delta
variant. For those with breakthrough cases, the vaccine minimized the severity of the disease
(CDC, 2021).
Along with hesitancy regarding unknown long-term effects, the increased risk of
myocarditis or pericarditis in “males under 40 years of age compared to females and older males”
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was of great concern (FDA, 2021, para. 12). The CDC (Centers for Disease Control and
Prevention) indicated on its website that reports of severe adverse reactions or death were rare in
those whom the vaccine had been administered. The CDC also reported that “a review of clinical
information, including death certificates, autopsy, and medical records, has not established a causal
link to COVID-19 vaccines,'' though “recent reports indicate a plausible causal relationship
between the J&J/Janssen COVID-19 Vaccine and TTS, a rare and serious adverse event—blood
clots with low platelets—which has caused deaths'' (CDC, 2021b). Despite evidence of such
rarities being reported to VAERS (Vaccine Adverse Event Reporting System), there remained
those who refused vaccination, especially Americans living in rural areas and the urban poor.
Looking at historical information on 1918 vaccine programs, one finds it is not a new phenomenon
as there has always been a minority of individuals who shun vaccines or choose alternatives to
modern medicine. It should also be noted that “selective conscientious objection” is not the same
as having objections to vaccines in general (Cowley, 2019; Pruski, 2021, p. 271). Part of informed
consent is the right of individuals to assess their level of risk in relation to potential side effects.
Leaders in healthcare should champion vaccines as one of the great marvels of medicine
in the modern era but also project a “cautious humility,” because even “in a good year, we might
expect the [influenza] vaccine to be 50 to 60 percent effective” (Bristow, 2012, p.190; Brown,
2018, p.155). During a bad year the influenza vaccine may be as low as 19% effective (CruzTeran, 2021). With that in mind, the takeaway is that scientific hubris allows individuals to exhibit
too much confidence in past progress while neglecting preparedness for the next epidemic.
Nevertheless, those primarily affected to a critical degree by the fourth wave of the COVID-19
pandemic comprised the unvaccinated, though some with breakthrough cases experienced less
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severe symptoms. Distrust of government and conspiracy theories fueled wariness surrounding
pandemic vaccines with officials on record, especially in the way of social media posts, reassuring
the public that the ‘mRNA’ vaccines are not a vehicle to inject nanobots or microchips. The U.S.
Food & Drug Administration (FDA) explained in a press release that the messenger RNA, also
known as ‘mRNA’, “is only present in the body for a short time and is not incorporated into - nor
does it alter - an individual’s genetic material” (FDA, 2021, para. 5).
While it is effective to advise the public of how the new vaccines work, the FDA’s focus
on fringe microchip conspiracies was problematic, as far as messaging is concerned, as it does not
address the greater crux of public apprehension. The FDA also participated in another instance of
problematic messaging, what resembles a situational motte and bailey tactic, via a Twitter post on
August 21, 2021, which stated, “You are not a horse. You are not a cow. Seriously, y’all. Stop it”
in response to a small minority of individuals taking the drug Ivermectin, whether prescribed by a
doctor for valid therapeutic use or purchased from an equine supply store without doctor approval
(FDA, 2021). Putting aside the fact that antiviral medications, approved or otherwise, “are at best
controversial, and at worst nonexistent,” an unfortunate outcome of this ineffective type of
publicity is that a fringe activity or concern supplants valid apprehensions by most hesitant
individuals. Obstacles such as transportation, leave of absence, childcare, underlying medical
conditions, and concerns by those who have naturally acquired immunity go unaddressed (Brown,
2018, p. 180).
A report previously published in September 2021 but continually updated by the Kaiser
Family Foundation entitled Latest Data on COVID-19 Vaccinations by Race/Ethnicity stated, as
of November 17, 2021, “68.4% of the adult population in the United States have received at least
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one dose of a COVID-19 vaccine,” though “Black and Hispanic people have been less likely than
their White counterparts to have received a vaccine,” further stating that the disparity has narrowed
over time for Hispanic individuals (Ndugga et al., 2021, para. 1). The demographics notated at the
time a general fear by some in the public. It also revealed the unique social and economic
challenges that poor and minority communities continue to face, including vaccine equity. A link
to the CDC ‘COVID Data Tracker’ in the report also highlighted that the majority most at risk of
COVID-19 complications (Population ≥ 65 Years of Age) had already been fully vaccinated at
86.1% (CDC, 2021a). There was no vaccine approved yet for children (identified as the least at
risk) when media narratives focused ire on the vaccine hesitant. Soon after, NPR reported the
recommendation by the FDA of “emergency use authorization for the Pfizer-BioNTech vaccine in
children ages 5 to 11 years old” (Neel, 2021, para. 1). The chosen narratives highlighted a real
messaging disconnect for public health officials in persuading the public’s full cooperation.
Finding ways to bolster reliability and trustworthiness when it comes to the official narrative,
especially when lives are at stake, must be part of pandemic preparedness strategies in the future.
Viable solutions must also be created to eliminate obstacles for those who are trying to make
conscientious decisions regarding community health.
As it stands, superstitions combined with historical knowledge of real-life examples of
medical breaches of ethics are at the heart of rumor and confusion that leads to public distrust and
preventable deaths. This in combination with economic concerns ensured events during the 2020
COVID-19 Pandemic would simulate 1918 in that public health directives “were met with
widespread noncompliance and outright defiance” in many states and counties (Navarro & Markel,
2021, p. 417). The 1918 Influenza Pandemic was not without its messaging problems and did
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feature leaders who failed to follow their own directives. In a similar fashion, throughout the
COVID-19 pandemic, numerous cases were reported where officials flouted their own mandates
as they frequented expensive restaurants or events without masks and failed to socially distance
themselves. Governors, members of Congress, and even judges “pushed for mask mandates” with
a handful of leaders “issuing some of the most stringent lockdown orders of any state” while later
being exposed for attending weddings, dining out, and gathering without wearing masks,
seemingly with no concern for citizens suffering under the crushing weight of social and economic
disruption (Thierer, 2020, para. 3-4).
Public health measures are bound to fail if there is no unified message and leaders refuse
to adhere to their own rules. It adds to the general distrust of government that has been a feature
in the U.S. since the country’s inception. If one considers a confluence of factors including
historical instances of unethical practices in the healthcare space by government entities including
surgical experimentation on prisoners or biological warfare studies, it is not difficult to see why
that tradition of government distrust carries forward today in American culture. One example
includes the now “infamous Tuskegee syphilis study” conducted by the USPHS and subsequently
the CDC “where 399 uneducated, black, Alabama sharecroppers were used in a four decade-long
experiment” without informed consent (Felter, 2020, p. 8; Hornblum, 2000, p.415). During both
the 1918 Influenza and 2020 COVID-19 health crises, there was a continued “deep political and
cultural tradition of suspicion of state authority, as well as strong cultural commitments to
individualism and personal liberty” (Brandt, 2021, p. 409). Vaccines being one of the best keys to
end pandemics alongside new pharmaceuticals, public leaders and health officials must collaborate
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and incentivize populations to do their part, without politicization or alienation. This was in effect
what seemed an insurmountable task in a deeply polarized society.
The universal rollout of pandemic vaccines is relatively new territory for the healthcare
sector of the U.S. economy, though there was a “massive CDC effort in 1976 to vaccinate against
a flu strain” where hundreds developed Guillain-Barre syndrome as a result, which further eroded
public trust (Felter, 2020, p.8). This vaccination campaign occurred after “a fatal H1N1 “swine
flu” outbreak raised considerable alarm without causing a predicted pandemic” (Morens & Fauci,
2007, p. 1024). In 1918, Americans would “produce with blinding speed absolutely useless
vaccines,” which were highly experimental, with various novel vaccines being tested within
smaller subsets of the U.S. population, and without the existence of the FDA (Crosby, 2003, p.
279). The primary suspect was Pfeiffer’s bacillus taken from the lungs of both the living and the
dead, which prompted the creation of bacterial vaccines, “their composition reflected both the
changing assessment of influenza’s etiology and the phase of the pandemic in which they were
developed” (Eyler, 2009, p. 403). Eyler (2010) states that “the successful use of some vaccines,
especially those against rabies, typhoid fever, and diphtheria, as well as the use of diphtheria antitoxin, had raised high expectations for a vaccine against influenza” (Eyler, 2010, p.30). However,
there was much controversy surrounding the early vaccines because they were of “undisclosed
composition” with “no immunologic value,” the subject of questionable trials, and featured ethics
complaints surrounding “price gouging and kickbacks'' (Crosby, 2003, p. 95; Eyler, 2010, p. 30).
A redeeming development coming out of that period is that it prompted healthcare professionals
to later develop more stringent vaccine trial standards and reporting guidelines, which had the
effect of making vaccine studies more rigorous in the future.
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Incidentally, it was not until well over a decade later in 1933 when the influenza virus,
otherwise known as an “invisible needle in the haystack,” was isolated (Bristow, 2012, p. 21;
Crosby, 2003, p. 258). Another seven years later in 1940 is when “the newly invented electron
microscope took a picture of the influenza virus, and for the first time in history we could not only
name, but see, the culprit” (Brown, 2018, p. 66; Brown, 2020, para. 2). Americans living in the
COVID-19 era are the beneficiaries of such findings, which have led to a greater understanding of
viruses and how the human body reacts, and in turn better and more effective vaccines against
them. Prior to the identification of the influenza virus, healthcare professionals in 1918 tended to
the symptoms of influenza but were helpless in identifying or combating viral diseases which
tormented the public. In 2020, before the rollout of COVID-19 vaccines, healthcare professionals
were in a similar situation to those in 1918 when it came to non-pharmaceutical methods to treat
patients. However, “modern hospitals, intensive-care units, and medical specialists'' as well as
experimental drugs like Remdesivir (branded as Veklury) gave Americans a fighting chance. Also,
new vaccine development technology and modern ventilators or ECMO (extracorporeal membrane
oxygenation) machines—"the medical equivalent of a Hail Mary pass”—greatly improved a
patient’s chance of survival. Americans often take for granted the advancements in medicine that
have occurred over the past century, which have contributed to mortality rates between the two
major pandemics being notably dissimilar (Brown, 2020, para. 7-8).
The breadth of gains in research and technology are what has given modern healthcare
professionals an edge against the COVID-19 virus, despite the social and economic devastation
wrought by centralized initiatives in combination with the politicization of public health. Yet, there
are instances in the past where the pharmaceutical industry, for example, “stood to profit from an
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outbreak, or at least from the fear of one” and that still remains true today, which presents a steeper
challenge for policymakers to curb “the corruption of the study pool” and perverse incentives
(Brown, 2018, p. 145). The profit motive spurs on progress, yet it also has the potential for
corruption and ethics violations which is demonstrable from a historical context. Keeping previous
instances of violations of ethics in mind, caution, compassion, and empathy should be exhibited
when seeking to administer beneficial medical procedures to a population whose distrust is wellfounded when considering past malfeasance. This will help in preventing further skepticism and
encourage voluntary action amongst members of the public. For future pandemic planning, a
continued examination of ethics and compliance in healthcare settings is necessary to create
initiatives that guard against corruption and protect human values which form the basis of public
health. Leaders should acknowledge that there are historical events which give Americans pause.
Doing so will reflect sincerity in changing direction from the gross miscarriages of justice in recent
memory.
The similar themes of social and economic devastation experienced during the COVID-19
health crisis was in part a byproduct of sweeping public health directives rather than solely from
complications of the virus. Some Americans not living in locations deemed hotspots barely knew
a pandemic was occurring aside from lockdowns, business closings, job losses, mask mandates,
limited store hours, and turning on the television for news updates about COVID-19 cases and
death statistics. There were rarely any equivalent plague-like scenes mirroring a bygone era. The
“simple containment policies” which reduced the death toll greatly in locations where case and
death rates were high, did not have the same net benefit in places where rates were low and where
the economic recession had a more damaging effect (Eichenbaum et al., 2021, p. 5150). In 1918,
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nearly every American was affected as remaining relatives of decedents would hang white, black,
or grey crepe on doors all over to signal whether a young, middle-aged, or elderly person had died,
while a shortage of caskets necessitated the placement of guards to prevent them from being stolen
(Barry, 2005). Many young professionals isolating at home in 2020 did not have the remotest
similar experience, especially as electronic orders and delivery services helped some to not have
to leave their homes at all.
Even so, Americans across the country avoided going to hospitals for fear of catching the
COVID-19 virus early on, delaying needed healthcare services unrelated to the pandemic. This in
turn caused massive revenue loss for hospitals and other healthcare organizations. Many hospitals
across the United States experienced a 32-60% decrease in patient visits unrelated to the pandemic
beginning in March 2020 (Wiik, 2020). During the second year of the COVID-19 pandemic, many
Americans avoided hospitals not only for fear of COVID-19 exposure, but because they lost their
jobs and did not have income or health insurance to pay for needed services. As insurance policies
are often attached to an individual’s place of employment, losing one’s job often means incurring
the risk that something may happen before another job is secured. For these reasons, physicians
and other healthcare providers were concerned with “unmet needs for care, particularly for people
with chronic health conditions, whose health can deteriorate rapidly without careful monitoring
and treatment” (Gonzalez et al., 2021, p. 1).
This is in sharp contrast to 1918, where a greater percentage of the population was afflicted
as influenza moved through cities at a rapid pace and made orphans of children almost overnight.
The deaths involved with any pandemic are tragic enough, but certainly compounded by sweeping
edicts and an increasing centralization of authority. There is a great need for a more targeted and
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nuanced approach when it comes to pandemic preparedness in the future which will no doubt entail
collaborative and strategic efforts between various agencies and organizations in years to come.
The cost-effectiveness of future policy endeavors will also be a top priority in pandemic
preparedness considerations to avoid waste and to maximize benefit, promote prosperity, and
encourage resilience. Now that remote meetings with various professionals including those in the
healthcare sector have taken center stage, there is justification for its further development,
especially as it has now fundamentally altered the economic landscape and increased the tools
available to be prepared for recurrences of viral threats.
In the direct wake of the 1918 Influenza Pandemic, public health officials focused on
proposals involving “further research, organization, education and mobilization,” which are all
noble goals for continued future planning (Bristow, 2012, p. 163). In the same spirit, when
COVID-19 becomes a distant memory, the addition of proposals aimed at restoring public trust is
a dire necessity as “trusted political leadership stands at the heart of good public health” (Forbes,
2021, p. 15). A lot of work is needed in this area as highlighted by a Gallup poll on governance
for September 2021 which reflected that “Americans’ trust in the government’s handling of
domestic problems has not strayed far from the record low of 35% in 2019” (Brennan, 2021, para.
4). The palpable divisiveness in the public sphere stood in the way of a unified public health
response. Echo chambers added to the problem and called attention to opposing partisan messages
which further divided Americans on ideological lines, and often elevated distorted information.
2020 featured a “sharply polarized nation grappling with weighty issues” which centered
not only on how officials reacted to COVID-19, but also on how the U.S. exited the Afghanistan
war, how the southern border crisis was handled, how judges did or did not respond to controversial
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Supreme Court cases, and the factors which involved leaders in yet another potential government
shutdown (Brennan, 2021, para. 15). The initial pandemic response and resulting policies wrought
havoc throughout the economy, which then caused Americans to reassess their lives and to
determine what truly matters to them. Over the course of two years, Americans had time to decide
which vocations enhance their life goals and those which detract from living a meaningful life.
During what was coined ‘The Great Resignation,’ Americans left their jobs at a rate that is higher
than usual, with health care and tech having the highest quit rates (Cook, 2021). This can be
attributed to burnout, but the role of politics in health care is also a factor. A challenge for public
health authorities and government officials in preparation for future pandemics centers on the
question of how to prevent the politicization of the next health crisis. The question of how to better
protect public health while at the same time mitigating extreme social and economic misery is also
pertinent to curing negative health determinants which are historically disparate in impact.
Disparate Impact: Negative Health Determinants Give Rise to Tragedy
The COVID-19 Pandemic has put an attentional spotlight on health disparities and the
social and economic determinants that create inequality in health outcomes. To understand why
African Americans and other minorities have had an excessive share of burden prior to and during
the COVID-19 health crisis, one must consider how social and economic determinants of health
such as race, class, gender, food and housing insecurity, and unemployment all play a substantial
role. Physical, emotional, and cognitive development during childhood is also critical to
determining positive or negative health realities. Adding to these factors, “education,
neighborhood conditions, political power, and social standing exert a powerful impact on one’s
health status and life expectancy” (Easterling & McDuffee, 2018, p. 94). The policies which allow
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for underfunded schools, disparate pay and benefit structures, the levers which negate healthcare
access as well as systemic racial segregation in housing complicate matters further.
The numerous determinant factors in health exist in relation to public policies which have
vastly concentrated wealth and diminished opportunity. Historically, those working in the field of
medicine have viewed healthcare from a singular lens, which frequently addresses the symptoms
of ailments or conditions which have become emergent but not the underlying causes. This
presents a problem when attempting to eliminate health disparities, as far as public health policy
is concerned, because poor health outcomes are preceded by social and economic determinants
that exist outside of the medical establishment. To tackle these complex factors head-on,
cultivating awareness is the first step, but then a network of collaborative organizations throughout
the various sectors of the U.S. economy is needed to follow through on equitable solutions.
Political opportunism, special interests, and racial discrimination have all formed the
underpinnings by which health disparities have been exacerbated. As Reid (2020) states regarding
COVID-19, “It has unveiled unpleasant truths about the condition of American labor, about
American race relations, about the yawning disparities between rich and poor in America” as well
as “much information about the state of housing inequality in the United States” (p. 27). In 1918,
“African American health suffered under the socioeconomic disadvantages of the Jim Crow
system” in which social stratification based on race persisted, and that legacy has carried into the
modern era when considering the systemic forces which separate individuals by race, gender, and
class (Bristow, 2012, p.71-73). The plight of a disproportionate number of minorities during the
1918 Influenza and 2020 COVID-19 pandemics is a microcosm of the devastating impact onesize-fits-all policies have had on Americans categorized as having low socioeconomic status.
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Yet, even if health outcomes were proportional amongst all identity groups, the result is
still unacceptable in terms of lost talent, declining social mobility, and limited societal potential.
Both the 1918 and 2020 pandemics only exacerbated the determinants of health that predict poor
health outcomes which were already present to an alarming degree—the roughly two-year span of
each pandemic magnified pre-existing conditions which then led to avoidable deaths. The
precariousness that results for many poor and minority communities starts as early as birth and
continues throughout childhood development and involves deeply ingrained societal problems
which existed well beforehand. In either pandemic setting, “socioeconomic class was a strong
predictor of health and survival” (Brown, 2018, p. 167).
The variety of conditions which marginalized groups face, from inadequate housing to a
lack of access to quality education and healthcare services, create a cycle that is increasingly
difficult to overcome the longer it persists. According to Martin-Howard & Farmbry (2020), such
disparities can be attributed to “upstream, midstream, and downstream factors” (p. 840). For
example, upstream factors are those that are overarching in society (such as gender or
socioeconomic status) and encompass a significant portion of disparate health outcomes.
Midstream factors are seen at the individual level—transportation and housing are critical in
determining overall health. Downstream factors are those affected by upstream and midstream
factors, which includes the treatment for chronic and infectious diseases. In considering the
multivariable factors that lead to poor health outcomes, it is recommended that policymakers take
a more integrated approach when it comes to social and economic determinants that predict health
disparities. It must be noted that poor health outcomes amongst the U.S. population, which include
minority groups to a considerable degree, are not solely linked to behavior or heredity as “we now
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understand that social circumstances and environmental factors place minority groups at a distinct
disadvantage in health and disease” (Martin-Howard & Farmbry, 2020, p. 840).
In the wake of the 2020 COVID-19 Pandemic, evidence of disparate outcomes in African
American and other minority communities were stark in the healthcare landscape. The COVID-19
pandemic magnified existing racial health disparities—African American deaths in some states
were disproportionate in relation to demographics as a whole—with deaths due to or complicated
by the novel coronavirus being “more than twice as high” when comparing affected populations
(Chowkwanyun & Reed, 2020, p. 201). Martin-Howard & Farmbry (2020) state correspondingly:
In early April, for example, it was reported that while African American residents made up
29 percent of Chicago’s population, 72 percent of the city’s residents who had died from
COVID-19 were African American (Moore, 2020). In New York, by mid-April, the New
York Times (2020) indicated that Hispanics, at 34 percent of the COVID-19 deaths in the
city, made up the population with the highest death rate. (p. 841)
Kim et al. (2020) confirm this data as they indicate Americans residing in Chicago “comprise 30%
of the city’s population but 70% of COVID-19 deaths” (p. 2441). Additional racial minority groups
were also overrepresented in many states among those who lost their lives to the deadly virus. Like
the 2020 COVID-19 Pandemic, 1918 mortality rates were higher for the working poor and those
living in urban areas, which also included an excess number of minority individuals. For example,
“in the USA, they were highest among the unemployed and the urban poor in Chicago” (Bambra
et al., 2020, p. 964). During both pandemics, there is a synergistic epidemic or twin pandemic
occurring when considering exacerbated health inequities alongside the effects of viral
contamination.
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Chowkwanyun & Reed (2020) indicate that minority groups are “likely to have the most
undesirable health outcomes” but it is critical to dispel harmful racialized characterizations and
stereotypes by focusing the problem on economic inequality and other imbalances that preceded
the COVID-19 public health crisis (p. 203). Focusing the matters of pandemic preparedness and
health disparities on socioeconomic issues is essential to correcting course, because in the
Influenza Pandemic of 1918, poor and minority populations were derided as “especially ignorant
of modern medical care” which is a prejudicial attitude that is not forward-thinking when it comes
to crafting equitable policy solutions (Bristow, 2012, p. 67). A better course of action rather than
disparaging entire communities for perceived shortcomings or depicting “African Americans as
diseased and dangerous,” which was done repeatedly while 1918 Influenza overwhelmed whole
cities, is to educate all Americans from an early age on why certain behaviors surrounding hygiene
and prevention are crucial to warding off disease (Bristow, 2012, p. 72). For that matter,
appropriate resources are a necessary part of the equation. Members of the administration as well
as public health leaders will want to engage with the public for future outbreaks and explain with
nonpartisan credibility “not only what to do but also why” so that the public is well informed and
has the knowledge and resources to take proper action (Noar & Austin, 2020, p. 1737). They will
also want to have a unified message, considering the weight of trust placed in them, and not waver
on certain protocols without clear explanation.
Education is an important determinant to consider regarding health equity, while also
ensuring that necessary resources exist for public health practices to be possible. Educational
initiatives are one piece of the puzzle, yet policies must also address factors which make preventive
activities difficult (e.g., overcrowding in homes where social distancing is an impossibility).
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Furthermore, racism should be firmly eradicated from the medical field—it was pervasive in all
industries in 1918, but those involved in healthcare at the time were inclined to “dismiss the low
life expectancy and high death rates among African Americans as symptomatic of their innate
weakness rather than their social and economic circumstance” (Bristow, 2012, p. 71). It is existing
structures that deepen disparities by eliminating opportunity and social mobility, which is why
education is so important because it has a track record of lifting individuals from poverty. The
effect education has on pandemic mortality has been “found to increase on average by 32% for
every 10% increase in illiteracy rates,” controlling for sociodemographic variables with lesser
effects (Chowell & Viboud, 2016, p. 13557).
The attainment of education itself, though, has come at all-time-high prices while
employment incomes have stagnated for decades. Unsustainable costs keep the prospect of stable
employment and accompanying career advancements out of reach for a significant portion of the
working population. An infrastructure that promotes resilience, where education is accessible
along with proper healthcare for all Americans, is an instrumental combination of tools required
for closing equity gaps. In one aspect, these trends are observable in that “over the past two
decades, around 50% of high school graduates from low-income households have consistently
enrolled in college, compared to 80% from high-income households” (Daly, M. C., et al., 2020, p.
4). A 30% difference in educational attainment based on socioeconomic status lays bare the heavier
burden of low-income groups. Adding to disparate outcomes in education is the fact that tuition
rates for university-level courses have risen much higher than incomes year over year.
In discussing possible measures to combat inequities in the U.S. healthcare system, it is
appropriate to take note of the socioeconomic factors present in American society prior to and
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enumerated throughout the COVID-19 pandemic that allow for their persistence. According to
Alberti et al. (2020), “key contributors to disparities include occupational factors, crowding in
households, nutritional status, access to healthcare, primary language, and availability of
antivirals,” which reveals a tall order for those who are deeply invested in improving the future of
U.S. healthcare (p. 924). To begin, it is imperative to conduct an appropriate analysis of causes
while safeguarding against “future cynical—and dangerous—political attempts to frame Covid-19
as largely a problem of minorities''—this is critical to preventing further exacerbation of health
disparities (Chowkwanyun & Reed, 2020, p. 203). One historical example of discrimination
against ethnic minorities and unscientific attempts to place blame for disease (nearly 20 years
before 1918 Influenza hit the islands) occurred in Hawaii with a bubonic plague outbreak in 1899:
The president of the Honolulu Board of Health ordered a systematic burning of buildings
within the cordon to vanquish the plague, all of Honolulu’s Chinatown caught fire and
burned for 17 days, destroying 28 acres and leaving 4500 people homeless. (Forbes, 2021,
p. 12)
Similar events during the COVID-19 pandemic, which echoed 1918 and preceding decades,
surrounded overt discrimination and racism against African Americans and Asians. Civil unrest
arose in 2020 in response to police brutality which galvanized nationwide protests following the
homicides of George Floyd and Breonna Taylor at the hands of law enforcement officers (Galea
et al., 2020; Krishnan et al., 2020). Alarming instances of racial injustices during the COVID-19
era brought forth movements for social change and gave birth to the social media hashtags
#BlackLivesMatter and #StopAsianHate.
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Scenes of peaceful protests and pockets of violence during the 2020 COVID-19 Pandemic
loosely resemble the race riots during the 1918 Influenza Pandemic, though the perpetrators in the
former health crisis were often brazen government actors executing state-sanctioned violence
(Bristow, 2012). Prejudice and racism along with segregation and stigmatizing attitudes in 1918
led to similar violent uprisings following “draconian public health ordinances and restrictive
housing covenants” (Krishnan et al., 2020, p. 3). None of these troubling events frame an
appropriate public health response or facilitate an answer as to why outcomes during the COVID19 era were so different. It is a curiosity for some that many Americans were asymptomatic with
some having not so much as the sniffles while others ended up on ventilators. In any event, a
proper analysis and epidemiological answer to the urban impact reveals that it is not only the
crowding in households that is a prominent feature for individuals and their increased susceptibility
due to living in closer proximity. On a macro level, it is also a feature of “populations living in
high density areas” like urban centers which are more vulnerable to the spread of COVID-19 (Lee
et al., 2021, p. 9). Overcrowding in areas with high population density combined with lower
socioeconomic status is an overriding factor, but also includes the lack of green spaces which
“provide more opportunities for outdoor activities, which carry lower transmission risks compared
to indoor activities with limited ventilation” (Lee et al., 2021, pp. 7-8).
Healthcare professionals should be mindful of harmful stereotypes to break with past errors
that were committed in 1918 where those responsible for life-saving medicine targeted minorities
and poor citizens with harsh opinions and condemnation. Attitudes of nursing professionals
“reported on the particular shortcomings of the foreign poor” and at times judged those they were
charged with assisting on whether they were “worthy of aid” or deserving of care (Bristow, 2012,
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p. 64-67). Analyses reveal that African American minorities are affected by “comorbidities such
as diabetes, heart disease, and asthma” out of proportion to the rest of the population and that is
the root cause behind the unexpected number of deaths attributed to COVID-19 (Kim et al., 2020,
p. 2441). The factors which make minorities more vulnerable to pandemic strains align with the
features of a respiratory virus, which has proven more fatal to those with underlying health
conditions. Immutable characteristics are not a factor for specific comorbidities which are known
to affect all Americans. An individual’s interaction with their surrounding environment, however,
has stood out as a significant factor in terms of health and wellbeing.
Of particular concern during the COVID-19 pandemic, which echoes similar sentiments
by those who deemed certain populations unworthy of receiving special care in 1918, were
physicians who openly claimed they would not treat any patients who were not fully vaccinated
after the Pfizer vaccine received full approval by the FDA. Knowing that a sizeable number in
minority-majority areas were more likely to be unvaccinated for a variety of reasons including
concerns over existing medical conditions, it is ethically problematic for prejudicial attitudes
amongst healthcare professionals to be expressed through news articles, especially during a
pandemic of modern times (Francis, 2021, para. 7). Frustration, judgment, or political opinion
(especially those expressed explicitly via biased media channels) is an ineffective method of
encouraging vaccination, especially by those sworn to uphold the Hippocratic Oath and act in
accordance with ethics to do no harm. Effective persuasion regarding benefits is a far superior
method with the added benefit of upholding both legal standards and ethical values. Earning public
trust is not only necessary for government officials during times of crisis but is of immense
importance for medical professionals as well.
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The bare minimum required to effectively adhere to public health directives with the hope
of surviving a pandemic includes the following three: “a home in which to shelter, running water,
affordable and trusted healthcare when needed” (Alberti et al., 2020, p. 926). Massive stimulus
packages and other emergency interventions are reactionary and after-the-fact methods of
pandemic response. A far more effective preparatory plan of action surrounds creating housing
affordability and improving access to primary care services well beforehand, which are measures
that have proven especially difficult when considering the current political climate and the
difficulty in achieving health equity thus far. After these factors have been dealt with, then
policymakers may move on to other more immediate solutions for the next pandemic such as
reliable data reporting, disease surveillance, and contact tracing which are important at the onset
of an outbreak. However, the minimum three population needs mentioned previously are the most
critical for pandemic preparedness as it involves the factors preceding an outbreak which are most
predictive of survival. Housing is a tool for creating sustainable wealth and escaping
precariousness but has been elusive to minority populations and those with limited income.
Although redlining and steering were practices made illegal in the U.S. real estate market with the
passage of the 1968 Fair Housing Act, there are still many factors that allow for segregation and
in turn poor quality housing— “minority residential environments bear substantial barriers to
health optimization, such as curtailed green space access, disproportionate tobacco and alcohol
marketing, low perceived neighborhood safety, and food deserts” (Krishnan et al., 2020, p. 5).
An affordable housing crisis was well underway prior to the pandemic in 2020-2021 in
which “10.9 million renters—or one in four—spent more than half their incomes on housing in
2018” alone (JCHS, 2020, p. 4). At that level of housing expenditure, little is left for other
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necessities of life. This coupled with increased artificial scarcity where zoning laws and other legal
barriers have decreased the number of available affordable housing units has led to inflated rent
prices, rampant housing insecurity, and a sharp increase in homelessness. Minority populations
make up a sizable number of poor households suffering from the effects of housing and job
insecurity with the pandemic having increased their hardship between increased infection and
mortality rates in urban centers. Lack of a means to pay rent predicts that the homeless or
individuals faced with eviction will typically increase occupancy in apartments and shelters or
sleep in vehicles while using public bathroom facilities. Relatedly, a difference between 45 and 78
square feet for soldiers at an army camp during the 1918 Influenza Pandemic is all that was needed
for a rate of illness ten times as great; “crowding stood out as having a strong correlation with
disease incidence and severity” (Aligne, 2016, p. 642). This correlates with city apartment-living
during the 2020 COVID-19 Pandemic in that crowding in close quarters was strongly predictive
of COVID-19 case rates and mortality data.
The compounded effects COVID-19 had on an already stressed population will outlast the
disease as uncertainty gives way to both newly developed and preexisting mental health
conditions, added housing and job insecurity concurrent with rising inflation, and chronic
instability. For minorities who coexisted with family in crowded living spaces and worked facing
the public as essential workers, there was heightened risk, especially for those with comorbid
conditions, creating a situation of double jeopardy where COVID-19 exposure was concerned.
Poor and minority individuals have dealt with decades of wage stagnation by living in multigenerational households, yet COVID-19 caused this long-term trend to become a liability as
“social distancing - having a space in which to isolate from others, especially when ill with the
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coronavirus - is critical to halting its spread” (Reid, 2020, p. 29). To deal with the affordable
housing crisis and alleviate this issue for the next pandemic, there is a need for the “reform of
zoning and land use regulations to allow higher-density construction” (JCHS, 2020, p. 6). Another
remedy involves removing hurdles to homeownership as this is the greatest opportunity regarding
stability for those of modest means. However, “the long-term stagnation of real incomes” has made
homeownership out of reach for millions of Americans including minority populations where
income inequality is more pronounced (JCHS, 2020 p. 11). Improving this one factor is an
immense undertaking, but proper pre-planning to be prepared for another global outbreak
necessitates it and promises to greatly reduce incidences of premature death due to complications
of a virus or other contagion.
The greater instance of comorbidities in minority groups have long been “pervasive in the
USA,” but with inequities reaching a fever pitch during the COVID-19 pandemic, the underlying
causes which are the “result of social inequalities produced by social systems reinforced through
public policy” require greater attention (Alberti, 2020, p. 923; Kim et al., 2020, p. 2441). With
COVID-19 as the backdrop for needed changes in the healthcare arena, the racial health disparities
minorities face has become a primary focus for resolving inequities that remain a striking feature
of the U.S. healthcare system. It is in this context a critical assessment of social and economic
determinants will inform the future of healthcare legislation. Effective policy approaches to
mitigate health disparities that are prevalent in minority communities must involve cross-cultural
and cross-sector collaboration. The difficulty of past efforts is demonstrably seen in the piecemeal
way that social problems are dealt with at the policy level. One policy prescription requiring
prioritization surrounds vaccine equity as, historically, “racial and ethnic groups have had
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suboptimal influenza vaccination rates” (Mein, 2020, p. 2440). Strategies to increase vaccination
among minority groups include vaccination clinics that are free of charge to the patient, as well as
campaigns to inform at-risk groups of how benefits outweigh risks.
In addition, “we must consider the historical and current effects of structural racism, which
include a complex interplay of intergenerational poverty, lack of economic opportunity, income
disparities, cultural isolation, and chronic stress” (Martin-Howard & Farmbry, 2020, p. 840).
Health disparities are a product of structural inequalities leading to symptoms such as “chronic
stress and weathering, which can be understood in the context of urban poverty and racism” as
well as “rural poverty and class prejudice” (Kindig, 2020, p. 20). Greater attention was focused on
tracking health disparities as the COVID-19 pandemic progressed, but this is only a start to a
broader framework of actions that must occur to improve health equity and pandemic outcomes.
A greater focus on disparate outcomes post-pandemic should center around increasing access to
care, encouraging innovation and competition, removing regulatory barriers, enhancing the
tracking of health disparities, improving local health services, and strengthening the infrastructure
surrounding community health. Healthcare leaders will also want to include equitable pandemic
preparedness protocols into their strategic planning efforts that will be targeted and effective
without compounding social and economic injustices.
Well known contributors to health disparities for racial minorities identified long before
the 2020 COVID-19 Pandemic began also include “uneven geographic distribution of preventive
care services” and “the concentration of respiratory hazards and toxic sites in low-SES [lowsocioeconomic status], minority-heavy areas” (Chowkwanyun & Reed, 2020, p. 203).
Additionally, “racial/ethnic minorities are less likely to have access to a primary care provider”
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due to factors such as discriminatory housing and employment practices despite The Fair Housing
Act and Title VII of the Civil Rights Act (Kim et al., 2020, p.2441). The inability to secure proper
housing or employment makes acquiring the health insurance needed to secure provider services
far more difficult. Williams & Cooper (2020) refer to the lack of insurance or being underinsured
for reasons that African Americans experience limitations to healthcare access (p. 2478). These
combining set of factors directly contribute to an individual’s vulnerability to poor health outcomes
and must be dealt with at the policy level and move beyond merely stating the obvious issues after
the pandemic subsides. Other factors which enhance the virality of a disease align with
overcrowded environments where there is difficulty in social distancing, which describes the living
conditions for a great number of African Americans living in urban areas. There is also the fact
that African Americans “are seven times more likely” to have low Vitamin D levels as “the melanin
in their skin reduces the ability of sunlight to convert 7-dehydrocholesterol” (Brown, 2018, p. 124).
This matters because individuals with low Vitamin-D levels have been cited as being particularly
vulnerable to the effects of COVID-19 (Whittemore, 2020).
With the greater focus on urban populations by researchers, media outlets, and public
officials, there is also a need to highlight that rural communities “reported broader impacts from
the pandemic and its associated economic and social effects,” and far more significantly with
factors such as unemployment and unmet housing needs than solely from the virus (Mueller et al.,
2021, p. 2). Making matters more complicated, women in both urban and rural locations bore the
lion’s share of responsibilities in childcare and in ensuring their children stayed on top of
schoolwork using video conferencing software. In rural areas the access to technological resources
represented a significant obstacle to overcome. Poor and minority individuals living in rural areas
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are also often less resilient than their urban counterparts due to urban-centric studies and public
policies which do not translate to their specific socioeconomic needs. Researchers indicate that
“many of the dramatic impacts documented in urban locales and on the national stage are just as
prominent as, and in some cases even more pronounced, in the most geographically sparse region
of the United States” due to material hardship, job insecurity, and unaddressed healthcare needs
(Mueller et al., 2021, p.5). Future studies on the social and economic impact of COVID-19 on a
diverse population in different locales is needed not only for a better understanding of the recovery
process, but also in effort to aid broad swaths of affected groups within the American population
to cultivate resilience.
It is hard to imagine for Americans who live quite comfortably those individuals who have
trouble securing a place to live because they do not make enough income from full-time work to
satisfy the unwritten ‘3 times the rent’ rule. It is unfathomable for some that there are Americans
who do not have the right insurance policy to receive help from a great majority of primary care
doctors. They live in a different socioeconomic reality from those Americans who lack
opportunities for want of a good enough credit score or those who struggle daily with food
insecurity and not knowing how they will pay bills that are due the following month. The
disadvantaged in these common scenarios number in the millions, and though some policies do
not seem problematic or racist on their face, many policies have led to segregated cities and a
sizeable number of people in the workforce who have no college degree as costs of social and
economic pathways to mobility have become increasingly prohibitive year after year.
Economically, those without a college education were the most severely impacted by labor market
disruptions during the COVID-19 pandemic (Daly, M. C., et al., p. 1).
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Those who are affected by seemingly innocuous policies which produce unjust outcomes
include minorities who work in low-wage occupations and depend on government programs for
subsistence. When analyzing events during the past century from a policy lens, the inquiry of why
inequality and the wealth gap has grown to a great extent despite policy interventions is pertinent
to the search for long-term solutions. According to Marmot & Allen (2014), six determinants
which influence health equity include “quality of experiences in the early years, education and
building personal and community resilience, good quality employment and working conditions,
having sufficient income to lead a healthy life, healthy environments, and priority public health
conditions” (p. S517-S518). Education and wages are primary drivers that serve as barriers to
healthcare access. Inadequate funding for schools in poor communities (due to structural problems
in local tax codes) leads to subpar educational attainment which then leads to poor graduation rates
and limited opportunities in higher education.
This set of circumstances then leads to unfulfilling work environments where longer hours,
lower wages, and constant anxiety due to social stratification in the corporate sphere mirror the
very social inequities featured in public life. Over the last quarter of a century, despite enacted
policies, many Americans have still been denied the opportunity to secure fulfilling work or the
income necessary for a comfortable existence. These developments are what is meant when
structural issues are cited. Furthermore, it is not enough to recognize the problem or to exhibit
empathy, but real solutions must follow. Americans cannot afford to allow structural issues to
persist much longer while special interests further divide the country and erode social cohesion.
The result is a country that is a shell of the principles on which it is proclaimed to stand.
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An oft-stated fact is that medical determinants combine with social determinants to explain
how circumstances and environment impact minorities in a variety of ways including poor
continuum of care. Currently, the U.S. is ranked “175th in the world for health access” out of 195
countries listed in the Global Health Security (GHS) index prepared by the Johns Hopkins Center
for Health Security, the Nuclear Threat Initiative, and the Economist Intelligence Unit formed in
2019 (Daszak et al., 2021; GHS Index, 2020). Although the U.S. leads the world in overall scoring
in the GHS index, implementing a more holistic approach to health care is needed to improve
health care as the nation struggles with low rankings in terms of quality and access. Improvement
of social and economic determinants with a greater focus on preventive care may be what
ultimately reduces health disparities in minority populations, but the impetus must be there for
leaders to move beyond stating the problem and act decidedly and resolutely to ensure healthcare
access for all Americans. In conjunction, social justice interventions in a cooperative,
collaborative, and volitional capacity during and prior to a pandemic “may have positive impact
on disadvantaged groups, particularly interventions in housing and the work environment”
(Engelgau et al., 2019, p.107). With that said, public health officials and policymakers must also
consider any unintended consequences of the actions they take or the legislation they enact, to
ensure they do not further hinder groups whom they aim to assist.
Snowden & Graaf (2021) indicate in like manner that structural inequities have exposed
African Americans to greater risk and adverse outcomes. In addition to reviewing the cause and
effect of systemic inequality present prior to and during the COVID-19 outbreak, those involved
in public health research, administration, and leadership must consider how public health policy
may address the major causes of health disparities and keep exponential harm from continuing a
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recurring cycle. From a historical lens, minority populations subject to poverty and inequality
suffer the ill effects of viral contagion not commensurate with society overall due to diminished
economic opportunity and a lack of meaningful healthcare. It must be noted that susceptibility to
viruses is not inherent to any race; the reason for the disparate impact on African Americans stems
from causes that are more prevalent due to social and economic determinants that “can perpetuate
and increase the very social inequality that renders African Americans more vulnerable to COVID19 and its effects'' (Snowden & Graaf, 2020, pp. 13-16). Social and economic determinants are
multivariate in nature with determinants such as poverty creating a “feedback loop by which, even
as African Americans’ poverty causes poor health, African Americans’ poor health will cause
more African American poverty” (Snowden & Graaf, 2020, p. 16).
Several policy prescriptions to avoid poor health outcomes that follow negative health
determinants prior to and during a pandemic include increased testing in African American
neighborhoods, preferably in “churches, public housing sites, community health centers, and other
familiar sites” (Snowden & Graaf, 2020, p. 13). Prevention and detection are two of the most
important tools to ward off disparate outcomes and proactively and efficiently channel resources.
Therefore, emergency funding to Community Health Centers (CHCs) should not be overlooked
but be a first line of defense. The Coronavirus Aid, Relief, and Economic Security (CARES) Act
was cited as a positive policy prescription in that it “helped to cushion African Americans greater
economic suffering,” though it “neglected to include rental assistance for non-homeowners, among
whom African Americans are disproportionately represented” (Snowden & Graaf, 2020, p. 16).
Social safety nets are necessary in stemming the tide of homelessness and the greater implications
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of pandemic disease, yet the U.S. tax code which provides funding from American taxpayers for
initiatives to combat disparities complicates matters with its own systemic issues (Parrot, 2021).
The policies enacted during the COVID-19 pandemic came up woefully short as the social
devastation from the health crisis was compounded by economic shocks, leaving some to fall
through the cracks. Some policies were ineffective because “exemptions greatly restricted the
scope of new coverage” (e.g., the Family First Coronavirus Response Act (FFCRA) addressing
paid sick leave) (Snowden & Graaf, 2020, p 14). In citing workplace safety, it is noted that “critics
have charged that OSHA has been insufficiently vigilant in pursuing compliance” which adds to
the greater risk taken by African American essential workers (Snowden & Graaf, 2020, p. 14).
This is especially concerning where some in the public health policy arena have involved OSHA
to turn COVID-19 vaccination into a workplace safety issue even though they have been cited as
insufficiently performing in their main capacity. On November 6, 2021, the Fifth Circuit Court of
Appeals halted the federal administration’s vaccination mandate (which singled out businesses
with over 100 employees) citing “grave statutory and constitutional issues” which presages that
there will be lawsuits for some time to come even as COVID-19 takes its leave (Hirsch & Grullón
Paz, 2021, para. 9). A week later the ruling was affirmed by the court as a “one-size-fits-all
sledgehammer” because it does not maintain constitutional boundaries and interferes with an
individual’s personal medical decisions (Whitcomb, 2021). The public battle involves a mandate
that, if allowed to take place, will have broader implications for minority populations who have
already been deeply impacted by policies which fall harder on the working poor. There are many
ways to view public health policy, but the most effective in reducing health disparities involves
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humane policies which are well-thought, reasonable, and are not accompanied by the stain of
political partisanship and its disparate effects.
The demographic primarily affected by either major pandemic differed in age as a greater
number of younger Americans, including soldiers in their “peak years of physical prowess,” were
impacted in 1918-1919 whereas the elderly population was more likely to succumb to the novel
coronavirus in 2020-2021 (Barry, 2005; Crosby, 2003, p. 15). However, when it comes to the
subject of negative social and economic health determinants and health inequity, minority
populations bore an excessive burden. They were negatively impacted by both pandemics,
particularly African Americans residing in skilled nursing facilities during the COVID-19
pandemic. Various factors surrounding the social and economic determinants of health including
the already aforementioned are described by Bambra et al. (2020) in terms of complexity:
Minority ethnic groups, people living in areas of higher socioeconomic deprivation, those
in poverty and other marginalized groups (such as homeless people, prisoners and streetbased sex workers) generally have a greater number of coexisting NCDs [noncommunicable diseases], which are more severe and experienced at a younger age. (p. 965)
In view of the complexities surrounding racial health disparities experienced during both major
pandemics, Krishnan et al. (2020) suggest a resilience approach rather than one centered on deficit.
They outline five strategies which include contextualizing disparities within a ‘historical arc’,
using empowerment and a community’s inherent strength in the problem-solving process
alongside existing power structures, acknowledging the efforts of frontline workers and other first
responders within minority communities, using pandemic preparedness as a framework to enhance
civic participation in minority areas, and to both acknowledge and correct current systems which
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have contributed to structural inequities (p. 5). Empowerment of minority communities in
conjunction with protocols that are both preventive and restorative are preferable to reactive
approaches which do not address underlying socioeconomic conditions. With pandemic
preparedness as a canvas on which new precedence may be set, Americans should take the
COVID-19 pandemic as an opportunity to move forward in an equitable direction and fuse the
frameworks of social and economic justice.
Leaders in healthcare and other industries may disagree on methods of revamping
infrastructure in a variety of key areas that would improve social and economic health
determinants. In any case, a basic framework of bolstering public health for future pandemic
preparedness is a start by ensuring adequate emergency supplies and personal protective
equipment (PPE), having a sound contact tracing protocol in place, and prioritizing vaccine
distribution to those most at risk for viral complications. Other measures that address determinants
and needs at the community level such as affordable housing, access to healthcare, social mobility,
education, and opportunities in employment should be long-term policy goals, since these issues
have proven most difficult in solving and which entail collaborative efforts between economic
sectors. Structural remedies will go a long way in improving socioeconomic conditions for
minority populations. A collaborative fusion between social justice and market justice principles
can lead to a variety of creative solutions which close health equity gaps. This can serve as a viable
way forward while also ensuring, for all intents and purposes, that the aphorism “a rising tide lifts
all boats” is true for disadvantaged communities (EPI, 2021).
Socioeconomic Impact: Social Justice, Market Justice, and Pandemic as Disruptor
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While mortality rates were significantly worse in 1918 as influenza tore through U.S. cities,
especially considering a much smaller population, the economic ramifications were brutal to a
greater extent with the emergence of COVID-19 in 2020 because “the orders have been generally
more sweeping and have most severely affected the service sector, now the dominant segment of
the economy” (Navarro & Markel, 2021, p. 420). Sweeping policies failed to respond in a more
nuanced and effective manner to the pandemic outbreak, not only due to public backlash or
noncompliance, but because different communities are not all affected in the same way, with some
being labeled as ‘hotspots’ while others had far fewer cases and deaths. Business closures en masse
throughout every city, town, and municipality caused the unemployment rate to skyrocket to
unprecedented levels in 2020. Employment “fell by more than 20 million jobs and the
unemployment rate rose to its highest level since 1938” with the safety net of unemployment
insurance income stunted by backlogs and strains to city budgets (Clifford & Mattingly, 2020;
Daly, M. C., et al., 2020, p. 1). Delays in processing meant that many living paycheck to paycheck
were without money for rent or food for extended periods of time and in turn sought charitable
organizations for survival. In exploring different epidemiology models, Eichenbaum et al. (2021)
state, “there is an inevitable trade-off between the severity of the recession and the health
consequences of the epidemic,” but from a pandemic preparedness lens, it is worthwhile to explore
ways of gaining advantage over a virus which do not entail an either/or scenario (p. 5151). There
will always be trade-offs to any action or event, yet with better strategic planning, both disease
and economic turmoil can be forestalled.
According to the United States Government Accountability Office (GAO), the COVID-19
pandemic “threatened to reverse recent gains in low-income households' access to food, and has
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increased demand for federal nutrition assistance programs” (GAO, 2020, p.181). The report is
significant in highlighting food insecurity for one in ten American households not accounting for
populations that were soon to join those ranks. For some newly unemployed Americans, an
eviction moratorium, the ceasing of student loan payments and interest, and stimulus checks in
amounts which barely covered more than one or two rent payments for the entire fiscal year were
their only reprieve. Accompanying the sharp rise in unemployment was a demand for services
from private food banks and government SNAP (Supplemental Nutrition Assistance Program)
benefits. Many individuals who lost their jobs typically worked in low-wage occupations and were
already among the predominant groups affected by food insecurity even prior to the pandemic, a
factor which also made them more vulnerable to COVID-19 due to immunologic decline (Nagata
et al., 2021). Policy recommendations for future pandemics include ways of expanding access and
ensuring food security during a time where offices are likely to be closed and where applications
may not be immediately processed.
With the consolidation of businesses and the decline of manufacturing jobs over the span
of decades, a predominant focus during the COVID-19 pandemic centered around health
determinants and whether the healthcare industry is one that should be left to market forces.
Common arguments for and against social justice and market justice have emerged, typically
diametrically opposed. Yet, healthcare leaders may want to examine how both may complement
each other in an unabashedly capitalist society. While healthcare organizations are bound to
navigate the burgeoning legal framework, solutions do not always have to be policy-led, though
are increasingly so in a markedly litigious society. Principles of market justice and social justice
may be extracted and harmonized to legal constructs. For example, Americans may blend social
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justice principles such as human rights, access, equity, and participation with market justice
principles such as liberty, individual autonomy, voluntary exchange, and personal achievement.
The fusion of these principles would entail a more creative and dynamic approach for pandemic
preparedness, but political opportunism remains a continual threat to their development.
As far as pandemic response measures are concerned, the 2020 COVID-19 pandemic
featured the implementation of orders which sent shockwaves through the economy. The virulence
of 1918 Influenza was far too swift and the population more spread out geographically than in
2020 for any economic impact to have been as wide-reaching. This is why “extrapolating from
1918 to the present day requires great caution,” because the former era is a much different time
and although Americans of that era met their experiences with influenza with the best nonpharmaceutical means they could muster, the virus was more devastating than any other affliction
in modern history (Bootsma & Ferguson, 2007, p. 7592). In many ways, Americans living through
the COVID-19 pandemic are more vulnerable due to global dependence and ubiquitous airline
travel. The standard American diet is also a driver of comorbid conditions. It is modern medicine
which has made a considerable difference between the two pandemic eras. The economic effects
were far greater in 2020 with sweeping measures responsible for the reduction of aggregate
demand and consumption while lockdown and stay-at-home orders were in place and the
subsequent rise in inflation, supply-chain issues, and worker shortages as the economy reopened.
The mandated closures and one-size-fits-all policies enacted across the country ensured that “the
economic crisis is likely to outlast the health crisis” (Moreira & Hick, 2021, p. 263). Related
economic concerns for the future include “bankruptcy costs, unemployment hysteresis effects, and
the destruction of supply chains” (Eichenbaum et al., 2021, p. 5183).
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Issues surrounding market justice and social justice were exceedingly pronounced during
the COVID-19 pandemic, especially when it came to pre-existing racial health disparities in
reference to the U.S. healthcare system and the subsequent economic aftereffects. 1918 Influenza
swept through the U.S. at a much faster clip “before it had any ephemeral effects on the economy,”
which is one of the unique characteristics that allowed for its memory to be cast aside and for
preparedness to fall by the wayside in subsequent decades (Crosby, 2003, p. 285). In an ideal world
and in the long-held tradition of voluntarism, Americans would be able to come up with solutions
to health disparities that were exacerbated prior to and during the 1918 and 2020 pandemic crises,
both individually and as members of whole communities. The countless instances of racial and
class prejudice in world history, though, should give pause to anybody when considering the
centralization or nationalization of any industry. To that end, market justice, in theory, allows
individuals the freedom to prioritize their own healthcare needs as they see fit, favoring a more
decentralized model as it has been noted that bureaucrats living miles away are at times unlikely,
unable, or unwilling to keep abreast of the needs of specific communities, nor likely to spring to
action when necessary. Social justice, in contrast, increasingly gives power to a centralized
authority to act on behalf of the entire population for the greater good. Given how power has often
been corrupted, leaders may want to take the best of both worlds, and create checks and balances,
to guard against the centralized abuse of power, a feature most often seen in authoritarian or
dictator-led societies.
A real problem for the U.S. healthcare system, however, centers around arguments
regarding whether market forces function as they should, with some scholars arguing their
nonexistence. It is true that healthcare disparities have only worsened with increased government
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intervention at the federal level, yet “market forces operate in health care with surprising
consistency and impact” (Chandra et al., 2016, para. 3). Chandra et al. (2016) studied five different
health services in the Medicare system and their research indicates that “higher-performing
hospitals, as measured by outcome-based measures and process-of-care measures (but excluding
patient-reported satisfaction), do, in fact, have greater market share and their market shares also
tend to grow” (para. 4). Providers of healthcare in America operate in an imperfect market, as
perfect markets do not exist, but the law of supply and demand is still applicable. Where the market
is stifled has more to do with bureaucracy and lack of competition. Patients are often unable to
shop for the best prices on a wide range of health services due the lack of transparency in pricing,
which includes poor and minority populations who are unable to organize in response to hidden
market signals. Although government officials and healthcare authorities have sought to track
disparities in minority health, they have paid “little attention to the economic dimension of health
inequities” (Engelgau et al., 2019, p. 103). This is indicative of a situation where the problem is
known and well-documented but where there is little drive to enact sustainable solutions.
In examining the healthcare marketplace, it is pertinent to ask why health disparities are
still so widespread even with the government exercising more control over the healthcare industry
than at any other time in U.S. history. Any policy discussion must include the fact that a
“disproportionate amount of revenue coming from government (10 times more than employers)
means that the carriers are cognizant that the government is their main customer when designing
business models” (Troy, 2015, p. 2). Above all, recognizing the human element is essential.
Human beings are not machines, and as such, they should not be coerced or shuffled around by
the powerful and well-heeled under the notion that ‘might makes right.’ Because the U.S.
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population is aging, leading to more Americans being enrolled in public programs like Medicare
and Medicaid, and because companies are responding to the government's increased share of the
market by engaging in mergers and acquisitions, the resulting outcome will be an oligopolistic
market with corporations that are oligarchical in structure. Based on this fact and what has already
transpired, it is not clear that giving the national government monopsony power over the healthcare
market will improve healthcare outcomes and lower costs.
Predictable as it is, these developments have created an underclass, comprising many
Americans with no power to institute needed changes that will improve their own welfare. As this
shift in the healthcare sector continues to develop, market forces are stifled to an inexorable degree.
It was cited in 2015 that insurance industry mergers proposed at the time “would have the effect
of reducing competition in 154 metropolitan areas in 23 states” (Troy, 2015, p. 3). At the same
time, the consolidation of hospitals has led to prices increasing 6.2% on average in relatively the
same five-year span (Schwartz et al., 2020). With the rapid pace of business mergers and
acquisitions in various economic sectors including the healthcare industry pre-pandemic, it is little
wonder how and why the pandemic response measures in 2020 pushed thousands more American
citizens into poverty, with the loss of employment and health benefits by extension. The
overarching effect is higher costs and limited choices for much of the American public. As far as
pandemics go, this is a repeat of history because in 1918 it was also the case that “for families
living with material deprivation before the pandemic hit, the disruption of wage-earning through
illness, even for a short time, might mean hunger, cold, and even homelessness” (Bristow, 2012,
p. 61). Though the healthcare industry has changed dramatically over the course of a century, little
has changed for the economically disadvantaged from one pandemic to the next.
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It is not that the principles of market justice and social justice cannot be complementary in
the abstract; the issue lies in the very nature of the U.S. healthcare system as it currently stands,
being one that has (along with many industries) increased monopolistic tendencies. Victor R.
Fuchs, Professor of Economics and of Health Research and Policy at Stanford University, states,
“As Machiavelli observed, proposals for a new order face strong opposition from those who benefit
the old order” (Fuchs, 2020, p. 234). He goes on to state regarding U.S health policy:
The pre-pandemic system allowed direct visits to specialists and subspecialists. It provided
quick access to expensive diagnostic technology, surgical interventions, and high-priced
new drugs that offered only minor improvement in length or quality of life. It featured
hospitals that had patient rooms that were larger and more private than in other countries
and that had relatively more intensive care units. The cost of this system, more than $11000
per person per year, is tolerable for those with high incomes, but oppressive to most
individuals in the US and ruinous for many, leading to missed medicines and bankruptcy.
(Fuchs, 2020, p. 234)
The costs of healthcare services in the U.S. are indeed economically damaging for many, primarily
burdening those on the low-income spectrum of the socioeconomic scale, which includes an
inordinate number of minority groups. In examining health disparities, especially from a postpandemic standpoint, it becomes apparent why many Americans agree that replacing “the current
byzantine system of premiums, taxes, tax exemptions, deductions, subsidies, and out-of-pocket
payment with a much simpler system of financing healthcare” is essential (Fuchs, 2020, p. 233).
The economic aspect of determinant causes of health disparities centers around income as it is
“referred to as a “cause of causes” or “fundamental cause” of health outcomes, income shapes the
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resources at our disposal, the disease risks we are exposed to, and our ability to mitigate these
risks” (Avanceña et al., 2021, p. 1404).
However, placing the blame on high-income individuals and their preferences or for the
general “distrust of government by many in the general population” allows the real reason for
rising healthcare costs and a disparate impact on poor and minority populations to go unchecked:
bureaucracy. Bureaucracy is responsible for a third of all healthcare costs—“the Annals of Internal
Medicine finds that health care bureaucracy cost Americans $812 billion in 2017” and “represented
more than one-third (34.2%) of total expenditures for doctor visits, hospitals, long-term care and
health insurance” (Himmelstein et al., 2020). The long-term trend of increasing bureaucracy has
been overshadowed by references to the wealth of billionaires increasing by $1.1 trillion during
the COVID-19 pandemic, which is glaring when juxtaposed with the fact that “the poverty rate
increased from 9.3% in June 2020 to 11.8% in December 2020” (Avanceña et al., 2021, 1404).
The problem with the focus on the billionaire class is that it does not strike at the heart of
government policies which are driving determinant health factors, though some billionaires fund
lobbyist groups which are responsible for pushing policies which have led to wealth concentration
and shrinking social safety nets. Identifying problematic policy levers is important given that
income and housing affordability are significant to the health and well-being of all U.S. residents.
The focus on specialization is not to blame either, even as there is a shortage of primary
care physicians. In 1918, there were no specialists. Today, “specialists working as a team can save
the same patient who a century ago would have died, unnoticed, in the corner of a busy and
overcrowded ward” (Brown, 2020, para. 9). While it is true that preventive care would help
ameliorate the increasing need of specialists, focusing on incentives for individuals to choose
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primary care as a career is the better choice to improve health outcomes, rather than lamenting the
number of specialists in the medical field. Doctors, nurses, and other healthcare professionals
specializing in different areas of health and medicine have led to the advances which have held
back more catastrophic outcomes during the health disasters Americans have faced in recent years.
The 1918 Influenza and 2020 COVID-19 pandemics have reflected there is a great need for both
generalists and specialists, not only to help prevent comorbidities that make one more susceptible
to succumbing to a pandemic, but to save lives in cases where acute medical intervention is
necessary.
U.S. government agencies also engage in redundant practices, which if abolished, would
mean that the savings could be better used toward improving quality of care for the economically
downtrodden. One example of redundant practices is that the Agency for Healthcare Research and
Quality (AHRQ) “has an alphabet soup of four different quality indicators that it uses: HQIs, PSIs,
PQIs, and PDIs” at the same time “being fully aware that there are many other entities that already
look at quality” (Troy, 2015, p. 9). In addition to examining policy prescriptions that may better
serve racial minorities and individuals with modest means, cutting inessential activities and waste
could go a long way toward a “significant savings in health care spending” (Troy, 2015, p. 9). This
combined with increased leverage employed by other players alongside government in the
healthcare marketplace could reduce the occurrence of health disparities by generating “true
competition within the supply chain,” thus resulting in “quality improvement and affordability in
health care” (Troy, 2015, p. 9). Administrative costs have been reduced as “virtually all billing has
been computerized and EHRs have become commonplace, but the promised breakthrough in
administrative efficiency has not materialized” (Himmelstein et al., 2020). This is shocking in an
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era of machine-learning and against the backdrop of the COVID-19 pandemic where telemedicine
technology has risen to prominence. It is clear more work is needed in harnessing electronic
mediums in healthcare spaces to receive the full benefits of the technological revolution.
It is anticipated that the COVID-19 pandemic will have far-reaching effects including the
expectation of “significant disparities arising from the lack of health insurance due to one of the
highest unemployment rates in history”—an especially dire situation for vulnerable and minority
populations who were already faced with a lack of access to meaningful healthcare (Kim et al.,
2020, p. 2442). Proposed interventions thus far have proved either elusive or exceedingly difficult
to implement in an era where competing interests drown out the voices of average Americans. One
recent healthcare policy initiative—the No Surprises Act—has been passed by Congress to respond
to the issue of Americans ending up at out-of-network hospitals during an emergency and thus
receiving surprise medical bills:
Starting January 1, 2022, it will be illegal for providers to bill patients for more than the
in-network cost-sharing due under patients’ insurance in almost all scenarios where
surprise out-of-network bills arise, with the notable exception of ground ambulance
transport. Health plans must treat these out-of-network services as if they were in-network
when calculating patient cost-sharing. The legislation also creates a new final-offer
arbitration process to determine how much insurers must pay out-of-network providers.
(Adler et al., 2021)
If effective, the “Congressional Budget Office estimates that the No Surprises Act will
reduce commercial insurance premiums by between 0.5% and 1%, saving taxpayers $17 billion
over ten years and saving consumers about twice that much between reduced premiums and cost-
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sharing” (Adler et al., 2021) There is, however, a lag time between enacted legislation regarding
health policy initiatives and any visible effect it has on the general populace, so its success or
failure is indeterminate at this juncture but will be something to track into the future to verify
outcomes. What is clear now is that the legislation does little to help the uninsured, a demographic
repeatedly referenced in government hearings on health policy and one that also includes an
inordinate percentage of minorities.
Another healthcare policy initiative took effect on January 1, 2021, at the beginning of the
second year of the COVID-19 pandemic: the Hospital Price Transparency rule. It mandates that
hospitals post a “display of at least 300 shoppable services in a consumer-friendly format” and
provide a “machine-readable digital file with all items and services” as well (CMS, 2020). The
measure was enacted in hopes that it will somewhat demystify the amounts that hospitals charge
for specific services and add to the continuing conversation surrounding health care costs, health
insurance policies, and health care outcomes, but it will take time to ascertain the effect on
minority, low-income, and working communities. It is not readily apparent that posting
chargemaster prices will be effective since this is the starting price which hospitals use to negotiate
with carriers and does not represent what the insured will pay after a service has been performed.
The transparency rule legislation is governed by the Centers for Medicare & Medicaid Services
(CMS), an organization that indicates for noncompliant hospitals it will issue a warning notice,
request a corrective action plan, and impose a civil monetary penalty and publicize the penalty on
a CMS website (CMS, 2020). Proponents of the Hospital Price Transparency rule express the
hope that patients will be able to acquire healthcare services at preferable prices with better
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information. It has been indicated that payers and providers will negotiate better pricing
arrangements knowing that the information is public.
Although transparency is generally seen as a social good, the new rule was not enacted
without controversy as hospitals along with the American Hospital Association (AHA) are on
record as opposing the new legislation, pursuing objections in court during the COVID-19
pandemic after having “lost a lower court ruling in June 2020” (Felt-Lisk et al., 2020, p. 3). With
the COVID-19 pandemic still affecting the industry, hospitals have requested that the Department
of Health and Human Services (DHS) “exercise enforcement discretion” until the public health
crisis has ended (Henderson & Mouslim, 2021). The AHA’s position is that the new rule “will not
help patients and instead will confuse them, will accelerate anticompetitive behavior among
commercial health plans and will impose significant costs on providers” (Daly, 2020, para. 20).
Arguments also notate an imbalance of obligations being applied to only one side of the equation
because the rule does not address how health insurance carriers reimburse services. There is also
the added fact that because elective procedures were halted during the COVID-19 pandemic,
health care insurers saw twice their typical earnings. The excess premiums were a windfall for
insurance corporations with net income for UnitedHealth Group increasing from $3.4 billion to
$6.7 billion and for Anthem, Inc. from $1.1 billion to $2.3 billion (Plott et al., 2020, p. 1713).
Objections by hospitals notwithstanding, the new rule “will not be a silver bullet” but is just a
starting point for further discussions surrounding healthcare costs, social justice, and market justice
concerns (Felt-Lisk et al., 2020, p. 3).
Although it is not yet known what impact recent legislation will have on racial minorities,
especially in the aftermath of dealing with COVID-19, there are policies currently on the books
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for which there are unintended consequences. For example, lower reimbursements for Medicare
and Medicaid eligible patients in cases where individuals are deemed dual-eligible for both, often
results in healthcare providers engaging in cost-shifting from one program to the other to avoid
revenue shortfalls. In this way, the healthcare system compounds inequalities because “eligible
patients tend to be both poorer and sicker than average” which means poor and racial minorities
will “fail to receive the coordinated care they need” (Troy, 2015, p. 4). Per an NCHS (National
Center for Health Statistics) Data Brief in 2015, the practice of providers accepting patients with
private insurance was 84.7% compared to 68.9% of new Medicaid patients according to data
gathered from the 2013 National Electronic Health Records Survey (Hing et al., 2015).
Additionally, “prices that U.S. medical providers charge incorporate a hidden surcharge to
cover their costly administrative burden”; hospitals and other healthcare organizations experience
increased pressure to cut spending and administrative costs where possible to continue operations
(Himmelstein et al., 2020). This is just one of many conflicts of interest inherent to the current
healthcare industry in the U.S. which amplifies health disparities. A widespread problem providers
experience in the U.S. regarding healthcare costs stems from increased “administration due to the
complexity entailed in billing multiple payers and dealing with the bureaucratic hurdles insurers
impose” (Himmelstein et al., 2020). There is also a conflation of health insurance with health care
in the U.S., yet they are not one in the same, and having costly health insurance does not equate to
having access to quality care.
Even though over ten years has passed since the passage of the Affordable Care Act (ACA),
the COVID-19 pandemic began with “29 million people lacking health coverage” (Parrott et al.,
2021, p. 2). Any policy discussion regarding socioeconomic impact would be remiss if the role
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that healthcare insurance carriers play in escalating healthcare costs is not mentioned. With the
profit motive on full display in the health insurance industry during the pandemic, “COVID-19
has crystallized the need to address the “toxic combination of poor social policies and programmes,
unfair economic arrangements, and bad politics” that are “responsible for the fact that a majority
of people in the world do not enjoy the good health that is biologically possible” (WHO, 2008).
However, the notion that governments will improve a situation in which public policies have
already produced negative and repressive effects is doubtful, though progress could be better
achieved through more bipartisan environments.
It is a feature common to the American political landscape that it takes a seismic event for
wide-reaching policy reforms to be enacted. For example, this can be seen with the New Deal
reforms in the 1930s or the introduction of Medicare and Medicaid in 1966 after the number of
individuals over age 65 without insurance or an ability to pay for care increased significantly. In
the same way, the COVID-19 pandemic will usher in an era of major political change that may
allow for substantial health care reform. However, “designing and implementing a better health
care system will not be easy”; arguments regarding inequities in health care coverage have been a
feature of health care policy arguments for several decades (Fuchs, 2020, p. 233). Many Americans
disagree on how to arrive at a streamlined healthcare system. Those who are against a one-sizefits-all policy approach to the healthcare system, however, may find common ground with those
who prefer a social justice approach in that changes are best implemented in stages. Arguments
that administrative costs would be reduced by government control over healthcare, however, is not
readily apparent since the government is currently “the largest single payer of health care in the
United States'' (Troy, 2015, p. 1).
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As far as equitable healthcare is concerned, where market justice and social justice could
intersect in an ideal world is in market freedom which entails increased competition to address
healthcare costs, and equal access which involves removing obstacles that put certain populations,
including minorities, at a disadvantage. As the current situation stands, healthcare in the United
States is “too costly, too unequal, and too uncertain in its eligibility and coverage” (Fuchs, 2020,
p. 233). It is possible for both market justice and social justice to coexist simultaneously in policy
prescriptions and could be used strategically to create a more just health care system for minorities
and, of course, society at large. As the U.S. government has significant influence over the
healthcare market and as private payers respond to government policy implementation in the
healthcare space, then “the key question is whether the changes undertaken by these players will,
together with government, enhance or detract from the widely proclaimed goal of better quality
health care at a more affordable cost” (Troy, 2015, p. 1).
Examining the U.S. healthcare market as it currently exists from the lens of market justice
and social justice during a pandemic reflects just how challenging it is to design a system that
works for all citizens. Advocates for increased social justice interventions in healthcare argue that
“Medicare for All could save more than $600 billion each year on bureaucracy and repurpose that
money to cover America’s 30 million uninsured and eliminate copayments and deductibles for
everyone” (Himmelstein et al., 2020). Others give pause by pointing to exponential administrative
costs as well as expressing concern that “enrollment is projected to swell “to 93 million, while the
ratio of workers per beneficiary is expected to decline from 3.2 to 2.3 by 2050,” resulting in
considerably less tax revenue (Cubanski et al., 2015, p. 34). Regardless of where healthcare policy
experts stand on the issue, all Americans involved in the U.S. healthcare system should care about
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equity because individuals in society are interrelated; adverse socioeconomic factors, poor
healthcare delivery, and subsequently poor outcomes greatly affect society overall in a variety of
spheres, adding to societal ills.
Education is important in every facet of life, and in all sectors of the U.S. economy. The
realm of public health is no exception. Collective experiences with the 1918 Influenza Pandemic
and now the 2020 COVID-19 Pandemic has made this abundantly clear. Though structural
inequities have held the disadvantaged back and public schooling has not served as a great
equalizer, technologies used in the education of finance and healthcare are making headways
toward lifestyle improvement with the aim of a more just society. A greater focus on remedies is
needed, however, because “the accident of birth should not place a limit on one’s destiny” “children, regardless of socio-economic background should have a more or less equal opportunity
to succeed and thrive in the United States of America” (Reid, 2020, p.11). If education and
accompanying technological tools are effectively used to promote preventive care and proactive
measures, it could lead to a serious reduction in poor health outcomes in the future, though
structural issues such as the way schools are funded, if not corrected, will continue to prevent
progress, and persist as a critical determinant in subsequent outbreaks. In effort to make education
a focus along with healthcare and technology, “addressing gaps in educational attainment will be
essential to improving economic resiliency against future shocks” (Daly, M. C., et al., 2020, p. 1).
Healthcare interventions work not only from an individual perspective but also when
considering cooperation at the community level, though when discussing the latter, it is key to
avoid “conflating social determinants of health with individual social needs” (Alberti et al., 2020,
p. 925). That said, market justice and social justice do not have to be completely at odds—an
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example being how swift legislative roadblocks were removed so that “technological interventions
such as telemedicine visits with patients” were available for those without access to hospitals
during the pandemic (Shah et al., 2020, p. S367). Those involved in a hospital or healthcare
organization’s efforts to influence healthcare policy can lead the way in working together to
achieve health equity through promoting effective use of available technologies. This advocacy
along with the benefit of reducing overall costs and improving both social and economic
determinants of health is a path forward in being fully prepared for pandemics to come.
A Path Forward: Capitalizing on Technology and Innovation
Americans in the COVID-19 era live in an age of technological revolution and modern
medical advancements which Americans living in 1918 could only hope for and dream about. It is
something for which Americans take for granted, some not knowing a time when state-of-the-art
therapies and technologies were not available. In the modern world, COVID-19 is less of a puzzle
than ‘H1N1 Influenza A’ was for health professionals a century ago. Capitalizing on American
strengths, especially regarding technology and innovation while also improving the conditions
required for pandemic preparedness, are the keys to winning out over the next viral outbreak. It is
not only constructive to examine current weaknesses in the U.S. response to pandemics, but also
to take stock of what went right and consider how the successes of scientific advancements,
medical breakthroughs, and technological innovations may be replicated. Not only that, those
concerned with health care outcomes will also want to design ways to use the technologies and
transformative therapies at our fingertips more effectively. During the post-pandemic reflection, it
is necessary to not only assess the many ways where pandemic preparedness fell short and take
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corrective steps, but also to analyze and maintain actions and developments that were favorable in
reducing poor health outcomes during the COVID-19 pandemic.
Innovation, technology, and vaccines were tools in favor of modern society, despite the
lackluster pandemic response initiatives that were too heavily reliant on antiquated measures that,
when broadly applied, contributed to sharply disparate health outcomes along with social and
economic conflict arising from deficient policies. A minority of outlets have indicated that the
2020 COVID-19 Pandemic is the deadliest in American history, but this is just not the case when
considering population size. The truth is that Americans are the beneficiaries of a century of social,
economic, and technological progress, which has aided in ‘flattening the curve’ of mortality to a
significant degree, especially when considering how bad it could have been if mortality rates were
the same between the 2020 COVID-19 and 1918 Influenza pandemics. In taking account of how
pandemic preparedness faltered, Americans are still fortunate in the many ways health care has
advanced in society prior to the pandemic. The scale of mortality between 1918 and 2020 are
entirely dissimilar—it is the one-size-fits-all measures and the subsequent social and economic
fallout which somewhat mirrors the former pandemic. Technological marvels such as
telemedicine, experimental drug therapies, and vaccines alongside traditional non-pharmaceutical
methods saved the day, though they were not always used efficiently or strategically.
One way to encourage innovation in pandemic preparedness planning is to highlight major
differences between 1918 and 2020 pertaining to the evolution of medical science. During the
former pandemic, “many patients were crowded into shared wards where dozens or even hundreds
of other people lay coughing” (Brown, 2020, para. 7). Telemedicine along with proper isolation
procedures changed this familiar scene completely. eHealth has grown in noteworthiness as a
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viable option to relieve hospitals of non-emergent cases, improve access to care for patients who
are unable to travel, and to the management of data integrity and related functions that add to a
healthcare organization’s overall robustness. Healthcare organizations that embrace telemedicine
and by extension telecommuting as an added tool to their healthcare practices may prepare for the
next pandemic in significantly industry-changing ways while also effectively decreasing cross
infection at in-person health centers (Ye, 2020, p. 2). The downside to moving to digital platforms
is the increased risk of data breaches, loss of revenue tied to regulatory violations, and errors to
patient data that cost time and money to correct. The upside, however, is said to be greater than
the risks. Digital patient engagement and technology used in the field of telemedicine frees up
valuable time, and for healthcare providers working in emergency facilities, speeds repetitive data
collection procedures, and creates potentials for greater streams of revenue by improving costs and
health outcomes.
Many benefits of telemedicine have yet to be realized. Its implications signal great
transformative effects on the US healthcare system in the following decades. One early benefit
that is easily recognizable is how it may be used as a strategy to relieve emergency care resources
for those who need it most, while still providing beneficial services to those in need of care for
non-emergent conditions. Nevermore will patients have to sit for lengthy periods in waiting rooms
with other individuals suffering a variety of illnesses, an obvious benefit that has been realized in
the wake of the COVID-19 pandemic. Telemedicine may also be used to avoid Emergency
Medical Treatment and Active Labor Act (EMTALA) violations by ensuring there is always a
physician on call. The Center for Medicaid and Medicare Services (CMS) altered normal business
practices during the COVID-19 pandemic to make eHealth feasible, which is something that, along
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with the enthusiasm and momentum for telemedicine and telehealth services, may pressure policy
makers to permanently remove hurdles that hinder its practice:
In response to COVID-19, the Center for Medicaid and Medicare Services has permitted
patients to be seen through videoconferencing in their homes, without having to travel to a
qualifying “originating site” for Medicare telehealth encounters. Furthermore, the Drug
Enforcement Administration approved an exception that allows prescriptions for controlled
substances through telemedicine without a prior in-person evaluation. (Latifi & Doarn,
2020, p.1107)
It is evident that telemedicine provides social and economic incentives, not only for providers and
hospitals, but also for patients. If a healthcare manager handles the protection of patient data
effectively while advocating for the removal of regulatory burden and if policy makers allow for
telemedicine across state lines even after the COVID-19 pandemic has come to an end, it will
usher in a new digital era and ease strain on hospitals and other healthcare facilities.
The practice of telemedicine was already on a slow-paced rise to being a viable healthcare
alternative, especially with the drive toward automation to improve costs; it is the necessity in the
wake of a pandemic that thrust it into greater prominence. That necessity has created opportunities
for provider and patient alike, and as of this moment, “the full potential of telemedicine services
has not yet been unleashed” (Peters et al., 2015, p.79). The expansion of telehealth is currently
being used to alleviate physical and mental health care gaps created by COVID-19 mitigation
strategies (Menon & Belcher, 2020). For example, telepsychology emerged in 2020 as a way for
the public to cope with the anxiety and depression that accompanied loss of freedom and a
heightened uncertainty about the future. The technological developments which aid in mental
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health care “foreshadows future trends that include “smart” mobile devices, cloud computing,
virtual worlds, virtual reality, and electronic games in addition to the traditional psychotherapy
tools” which will help individuals with traumatic stress (Saladino et al., 2020, p. 3). Moreover,
digital technology will be instrumental in the future with respect to improving pandemic response
measures, including screening for infection, clinical management, planning and tracking, securing
medical supplies, contact tracing and isolation measures, though digital privacy will always be a
chief concern (Whitelaw et al., 2020).
Another innovation that was promoted during the COVID-19 pandemic helped head the
disease off at the pass for at-risk patients exhibiting early symptoms. Monoclonal antibodies
(mAbs) prevent hospitalization and reduce the time an individual is infected. Like telemedicine,
active and passive immunotherapies including monoclonal antibodies were an underused resource
prior to the pandemic. Neither asset was particularly new with both having been born prior to the
turn of the 21st century, yet they have received renewed focus with the added sophistication of
technology coinciding with a time of crisis. While the first FDA-approved monoclonal antibody
treatment goes back to “an immunosuppressant for the treatment of acute transplant rejection” in
1986, named muromonab-CD3 (branded as Orthoclone OKT3), its development can be traced
back further to Emil von Behring, 1901 Nobel Prize winner in Physiology or Medicine (Kaufmann,
2017; Lu et al., 2020, pp. 1-6).
Behring’s work in serum therapy, as it happens, was later used by physicians to treat tetanus
and diphtheria in World War I and was credited with 1918 Influenza being “the first reported
pandemic for which convalescent blood therapies were used as therapeutic agents” (Kaufmann,
2017; Ripoll et al., 2021). Convalescent plasma is a predecessor to monoclonal antibodies and is
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traditionally donated by recovered patients but can also be collected from animals. Next-generation
passive immunotherapy treatments such as “Regeneron’s monoclonal antibody cocktail” gained
prominence in 2020 after being authorized for emergency use to replicate white blood cells which
have been exposed to COVID-19 proteins in a lab setting. (Rubin, 2021, p. 1895). This is a tool
which elicits a more immediate immune response for at-risk patients compared to vaccination
which takes longer and is more appropriate as a preventive tool in reaching general herd immunity.
Whether naturally sourced or cloned by a medical laboratory, antibodies block the COVID19 virus from attaching to cells within the body and replicating. Essentially, using traditional
mechanisms, an individual who has recovered from the virus may confer their immunity onto
another individual via transfusion. The same effect can now be achieved via lab creation. For the
therapy to “maximize clinical or mortality benefit,” however, it must be administered in the early
stages of infection (Ripoll et al., 2021, p. 25). The treatment limited COVID-19 from causing
further damage in newly infected patients by thwarting the activity the virus needed to reproduce.
Thus, the infection was rendered less severe.
Monoclonal antibodies were already being used in treatments against cancers, infectious
disease, as well as metabolic, neural, and auto-immune conditions prior to the pandemic (Lu et al.,
2020). Harnessing the power of existing research and adapting it to treatments which work with
the human immune system is having notable effects. For instance, scientists and researchers from
across the globe are exploring different mechanisms to administer monoclonal antibodies
including direct delivery to a patient’s lungs. Inhaled delivery including the use of vibrating mesh
nebulizers (VMN) is one way that medical researchers have sought to increase efficacy and
overcome past failures. While the inhalation of monoclonal antibodies is still in its development
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phase and requires clinical trials, “studies of the nebulized delivery of a variety of biologics have
generally shown them to be exceptionally safe” (Cruz-Teran, 2021, p. 112).
In previous studies, delivering antibodies systemically via injection has not been
concentrated enough to defeat a disease deep within the lungs. On top of that, RNA viruses
sometimes advance too quickly to be caught in the early stages before a patient is hospitalized, as
in the case of 1918 influenza. COVID-19 presented medical researchers with an opportunity in
that there was enough time before symptoms progressed to address the virus before it had a chance
to spread. Otherwise, hospitalized patients were already wrestling with associated inflammation
and complications, which necessitated a different therapeutic approach (Cruz-Teran, 2021). This
is the backdrop against which Americans with underlying conditions including chronic lung
diseases and various cancers, despite having been fully vaccinated, found it critical to “shelter in
place more than a year and a half into the pandemic” (Rubin, 2021, p. 1895). SARS-CoV-2 was
still a threat to their blunted immune systems, so enjoying the liberties they once took for granted
was impossible without other medical interventions.
The immunocompromised in these cases make up a relatively large amount (40%) of those
who have become infected with COVID-19 even after receiving the full course of vaccine doses
(Rubin, 2021, p. 1896). This is yet another example of how Americans were impacted differently
to a far greater degree than in 1918-1919, but for far different reasons. It is also the catalyst which
thrust monoclonal antibodies into the limelight, though there are limitations in that the treatments
are more expensive than vaccines and the immunity conferred varies with some authorized
treatments only lasting a few weeks. Limitations aside, the proactive development of alternative
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therapeutic techniques has significant future implications for life-changing drug therapies,
especially during future viral encounters.
That immunotherapies and experimental drugs have come this far in just over a century
suggests that Americans along with the rest of the world are on a precipice which could mean far
less mortality than ever before when it comes to eliminating pandemic disease. That is, if
obstructions and legal hurdles to their development and use are eliminated. If viruses can be
defeated in the beginning stages by using monoclonal antibodies or serve as a temporary place
hold before life-saving vaccines are created and distributed, it may open a new world of
possibilities in the realm of healthcare and the pursuit of wellness in the total population. Another
important feature of antibody-based therapies such as convalescent plasma or monoclonal
antibodies is the “potential long-term immunization and treatment strategies for patients who are
unable to receive a vaccine” (Ripoll et al., 2021, p. 24). One is not a substitute for the other, and it
is not intended for those who have already been vaccinated or hospitalized but is yet another
effective tool in a pantheon of medical treatments which may help slow the spread in the absence
of the ability to completely eradicate disease. Perhaps low instances of infectious disease in the
future will continue to shift the healthcare industry’s focus to preventive care at the same time
value-based programs reward providers for the quality of care they give.
As well as promising developments in telemedicine and advanced immunotherapies, new
mRNA vaccines are revolutionary. The new vaccines break with how vaccines were produced in
the past. Traditional vaccines introduced a body to weakened or dead bacterial or viral pathogens
to assist the body in recognizing a threat and building an immune response. With mRNA vaccines,
an antigen protein is delivered to the nucleus of a cell which teaches it to replicate novel
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coronavirus spike proteins which in turn causes the body to produce antibodies and remember the
infection in case of a recurrence in the future. There are several advantages the new mRNA vaccine
has over conventional methods of immunization including its efficacy, safety profile, and the
ability to accelerate clinical trials and production at a much faster pace than was previously
possible (Kim et al., 2021, pp. 84-85). A downside to the new vaccine technology is its limited
shelf-stability and that it requires refrigeration.
The creation and application of mRNA vaccines involves nanomedicine as demonstrated
by its self-assembly capabilities. According to Kim et al. (2021), “self assembly of “smart”
materials is a highly sought-after approach in many areas of materials science - simply mix the
components, and intermolecular interactions will assemble these components into the desired
structure with the desired properties” (p. 91). The delivery methods used in administering mRNA
vaccines seem simple enough, but are affected by physicochemical characteristics such as size,
charge, shape and structure, and surface composition (Kim et al., 2021). Despite these challenges,
those working in the field of science did so tirelessly to develop the most effective vaccines
possible to defeat COVID-19 as non-pharmaceutical methods of confining disease are only
temporary and are not reliable long-term strategies. That is not to say there are no points of
criticism, especially when considering the need for cold storage. When approaching concerns of
vaccine equity, it is found that mRNA vaccines may not be available in certain geographic regions
and in communities where refrigeration is scarce. However, barriers to distribution can be resolved
in a timely and creative manner during what will be a revolutionary period in vaccine science in
the years ahead.
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These developments which have been spurred on by the threat of emerging infectious
disease are just a small fraction of the myriad of possibilities in the future delivery of quality health
care. There are many other therapeutics and innovative care delivery methods advanced in
response to the COVID-19 crisis that will continue to be used and developed after the pandemic
comes to an end. Many solutions did not evolve from a vacuum but out of prior research and
development going back years, decades, and sometimes prior to the last major global pandemic of
1918. Adding to groundbreaking therapies which have materialized as of late, the importance of
more recent innovations in health information technology (HIT) and informatics cannot be
understated or dismissed. Artificial intelligence (AI), the Internet of Things (IoT), and mobile
health applications are examples of how the integration of technological tools into health networks
aids in disease surveillance, managing patient care data, and in treating hospitalized patients.
AI has wide applications, from smart networking infrastructure to robotics, and is
particularly promising in responding to a virus like SARS-CoV-2 which has “strong transmission
and weak lethality” as well as an increased potential to overburden health systems with substantial
caseloads (Ye, 2020, p. 3). Additionally, the IoT allows for the “intelligent management of
information” by linking together electronic devices and clinical equipment which has a broad array
of utilizations, including the monitoring of real-time data. Lastly, mobile health applications have
revolutionized the way in which health data is gathered, assessed, and stored while allowing for
reliable contact tracing, though “a balance between public governance and citizen protection” is
necessary to protect against undue harm (Ye, 2020, p. 5). The technological leaps in the next couple
of decades will assuredly outpace what has occurred over the past hundred years, and as such,
implementing security frameworks which guard against real threats to humanity, like what
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artificial intelligence can impose, must be approached in a proactive rather than reactive manner.
The propensity for political leaders to respond only when there is a crisis lends to measures which
are ‘too little, too late.’
That brings us to a word of caution for future government officials and healthcare leaders
regarding the relentless pursuit of progress if accompanied by scientific hubris and intellectual
arrogance. Scientists and scholars in the realm of 20th Century medicine were motivated to “pursue
the truth, no matter to what abyss it led” (Barry, 2005, p. 14). However, pursuing truth and the
growing concerns surrounding gain-of-function research has blurred the lines between the cautious
application of the scientific method and opening a most lethal Pandora’s box. In October of 2014,
the White House placed a ban on research which created ‘superviruses’ that do not exist in nature
and the restriction stayed in place until December of 2017 due to the obvious security risks
involved (Brown, 2018). New guidelines were put in place for strict oversight which allowed the
practice to resume. However, it is of particular and relevant concern given recent discussions in
Congress regarding its funding. Although there is no clear evidence of artificial design, the
prospect should not be dismissed out of hand, and those involved have a duty to remember the
past, because it is not out of the realm of possibility for future lab incidents or breaches in security
frameworks given what has already occurred.
The controversial resumption of creating recombinant viruses in lab settings and the
benefits it could bring is understood, but it cannot come at the expense of vulnerable populations
or public trust. A bioweapon of a greater magnitude than 1918 Influenza would be incredibly
devastating to all of humanity, whether the release of such a contaminant is done intentionally or
by mistake. Unintended consequences abound when medical environments slip into
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disorganization and carelessness. It is a proverbial principle that the human condition is one that
leads to inquiry and the testing of a hypothesis in hopes of improving the environment and
surrounding lives, yet it is best to err on the side of caution, taking into consideration the harm
which may arise. The Office of the Director of National Intelligence (ODNI) released an
unclassified report on August 27, 2021, which indicated that most intelligence agencies do not
believe the COVID-19 virus was artificially created with two agencies indicating there is
insufficient evidence to make any determination (ODNI, 2021). It has been cited in the report
released to the press that we may not ever know definitively.
Regardless, the mere fact that there were such heated public exchanges between officials
regarding alleged funding of controversial research and that there have been laboratory incidents
in the past, leaders may want to investigate and ensure appropriate safeguards are in place. Though
the ODNI indicates that the COVID-19 virus was likely not bioengineered as a weapon, there is at
least one intelligence community (IC) element which “assesses with moderate confidence that the
first human infection with SARS-CoV-2 most likely was the result of a laboratory-associated
incident, probably involving experimentation, animal handling, or sampling by the Wuhan
Institute of Virology” (ODNI, 2021, p. 1). This is reflective of the risks involved with gain-offunction research in that accidents have the potential to set off life-altering events and cause deaths
on a worldwide scale. While it is perhaps comforting to believe angels exist among humans,
Americans amid war and strife (from World War I to the war in Afghanistan) and during two of
the deadliest viral cataclysms, learned all too well humanity’s imperfections. Mistakes happen, but
most mistakes do not kill. It is up to leaders in healthcare to ensure that the medical establishment
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leaves unintentional lab leaks and stories of infectious contaminants placed in the wrong hands to
the realm of science fiction drama.
Americans have good reason to be concerned with gain-of-function research based on
experience with health care atrocities in the past, some categorized as mistakes, and some breaches
of ethics. Furmanski (2015) highlights four “extramural escapes of high-consequence pathogens”
from high-profile U.S. laboratories in 2014 alone, including anthrax, avian influenza, and the
gram-negative Burkholderia pseudomallei bacteria which causes the infectious disease
‘melioidosis’ or Whitmore’s disease (named after the pathologist Alfred Whitmore who made the
discovery in the 20th century). There are those who dismiss slippery slope arguments, yet history
highlights those concerns are not unfounded and are not all rooted in fear mongering or conspiracy
theories. In 1977, after having been extinct for almost 20 years, “an H1N1 descendant of the 1918
virus suddenly reemerged to reestablish post pandemic circulation with one of its own further
descendants, the H3N2 influenza virus” which continues to circulate to this day (Morens & Fauci,
2007, p. 1024; Nickol 2019).
There are disagreements surrounding the 1977 event as researchers have found the release
was not naturally occurring. Some believe it is the result of a laboratory leak while others indicate
that even though the strain originated in a laboratory, the administration of “an inappropriately
attenuated vaccine” to Chinese soldiers is what caused the release of the once extinct virus (Rozo,
2015b, p. 1). Whatever the case may be, the 1977 influenza strain is 98.4% identical to a strain
from the 1950s, though 27 years had passed. (Rozo, 2015a). The troubling history provides
background information and context for the reasons gain-of-function was banned in 2014, the same
year 75 CDC staff members were exposed to Bacillus anthracis (anthrax) after a lapse in safety
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protocols (CDC, 2014). Lab incidents occur around the world with surprising regularity to the
point it periodically causes alarm. Fortunately, the 1977 influenza strain was not particularly lethal,
but it does put more focus on how accidents in medical laboratories can set off a chain of
consequential events which hurt whole populations uninvolved in what is being researched but
who stand to suffer most from the actions of the few involved.
Far more sinister is the possibility of governments actively developing biological weapons
despite signing well-known disarmament treaties—a deadly virus in the wrong hands, whether
released for nefarious purposes or by accident, which then becomes the subject of a cover up—is
not an unheard-of story in history. It was only in 1992 after the collapse of the Soviet Union when
the truth came out about a military laboratory incident which killed 66 people who lived nearby
after they encountered airborne anthrax (Troianovski, 2021). Given the parallels with how the
COVID-19 pandemic began, revisiting gain-of-function research and dual-use governance is
appropriate to fostering a “culture of responsible science” (Musunuri et al., 2021, p.8).
Incidentally, as of this moment, 1918 influenza is locked behind the walls of a “level-four
biohazard laboratory” where its study has provided valuable insights into how viruses emerge and
replicate—if no accident ever occurs, “the cost-benefit analysis” favors those who guard it
(Spinney, 2017, p. 187). Though, because descendants of the 1918 Influenza Pandemic circulate
with seasonal regularity, the next etiological agent to afflict the world may not be influenza, as
was indeed the case with 2020 COVID-19. There is still a possibility, though, as Jester et al. (2018)
state, “the risk of pandemic influenza remains” when considering the emergence of the Influenza
A (H7N9) virus (p. 1472).

MAJOR U.S. PANDEMICS A CENTURY APART

85

Musunuri et al. (2021) highlight current risks surrounding gain-of-function research by
citing both the Global Health Security (GHS) Index and the World Health Organization (WHO)
Joint External Evaluations which have both indicated that most countries are vulnerable due to
“inadequate capacity and policies for biosecurity” (p. 1). Of particular concern is how research
may be mishandled or used in ways that have unspeakable repercussions. Studies in gain-offunction are categorized as ‘Dual Use Research’ because of knowledge therewithin that can
potentially be misapplied. A suggestion to counteract this potential is to safeguard against the
release of sensitive information in the peer-review process. An example is how information about
mutations may be enhanced or how certain strains may be reconstructed and made resistant, based
off information gleaned from research publications (Musunuri, 2021). Proactive and preventive
measures are the best course of actions against threats which may be artificially manufactured.
One hopes that the idiom ‘third time’s the charm’ will apply to preparing for the next major
pandemic outbreak and that leaders will not exhibit purposeful amnesia this time around; to do so
will sacrifice an opportunity to move society forward in an effective and meaningful way that will
engender positive health outcomes and hopefully mitigate, if not eliminate, the disparate impact
caused by social and economic determinants. Public health officials and government leaders were
simply not ready in 1918 or 2020, but in examining the events over the COVID-19 pandemic, there
are innovative ways to blend traditional public health protocols with technological and medical
progress to make the next response more effective in curbing the spread of disease while causing
the least amount of social and economic disruption. In hindsight with an eye on future
preparedness, Americans must not only take stock of their successes over the course of the
COVID-19 pandemic but also their failures even in the presence of well-intentioned aspirations.
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Continued technological and scientific progress may one day make traditional control methods an
anachronism and may also render pandemics a thing of the past. In the meantime, preparing for
the next global pestilence includes using all the modern tools available in the most effective
manner possible, and with information gleaned in hindsight after the experience of what is now
two major pandemics.
A Message for the Future: Two Major Pandemics in Hindsight
Even in light of the “interdependence of the global economy” and clarion calls to action on
pandemic response plans, “the issue has generated only limited attention in both the public and the
private sectors worldwide because preparing for a pandemic is a daunting challenge to begin with”
- it is “hard to justify in terms of both financial resources and time” as major pandemics are rare
(Osterholm, 2007, p. 48). If another century passes before the next major pandemic, there may be
little urgency for both the public and private sectors to draft suitable pandemic emergency response
measures into their strategic planning processes. Hospitals and healthcare organizations are
uniquely positioned to take the lead on such pandemic preparedness efforts. A page can be taken
from healthcare foundations which have sought to “achieve measurable improvements in
healthcare, health status, and/or health equity” by “taking into account their resources, position,
and values, as well as the needs and interests of the community” (Easterling & McDuffee, 2018,
p. 94). Though the public sector is fraught with political wrangling and special interests, private
organizations in “collaboration with the public sector” are without a doubt “critical to any
prevention campaign or emergency response” and the possibilities have been made greater with
the effective use of scientific and technological achievements. (Osterholm, 2007, p. 53).
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Nonetheless, neither the 1918 Influenza or 2020 COVID-19 pandemics were “socially
neutral” or an “equal-opportunity threat” in terms of social and economic devastation. The
COVID-19 Pandemic that began in the U.S. at the start of 2020 impacted working class and
minority populations to a far greater degree than all others (Alberti et al., 2020, p. 921; Bambra et
al., 2020, p. 964). Specialists in the medical field argue that “claims that the virus ‘does not
discriminate’ and that ‘we are all in this together’ significantly misrepresent the asymmetric
impact, experience and likely consequences of COVID-19” (Moreira & Hick, 2021, p. 267). In
1918, there was a “widely held popular and scientific consensus of the time which held that ‘the
flu hit the rich and the poor alike’, which in hindsight we know to be false, both then and now
(Bambra et al., 2020, p. 964). Similar platitudes branded in the COVID-19 era were met with
criticism for the very reason that pandemics hit the less fortunate in ways that more affluent citizens
are unlikely to experience, socially or economically. In their “need to signal virtue,” numerous
examples abound where an organization, private or otherwise, missed the mark in exhibiting
sincerity and authenticity as their moral grandstanding has been interpreted as “aligning with the
issue for its own benefit” (Demsar et al., 2021, p. 417).
Regardless of motive, messaging in 1918, 2020, and in lesser “pandemics” in between
proved that “language is both a weapon and a handicap when waging a campaign” against viral
disease (Brown, 2018, p. 80). Messaging from leaders in government and private organizations in
every facet of the U.S. economy during a public health crisis matters. Regrettably, U.S. leaders in
healthcare were at times evasive and not always forthright when scientific information conflicted
with other objectives, a particular course of action that did not win public compliance (Noar &
Austin, 2020). When the political establishment clashes with the medical establishment, the result
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has now been made clear: Americans in a polarized society were left confused about which
organizations, media outlets, and representatives to trust. An often-cited contrast is Sweden’s
pandemic response, highlighting a “culture of trust and responsibility” as the reason lockdowns
were avoided, though Swedish officials were heavily criticized for the contrarian strategy (Weible,
2020, p. 227). It is not readily apparent that Sweden’s voluntary experiment was a complete
success with reference to a higher case-fatality ratio of 1.25% compared to 0.65% attributed to
neighboring Denmark, as of November 18, 2021 (JHU, 2021). A counter viewpoint is that Sweden
has nearly twice the population of Denmark with double the number of high-density populations,
which is a key factor of high case rates and number of deaths. As stated previously, population
density makes social distancing more difficult and is an overwhelming factor in mortality rates.
The case-fatality ratio measures the number of deaths per 100 confirmed cases and (as of
November 18, 2021) is 1.62% for the U.S., with the highest case-fatality ratio of 9.05% attributed
to Peru in relation to population size (JHU, 2021). Researchers in Peru cite an ‘infodemic’ of fake
news due to health illiteracy and the promotion of unapproved prescription drugs like
“hydroxychloroquine plus azithromycin, tocilizumab, or ivermectin” on why the country had
difficulties containing COVID-19 from the start (Alvarez-Risco, 2020, p. 583). The government
there created a ‘Don’t Spread #FakeNews’ campaign and was the first Latin American country to
threaten prison terms of up to 6 years for the dissemination of false information via social media.
The U.S. was neither the best nor the worst regarding case-fatality ratios with thirteen out of twenty
of the most affected countries having a higher observed case-fatality ratio than the United States
(JHU, 2021). Of note, Peru had one of the strictest lockdowns in Latin America while Mexico had
virtually none at the start, and Mexico’s case-fatality is 1.48% lower than Peru at 7.57%, though
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both are strikingly contrastive in comparison to other nations around the world (JHU, 2021). In
reference to 1918, historians have highlighted that some areas with the strictest lockdowns had no
better or sometimes worse outcomes than those with virtually no restrictions, and in high-density
areas COVID-19 mimicked this same scenario in 2020 (Barry, 2005; Crosby, 2003). Researchers
from Mexico cite “questionable leadership” in that the President minimized the impact of the
pandemic while indicating that “he’s more concerned about pushing his political agenda” (IbarraNava et al., 2020, p. e18). In both Peru and Mexico, the case-mortality rates are considerably high,
which brings a global perspective to the U.S. experience. Messaging during pandemic responses
in various nations around the world featured similar complaints about inept leadership.
Be that as it may, messaging about scientific concepts and how and why measures were
implemented were often muddled in the minds of average Americans. A “polluted science
communication environment” lent to a situation where Americans were divided in terms of
“representation of dueling levels of government” (Hart et al., 2020, p.689). Even the most
compliant citizens echoed contradictory information via social media channels, which in recent
years has come to be expected when the bulk of content is created by those who cannot claim to
be doctors, nurses, or other trained experts. It does not help matters that the prevailing blasé
attitudes toward pandemic preparedness “follows a cycle of ‘panic-neglect-panic-neglect” where
American officials “fail to prepare adequately and then respond to an outbreak with ineffective
and needlessly draconian measures” (Greenberger, 2018; Parmet & Rothstein, 2018, 1436). Noar
& Austin (2020) recall that messaging was most clear at the start of the pandemic with efforts to
“flatten the curve,” but as circumstances changed, “the U.S. could have launched a national
campaign focused on key behaviors that the public should engage in to prevent the spread of the
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novel coronavirus, as was done with HIV/AIDS” (p. 1735). There are indeed many better ways
that could have been explored, yet that will be something for health professionals to parse out
before the next pandemic materializes.
There is also disagreement regarding how COVID-19 has been reported in reference to
unknown asymptomatic cases. The difficulty with the accuracy of mortality data regarding
COVID-19 is that asymptomatic cases are unclear and may take some time to identify within the
years that immediately follow the pandemic. In effort to strike a balance between the most stringent
and the laxest pandemic protocols, a more targeted effort, one that is varied and determined upon
a set of key features such as the individuals most at risk or geographic areas where viral activity is
prominent, could alleviate negative outcomes in mortality metrics as well as preserve social and
economic health in the future. Above all else, when COVID-19 moves to distant memory,
reflection on practices that proved applicable and those which need improvement or to be discarded
altogether must commence so that preparation for the next pandemic will mean far fewer
compounding effects. A common situation to avoid post-pandemic is how “humans tend to stick
to what they know best,” resisting “path-breaking change” (Moreira & Hick, 2021, p. 262). The
importance of preventing change-resistance is made even more critical by the fact that there are
several aftereffects of the COVID-19 pandemic which must be addressed in addition to pandemic
preparedness and avoiding partisan rhetoric.
To negate politicization, leaders must take note of the distinct differences between the
messaging of media outlets in both eras, which diverge considerably. The press in 1918
“considered the epidemics’ costs, though, it also tended to dilute these reports in storylines that
recreated the upbeat narrative of healthcare professionals” and downplayed their powerlessness
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over viral complications (Bristow, 2012, p.173). COVID-19 emerged in the age of mass media,
and unlike news media in 1918, sensationalist headlines and filter bubbles dominated a vast
electronic media landscape, promoting negativity over optimism and fear over possibility. In this
media environment for which outlets survive on ratings and internet clicks to generate revenue
streams, there was a tendency to stretch truths or exaggerate the severity of the pandemic. For
example, on September 21, 2021, National Geographic published an article that reads “COVID19 Surpasses 1918 Flu as Deadliest Pandemic in U.S. History” and Smithsonian Magazine
published on September 24, 2021, the similarly titled “COVID-19 Surpasses 1918 Flu to Become
Deadliest Pandemic in American History” (Gamillo, 2021; Mckeever, 2021). Even though the
number of deaths is tragic and inordinate for a short timeframe, the problem with this type of
attention-grabbing news tactic is that the severity of COVID-19 did not come close to that of 1918
Influenza when considering different population sizes, mortality rates, and affected demographics,
as well as the technological advances that aided in the likelihood of survival in 2020.
Hart et al. (2020) examined the politicization and polarization present in newspapers and
televised news in the initial three months of the COVID-19 pandemic which reflected a sharp
increase in political messaging and shaped opposing attitudes to pandemic response measures.
Using Lexis Nexis, the researchers extracted messaging from newspapers such as The Atlanta
Journal-Constitution, The Minneapolis Star Tribune, The New York Times, The Philadelphia
Enquirer, and The Washington Post. Along with newspapers, network news coverage from the
following outlets were examined using machine learning methods: ABC, NBC, and CBS. Using
the frequency with which political figures were mentioned, it was found that both newspapers and
network news were highly polarized, while news stories are particularly politicized in newspapers.
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From this study, it is made demonstrable that Americans in 2020 formed opinions along
ideological lines and “in line with political elites they trust,” rejecting any information which does
not align, including information from science experts (Hart et al., 2020, p. 682). There is little
victory during a health crisis where the environment has been deeply polarized beforehand. The
mechanisms which divide Americans prevent a more unified response. Trust is of prime
importance in restoring a sense of cohesion that will inspire cooperation in the future.
Deaths worldwide due to influenza in 1918-1919 are estimated to be between 50 to 100
million, which is a great chasmic distance from the 5 million deaths worldwide (as of November
18, 2021) due to COVID-19 (Bristow, 2012, p. 3; Brown, 2018, p. 58; Dong et al., 2020; JHU,
2021; Morens & Fauci, 2007, p. 1018). In preparing for future pandemics, a commitment to ethics
and honest reporting by media organizations is one way to restore public trust and confidence in
public health policies used to protect against avoidable deaths. The 1918 Influenza Pandemic
remains the deadliest in American history and the reporting to the contrary, at least in the way of
headlines only to be negated by a more nuanced take within an article, reflects a future postpandemic need to advocate for protections against media bias and propaganda when informing the
public of pandemic details which greatly affect their lives (Bristow, 2012, p. 190).
Inaccurate or exaggerated media narratives run the risk of bleeding into public policy as
misinformation promoted by national outlets has often caused a greater swell of public anxiety and
outrage. The 1918 Influenza Pandemic differs from the 2020 COVID-19 Pandemic in that respect
with the reluctance of officials around the world in the early 20th Century to reveal information
surrounding demographics and data that would illuminate the scope of those impacted:
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On the one hand, newspapers were essential to publicizing emergency measures to contain
the epidemic, such as closing cinemas and theaters or prohibiting other types of gathering,
including funerals. On the other, any mention of the horror that was unfolding was to be
avoided. Even sounding death bells was sometimes forbidden, to prevent their continual
dismal tolling from revealing the extent of the tragedy that was to be hidden. (Martini et
al., 2019, p. E66)
This was done to avert panic, but consequently it did not lend to the creation of effective public
health policy afterwards as the impact was soon forgotten in a post-pandemic world. This oversight
is being remedied with the 2020 COVID-19 Pandemic, which will provide much better and more
extensive information on health disparities and mortality rates as well as the role of social and
economic health determinants. It is one area of public health policy that is being closely followed,
though there will still be many more lessons to learn in the pandemic’s aftermath.
Continued transparency and documentation of past efforts will inform future leaders for
the sake of pandemic preparedness and hopefully lead to a more cooperative and equitable result
when the next pandemic arrives. Much of the public health policy implementation in the COVID19 era was gleaned from resources and insights from the last major global pandemic the U.S. faced
a century ago. The 1918 Influenza Pandemic taught Americans the values of disease surveillance,
social distancing, proper hygiene, and responsible isolation. However, health disparities,
especially those experienced by minority communities were not given a proper examination at the
time (Bristow, 2012). The current focus on health disparities experienced by vulnerable and
minority populations as well as the social and economic determinant causes will be a much-needed
addition to public health policy considerations going forward and will better inform future
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generations on effective measures for the next major pandemic. What is certainly a significant
advantage current generations have over the past are the technological advances and major
breakthroughs in vaccine and antiviral drug therapies. When combined with a thorough
examination of effective policies to reduce the spread of disease, the socioeconomic impact of the
next pandemic does not have to be as severe. Those involved in public health policy should seize
on this unique opportunity to better health outcomes.
Seizing on the opportunities the COVID-19 pandemic has presented is much easier said
than done, especially considering increased globalization and consolidation. Companies that invest
very little in business continuity plans in preparation for a pandemic may gain advantage in the
short term over those organizations that invest a lot into a scenario which may not occur for
decades. However, those with a more long-term vision can prevail as an organization’s reputation
will be bolstered by pandemic preparedness and the demonstrable improvement to health outcomes
in the surrounding community prior to such an event. Channeling resources effectively while
maintaining a healthy margin is something for which all healthcare organizations should aspire,
especially in deference to mission and values. In relation to mitigating social and economic
determinants which will in turn improve the health of an organization’s surrounding community
as well as its reputation, “becoming strategic requires time, commitment, in-depth analysis, hard
choices, focused action, a host of complex skills, the ability to learn, and the willingness to let go
of approaches that aren’t working” (Easterling & McDuffee, 2018, p. 91).
While Americans are well beyond the days where pandemics were blamed on
meteorological or atmospheric events, or where treatments such as “bloodletting, enemas,
champagne, toxic fumes, and castor oil were used, there is still so much to learn regarding effective
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responses to pandemics in ways that are innovative and relevant to geographic hotspots (Bristow,
2012, p. 36; Brown, 2018, p. 28). Americans no longer use folk cures such as “evaporative oil of
turpentine,” though there are minor examples of fringe practices in 2020-2021 (Bristow, 2012, p.
36). Pointing to fringe ideologies which are relics of the past is an ineffective strategy in garnering
public trust or inspiring cooperation and collaboration between organizations, communities, and
individuals. In both eras, 1918 and 2020, allopathic medicine won out over homeopathy and the
minority of anti-vaccine groups. Public officials, journalists, and media personalities must avoid
giving fringe groups a platform for misinformation—extrapolating them to most hesitant
individuals who may have valid concerns is counterproductive. Instead, leaders in healthcare and
government policy should focus the narrative around social and economic determinants of health
and how to end the disparate impact that leads to public distrust so that all Americans, regardless
of income, are able to thrive. One far more effective approach to quelling public anxiety is to reach
out to individuals on a community level and explain how the groundbreaking ‘mRNA’ vaccines
work and how they are the answer to returning society to a sense of normalcy. Taking strategic
actions with a humane and thoughtful approach will more effectively combat future outbreaks.
To ensure that the global outbreak of COVID-19 does not become another “forgotten
pandemic,” Krishnan et al. (2020) warn against “delaying swift public health measures” as inaction
“could result in new waves of disease, as was the case in 1918” (p. 478). Officials may also want
to view pandemic preparedness from a global perspective and collaborate with leaders from other
nations as pandemics are not confined to one country or locality, but similarities in health
disparities can be viewed cross-culturally for more insightful public health policy implementation.
To that end, “we must learn to innovate, plan, and test evidence-based pandemic protocols; develop
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and resupply stockpiles of protective gear, intensive-care devices, medications, and vaccines; and
fund basic infectious-disease research” as well as “insist that our leaders demand transparent
communication and disease surveillance” (Markel, 2021, para. 9). Fostering a strategic planning
mindset in crafting effective solutions to problems that afflict multiple communities and sectors
during a pandemic is the way forward when discussing how Americans may benefit from
pandemic preparedness. The first step to mapping out a new course in pandemic planning is to
analyze critical events that occurred throughout the COVID-19 pandemic. The following steps
entail charting a necessary direction for infectious disease control and socioeconomic resilience.
Formulating strategies to that end will prepare the U.S. population for the future and ensure that
experiences with a virus are short-lived.
Though the World Health Organization crafted recommendations for a future influenza
pandemic, the guidance is applicable to the novel coronavirus as well. The difficulties observed
throughout the COVID-19 pandemic, however, relates to the recommendations to “maintain and
build public trust in public health authorities, before, during and after” a pandemic and to
“minimize social and economic disruption” (WHO, 2009). These recommendations have proven
themselves arduous, and sometimes impossible to achieve in the case of COVID-19, yet there is
still ample opportunity to “facilitate implementation of lessons learned for immediate application,
as well as for future needs” post-pandemic (WHO, 2009). Incentivization and informative
persuasion when it comes to health care is greatly needed along with removing barriers to effective
health measures. The pandemic made it a necessity for telemedicine to be broadened to urban as
well as rural areas but should not have been restricted as far as incentives are concerned in the first
place. Hospitals and healthcare organizations still need a margin within which to operate, so the
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restriction of reimbursement for this essential service is not conducive to a more equitable
healthcare system. Legal barriers prove unjust if allowed to persist for basic access of care.
Regulatory burden plays a part in officials not being able to address pandemics with great
efficiency—leaders in healthcare must advocate on behalf of the patients and communities they
serve to ensure barriers are eliminated to be better prepared for future contagions.
Related to regulatory initiatives, mandates may be good political theater in the realm of
partisanship and political gamesmanship on a national and federal level, and may even work in the
short-term, especially with the polarization of Americans with differing ideologies. However,
mandates make for public health policy that is complicated at best and unethical or discriminatory
at worst. Incentives and collaboration work far better than authoritarian dictates ever could,
especially since “medicine is subject to ethical constraints” (Pruski, 2021, p. 272). From a
socioeconomic standpoint, mandates do not consider the specific circumstances of each individual
American, which in the healthcare space should be left to primary care physicians and their
patients. When it comes to providing health care services, informed consent is of paramount
importance, which includes the administration of vaccines. Healthcare professionals must
remember that “vaccination is an irreversible medical procedure, not just a behavioural preference”
(Kowalik, 2021, p. 3). With such an important undertaking performed by medical staff, it is
essential to exercise caution with respect to informed consent, irrespective of utilitarian
viewpoints. Public trust is important now more than ever to break with past mistakes and strike a
balance between community health and the ethical considerations which make life worth living.
As Pruski (2021) states, “Mistrust is not created by healthy critique of something one generally
supports, but by the creation of an atmosphere where any critique, even if justified, is viewed as a

MAJOR U.S. PANDEMICS A CENTURY APART

98

faux pas” (p. 277). Acting in accordance with bioethics is of particular importance in the realm of
public health where encountering different belief systems is common.
Otherwise, capitulating to media narratives and the push for authoritarian precepts only
increases the burden of poor and minority communities and stifles economic growth, especially
regarding industries already facing worker shortages. It further erodes trust in public health
leadership and is counterintuitive to goals aimed at protecting citizens from the worst health
outcomes. The dictates coming from those with immense wealth and power during 1918, and even
more far-reaching in 2020, is a testament to the failure of pandemic preparedness over the span of
decades. Furthermore, mandates touch on questions of medical ethics when considering moral
discernment between public health and human values such as personal autonomy. The government
in concert with corporations mandating through threat of unemployment what should be a personal
medical decision with the guidance of a primary care physician creates different and unequal
classes of people. Creeping authoritarianism injures the people most affected by negative
determinants of health. “Non-compulsory vaccination strategies” coupled with better awareness
and outreach, including innovative methods to improve health education while also investing in
hospitals and other healthcare organizations, will garner better results in producing herd immunity
(El Amin et al., 2012, p. 11). A renewed commitment to upholding the highest standards of ethics
in the healthcare industry is one way to restore public confidence.
The sharp advance of authoritarianism in liberated societies prior to and witnessed over the
course of the COVID-19 pandemic is ruinous to principles which have promoted individual and
civil liberty as well as societal cohesion in the United States. It is not only in totalitarian states
where corruption occurs or where leaders take advantage of health crises to enact unrelated
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restrictions which also have the effect of harming vulnerable members of society. Similar themes
have been seen before with the 1918 Influenza Pandemic in which the public began to defy
authoritarian measures when illiberal policies conflicted with their principles. There are still
arguments surrounding what should be done in the name of “the common good,” though
incentivization is more in line with the principles which are most recognizable to American
citizens; mandates (or threats thereof) are viewed as inventions of dictatorial regimes (Bayer, 2007,
p. 1099). As the global economic fallout will continue to plague societies after the COVID-19
pandemic passes, “the slowed or negative growth, straitened budgets, devastated middle classes,
and swelling ranks of poverty-stricken citizens will create political pressure on governments
around the world—authoritarian and democratic alike” (Carothers & Wong, 2020, para. 3). To
preserve the values which are hallmarks of peaceful societies, Americans will want to approach
public health in a way that harmonizes public cooperation and public trust, so that future outbreaks
can be eliminated as quickly as possible when an intolerable disease makes its appearance.
Balancing the paternalistic nature of public health initiatives with the values of selfdetermination and free will is a challenge, but leaders must be “fully cognizant of difficult tradeoffs when we make policy determinations” (Bayer, 2007, p. 1102). For instance, in the practice of
disease surveillance and contact tracing, there is a line which should be drawn between acceptable
intervention and rights to privacy—a release of patient names to the public is possibly the most
grievous action as it can lead to ostracism and economic consequences for individuals already
faced with overcoming a challenge to their health. Leaders in healthcare should also implement
checks and balances to enormous power which has a great potential to be abused. Policy
prescriptions have historically had far more imposing effects on the marginalized and less
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privileged members of society. Many people now grapple with the possibility that “a postquarantine world could be less democratic than its previous iteration; the tools that have been
temporarily deployed in the fight against a once-in-a-lifetime disease may become permanent”
(Wang, 2020, para. 3).
In 1918, there was a “failure of public health leaders to mobilize the nation in advance of
the approaching scourge,” and then an erasure of the fact that “the influenza pandemic was the
worst health disaster in recorded history” (Bristow, 2012, p. 11). The years following the 2020
COVID-19 Pandemic must break with that troubling past and chart a new course of action based
on effective use of the tools gained from revolutions in germ theory, medical research, and health
technology, in conjunction with a respect for unity, human values, and public trust. One part of
pandemic preparedness (and perhaps the most important) is prevention. An ideal course of action
is to be prepared if the occasion arises but to prevent it if possible. Implementing safety protocols
aimed at preventing biological agents from escaping the confines of research and development
(R&D) spaces is essential. Ensuring that the Strategic National Stockpile has a sufficient supply
of personal protective equipment (PPE), vaccines, and antibiotics is a priority as well. Beyond that,
being prepared for the next pandemic requires a strategic planning approach between a variety of
organizations, both within the healthcare sector and in sectors which contribute to determinants of
health.
As the saying goes, “an Ounce of Prevention is worth a Pound of Cure” (Franklin, 1735).
With increasing automation along with the effects of globalization, the time has come to take a
more proactive approach to alleviate the determinant factors which contribute to poor health
outcomes from pandemic disease. The matter has become urgent when considering an aging
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population and the likelihood of a greater number of Americans leaving the workforce, both
voluntarily and involuntarily, in the coming years. The convergence of negative determinant
causes is a signal for leaders to work together in effort to implement preventive measures in a
variety of social and economic spheres, especially when it comes to necessities such as food, water,
housing, and the income needed to maintain basic sustenance. Preventive measures which address
the predominant causes of disparate health outcomes are likely to have more restorative effects
than those which are reactive. There are innovative policy suggestions, some being more
controversial than others, which promise to improve health determinants, but Americans must
change the way in which they relate to one another for impactive strategies to gain ground. Also,
applicable pandemic protocols should be implemented immediately at the onset of a pandemic as
“evidence supports the idea that measures of social distancing added to those of individual
prevention” (…) have produced “the best results in the prevention of contagion” (Scarpa, 2020, p.
3). No one measure represents a definitive answer for all communities, but a combination of
cautionary activities which slow the spread of disease is best to protect the most at-risk.
In the wake of the preceding SARS-CoV-1 pandemic in 2002-2003, the precautionary
principle was suggested for use in future pandemics to weigh the potential consequences of certain
public health actions (Gostin et al., 2003). The principle calls on public health leaders and elected
officials to avoid doing more harm than good, to err on the side of caution especially amid
uncertainty, and to bridge the tensions between public health and individual rights. That tension
between collective good and individual liberty is still a prominent feature in the American
experience of pandemics. With the common themes which have still plagued American society
since that time, it is clear there is much to do in the arena of pandemic preparedness and aligning
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it with American values. Officials may want to consider the least intrusive methods to prevent viral
spread, choosing voluntary cooperation over coercive action where possible, to meet the goal of
disease mitigation. Incentivization and persuasion are also preferable tools in a free society where
liberty is a paramount value. It is also important to not prolong measures once the threat is under
control or more knowledge gives insight on who is predominantly affected, leading to more
creative methods of responding and less social and economic damage. As such, transparency and
effective leadership are keys to future pandemic preparedness endeavors, especially in promoting
unity and cooperation.
To unite the nation around a common cause, and to foster the kind of unity it takes for the
U.S. population to weather the storm of future pandemic waves, collaboration and cooperation are
necessary tools. If there is any hope for American society in "mastering history's lessons,” we must
first address “inadequacies in policy, preparedness, response, and media reaction” and learn how
to mitigate health disparities and the resulting damage to society’s socioeconomic fabric (Brown,
2018, p. 80; Morens et al., 2021, p. 1086). Learning from the past while looking to the future with
an eye on equitable solutions and breaking new ground in pandemic preparedness strategies is the
way forward for leaders in healthcare. Doctors, nurses, and other healthcare professionals, like
those in 1918 who soldiered on despite being “participants in the greatest failure of medical
science,” are now through increasing knowledge and experience “better prepared to deal with the
problem of an epidemic than any group of healers ever before” (Crosby, 2003, pp. 18-19). During
the post-pandemic reflection and subsequent advocacy for meaningful healthcare changes,
members of the healthcare establishment may take comfort in the fact that “whatever happens next,
it won’t be a second 1918” (Brown, 2020, para. 1).

MAJOR U.S. PANDEMICS A CENTURY APART

103

References
Adler, L., Fiedler, M., Ginsburg, P. B., Hall, M., Ippolito, B., & Trish, E. (2021, February
4). Understanding the No Surprises Act. https://brook.gs/3Fr7i88
Aimone, F. (2010). The 1918 Influenza Epidemic in New York City: A review of the
public health response. Public Health Reports, 125(3_suppl), 71-79.
https://doi.org/g6bp
Alberti, P. M., Lantz, P. M., & Wilkins, C. H. (2020). Equitable pandemic preparedness
and rapid response: Lessons from COVID-19 for pandemic health equity. Journal
of Health Politics, Policy and Law, 45(6), 921-935. https://doi.org/gj36hv
Aligne, C. A. (2016). Overcrowding and mortality during the influenza pandemic of
1918: Evidence from US Army camp A.A. Humphreys, Virginia. American
Journal of Public Health, 106(4), 642-644. https://doi.org/g6br
Alvarez-Risco, A., Mejia, C. R., Delgado-Zegarra, J., Del-Aguila-Arcentales, S., ArceEsquivel, A. A., Valladares-Garrido, M. J., Rosas Del Portal, M., Villegas, L. F.,
Curioso, W. H., Sekar, M. C., & Yáñez, J. A. (2020). The Peru approach against
the COVID-19 Infodemic: Insights and strategies. The American Journal of
Tropical Medicine and Hygiene, 103(2), 583-586. https://doi.org/gh4g3n
Applebaum, A. (2020, April 3). Creeping authoritarianism has finally prevailed. The
Atlantic. https://bit.ly/3kMW1Y0

MAJOR U.S. PANDEMICS A CENTURY APART

104

Arias, E., Tejada-Vera, B., Ahmad, F., Kochanek, K. D. (2021). NVSS vital statistics
rapid release: Provisional life expectancy estimates for 2020. National Center for
Health Statistics, report no. 015. https://doi.org/g6bs
Avanceña, A. L.-V., DeLuca, E. K., Iott, B., Mauri, A., Miller, N., Eisenberg, D., &
Hutton, D. W. (2021). Income and income inequality are a matter of life and
death. What can policymakers do about it? American Journal of Public Health,
111(8), 1404-1408. https://doi.org/gmpdb6
Bambra, C., Riordan, R., Ford, J., & Matthews F. (2020). The COVID-19 pandemic and
health inequalities. Journal of Epidemiology & Community Health, 74(11), 964968. https://doi.org/gg2t9n
Barry, J. M. (2005). The great influenza: The story of the deadliest pandemic in history.
(Rev. ed.). Penguin Books.
Bayer, R. (2007). The continuing tensions between individual rights and public health.
Talking Point on public health versus civil liberties. EMBO reports, 8(12), 10991103. https://doi.org/c3wmz7
Bernal, J. L., Andrews, N., Gower, C., Gallagher, E., Simmons, R., Thelwall, S., Stowe,
J., Tessier, E., Groves, N., Dabrera, G., Myers, R., Campbell, C. N.-J.,
Amirthalingam, G., Edmunds, M., Zambon, M., Brown, K. E., Hopkins, S.,
Chand, M., & Ramsay, M. (2021). Effectiveness of COVID-19 vaccines against
the B.1.617.2 (Delta) variant. New England Journal of Medicine, 385(7), 585594. https://doi.org/gk8984

MAJOR U.S. PANDEMICS A CENTURY APART

105

Blundell, R., Costa Dias, M., Joyce, R., & Xu, X. (2020) COVID-19 and inequalities.
Fiscal Studies, 41, 291-319. https://doi.org/gg37cg
Bootsma, M. C. J., & Ferguson, N. M. (2007). The effect of public health measures on
the 1918 Influenza Pandemic in U.S. cities. Proceedings of the National Academy
of Sciences of the United States of America, 104(18), 7588-7593.
https://doi.org/dcvh89
Brandt, A. M. (2021) Pandemics and public health history. American Journal of Public
Health, 111(3), 409-410. https://doi.org/g6bt
Brennan, M. (2021, September 30). Americans’ trust in government remains low. Gallup.
https://bit.ly/3nrMWp8
Bristow, N. K. (2012) American pandemic: The lost worlds of the 1918 Influenza
Epidemic. Oxford University Press.
Brown, J. (2018). Influenza: The hundred-year hunt to cure the 1918 Spanish Flu
Pandemic. (1st ed.). Atria Books.
Brown, J. (2020) The Coronavirus is no 1918 pandemic. Atlantic. https://bit.ly/3HAgEjW
Carothers, T., & Wong, D. (2020, August 11). Authoritarian weaknesses and the
pandemic. Carnegie Endowment for International Peace. https://bit.ly/3kQ4gSU
Centers for Disease Control and Prevention (CDC). (n.d.) History of 1918 Flu Pandemic.
https://bit.ly/3nDeNmx

MAJOR U.S. PANDEMICS A CENTURY APART

106

Centers for Disease Control and Prevention (CDC). (2014, June 19). CDC lab determines
possible anthrax exposures: Staff provided antibiotics/monitoring.
https://bit.ly/3ctiXHa
Centers for Disease Control and Prevention (CDC). (2020, December 18). Overdose
deaths accelerating during COVID-19. https://bit.ly/3HzoJoW
Centers for Disease Control and Prevention (CDC). (2021a). COVID-19 vaccinations in
the United States. COVID Data Tracker. https://bit.ly/3CyjW3j
Centers for Disease Control and Prevention (CDC). (2021b). Selected Adverse Events
Reported after COVID-19 Vaccination. https://bit.ly/3oBJ5Fk
Centers for Medicare & Medicaid Services (CMS). (2020, December 18) Monitoring for
Hospital Price Transparency. https://go.cms.gov/3qNsbq0
Chandra, A., Finkelstein, A., Sacarny, A., & Syverson, C. (2016). Research: Perhaps
market forces do work in health care after all. Harvard Business Review.
https://bit.ly/3HtfYfY
Chidambaram, P. & Garfield, R. (2021, October 01). Nursing homes experienced steeper
increase in COVID-19 cases and deaths in August 2021 than the rest of the
country. Kaiser Family Foundation. https://bit.ly/3FxtEEO
Chowell, G., & Viboud, C. (2016). 1918 pandemic flu and socioeconomic disparities:
Lessons from 1918 Chicago. Proceedings of the National Academy of Sciences of
the United States of America, 138(48), 13557-13559. https://doi.org/g6bw

MAJOR U.S. PANDEMICS A CENTURY APART

107

Chowkwanyun, M., & Reed, A. L. (2020). Racial health disparities and COVID-19—
caution and context. New England Journal of Medicine, 383, 201-203.
https://doi.org/ggv2p5
Clifford, R., & Mattingly, M. J. (2020). Unemployment insurance claims during COVID19: Disparate impacts across industry and demography in New England states.
Federal Reserve Bank of Boston. https://bit.ly/3qROtHk
Cook, I. (2021, September 15). Who is driving The Great Resignation? Harvard Business
Review. https://bit.ly/3CqqxNj
Cowley, C. (2019). Selective conscientious objection in healthcare. The New Bioethics,
25(3), 236-247. https://doi.org/g6bz
Crosby, A. W. (2003). America’s Forgotten Pandemic. (2nd ed.). Cambridge University
Press.
Cruz-Teran, C., Tiruthani, K., McSweeney, M., Ma, A., Pickles, R., & Lai, S. K. (2021).
Challenges and opportunities for antiviral monoclonal antibodies as COVID-19
therapy. Advanced Drug Delivery Reviews, 169, 100-117. https://doi.org/ghzw62
Cubanski, J., Swoope, C., Boccuti, C., Jacobson, G., Casillas, G., Griffin, S., & Neuman,
T. (2015, March). A primer on Medicare. Kaiser Family Foundation.
https://bit.ly/329KriZ

MAJOR U.S. PANDEMICS A CENTURY APART

108

Daly, M. C., Buckman, S. R., & Seitelman, L. M. (2020, June 29). The unequal impact of
COVID-19: Why education matters. FRBSF Economic Letter.
https://bit.ly/30CXNn2
Daly, R. (2020, December 30). Appeals court rejects hospitals’ objections to new price
transparency policy. HFMA. https://bit.ly/3oZZNP5
Daszak, P., Keusch, G. T., Phelan, A. L., Johnson, C. K., & Osterholm, M. T. (2021).
Infectious disease threats: A rebound to resilience. Health Affairs, 40(2), 204-211.
https://doi.org/gmwz29
David, K. B., Aborode, A. T., Olaoye, D. Q., Enang, N. V., Oriyomi, A. K., & Yunusa, I.
(2021). Increased risk of death triggered by domestic violence, hunger, suicide,
exhausted health system during COVID-19 pandemic: Why, how and solutions.
Frontiers in Sociology, 6, 648395. https://doi.org/gkgxrm
Demsar, V., Sands, S., Campbell, C., & Pitt, L. (2021). “Unprecedented,”
“extraordinary,” and “we’re all in this together”: Does advertising really need to
be so tedious in challenging times? Business Horizons, 64(4), 415-424.
https://doi.org/g5sp
Dong, E., Du, H., & Gardner, L. (2020). An interactive web-based dashboard to track
COVID-19 in real time. The Lancet Infectious Diseases, 20(5), 533-534.
https://doi.org/ggnsjk

MAJOR U.S. PANDEMICS A CENTURY APART

109

Easterling, D., & McDuffee, L. (2018). Becoming strategic: Finding leverage over the
social and economic determinants of health. The Foundation Review, 10(1), 90112. https://doi.org/g6b2
Economic Policy Institute (EPI). (2021) The Productivity-pay gap. EPI.
https://bit.ly/3DwntAh
Eichenbaum, M. S., Rebelo, S., & Trabandt, M. (2021). The macroeconomics of
epidemics. The Review of Financial Studies, 34(11), 5149-5187.
https://doi.org/g6b4
Engelgau, M. M., Zhang, P., Jan, S., & Mahal, A. (2019) Economic dimensions of health
inequities: The role of implementation research. Ethnicity & Disease, 29(Suppl
1), 103-112. https://doi.org/ghrznk
Ewing, E. W. (2021, April 1). Measuring mortality in the pandemics of 1918-19 and
2020-21. Health Affairs Blog. https://bit.ly/3DAcK8i
Eyler, J. M. (2009). The fog of research: Influenza vaccine trials during the 1918-19
pandemic. Journal of the History of Medicine and Allied Sciences, 64(4), 401428. https://bit.ly/3Frixxp
Eyler, J. M. (2010). The state of science, microbiology, and vaccines circa 1918. Public
Health Reports, 125(Suppl 3), 27-36. https://doi.org/g6b5
Felter, C. (2020). What does the CDC do? Council on Foreign Relations.
https://on.cfr.org/30GaGxb

MAJOR U.S. PANDEMICS A CENTURY APART

110

Felt-Lisk, S., Ballou, J., & Lake, T. (2020) What role could greater price transparency
play in lowering health care costs? Mathematica. https://bit.ly/3Fr8rMU
Forbes, A. W. (2021). COVID-19 in historical context: Creating a practical past. HEC
Forum, 33, 7-18. https://doi.org/gk72md
Francis, M. (2021, September 24). Medical ethicists criticize doctors refusing to treat the
unvaccinated. Yahoo! News. https://yhoo.it/3kRXxI9
Franklin, B. (1735, February 4). On protection of towns from fire. Founder Online,
National Archives. https://bit.ly/3cpQ9z1
Fuchs, V. R. (2020). After the COVID-19 pandemic. Journal of the American Medical
Association (JAMA), 324(3), p. 233-234. https://doi.org/g6b6
Furmanski, M. (2015). The 1977 H1N1 influenza virus reemergence demonstrated gainof-function hazards. mBio, 6(5), e01434-15. https://doi.org/dv9x
Galea, S., & Abdalla, S. M. (2020). COVID-19 pandemic, unemployment, and civil
unrest: Underlying deep racial and socioeconomic divides. JAMA, 324(3), 227228. https://doi.org/gg3tpw
Global Health Security Index (GHS Index). (2020, April 27). The U.S. and COVID-19:
Leading the world by GHS index score, not by response. GHS Index.
https://bit.ly/3kQdhv8

MAJOR U.S. PANDEMICS A CENTURY APART

111

Gonzalez, D., Karpman, M., Kenney, G. M., & Zuckerman, S. (2021). Delayed and
forgone health care for nonelderly adults during the COVID-19 pandemic. Urban
Institute. https://urbn.is/3qRR6sG
Gostin, L. O., Bayer, R., & Fairchild, A. L. (2003). Ethical and legal challenges posed by
severe acute respiratory syndrome: Implications for the control of severe
infectious disease threats. Journal of the American Medical Association (JAMA),
290(24), 3229-3237. https://doi.org/dcrtkg
Government Accountability Office (GAO). (2020). COVID-19: Urgent actions needed to
better ensure an effective federal response. Publication GAO-21-191.
https://bit.ly/3DwtqgV
Greenberger, M. (2018). Better prepare than react: Reordering public health priorities 100
years after the Spanish Flu Epidemic. American Journal of Public Health,
108(11), 1465-1468. https://doi.org/ggp72z
Hart, P. S., Chinn, S., & Soroka, S. (2020). Politicization and polarization in COVID-19
news coverage. Science Communication, 42(5), 679-697. https://doi.org/ghg5vd
Henderson, M. A., & Mouslim, M. C. (2021, March 16). Low compliance from big
hospitals on CMS’s hospital price transparency rule. Health Affairs Blog.
https://bit.ly/3cpencQ
Hickey, K. J. (2021). The PREP Act and COVID-19: Limiting liability for medical
countermeasures. Congressional Research Service. https://bit.ly/3x16L9W

MAJOR U.S. PANDEMICS A CENTURY APART

112

Himmelstein, D. U., Campbell, T., & Woolhandler, S. (2020, January 7). Landmark
administrative waste study updated: Health care administrative costs in the
United States and Canada, 2017. https://bit.ly/3FxBb6y
Hirsch, L., & Grullón Paz, I. (2021, November 6). A court temporarily blocks Biden’s
vaccine mandate. New York Times. https://nyti.ms/3HB497C
Hornblum, A. (2000). Subjected to medical experimentation: Pennsylvania’s contribution
to “science” in prisons. Pennsylvania History: A Journal of Mid-Atlantic Studies,
67(3), 415-416. https://bit.ly/3cu5dM5
Ibarra-Nava, I., Cardenas-delaGarza, J., Ruiz-Lozano, R., & Salazar-Montalvo, R.
(2020). Mexico and the COVID-19 response. Disaster Medicine and Public
Health Preparedness, 14(4), E17-E18. https://doi.org/gg6ndj
John Hopkins University (JHU). (2020). COVID-19 Data repository by the Center for
Systems Science and Engineering (CSSE). https://bit.ly/3DDRyyg
Gamillo, E. (2021, September 24). COVID-19 surpasses 1918 flu to become deadliest
pandemic in American history. https://bit.ly/3qN5DWp
Jester, B. J., Uyeki, T. M., Patel, A., Koonin, L., Jernigan, D. B. (2018). 100 years of
medical countermeasures and pandemic influenza preparedness. American
Journal of Public Health, 108(11), 1469-1472. https://doi.org/gffqcf
Joint Center for Housing Studies (JCHS). (2021). America’s Rental Housing 2020.
Harvard University. https://bit.ly/30AjSCP

MAJOR U.S. PANDEMICS A CENTURY APART

113

Kaufmann, S. H.-E. (2017). Remembering Emil von Behring: from tetanus treatment to
antibody cooperation with phagocytes. mBio, 8(1), e00117-17.
https://doi.org/gnh38g
Kim E. J., Marrast, L., & Conigliaro, J. (2020) COVID-19: Magnifying the effect of
health disparities. Journal of General Internal Medicine 35, 2441-2442.
https://doi.org/gk7mzw
Kim, J., Eygeris, Y., Gupta, M., & Sahay, G. (2021) Self -assembled mRNA vaccines.
Advanced Drug Delivery Reviews, 170, 83-112. https://doi.org/gk635d
Kindig, D. A. (2020). Using uncommon data to promote common ground for reducing
infant mortality. The Milbank Quarterly, 98(1), 18-21. https://bit.ly/32635s0
Knight, G. M., Glover, R. E., McQuaid, C. F., Olaru, I. D., Gallandat, K., Leclerc, Q. J.,
Fuller, N. M., Willcocks, S. J., Hasan, R., van Kleef, E., & Chandler, C. IR.
(2021, February 16). Antimicrobial resistance and COVID-19: Intersections and
implications. eLife, 10: e64139. https://doi.org/gj9rkn
Kowalik, M. (2021). Ethics of vaccine refusal. Journal of Medical Ethics, 0, 1-4.
https://doi.org/gncxqp
Krishnan, L., Ogunwole, S. M., & Cooper, L. A. (2020). Historical insights on
coronavirus disease 2019 (COVID-19), the 1918 Influenza Pandemic, and Racial
Disparities: Illuminating a path forward. Annals of Internal Medicine, 173(6),
474-481. https://doi.org/gg7zbf

MAJOR U.S. PANDEMICS A CENTURY APART

114

Latifi, R. & Doarn, C., R. (2020). Perspective on COVID-19: Finally, telemedicine at
center stage. Telemedicine and e-health, 26(9), 1106-1109. https://doi.org/gg5nr7
Lee, W., Kim, H., Choi, H. M., Heo, S., Fong, K. C., Yang, J., Park, C., Kim, H., & Bell,
M. L. (2021). Urban environments and COVID-19 in three Eastern states of the
United States. The Science of the Total Environment, 779, 146334.
https://doi.org/gjtd2v
Lu, R. -M., Hwang, Y. -C., Liu, I. -J., Lee, C. -C., Tsai, H. -Z., Li, H. -J., & Wu, H. -C.
(2020). Development of therapeutic antibodies for the treatment of diseases.
Journal of Biomedical Science, 27:1, 1-30. https://bit.ly/3HAECeL
Markel, H. (2021, August 19). History won’t help us now. Atlantic.
https://bit.ly/3Cu8eXh
Marmot, M., & Allen, J. J. (2014). Social determinants of health equity. American
Journal of Public Health, 104(54), S517-S519. https://doi.org/758
Martin-Howard, S., & Farmbry, K. (2020). Framing a needed discourse on health
disparities and social inequities: Drawing lessons from a pandemic. Public
Administration Review, 80(5), 839-844. https://doi.org/gk7fxq
Martini, m., Gazzaniga, V., Bragazzi, N. L., & Barberis, I. (2019). The Spanish Influenza
Pandemic: a lesson from history 100 years after 1918. Journal of preventive
medicine and hygiene, 60(1), E64-E67. https://doi.org/gktfw8

MAJOR U.S. PANDEMICS A CENTURY APART

115

McKeever, A. (2021, September 21). COVID-19 surpasses 1918 flu as deadliest
pandemic in U.S. history. National Geographic. https://on.natgeo.com/3qNBOVG
Mein, S. A. (2020) COVID-19 and health disparities: The reality of “the great equalizer”.
Journal of General Internal Medicine 35(8), 2439-2440. https://doi.org/gg7mtk
Menon, D. U., & Belcher, M. E. (2020). COVID-19 Pandemic health disparities and
pediatric health care—The promise of telehealth. The Journal of the American
Medical Association Pediatrics. https://doi.org/g6ck
Mishel, L., & Bivens, J. (2021, May 13). Identifying the policy levers generating wage
suppression and wage inequality. EPI. https://bit.ly/3oGQROm
Moore, N. (2020, April 6). In Chicago, COVID-19 is hitting the black community hard.
NPR. https://n.pr/3kSZzaW
Moreira, A., & Hick, R. (2021). Covid-19, the Great Recession and social policy: Is this
time different? Social Policy & Administration, 55(2), 261-279.
https://doi.org/gmrbfz
Morens, D. M., & Fauci A. S. (2007) The 1918 Influenza Pandemic: Insights for the 21st
Century. The Journal of Infectious Diseases, 195(7), 1018-1028.
https://doi.org/dnx8f8
Morens, D. M., Taubenberger, J. K., & Fauci, A. S. (2008) Predominant role of bacterial
pneumonia as a cause of death in pandemic influenza: Implications for pandemic

MAJOR U.S. PANDEMICS A CENTURY APART

116

influenza preparedness. The Journal of Infectious Diseases, 198(7), 962-970.
https://doi.org/dst9bt
Morens, D. M., Taubenberger, J. K., & Fauci, A. S. (2021) A centenary tale of two
pandemics: The 1918 Influenza Pandemic and COVID-19, part I. American
Journal of Public Health, 111(6), 1086-1094. https://doi.org/gj2zhp
Mortality from influenza—Chicago Health Department wants the disease more actively
fought. (1901, April 28). New York Times, 3. https://nyti.ms/3oGyCZe
Mueller, J. T., McConnell, K., Burow, P. B., Pofahl, K., Merdjanoff, A. A., & Farrell, J.
(2021). Impacts of the COVID-19 pandemic on rural America. Proceedings of the
National Academy of Sciences. https://doi.org/ghw39v
Musunuri, S., Sandbrink, J. B., Monrad, J. T., Palmer, M. J., Koblentz, G. D., & Keim, P.
(2021). Rapid proliferation of pandemic research: Implications for dual-use risks.
mBio, 12(5), e01864-21. https://doi.org/g6cm
Nagata, J. M., Seligman, H. K., & Weiser, S. D. (2021). Perspective: The convergence of
coronavirus disease 2019 (COVID-19) and food insecurity in the United States.
Advances in Nutrition, 12(2), 287-290. https://doi.org/g6cn
Navarro, J. A., & Markel, H. (2021) Politics, pushback, and pandemics: Challenges to
public health orders in the 1918 influenza pandemic. American Journal of Public
Health, 111(3), 416-422. https://doi.org/gmz8n7

MAJOR U.S. PANDEMICS A CENTURY APART

117

Ndugga, N., Hill, L., & Artiga, S. (2021) Latest data on COVID-19 vaccinations by
race/ethnicity. Kaiser Family Foundation. https://bit.ly/3Fu7G5J
Neel, J. (2021, October 26). FDA advisory panel recommends Pfizer vaccine for kids
ages 5 to 11. NPR. https://n.pr/3DyFJcz
Nickol, M. E., & Kindrachuk, J. A. (2019) A year of terror and a century of reflection:
perspectives on the great influenza pandemic of 1918-1919. BMC Infectious
Diseases 19,117. https://doi.org/ggvp8v
Noar, S. M., & Austin, L. (2020). (Mis)communicating about COVID-19: Insights from
health and crisis communication. Health Communication, 35(14), 1735-1739.
https://doi.org/ghvpmr
Office of the Director of National Intelligence (ODNI). (2021). Unclassified summary of
assessment on COVID-19 origins. https://bit.ly/3DAAf0I
Osterholm, M. T. (2007). Unprepared for a pandemic. Foreign Affairs, 86(2), 47-58.
https://bit.ly/3oKNiGD
Oxford, J. S. & Gill, D. (2018). Unanswered questions about the 1918 influenza
pandemic: origin, pathology, and the virus itself. The Lancet Infectious Diseases,
18(11), e348-e354. https://doi.org/gdqc2k
Pak, A., Adegboye, O. A., Adekunle, A. I., Rahman, K. M., McBryde, E. S., & Eisen, D.
P. (2020) Economic consequences of the COVID-19 outbreak: The need for
epidemic preparedness. Frontiers in Public Health, 8, 241. https://doi.org/gkbjzc

MAJOR U.S. PANDEMICS A CENTURY APART

118

Parmet, W. E., & Rothstein, M. A. (2018) The 1918 Influenza Pandemic: Lessons learned
and not—introduction to the special section. American Journal of Public Health,
108(11), 1435-1436. https://doi.org/gg27sx
Parrott, S., Marr, C., Sherman, A., & Solomon, J. (2021, March 24) Building an equitable
recovery requires investing in children, supporting workers, and expanding
health coverage. Center on Budget and Policy Priorities. https://bit.ly/3HATidT
Pascale, C.-M. (2021). Living on the edge: When hard times become a way of life. Polity
Press.
Peters, C., Blohn, I., & Leimeister, M. (2015) Anatomy of successful business models for
complex services: Insights from the telemedicine field. Journal of Management
Information Systems, 32(3), 75-104. https://doi.org/ghzkdc
Plott, C. F., & Sharfstein, J. M. (2020). Unexpected health insurance profits and the
COVID-19 crisis. JAMA, 324(17), 1713-1714. https://doi.org/g6cp
Pruski, M. (2021). Conscience and vaccines: Lessons from Babylon 5 and COVID-19.
The New Bioethics, 27(3), 266-284. https://doi.org/g6cq
Quinton, S. (2021, January 22). Lawmakers move to strip governors’ emergency powers.
The Pew Charitable Trusts. https://bit.ly/3kQAa1J
Rauhaus, B. M., Sibila, D., & Johnson, A. F. (2020). Addressing the increase of domestic
violence and abuse during the COVID-19 pandemic: A need for empathy, care,

MAJOR U.S. PANDEMICS A CENTURY APART

119

and social equity in collaborative planning and responses. The American Review
of Public Administration, 50(6-7), 668-674. https://doi.org/gg4vv4
Reid, C. (2020). Pandemic of inequality: An introduction to inequality of race, wealth,
and class, equality of opportunity. University of St. Thomas Journal of Law and
Public Policy, 14(1), 1-48. https://bit.ly/3HATVEh
Ripoll, J. G., van Helmond, N., Senefeld, J. W., Wiggins, C. C., Klassen, S. A., Baker, S.
E., Larson, K. F., Murphy, B. M., Andersen, K. J., Ford, S. K., Casadevall, A., &
Joyner, M. J. (2021) Convalescent plasma for infectious diseases: Historical
framework and use in COVID-19. Clinical Microbiology Newsletter, 43(4), 2332. https://doi.org/g6cr
Robinson, K. R. (2020) Comparing the Spanish flu and COVID-19 pandemics: Lessons
to carry forward. Nursing Forum, 56(2), 350-357. https://doi.org/gk6tcs
Rozo, M., & Gronvall, G. K. (2015a). The reemergent 1977 H1N1 strain and the gain-offunction debate. mBio, 6(4). https://doi.org/fv3g
Rozo, M., & Gronvall, G. K. (2015b). Reply to “The 1977 H1N1 Influenza Virus
Reemergence Demonstrated Gain-of-Function Hazards”. mBio, 6(5), e01524-15.
https://doi.org/g6cs
Rubin, R. (2021). Monoclonal antibodies for COVID-19 preexposure prophylaxis can’t
come fast enough for some people. JAMA, 326(19), 1895-1897.
https://doi.org/g6ct

MAJOR U.S. PANDEMICS A CENTURY APART

120

Saladino, V., Algeri, D., & Auriemma, V. (2020). The psychological and social impact of
COVID-19: New perspectives of well-being. Frontiers in Psychology, 11,
577684. https://doi.org/ghrsrn
Scarpa, R., Caso, F., Costa, L., Passavanti, S., Grazia-Vitale, M., Trojaniello, C., Del
Puente, A., & Ascierto, P. A. (2020). May the analysis of 1918 Influenza
Pandemic give hints to imagine the possible magnitude of Corona Virus Disease2019 (COVID-19)? Journal of Translational Medicine, 18, 489.
https://doi.org/gk7nt2
Schwartz, K., Lopez, E., Rae, M., & Neuman, T. (2020, September 02). What we know
about provider consolidation. Kaiser Family Foundation. https://bit.ly/3Cuxhtp
Shah, S., Diwan, S., Kohan, L., Rosenblum, D., Gharibo, C., Soin, A., Sulindro, A.,
Nguyen, Q., Provenzano, D. A. (2020) The technological impact of COVID-19 on
the Future of Education and Health Care Delivery. Pain Physician.
https://bit.ly/30HBJYY
Smialek, J. (2021, September 27). Fed officials under fire for 2020 securities trading will
resign. New York Times. https://nyti.ms/2Z2It2T
Snowden, L. R., Graaf, G. (2021) COVID-19, social determinants past, present, and
future, and African Americans’ health. Journal of Racial and Ethnic Health
Disparities 8, 12-20. https://doi.org/gj4zs7

MAJOR U.S. PANDEMICS A CENTURY APART

121

Spinney, L. (2017). Pale rider: The Spanish Flu of 1918 and how it changed the world.
(1st ed.). Public Affairs.
Stein, R. (2021, January 6). As COVID-19 cases surge, critics say vaccinations must
speed up. NPR. https://n.pr/3nwyTyB
Taubenberger, J. K., & Morens, D. M. (2006). 1918 Influenza: The mother of all
pandemics. Emerging Infectious Diseases, 12(1), 15-22. https://bit.ly/3csbLed
Thierer, A. (2020, December 9). A pandemic of political irresponsibility. Discourse
Magazine. https://bit.ly/3x2hwIX
Troianovski, A. (2021, June 20). Soviets once denied a deadly anthrax lab leak. U.S.
scientists backed the story. New York Times. https://nyti.ms/3Fs8ojW
Troy, T. D. (2015). How the government as a payer shapes the health care marketplace.
American Policy Institute. https://bit.ly/30JtKuj
U. S. FDA [@US_FDA]. (2021, August 21). You are not a horse. You are not a cow.
Seriously, y’all. Stop it. [Thumbnail with link attached] [Tweet]. Twitter.
https://twitter.com/us_fda/status/1429050070243192839
U.S. Food & Drug Administration (FDA). (2021, August 23). FDA approves first
COVID-19 vaccine: Approval signifies key achievement for public health.
https://bit.ly/3oK0coA

MAJOR U.S. PANDEMICS A CENTURY APART

122

Wang, A. (2020, May 23). Authoritarianism in the time of COVID. Harvard
International Review. https://bit.ly/3HzyMu4
Weible, C. M., Nohrstedt, D., Cairney, P., Carter, D. P., Crow, D. A., Durnová, A. P.,
Heikkila, T., Ingold, K., McConnell, A., & Stone, D. (2020). COVID-19 and the
policy sciences: initial reactions and perspectives. Policy Sciences, 53, 225-241.
https://doi.org/ggs2v7
Whitcomb, D. (2021, November 12). U.S. appeals court affirms hold on Biden COVID19 vaccine mandate. Reuters. https://reut.rs/3ntYEPT
Whitelaw, S., Mamas, M. A., Topol, E., & Van Spall, H. G-C. (2020) Applications of
digital technology in COVID-19 pandemic planning and response. The Lancet
Digital Health, 2(8), e435-e440. https://doi.org/gg5733
Whittemore, P. B. (2020). COVID-19 fatalities, latitude, sunlight, and vitamin D.
American Journal of Infection Control, 48(9), 1042-1044. https://doi.org/ghr93r
Wiik, J. G. (2020). COVID-19 addressing financial and operational impacts to providers.
[Webinar]. HFMA. https://bit.ly/3qNT6C4
Williams, D. R., & Cooper, L. A. (2020). COVID-19 and health equity—A new kind of
“herd immunity”. The Journal of the American Medical Association, 323(24),
2478-2480. https://doi.org/ggzh9z

MAJOR U.S. PANDEMICS A CENTURY APART

123

Wood, S., & Schulman, K. (2021). Beyond politics—promoting COVID-19 vaccination
in the United States. New England Journal of Medicine, 384(7), e23(1)-e23(8).
https://doi.org/ghrzhr
World Health Organization (WHO). (2020, December 31). Coronavirus disease
(COVID-19): Herd immunity, lockdowns, and COVID-19. https://bit.ly/3kPNJi3
World Health Organization (WHO). (2009). Recommended actions before, during and
after a pandemic. Pandemic Influenza Preparedness and Response: A WHO
Guidance Document. https://bit.ly/3kRfQgK
World Health Organization (WHO). (2008). Closing the gap in a generation. WHO
Commission on Social Determinants of Health. https://bit.ly/3nxMxkQ
Ye, J. (2020). The role of health technology and informatics in a global public health
emergency: Practices and implications from the COVID-19 pandemic. JMIR
Medical Informatics, 8(7), e19866. https://doi.org/ghc6dh
Yang, E. (2021, April 27). Are Covid fatalities comparable with the 1918 Spanish Flu?
AIER. https://bit.ly/3kMUroH

