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H ealth inequities — or avoidable differences in health 
status between populations — that were exposed and 
exacerbated during the COVID-19 pandemic can be 

addressed through interventions and policy changes that were 
studied before SARS-CoV-2 spread across Canada.1,2 Racialized 
people, women, people with a low income, people experi
encing homelessness, people who use substances and people 
who are incarcerated were disproportionately affected during 
the pandemic.3–7 The pandemic revealed our interdependence 
as the spread of the virus among people experiencing disad-
vantages threatened the health of everyone, including those 
with privilege, and this has led to calls to address inequities 
under aphorisms such as “no one is protected until everyone 
is protected.”1

The current attention to inequities that have long persisted in 
Canada may fade as SARS-CoV-2 vaccinations roll out and the 
immediate harms of COVID-19 subside. Coordinated pandemic 
responses include efforts to return life to “normal” after the 
immediate threat,8 but the COVID-19 pandemic has underscored 
the need to address inequities rather than resume the unfair 
status quo.9 Income supports, eviction moratoria and other 
measures to mitigate harms of the pandemic have been tempo-
rarily implemented.10 We identified an opportunity to recom-
mend interventions shown to promote health equity as part of 
longer term pandemic recovery. 

Scope

The purpose of these recommendations is to address inequities 
that were exacerbated by the pandemic, and to inform pan-
demic recovery from a health equity perspective by making rec-
ommendations in the areas of income, housing, intimate partner 
violence, childhood, access to health care, and racism. The pri-
ority populations are those experiencing the selected inequities 

regardless of their location in Canada (urban, rural or remote) 
and include new Canadians and migrants. The target audiences 
are decision-makers in the federal, provincial and municipal 
governments who set policies related to the inequities dis-
cussed, and health care providers who care for people experi-
encing disadvantage, especially primary care providers. The tar-
get audiences may use these recommendations to inform policy 
and clinical decisions. 

The “pandemic recovery period” refers to the time when 
direct harms of COVID-19 subside; the recommended interven-
tions and changes could be needed for months, years or perma-
nently. Some changes could happen immediately.

The recommendations provide insights into the effectiveness 
of income assistance interventions for those who are affected by 
unemployment or low income; housing interventions for people 
experiencing homelessness or vulnerable housing; interventions 
for people experiencing intimate partner violence; interventions 
to address childhood health equity; interventions to improve 
access to health care; and ways to address racism and health.
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Key points
•	 Inequities that were exposed and exacerbated by COVID-19 will 

continue to threaten health after the pandemic.

•	 Specific interventions and changes that relate to income, 
housing, safety from intimate partner violence, childcare, 
access to health care and antiracism are known to be beneficial.

•	 Implementing proven interventions and changes can promote 
health equity and protect health generally during the pandemic 
recovery and before the next pandemic.

•	 The effects of these interventions and changes on health equity 
should be carefully monitored to inform future changes in 
Canada and elsewhere.
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Recommendations

We make 13 recommendations based on findings from system-
atic reviews to address health inequities related to income, hous-
ing, intimate partner violence, childhood, access to health care, 
and racism. The grading of the recommendations is explained in 
Box 1. Box 2 and Figure 1 summarize the recommendations for 
the pandemic recovery period.

Income
We strongly recommend cash transfers ensuring a living income 
that allows people to afford basic necessities such as food (moder-
ate certainty in estimates).

Cash transfers improve some health outcomes such as the 
likelihood of having had any illness, according to a systematic 
review of 21 studies, including 16 trials, 4 observational studies 
and 1 cohort study, done in low- and middle-income countries 
(odds ratio [OR] 0.73, 95% confidence interval [CI] 0.57 to 0.93) 
(Appendix 1, section 1A, available at www.cmaj.ca/lookup/
doi/10.1503/cmaj.210904/tab-related-content).12 A recent evalua-
tion of a living income in Finland found improvements in mental 
well-being and improved financial security.13 Some have raised 
concerns that a living income could reduce motivation to work, 
but the opposite was observed in Iran and Finland.13,14 Several 
older studies, such as the 1970s Manitoba Basic Annual Income 
Experiment (Mincome) study, show benefits of a living income 
that include reduced hospital admissions and increased high 
school graduation rates.15 A recent observational study of 
monthly $500 cash transfers for 2 years to individuals with a low 
income in Stockton, California, found increased employment, 
reductions in debt load and improvements in some measures of 
mental health (https://socialprotection.org/discover/publications/
preliminary-analysis-seed’s-first-year).16 A recent small trial of a 
single cash transfer to individuals experiencing homelessness in 
Vancouver, British Columbia, found reductions in the number of 
days homeless.17 Cash transfers would likely be acceptable to 
beneficiaries and the public, according to an opinion poll.18

An Ontario pilot project on basic income was started in 2018 to 
investigate effects of providing a living income in Canada that was 
sufficient for essentials such as food.19 The cost of a program will 
depend on the size of the transfer. Indices such as market-based 
measures show that essentials cost about $2000 per month per 

adult, but the necessary amount varies based on rurality and 
jurisdiction.20 One potential approach would be for the federal 
government to provide the lowest amount needed in Canada and 
for provinces and territories to “top up” that amount. The Parlia-
mentary Budget Office has estimated that guaranteeing an 
income of $16 989 for every adult would reduce poverty rates by 
49% at a cost of about $85 billion annually in 2022.21

Box 2: Summary of recommendations during the 
pandemic recovery period

Income
•	 We strongly recommend cash transfers ensuring a living income 

that allows people to afford basic necessities such as food 
(strong recommendation; moderate certainty in estimates).

•	 We strongly recommend the universal availability of 
unemployment insurance, parental leave and paid sick leave 
(strong recommendation; low certainty in estimates).

•	 We recommend affordable credit or loans for low-income 
individuals (recommendation; very low certainty in estimates).

Housing
•	 We strongly recommend the expansion of permanent supportive 

housing programs with high fidelity to the Housing First approach, 
which entails assertive engagement and case management, less 
than 30% of income spent on housing, the choice of housing, and 
the choice of supportive services without coercion to participate 
for individuals with serious mental health problems or who use 
substances and are experiencing homelessness (strong 
recommendation; high certainty in estimates).

•	 We recommend expanding access to eviction prevention 
interventions, including access to legal services and financial 
advice (recommendation; very low certainty in estimates).

Intimate partner violence
•	 We strongly recommend interventions that include legal advocacy 

and supportive interventions for victims of intimate partner violence 
(strong recommendation; moderate certainty in estimates).

Childhood
•	 We recommend the expansion of publicly funded childcare 

(recommendation; low certainty in estimates).

•	 We recommend healthy food distribution to children 
(recommendation; moderate certainty in estimates).

Access to health care
•	 We recommend expanding access to opioid substitution 

therapy and supervised injection sites (recommendation; 
moderate certainty in estimates).

•	 We recommend expanding screening for HIV and hepatitis C 
virus among individuals at high risk (recommendation; 
moderate certainty in estimates).

•	 We recommend improving the health care of people who are 
incarcerated (recommendation; low certainty in estimates).

•	 We strongly recommend including prescription medicines in 
Canada’s publicly funded health care system (strong 
recommendation; moderate certainty in estimates).

Racism
•	 We strongly recommend reflection and action on multiple prior 

reports that outlined approaches to addressing anti-Indigenous 
discrimination, anti-Black racism and other manifestations of 
racism (ungraded statement).

Box 1: Grading of recommendations11

•	 “Strongly recommend” means that the benefits of an 
intervention or change clearly outweigh any negative effects. 
Widespread implementation may be warranted now.

•	 “Recommend” means that benefits of an intervention or change 
outweigh any negative effects. Initial implementation could be 
evaluated, as the net benefit may vary.

•	 The parenthetical statement about certainty in effect estimates 
(high, moderate, low or very low certainty in effect estimates) in 
the recommendations refers to our assessment of how well the 
findings from included studies reflect the true effects of the 
intervention or change.
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Figure 1: Guideline overview with summary of recommendations. Note: HCV = hepatitis C virus.
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We strongly recommend the universal availability of unemploy-
ment insurance, parental leave and paid sick leave (low certainty 
in estimates).

Supports that protect the income of workers when active 
employment is interrupted improve self-reported health, 
mental health and well-being, according to a systematic 
review of 12 observational studies22 (e.g., odds of poor self-
reported health 3.04, 95% CI 2.45 to 3.77 for unemployed 
with basic allowance v. 1.25; 95% CI 0.89 to 1.75 for those 
with earning-related employment insurance; reference 
group is employed individuals for both23) (Appendix 1, sec-
tion 1B). Losing employment is associated with poor health, 
and unemployment insurance seems to mitigate the harms 
of unemployment.24 Observational studies found that unem-
ployment insurance slightly slowed the return to work.22 
Paid parental leave improves maternal and child health out-
comes, including neonatal mortality, according to observa-
tional studies in high-income countries.25,26 Paid sick leave 
reduces the spread of infectious diseases and reduces 
stress.27 Expansions of unemployment insurance during the 
pandemic were widely supported,28 and it is likely to be sup-
ported in the future.

The eligibility criteria for unemployment insurance were 
relaxed during the pandemic period, and this could be 
extended during the pandemic recovery period. Unemploy-
ment schemes that already exist at the federal, provincial and 
territorial levels can be expanded and eligibility criteria can 
be simplified. The durations of paid parental leave can be 
extended. Paid sick leave is currently determined by employ-
ers in most jurisdictions; however, this can be made a stan-
dard part of employment because all workers can get sick. 
These supports may be needed in addition to a universal liv-
ing income.

We recommend affordable credit or loans for low-income individ
uals (very low certainty in estimates).

Affordable credit and small loans, with no or low interest 
rates, improve a variety of health outcomes for women and 
children, according to a systematic review of 1 trial and 
22 quasi-experimental studies done in low- and middle-income 
countries29 (e.g., infant mortality OR 0.78, 95% CI 0.68 to 0.9030) 
(Appendix 1, section 1C). Some studied interventions of microfi-
nance (small loan) programs involved co-interventions such as 
health education.31 Although these interventions were 
developed in rural low-income settings, they have been imple-
mented in urban high-income settings such as Queens, New 
York, United States.32 Microfinancing operates on the theory 
that low-income individuals may benefit from access to credit 
that is traditionally available to others but not to them. Qualita-
tive studies in specific populations show that microfinance pro-
grams are acceptable to recipients.33

The use of “payday loans,” small and high-interest loans 
that should be paid off quickly, was common in Canada before 
the pandemic.34,35 In other countries, small loans are offered by 
nongovernmental organizations with government support, 
and such a model could work in Canada.36

Housing
We strongly recommend the expansion of permanent supportive 
housing programs with high fidelity to the Housing First approach, 
which entails assertive engagement and case management, less 
than 30% of income spent on housing, the choice of housing, and the 
choice of supportive services without coercion to participate for indi-
viduals with serious mental health problems or who use substances 
and are experiencing homelessness (high certainty in estimates).

Permanent supportive housing improves long-term (> 5 yr) hous-
ing stability for people with serious mental illness or who use sub-
stances, according to a systematic review of 15 trials of permanent 
supportive housing (relative risk of 6-yr housing stability 1.42, 95% 
CI 1.19–1.69) (Appendix 1, section 2A).37 Another systematic review 
identified similar benefits.38 Randomized controlled trials (RCTs) 
conducted in Canada and the US showed substantial benefits and 
limited or no harms.37 The fidelity of interventions to the Housing 
First intervention, based on the Pathways Housing First Fidelity 
Scale, is associated with housing stability.39 Qualitative studies sup-
port the acceptability of permanent supportive housing.40,41

During the pandemic recovery period, risks associated with 
homelessness will continue to be a serious threat to health, and 
the prevalence of homelessness will likely be substantial for indi-
viduals with serious mental illness. Expanding access to perma-
nent supportive housing during the pandemic recovery period 
should substantially increase the number of people with serious 
mental illnesses who are stably housed in the coming years. Per-
manent supportive housing in general, and the Housing First 
intervention in particular, are cost-effective.42

We recommend expanding access to eviction prevention interven-
tions, including access to legal services and financial advice (very 
low certainty in estimates).

Supports aimed at preventing evictions, including financial 
advice about how to address rent arrears and services from a 
paralegal or lawyer, can reduce the risk of being served with an 
eviction notice, according to a systematic review of 3  studies, 
including 1 trial and 2 observational studies.43 For example, an 
RCT of individuals queuing up at a housing court in New York City 
to handle rent arrears found that free legal assistance reduced 
the risk of an eviction warrant being served (relative risk 0.43, 
95% CI 0.30 to 0.61) (Appendix 1, section 2B).44 Eviction preven-
tion is likely acceptable to recipients, as 1 trial indicated a similar 
number of court appearances but better outcomes.44

Keeping people in their current home is a straightforward way 
to reduce the number of people experiencing homelessness. The 
pandemic has made it more difficult for individuals to navigate 
government programs, as the programs proliferated with evolv-
ing eligibility criteria and supports for individuals applying have 
been disrupted. Legal representation of tenants can help keep 
people housed and reduce the costs associated with dispute res-
olution and rent nonpayment, for both tenants and landlords.45

Intimate partner violence
We strongly recommend interventions that include legal advocacy 
and supportive interventions for victims of intimate partner 
violence (moderate certainty in estimates).
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Legal advocacy and other supportive interventions, such as 
education and counselling for victims of intimate partner vio-
lence, reduce the likelihood of physical abuse in some contexts, 
reduce the risk of depression, and improve well-being, according 
to a systematic review of 13 trials (e.g., brief advocacy reduced 
minor physical abuse at 1 year, mean difference [MD] –1.0, 95% 
CI –1.8 to –0.2; intensive advocacy improved quality of life for 
women living in shelters, MD 0.23, 95% CI 0.00 to 0.46) (Appendix 1, 
section 3A).46 No harms were identified in the studies but con-
cerns about advocacy precipitating violence is a potential bar-
rier.47 Such interventions are acceptable to recipients, especially 
when coordinated with other needed services.48

Expanding and ensuring access to legal advocacy may have 
health benefits outside of addressing intimate partner violence, 
including improved housing and income.49 Timely and easy 
access to legal advocacy without out-of-pocket costs will be 
important for people seeking support. Interventions that pro-
mote the ability of victims of intimate partner violence to remain 
in their home, such as the safe-at-home model, have been 
piloted in other countries and can be evaluated in Canada.50

Supports related to addiction and trauma for perpetrators of vio-
lence against women also reduce the likelihood of violence, accord-
ing to a systematic review of 17 observational studies.51 These 
observational studies, in mostly high-income countries, found that 
group therapy was associated with reductions in violence. Imple-
menting interventions for perpetrators, together with interventions 
for victims, may help to reduce the risk of violence against women 
during the pandemic recovery period (Appendix 1, section 3C).

Childhood
We recommend the expansion of publicly funded childcare (low 
certainty in estimates).

Childcare may improve the cognitive development of children 
younger than 5 years, according to 2 systematic reviews in high- 
and low-income countries that each included 1  trial (cognitive 
development standardized MD 0.74, 95% CI 0.48 to 1.00 in low- 
and middle-income countries52; 0.34, 95% CI –0.01 to 0.69 in 
high-income countries53) (Appendix 1, section 4A). Other benefits 
include increased parental employment.54 Publicly funded child-
care would likely be highly acceptable to families, especially to 
parents who wish or need to work.55

The number of childcare staff and facilities will need to be 
increased substantially to accommodate expected increases in 
childcare enrolment. Provision of childcare was cost-saving 
when benefits until age 40 years were considered for Black chil-
dren included in the HighScope Perry Preschool Program, which 
was started in 1962 in Michigan.56

We recommend healthy food distribution to children (moderate 
certainty in estimates).

Food distribution increases physical growth and psychomotor 
development in children younger than 5 years, according to a sys-
tematic review of 21 trials that were mostly conducted in low- and 
middle-income countries (weight increase over 6 months 0.12 kg, 
95% CI 0.05 to 0.18; psychomotor development standardized MD 
0.41, 95% CI 0.10 to 0.72) (Appendix 1, section 4B).57 Other studies 

in high-income countries identified similar benefits, which were 
dependent on the context, such as time during the day that food 
was served and the type of supervision during food provision.58

Use of food banks and food insecurity in Canada were com-
mon even before the pandemic.59 Food distribution at school can 
help improve attendance.60 The selection of foods should be 
based on the dietary needs of children and not which foods are 
available or have been donated.

Access to health care
We recommend expanding access to opioid substitution therapy 
and supervised injection sites (moderate certainty in estimates).

Opioid substitution for opioid use disorder among general popu-
lations is associated with reductions in nonprescribed opioid use, 
according to a systematic review of 11 trials (relative risk 0.66, 95% CI 
0.56 to 0.78) (Appendix 1, section 5A).61 Supervised injection sites 
reduce overdose and promote access to care (e.g., 35% reduction in 
fatal overdoses in immediate area surrounding supervised injection 
site),62 and medical treatment may reduce harms.63 A meta-analysis 
of 28 observational studies found that opioid substitution treatment 
is associated with a 50% reduction in the risk of new hepatitis C virus 
(HCV) infections among people who inject drugs (risk ratio 0.50, 95% 
CI 0.40 to 0.63).64 The combined use of high-coverage needle syringe 
programs with opioid substitution treatment is associated with a 
74% reduction in risk of HCV infection (risk ratio 0.26, 95% CI 0.07 to 
0.89).64 Multiple studies show that opioid substitution therapy is cost-
effective and acceptable.65,66 Support for supervised injection varies, 
although many Canadians know someone who might benefit.67

The pandemic and related disruptions in health care and 
social services, combined with social and economic stressors, 
have likely contributed to the worsening epidemic of opioid tox-
icity.68,69 Expanding access to opioid substitution therapy and 
supervised injection sites could lessen the effect of the pandemic 
on overdoses, but also have lasting effects by reducing existing 
barriers to proven treatments in the long run. These measures 
can be coupled with others aimed at protecting a safe drug sup-
ply, reducing the stigmatization and criminalization of people 
who use substances, and reducing harms of substance use.70

We recommend expanding screening for HIV and HCV among 
individuals at high risk (moderate certainty in estimates).

The pandemic has decreased access to HIV screening ser-
vices; testing volumes decreased for reasons such as testing site 
closures during lockdown, reduced numbers of staff, reduced 
attendance and fewer appointments scheduled, laboratories 
overburdened and fewer referrals to the facility.71 Expanding 
access to screening for HIV and HCV among individuals at high 
risk may help to reduce the long-term harms of pandemic-
related disruptions. Rapid voluntary counselling and testing 
increases uptake (relative risk 2.95, 95% CI 1.69 to 5.16) and 
receipt of results (relative risk 2.14, 95% CI 1.08 to 4.24), com-
pared with conventional testing, according to a systematic 
review of 8 trials and 5 observational studies (Appendix 1, section 
5B).72 Screening for HIV and HCV is recommended for individuals 
at high risk, including people who use drugs.73 Harms of screen-
ing may include stigmatization and adverse effects of treatments 
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that are overall beneficial.72,74 Screening has been shown to be 
acceptable to patients, according to a scoping review of HIV self-
testing that included qualitative studies and trials.74

The expansion of screening programs is likely to be cost-
effective, according to a systematic review of 26  observational 
studies.76

We recommend improving the health care of people who are incar-
cerated (low certainty in estimates).

Opioid substitution treatment during incarceration reduces opi-
oid use and increases engagement in care, according to a systematic 
review of 22 trials and 21 observational studies77 (e.g., positive urine 
opioid test 66% in control v. 25% with methadone; mean number of 
days in treatment over year 23 d for control v. 166 d for methadone78) 
(Appendix 1, section 5C). The benefits of opioid maintenance therapy 
provided in prison, such as reductions in heroin use and associated 
risk behaviours, are consistent with evidence of the effectiveness of 
opioid maintenance therapy in community settings.79 Pharmacologic 
interventions have positive impacts on postrelease mortality, sub-
stance use, treatment adherence and criminogenic outcomes if 
treatment is administered during incarceration and continued upon 
release.79 Providing opioid substitution therapy to people who are 
incarcerated is likely acceptable and cost-effective.80,81

There have been lower rates of testing for SARS-CoV-2 infec-
tion in prison facilities than in the community, even though 
incarcerated individuals are at increased risk; high rates of SARS-
CoV-2 infections among the incarcerated population have been 
observed.7 This suggests an opportunity to match the provision 
of health care generally to the needs of people who are incarcer-
ated, although we did not identify studies addressing the general 
provision of health care in this population.

We strongly recommend including prescription medicines in 
Canada’s publicly funded health care system (moderate cer-
tainty in estimates).

Eliminating or reducing out-of-pocket medicine costs borne 
by patients improves adherence and reduces health care utiliza-
tion, according to a systematic review of 23 observational stud-
ies82 (e.g., increased inpatient care use after exceeding insurance 
limits, relative risk 1.85, 95% CI 1.64 to 2.0983) (Appendix 1, sec-
tion 5D). A clinical trial in which medicines were distributed to 
primary care patients in Ontario who could not afford medicines 
found improved adherence and decreased health care costs.84 
Results of a nationally representative survey show that public 
funding of medicines would be widely accepted.85

The pandemic exposed a vulnerability in tying medicine access 
to employment, via either employer-based private insurance or the 
ability to pay for medicines out of pocket when millions of people 
in Canada lost their jobs or saw their income drop.86 Racialized peo-
ple were disproportionately affected.85 After a 2018 parliamentary 
committee report titled Pharmacare Now, the National Advisory 
Council on the Implementation of National Pharmacare studied 
implementing national pharmacare, or including medicines in 
Canada’s publicly funded health care system.87,88 The Parliamen-
tary Budget Office estimated that implementing pharmacare would 
save about $4 billion per year.89

Racism
We strongly recommend reflection and action on multiple prior 
reports that outlined approaches to addressing anti-Indigenous 
discrimination, anti-Black racism and other manifestations of 
racism (ungraded statement).

Before the COVID-19 pandemic, multiple reports documented 
the harmful effects of racism, including anti-Black and anti-
Indigenous discrimination, and provided recommendations. 
Because racism affects health, recommendations in multiple 
documents spanning a wide range of issues are relevant to 
health equity90–93 (Appendix 1, section 6). Our recommendation is 
an ungraded statement based on the importance of the issue, 
the high likelihood of benefit and support from a vast body of 
indirectly related information.94 Reflection on previous reports is 
needed to understand why little action was taken despite previ-
ous commitments to addressing racism.

The 1996 Royal Commission on Aboriginal Peoples made 
more than 100 recommendations that spanned issues from 
supports for children and youth to the treatment of older 
adults.95 In 2014, the UN Special Rapporteur on the rights of 
Indigenous peoples made 15 recommendations in the following 
categories: social and economic conditions, truth and reconcili-
ation, missing women and girls, self-government, participation 
and partnership, treaty negotiation and claims processes, and 
resource development.96

To repair the legacy of residential schools and move forward 
with reconciliation, in 2015, the Truth and Reconciliation Com-
mission made 94 calls to action in the areas of child welfare, edu-
cation, language and culture, health, justice, the United Nations 
Declaration on the Rights of Indigenous Peoples, proclamation 
and covenant of reconciliation, settlement agreements, equity in 
the legal system, national council for reconciliation, professional 
development and training, church apologies, youth programs, 
museums and archives, missing children and burial information, 
commemoration, media, sports, business and newcomers to 
Canada.95 In 2019, the Final Report of the National Inquiry into 
Missing and Murdered Indigenous Women and Girls made 
231 calls for justice, directed at governments, institutions, social 
service providers, industries and all Canadians, for transforma-
tive legal and social changes to resolve the national crisis.97 Four 
pathways to be addressed were presented: historical, multigen-
erational and intergenerational trauma; social and economic 
marginalization; maintaining the status quo and institutional 
lack of will; and ignoring the agency and expertise of Indigenous 
women, girls and Two Spirit, lesbian, gay, bisexual, transgender, 
queer, questioning, intersex and asexual (2SLGBTQQIA) people.97

The 2017 report of a United Nations Human Rights working 
group made 15 recommendations related to addressing anti-Black 
racism in the criminal justice system; hate crimes; education, 
health, housing and employment; and intersecting forms of dis-
crimination.98 A 1992 report to the Premier of Ontario about anti-
Black racism made 23 recommendations and noted the need to 
act on recommendations from earlier decades, and even “bewil-
derment” that some previously recommended changes had not 
been implemented.99 Multiple reports have focused on racism in 
health care, including those compiled by Well Living House.100
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Despite past recommendations, systemic racism has led to 
disproportionate effects of the pandemic on racialized people, 
reflected in higher rates of SARS-CoV-2 infections and deaths.3,101 
Racism is not new; nor are proclamations about the need to 
address racism urgently. The pandemic recovery period would 
be an appropriate time to act on previous recommendations 
related to addressing racism that can promote health.

Methods

We used the Grading of Recommendations Assessment, Develop-
ment and Evaluation (GRADE) approach to developing recom-
mendations and followed the Appraisal of Guidelines for 
Research and Evaluation (AGREE II) reporting guidance.11,102

Recommendations panel composition
The MAP Centre for Urban Health Solutions is a research centre that 
focuses on health equity. It is based at St Michael’s Hospital in Unity 
Health Toronto and is affiliated with the University of Toronto. 
Given the specific focus of the centre, we established the recom-
mendations panel by sending email invitations to all centre scien-
tists starting in August of 2020; 8 of 28 (29%) decided to participate. 
Members on our panel have expertise in implementation science, 
income, housing, health services, primary care and discrimination.

We engaged members of the public (n = 4) — including those 
with relevant lived experience related to health inequities — on 
the topics and recommendations, through 2 teleconference 
meetings in August of 2020 and February of 2021.

Topic selection
An initial list of topics was developed (by N.P.), based on known 
reports about health inequities in Canada1,103,104 and discussions 
with people with lived experience of disadvantage, and circu-
lated via an online survey to all centre scientists (n = 28), who 
were invited to suggest additional topics or to revise suggested 
ones (n = 7 [25%] responded).

The final topics were then selected during a meeting of the rec-
ommendations panel, and 6 topics (income, housing, intimate part-
ner violence, childhood, racism and access to health care [compris-
ing 4 subtopics]) were selected by consensus, with consideration of 
the contribution of each factor to avoidable inequities in health 
outcomes. We conducted preliminary literature searches for all 
suggested topics but decided not to proceed with some.

Literature review
We developed literature searches for populations, interventions, 
comparators and outcomes selected for each topic, in consulta-
tion with a health sciences librarian. We (H.W., A.W. and I.A.) 
searched Ovid MEDLINE for peer-reviewed systematic reviews that 
focused on health outcomes, published in English between Jan. 1, 
2000, and Feb. 1, 2021. One reviewer (H.W., A.W. or I.A.) deter-
mined whether each systematic review was relevant, and this 
determination was confirmed or questioned by a second reviewer. 
Disagreements were resolved through discussion or by consulting 
a third reviewer (H.W., A.W., I.A. or N.P.). We performed separate 
searches for preferences and values related to each topic.

Development of recommendations
Evidence-to-decision frameworks were created for each topic 
(Appendix 1, sections 1–6).105 The recommendations panel mem-
bers reviewed these and drafted recommendations, taking pref-
erences and values into account, as determined by dedicated lit-
erature searches. 

The recommendations panel met during a series of virtual 
meetings in January and February of 2021 (on Jan. 6, Jan. 13, 
Jan. 27, Feb. 10 and Feb. 24) to determine the final recommenda-
tions, the strength of each recommendation and the certainty in 
the effect estimates by consensus. As per guidance from GRADE, 
we made strong (“we strongly recommend”) and weak (“we rec-
ommend”) recommendations, and we separated decisions about 
the strength of recommendations from decisions about our cer-
tainty in the effect estimates.11 For one topic (racism), we decided 
to make an ungraded statement because of the importance of the 
issue, the high likelihood of benefit and support from a vast body 
of indirectly related information.94 All recommendations were 
developed by consensus and voting was not necessary.

External review
We shared draft recommendations with individuals with lived 
experience (n = 4), selected decision-makers (n = 3) and national 
bodies related to clinical practice and public health (n = 19; 
Appendix 1, section 7D), for wider input from stakeholders with 
different perspectives. We sought comments using open-ended 
questions and incorporated suggestions after the recommenda-
tions panel had reviewed them. Changes based on external 
review included revisions of recommendation wording and 
changes to the supporting text, including implementation issues.

Management of competing interests
We handled competing interests in line with Guidelines Interna-
tional Network principles, at the direction of an external conflict- 
of-interest oversight committee.106 The recommendations panel 
comprised individuals who were free of direct conflicts of interests, 
as per guidance.107 Panel members were asked to declare potential 
competing interests, including indirect competing interests; the 
panel was made up of individuals with different areas of interest, 
which limited any effect of intellectual conflicts of interest.107

Implementation

The MAP Centre for Urban Health Solutions maintains a docu-
ment detailing the support for the recommendations on its web-
site (maphealth.ca). We will maintain a list of related resources, 
based on suggestions from consulted stakeholders,  with the 
guideline. We have shared the guideline with key decision-
makers at the federal, provincial and municipal levels (Appendix 1, 
section 7D).

The current public attention to inequities during the pan-
demic, coupled with the Government of Canada’s commitment 
to reducing poverty by 50% by 2030, could facilitate lasting 
changes.108 Barriers to implementing changes include waning 
attention to inequities as the direct risks of the pandemic abate 
for most Canadians, the influence of those who benefit from the 
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inequitable status quo (e.g., companies that profit from the 
exclusion of medicines from publicly funded health care), and a 
desire to move on after the pandemic.

The recommendations must be implemented equitably. For 
example, initiatives to improve access to permanent supportive 
housing should address other inequities, such as racism. We plan 
to elaborate on some recommendations with additional details 
about implementation in collaboration with others, including 
organizations that provide relevant services and are engaged in 
advocacy on these issues.

We plan to revisit the value of updating these recommendations 
in 3 years’ time and post updates on www.maphealth.ca. Progress in 
implementing these recommendations can be tracked through pov-
erty rates; the number of loans provided to individuals with a low 
income; the proportion of individuals with serious mental health 
problems who lack permanent supportive housing; overall housing 
rates; eviction rates; rates of intimate partner violence; supports pro-
vided to people experiencing intimate partner violence; the number 
of children in childcare; food security among children; opioid-related 
mortality rates; utilization rates for opioid substitution therapy and 
supervised injection sites; HIV and HCV incidence and burden; health 
and health care access for people who are incarcerated; cost-related 
nonadherence to medicines; health outcomes (including mortality) 
for racialized people relative to others; and progress toward imple-
menting previous recommendations related to anti-Indigenous dis-
crimination and other forms of racism. Tracking could be done by 
federal, provincial and territorial agencies, such as the Public Health 
Agency of Canada, with the involvement of others, including service 
providers and academics. Policy changes can create new inequities, 
so it is important to track a variety of measures regularly.

Other guidelines

The Chief Public Health Officer of Canada’s report, From Risk to 
Resilience: An Equity Approach to COVID-19, describes 
approaches that overlap with our recommendations, including 
the Housing First intervention, harm reduction to reduce opioid-
related harms, and the prevention of intimate partner violence.1 
The “Build Back Fairer” report outlines high-level strategies for 
addressing inequities in England in the wake of the COVID-19 
pandemic.109 Other groups have made recommendations rele-
vant to the pandemic recovery period on specific topics such as 
housing,110 with associated advocacy for “recovery for all” (www.
recoveryforall.ca). Before the pandemic, a guideline made a simi-
lar strong recommendation for permanent supportive housing.111

Gaps in knowledge

For some changes or interventions, limited information was 
available about the resources needed for implementation, 
acceptability, feasibility and cost-effectiveness. Some interven-
tions, such as cash transfers, were studied in mostly low- and 
middle-income countries, although they are relevant in high-
income countries. Although interventions were selected on the 
basis that they would promote equity, it is not necessarily clear 
that they would be implemented in a fair and equitable fashion.

Limitations

The topics and research questions were selected by panel members 
who were all scientists; other groups could have chosen different 
topics and made different recommendations regarding the promo-
tion of health equity. Our recommendations aimed at promoting 
health equity should not be viewed as exhaustive or definitive. We 
sometimes focus on individual-level services (e.g., eviction preven-
tion) versus systemic change (e.g., eviction bans), although other 
approaches may have led to different recommendations based on 
the availability of studies. Some topics, such as the health of migrant 
workers or not-for-profit versus for-profit long-term care, were not 
explicitly included, although we recognized them as important. 
Other important topics, such as the health of Indigenous children, 
were included indirectly, although they could have independently 
comprised several recommendations as they do in cited docu-
ments, such as the final report of the Truth and Reconciliation Com-
mission, which includes 5 relevant calls to action.95

Stakeholders suggested other topics such as child mental 
health; we considered these and performed literature searches 
but decided not to pursue them when it was not clear there were 
studied interventions that would promote health equity. Large 
issues such as homelessness will not be addressed by imple-
menting only our small number of recommendations, aimed at 
specific populations; additional efforts will be needed, and some 
needed changes may not be supported by studies.

We relied on systematic reviews that were carried out before 
the pandemic, for the most part, and these could have excluded 
important studies published before and during the pandemic. 
Some of the interventions were studied in only some settings 
and may have been studied separately, whereas our recommen-
dations are interrelated (e.g., improvements in income security 
may promote stable housing).

Conclusion

The pandemic recovery period represents an opportunity to address 
health inequities that have led to an unfair distribution of the burden 
and harms of COVID-19. Policy changes at the federal, provincial and 
municipal levels that promote health equity had been studied before 
this pandemic, and they should be implemented before the next one. 
The changes are in line with proclamations to address poverty from 
before the pandemic, and the prominent attention to inequities dur-
ing the pandemic may facilitate change. The effects of these inter
related changes on health equity should be carefully measured to 
inform further policy changes in Canada and elsewhere.
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