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SOCIAL WORK IN HEALTH EMERGENCIES

This is the first comprehensive book that provides accessible, international knowledge for practitioners, students and academics about social work in health emergencies and spans fields of practice across world regions with particular reference to the COVID-19 pandemic.

Divided into three sections:


	Regional, Historical and Social Work Perspectives takes a journey through world regions during the first six months of the pandemic as it unfolded, explores the lessons found in the history of pandemics and situates public health social work practice in the values of the profession. Situating the diversity of challenges and opportunities in context, in turn, influences current and future social work practice.


	Social Work Practice, Issues and Responses explores social work practice innovations and responses across eleven key practice fields. International authors feature social work responses during the COVID-19 health emergency from different regions of the world.


	Preparing for the Future analyses broader concepts, innovations and the implications for future practices as social work enters a new era of service delivery. The 20 chapters explore the convergence of pandemic, politics and planet which is critiqued within a framework of the profession's ethics and values of human dignity, human rights and social justice. Social work's place in public health is firmly situated and built on the premise that the value social work brings to the table deserves recognition and should be documented to inform the development of the profession and future practice and how social work must carry lessons forward to prepare for the next pandemic.




The book is relevant to a wide range of audiences, including practitioners, educators and students in social work, human services, international development and public health, as well as policy makers and researchers.

Patricia Fronek is an Associate Professor in social work, academic and researcher in the School of Health Sciences and Social Work, Griffith University, Australia. Currently, she is the Director of the Bachelor of Social Work Program, a member of Griffith University's Law Futures Research Centre, and is Special Advisor to Child Identity Protection (CHIP). Social justice, human rights, ethics and professional practice are core to her practice and research over the last forty years. Her work is widely published and highly regarded.

Karen Smith Rotabi-Casares is a Professor in social work with a background in child protection and family support. Her work is international and she has been engaged in child rights and health promotion projects in a number of countries, to include Belize, Guatemala, Bosnia-Herzegovina, Malawi, the United Arab Emirates and Somalia. Focused on child rights, Rotabi-Casares is most interested in prevention with an orientation to the development of programs that engage the community and human service organizations in social change.
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This book is dedicated to the frontline workers who worked tirelessly during the COVID-19 pandemic to care for others, especially medical and human services professionals as well as those in the service industry. Also, in remembrance of the people we lost and those they left behind.
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Foreword by Richard Hugman

When in late 2019, it became apparent that the world was on the brink of a global pandemic, it also became very clear that social workers and the organisations within which they work were unprepared for the extent of the impact on all aspects of practice. Although prior to this point social work has increasingly responded in the development of new practices, knowledge and theories in the field of disaster response, the emerging realities of a global pandemic have forced the profession to go further and to rethink how every aspect of social work simultaneously must be questioned in the face of such a previously unencountered challenge. At the time of the last health emergency that is recognised as a global pandemic, the “Spanish Flu” of 1918 to 1920, social work was in its infancy relative to today. So, in many ways, recent experience is unique.

One of the strategies used by political leaders in many countries to attempt to shape the discourse around COVID-19 is through the rhetorical device of assertions that “we're all in this together.” This is true in the sense that no one is unaffected at least in some way; public health measures, in principle, apply to everyone in a given community. Yet, as we know from critical social work theory and practice, the circumstances in which people experience these supposed similarities are very often unequal in various ways (Maglajlic, 2019). Given that pandemic response measures affect all aspects of society, the impacts of such policies are felt in employment, education, health, justice, as well as in day-to-day life in families and communities. As social work knowledge and theory tell us, these are all aspects of society that are shaped by considerable inequalities, whether of access or outcome.

How people have experienced the pandemic has varied greatly, according to sex and gender, sexuality, culture and ethnicity, age, dis/ability, and geographical location. In particular, the intersection of each of these factors with socio-economic class and status has amplified the extent to which it is more true to say that “we are not all in this together,” even if we are all in this in some way. The importance of addressing structural inequalities can be seen at all levels of social work, from micro-practices with families, in communities, hospitals and clinics, schools and so on, through to the macro-practice involvement that social workers undertake in research, policy formation and advocacy. Furthermore, inequalities occur not only between individuals and families, and between specific groups within societies but also between entire countries and global regions. For example, just as access to vaccines is differentially available according to income, age, ethnicity and locality within any country, there is a comparable global inequality between countries that is structured along the well-recognised divide between the global North and South. So at an institutional level, social work associations and unions can engage with the “no one left behind” advocacy of the responsibility of the OECD countries towards the rest of humanity in this regard (as in so many others). Social workers must both be prepared individually to practice in ways that address the new context of such challenges, but also collectively to act so that the contexts themselves are addressed.

In addition to the requirement for new practices and knowledge, social work also finds its core values of social justice and human rights are confronted. A recent analysis (Banks et al., 2020) indicates that in broad terms what is necessary is to use these core values integrated purposively with new knowledge in order to address the changed circumstances of practice. If we focus on the particular example of vaccines, which are a key element in overcoming the pandemic condition, social justice may require that those who are most vulnerable get first access, but in most countries so far we have seen that political leaders and other privileged groups have often been at the front of the queue. How social workers can engage with this reality in policy advocacy, while also seeking to help individuals and families whose lives are affected by lack of access, is an ethical struggle with which we are only too familiar. Similarly, access to vaccines is also a right, given that they are already available in many countries (and potentially could be in all countries). Where this right is denied through factors such as costs, a lack of engagement with minority groups and of practical support measures (such as income replacement for those who are unable to work while receiving treatment or getting vaccinated), social workers can act to pursue or to develop ways that will assist people to overcome these barriers.

Throughout this volume, the authors address these important differences in their careful analyses. Such an approach is, in itself, a major strength of the way Patricia Fronek and Karen Smith Rotabi-Casares have brought together authors who reflect these differences through their considerable collective diversity. Although, in each case, the authors write about their own contexts, the collection as a whole is genuinely international: in addition to global Northern views, some chapters focus on global Southern contexts and others are comparative discussions across countries and regions. This provides an important corrective emphasis to the tendency to model social work overwhelmingly on the traditions and insights of the global North. We are only able to be “all in it together” if we are “all in it,” in social work as well as in social policy.

One of the themes that occurs in discussions of social work in emergency and disaster situations is that of preparing for the next time. Yet, although it has been 100 years since the previous occasion of a global pandemic, whether this is now a “next time” depends on the point of view we might have about regional or national health epidemic emergencies such as SARS, Avian Flu, Ebola, Zita and other viruses. In these situations, strong public health measures have been a major dimension of ending epidemics. In many parts of the world social work plays an important role in public health, usually working in collaboration with other professional groups. The North-South divide has masked the extent to which practice knowledge about such matters has already been developed through the work of colleagues in Africa, Asia and South America. The current crisis is an opportunity for the global North to learn from the global South and must be grasped as such.

Social work is as affected by the disruptions the pandemic has caused as any other part of a society, especially including those more disadvantaged groups with whom social work tends to be engaged. This places a responsibility on the profession to contribute to thinking about the future, as well as having to take sides in current debates. For example, arguments that emphasis should be placed on limiting disruption to economic activity will disproportionately place the lives of those who experience disadvantage in greater risk than those who enjoy advantage. This not only creates an ethical obligation for social workers to be involved in thinking about “next time” but also to be working (together with colleagues in related fields and beyond) towards policy and practice that values all lives in a practical sense. The health impacts of the rapidly growing climate emergency demand the same attention. For example, diseases that result from a polluted environment do not affect populations equally, either in geographical or social structural terms. Here too the global North has much to learn from the South.

The editors of this book are to be congratulated on bringing together such a diverse range of authors and to ensuring that a critical approach is taken in relation to all the different areas of social work that are addressed. In the same way that all discussions about the future raise questions about a “new normal,” one that is not simply a return to how things were in 2019, social work will need to develop a new vision in practice and theory that learns from the experience of this global health emergency. This volume will contribute to that task, both in the ideas that are shared about particular aspects of social issues but also in the approach that is evident throughout.

Richard Hugman

Emeritus Professor of Social Work

University of New South Wales, Australia
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Preface

When the news of the novel virus broke in December 2019, we were travelling the world, Karen visiting places that quickly became hotspots including China and Patricia working in Cambodia. On return to our respective countries, Australia and the United States, Skype conversations between us, friends and colleagues, about the state of affairs sparked the idea for this book. We explored the many ideas that were predictive of human behaviour and the future of global health in the context of COVID-19. Unfortunately, many of our forecasts have materialised especially the human pain, suffering and loss of dignity experienced. Due to our experience in health care including during SARS and H1N1, we watched events unfold with some clarity as to our future and alarm at how quickly the health response was captured by politics in many jurisdictions. As social workers who have worked in many practice settings as well as global policy analysts, we were more than worried about the ineptitude of many governments to respond proactively. We also recognised the many bright spots that would be found in communities. Our considerable trust in the social work profession was not misplaced. During the pandemic social workers engaged with people in need with ingenuity and a depth of persistence while collaborating across disciplines in ways rarely seen before in the history of social work. As we learn from our past, we are reminded that the best predictor of our future is the past. Learning the lessons of COVID-19 is critically important, particularly as the field of public health social work unfolds with new dimensions. COVID-19 will become our past and the lessons learned that we hope will feature when we are faced with the next pandemic. It was our intent to capture the evidence and stories of the very good work carried out by our colleagues. We think that we have reached that goal and we are deeply appreciative of everyone who rapidly came together to make this book happen – from our earliest work with Claire Jarvis and her team at Routledge to the authors who have contributed critical knowledge so that we may be better prepared for present and future health emergencies, the next perhaps closer than we expect.

Patricia Fronek and Karen Smith Rotabi-Casares
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Figure 1.0 Surveillance officers of the Mambolo Chiefdom walking towards a clinic in the village of Tongo Walla, Sierra Leone in 2016

Source: Photographer: Louise Eduardo Torrens. Courtesy of CDC/CDC Connects



This book, for social workers, is about how the profession as a helping discipline has responded to health emergencies (see Box 1.1), in particular the COVID-19 pandemic, and how crisis response capacity has developed from these experiences. Threaded through our collection of 20 chapters, a compelling global story about practice and innovation in both resource-rich and resource-poor environments is told, firmly situating social work's place in public health practice across all social work fields. The value social work brings to the table in meeting the needs of people, especially the vulnerable, and the potential to bring expertise to future pandemic planning deserves recognition.

The COVID-19 pandemic, identified as a new contagion in December 2019, presented an opportunity to explore how a deadly, global disease has impacted all people, interrupted normal life, and disrupted the practice and education of social workers. This exploration presents opportunities to critique whether lessons have been learned from previous health emergencies, how governments, social workers, the general population and others responded, how new disadvantage, vulnerabilities and opportunities were created in uncertainty, and how science literacy has become an imperative for social work knowledge, practice and leadership. These understandings inform how social workers intervene during health emergencies, how they respond in the aftermath and how the profession should plan for the future.


Box 1.1 What is a Health Emergency?

Health emergencies are threats or actual outbreaks of disease, natural and human-induced disasters, and any event that causes physical or mental illness, death or widespread injury or property destruction. A disease that escalates to epidemic or pandemic status is a health emergency that requires global cooperation and coordination. The World Health Organization (WHO) and national governments play key roles in preparing and planning for these emergencies. The International Health Regulations Monitoring Framework (WHO, 2005) requires State Parties “to have or to develop minimum health capacities to implement” the Regulations for health emergencies. Coordinated responses from all sectors, cooperation between disciplines and science literacy are necessary to address human and material need in these contexts.


In this book, we critically unpack unfolding events during the COVID-19 pandemic, explore how social workers met challenges and opportunities head-on in tragedy and hardship and how the profession has moved forward with new knowledge. As the human experience has always been shaped by its context, we explore how social workers have supported people to recognise and build resilience in the face of uncertainty and adversity and to understand human behaviour in pandemic conditions. To fully engage with health emergencies requires many ways of thinking. An ecological view helps make sense of the perfect storm of pandemic, politics and the planet that has led to this health emergency, shaped its management and the consequences for all people. An ecological perspective (see Box 1.2) provides a framework that helps us understand the complexity of multiple, systemic interactions while human dignity inclusive of human rights and the ethics and values of the profession provides the lens through which to interpret the impact of health emergencies, critique responses to it and shape social work practice.


Box 1.2 An Ecological Perspective

An ecological perspective focuses on the mutual interactions between multiple elements of a system, which impact a person's daily existence and social reality. Elements of a system can be identified by starting at the micro level with the individual (the body being a system in itself) as the central element in the wider system, their relationships with significant others and their community, service providers and macro elements such as legal, educational and welfare systems, culture, relationships with the natural environment and the time in which people live. All these elements interact and influence each other, impacting on the individual.

Where individuals are in their life course affects their vulnerability to particular diseases; for example, older people and people with comorbidities are more vulnerable to death from COVID-19. Exchanges between elements of the system are affected by the presence of poverty or family violence, unhygienic or overcrowded living and work conditions, the preparedness of the health system, the person's access to health care and income support, the type of political regime and even specific policies that affect groups such as the aged, prisoners or refugees, and access to food and income during quarantine and lockdowns. The natural and social are each part of human existence and are not mutually exclusive elements of an ecological system. Examples that complicate health emergencies include risks from other infectious diseases, the impact of the looming climate emergency on zoonosis (transmission of viruses from other mammals to humans) and concurrent disasters. Hundreds of thousands of naturally occurring viruses can potentially infect humans, which emphasise the necessary reduction of anthropogenic (caused by humans) climate change and threats to biodiversity to reduce these risks (IPBES, 2020).

Chronology (the time in which we live), the temporal factors such as globalisation (trade, travel and the movement of people) or political climates of economic austerity or persecution are the elements that are interconnected influencing the human condition and the well-being of people. Social workers intervene at various points within a system to improve relationships between elements of that system to improve health and overall quality of life in micro, mezzo and macro practice. Figure 1.1 depicts an ecological framework that helps understand the interrelationships of all the factors at play in health emergencies.
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Figure 1.1 An ecological framework for health emergencies




Health social work

The field of health social work began mid-last century when the focus of professional practice shifted from community work to institutional social work in hospitals, thus gaining professional recognition in those settings. Critiques suggest that striving for professional status and ultimately funded services, particularly in the US, led to an overemphasis on micro practice (e.g. interpersonal work, therapy and counselling) and the foray of the medical model into social work education. Nonetheless, macro practice, orientated to structural change and organisational and community practice, has remained as vibrant and responsive to human need as it has always been.

Starting with one of the earliest documentation of community practice with the Settlement House movement, the health and safety of urban communities were core concerns in London, Chicago and elsewhere. For example, in the late 1800s, Jane Addams and the women of Hull House tackled social problems and infectious disease in the Chicago neighbourhood. They were particularly concerned with immigrant health in the context of poverty and inequality and understood social welfare as inclusive of systems of care and a government responsibility (Addams, 1910). Counting latrines among other health focused activities were included in their community assessment work and problem-solving strategies. This work is one of the earliest recorded that included an ecological understanding of social care and community development with related practices for response and reform. Addams went on to win a Nobel Prize for her ideas of peace work and obligations of society to meet the needs of vulnerable people (Farrell, 1967).



The social determinants of health

Preferencing micro practice over macro or vice versa creates a false dichotomy that quickly disappears when responses to complex health and social problems and the breadth and scope of social work practice are considered in the context of health emergencies. In these crises, the interrelationship between macro and micro are particularly clear. This leads us to the realisation that social work is a good fit with the social, firmly located in the social determinants of health (see Box 1.3) paradigm. Understanding the effects of inequalities have led to the profession's advance into public health social work (Friedman & Merrick, 2015; Moniz, 2010). The biopsychosocial and ecological understandings of health in social work practice, how social work responds to man-made and natural disasters and more recently to new health emergencies has hastened the need for skilled and knowledgeable social work practice in this emergent field (Alston et al, 2019; Walter-McCabe, 2020).


Box 1.3 The Social Determinants of Health


The social determinants of health are the conditions in which people are born, grow, live, work and age. These circumstances are shaped by the distribution of money, power and resources at global, national and local levels. The social determinants of health are mostly responsible for health inequities – the unfair and avoidable differences in health status seen within and between countries.

(WHO, n.d.)



Key concepts addressed are employment conditions, social exclusion, public health programs, women and gender equality, early child development, globalisation, health systems, measurement and evidence, and urbanisation.




Critical questions

With the advent of the global COVID-19 pandemic, the world changed quickly and dramatically. A paradigm shift from practice in relatively predictable circumstances to uncertainty and imminent personal risk affected social workers everywhere, requiring creative responses to continue to serve others. As a profession, social work has been propelled, regardless of fields of practice, into the public health arena, entwining understandings of micro, mezzo and macro practices into an integrated whole.

A critical approach insists on challenging beliefs, questioning assumptions and seeking disconfirming information while evaluating them against evidence, particularly when rapidly circulating misinformation or the infodemic is rife (WHO, 2018, p. 26). Key questions must be asked, and assumptions challenged – How do we know this is true or false? If this is true or false, then what else is true or false? And, how can we, as social workers, take this knowledge and engage effectively with local and global dimensions to adequately address the needs of vulnerable people during a health crisis? We set forth to answer these questions, while also learning from previous health emergencies such as the 1918 Influenza, SARS, H1N1, Ebola and HIV-AIDS, and the rapidly evolving science about COVID-19.



The COVID-19 pandemic

The spread of the new virus precipitated one of the most extensive health emergencies faced by the modern global population, a circumstance magnified by living in a globalised, interconnected world and the rapidly evolving climate emergency. The movement of people meant the virus travelled the world long before it was identified. The WHO upgraded COVID-19 from an outbreak to an epidemic and finally to a pandemic on March 11, 2020 (WHO, 2020), following at least three months of warnings about the potential for the disease to infect the global population when it was probable that it had already spread. As we proceed with this discussion, it is important to clarify the terms – outbreak, epidemic, pandemic and endemic – as they are often confused and incorrectly used interchangeably (see Box 1.4).


Box 1.4 Definition of Terms


	An outbreak is localised where the disease is contained to a specific community or geographical area.


	An epidemic is where the disease has spread, and outbreaks occur elsewhere.


	A pandemic has spread to many countries. The WHO defines a pandemic as “the worldwide spread of a new disease” (WHO, 2010).


	Endemic describes a disease that stays in the population in a particular geographical area and people learn to live with a low level of the disease. Examples are chicken pox or malaria in particular regions of the world. COVID-19 holds a strong possibility of becoming endemic in the global population.





The novel coronavirus that causes COVID-19 is novel because it was new and corona because it belongs to a family of viruses called corona that have crown-like formations when viewed through an electron microscope. Figure 1.2 shows the first photograph taken of the virus.
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Figure 1.2 SARS-CoV-2

Source: Photograph by Alissa Eckert MSMI; Dan Higgins, MAMS (to check out a rotating 3-D image of the virus taken by scientists, go to https://nanographics.at/​projects/​sars-cov-2/​360.html)



As knowledge of the novel coronavirus developed, scientists renamed the virus and the disease.


	The virus is called SARS-CoV-2.


	The disease that results from SARS-CoV-2 infection is COVID-19, short for Corona Virus Disease 2019.


	Variants that evolve from the original virus are named differently (e.g. B117 and B1351) eventually named according to the Greek alphabet, e.g., Delta.




Information that the virus was man-made circulated globally, and the lab-leak theory gained traction in speculative, popular discourse (Maxmen & Mallapaty, 2021). Although scientist agree all possibilities must be explored, natural origins of the virus were confirmed through genome sequencing (Ren et al., 2020). The corona family of viruses is transmitted from other mammals to humans in a process called zoonosis, often called a jump in the mass media (Franklin & Bevins, 2020). Evolutionary studies identified that the ancestors of SARS-CoV-2 have been circulating in bats for decades and are transmitted to people via intermediary host mammals such as pangolins, a situation worsened by anthropogenic (human-induced) climate change (Boni et al., 2020). The exact transmission path of SARS-CoV-2 from other species to humans had not been conclusively determined by the time this book was completed and may take years to determine. In the Q&A of Chapter 19, we ask questions of Alan B. Franklin from the National Wildlife Centre, US Department of Agriculture, about the natural environment and the spread of infectious disease in the context of climate change, in particular, the interdependent relationships between humans, the natural environment and the spread of disease.

Although studies indicate the virus emerged earlier than December and had spread across the globe soon after, the first identified outbreak of SARS-CoV-2 was connected to the Huanan Seafood Wholesale Market in Wuhan, China. Case Zero (the first case) has not been identified. Confusion exists around zero terms such as patient zero as many similar terms tend to be used interchangeably to describe the first case noticed (index case), the first case in an outbreak (primary case), and the very first person to catch the virus from zoonotic transmission (case zero). It may be impossible to locate the first case involved in zoonosis given the nature of global travel and delays in recognising and diagnosing the disease. Matters are further complicated because people infected with SARS-CoV-2 can spread the virus even when asymptomatic and others who do become symptomatic can spread the virus for at least two days before showing symptoms.



Who is vulnerable to COVID-19?

Related viruses include multiple strains of influenza, Severe Acute Respiratory Syndrome (SARS) which infected people in China, Hong Kong and other countries in 2003, and the Middle East Respiratory Syndrome (MERS), also called Camel flu, which appeared in Saudi Arabia in 2012 and spread to 27 countries (Allimuddin et al., 2015). All coronaviruses act somewhat differently and have a death toll which varies with the virus characteristics, severity and spread, and the particular vulnerabilities within the human population. For SARS-CoV-2, older people and those with comorbidities are at most risk of complications and death, yet there is no international convention to protect the rights of older people, only principles which do not obligate signatory countries to comply. Globally, aged care facilities have been hotspots of infection and death, and alarmingly, the well-being of older people and people with disabilities were not included in many national preparedness plans, their survival given less priority, and judgements made by others about the quality of life according to life years remaining. Privatisation of aged care came with neoliberalism in many countries, precipitating a decline in quality services and conflicts between profit and serving the needs of older people. For example, Australia still had no federal pandemic plan for aged care as late as September 2020. Health vulnerabilities and other factors including inadequate preparedness and training, profit-driven models, and judgements about human dignity and ageism contributed to an unacceptable global mortality rate. Malcom Payne tackles the issue of ageism in Chapter 10.

Eight out of ten people with COVID-19 have mild or no symptoms while still infectious. The virus is transmitted primarily through the air in droplets and aerosols. Early reports suggested that the virus can remain on surfaces for extended periods. Plastic, vinyl, cloth, metal, paper and glass can become fomites, meaning carriers of infection. However, it has been suggested that risks of surface transmission have been exaggerated (Goldman, 2020). Children can spread disease for weeks after being infected, are more likely to be asymptomatic and the incidence of infection in children is under-reported (DeBiasi & Delaney, 2020; Grijalva et al., 2020; Hippich et al., 2020). By April 2021, the rising number of deaths of very young children from COVID-19 in Brazil became a grave concern in a country badly affected by the pandemic and the development of new variants (see Chapter 2). The Brazilian Ministry of Health reported 852 children under nine years died of COVID-19 between February 2020 and mid-March 2021 (Brazilian Ministry of Health, 2021; Passarinho & Barrucho, 2021). At the same time, a dramatic increase in the number of children presenting with COVID-19 in US hospitals was being attributed to the UK variant and spring break.

Younger people were also generally less affected by SARS-CoV-2, and outbreaks of infection have been associated with young people and adolescents who may take more risks such as participating in large gatherings. An early study in Japan found that asymptomatic or pre-symptomatic young people aged between 20 and 29 years were responsible for clusters of infections where crowds gathered, for example, bars and clubs, a pattern confirmed by other studies around the world (Furuse et al., 2020). Some people of all ages experienced negative long-term effects on the immune system, cardiovascular, neurological and respiratory systems and damage to the brain and other organs. A few cases of psychosis have been reported but causation is not determined and, for some children, the development of multisystem inflammatory disease (MiS-C) (Ahmed et al., 2020; Paterson et al., 2020). The lingering effects of COVID-19 that can last for months are commonly called Long Covid, affecting between 60% and 90% of people (Carfì et al., 2020; Davis et al., 2020; Huang et al., 2021; Nalbandian et al., 2021).

For people who become ill, symptoms are mild in the first week and worsen by the second week. Most deaths occur in the second and third weeks. The course of the disease for UK Prime Minister, Boris Johnson, followed this pattern (Lewin et al., 2020). Donald Trump, the ex-President of the US, and other world leaders who failed to protect their population also fell victim to COVID-19. President Jair Bolsonaro of Brazil who described COVID-19 as a gripezinha (little flu) tested positive and later claimed to be cured by a disproven drug also promoted by Trump. Status did little to protect people from becoming infected, given politicians, celebrities and royalty were infected and some died. However, status did ensure access to the best health care, new treatments and vaccination as they became available. By August 2020, one person in the world was dying every fifteen seconds, and by June 2021, 180 million people globally had contracted COVID-19 and four million people were known to have died from the disease (Johns Hopkins Corona Virus Resource Centre).

We consider the science further in Chapter 20 where Laureate Professor and Nobel Prize winner, Peter C. Doherty, answers questions about COVID-19 and other health emergencies. Understanding the science behind health emergencies and relevant health information empowers and equips social workers to provide accurate, life-saving information to our clients, protect ourselves on the front line, mitigate false misinformation and to respond and prepare for future health emergencies.



How the world responded

This brings us to how the world has responded. COVID-19 is simply the latest in a long line of health emergencies. Historically, knowledge gained from each health emergency has informed preparedness for the next one. For example, isolation and quarantine as public health measures can be traced back to the Black Death in the 1300s which killed one-third of the European population and are still vital strategies in containing infectious diseases today. Scientists have long predicted the inevitability of future pandemics, a circumstance worsened by the climate emergency (CDC, 2017; Doherty, 2013; Jones et al., 2008; WHO, 2017). Likewise, economic consequences were forecast in hypothetical pandemic scenarios (Rockefeller Foundation & Global Business Network, 2010). Lessons learned from past pandemics should have informed a unified global response. Unfortunately, this did not eventuate with COVID-19 for many reasons which are explored in Chapter 2.

The initial approach to COVID-19 was marred by the political opportunism of too many world leaders avoiding responsibility or finding scapegoats to deflect from the emerging disaster. For example, China was accused of secrecy and delayed reporting in the early stages of the pandemic. Indeed, a failure to report within 24 hours was a violation of international health regulation. The Chinese laboratory that submitted an article to Nature on 7 January 2020 about the novel coronavirus was shut down soon after (Chan & Lee, 2020; Wu et al., 2020). In response to international pressure and on the tail end of a complex geopolitical history, China admitted to weaknesses in its public health system while also exerting political muscle in Hong Kong and the South China Sea. China did share scientific findings, provided practical supplies and expertise with other nations such as Cambodia where it had heavily invested. Given global travel, it is likely the virus that had spread long before the first case was identified in China as new disease.

Conspiracy theories and political blame-shifting emanating from countries like Australia and the US proliferated. Diplomacy was not the language spoken with inevitable results. For example, the Australian Prime Minister, Scott Morrison, repeatedly demanded an investigation that focused on blaming China, not investigating COVID-19. Unsurprisingly, consequences were trade restriction against Australia and deteriorating relationships. Morrison, according to media reports is influenced by friends in QAnon and Hillsong church (Hardaker, 2019), has a reputation for admiring the ex-President Trump and also refused to reign in federal Ministers spreading false information about COVID-19.

On 19 May 2020, a more rational, apolitical approach, which focused on the virus as a critical incident rather than political blame-shifting, was presented to the 73rd World Health Assembly in Geneva. The draft resolution for an evaluation of the international response to COVID-19 was passed, a vote which China supported (WHO, 2020). A joint investigation with China to explore the origins of the virus for future global health was conducted between 14 January and 19 February 2021, highlighting the emergence of SARS-CoV-19 as a zoonotic process. An intermediary animal and the site of origin were not able to be identified. Some early cases were linked to the outbreak in the Wuhan market, whereas other cases were not (WHO, 2021). The international team is open to further investigations and new information which could take years to reach any further conclusions, if at all. See Chapter 19 for a further explanation by Franklin.

Harvard researchers analysed satellite data about increased traffic around the five Wuhan hospitals and data on internet searches about coughs and diarrhoea which suggested that cases of COVID-19 may have appeared as early as November 2019 in China (Nsoesie et al., 2020). A recent study in conservation science confirms this, suggesting that zoonotic transfer occurred as early as October or November 2019 and had spread globally soon after (Roberts et al., 2021). Sewage analysis is being used to identify COVID-19 hotspots, a method of detection that has been used for other diseases such as polio (Hovi et al., 2001). In interesting developments, scientists have reported detecting the virus in wastewater in Brazil and Italy in November 2019, and according to a contested preprint article, traces were found in March 2019 in Spain (Chavarria-Miró et al., 2020). Other circulating illnesses such as that noted during the World Military Games held in Wuhan in October were also considered. The possibility that some studies of early detection could be a case of mistaken viral identity due to partial sequencing has been suggested (Maxmen, 2021). For a worldview of sewage monitoring, see the COVID-19 Poops dashboard (https://www.covid19wbec.org/​covidpoops19).

The first response of scientists internationally was to leap into action, ultimately producing a range of effective and safe vaccinations in less than a year, a ground-breaking record, followed by work on booster vaccines. The challenges were for governments to purchase and roll out the vaccine, ensure their populations were vaccinated quickly and address inequitable distribution across the globe. Vaccination is discussed further in Chapters 16 and 18. At the time of writing this book, effective COVID-19 treatments were still being investigated.



Government and policy responses

The delivery of health and welfare were vital components of pandemic responses. Policy and the ideological positions of governments have always determined how social welfare is delivered. COVID-19 offers a good example of how the responses of governments illuminated underlying values and political ideologies that determined approaches to the economy and the social welfare and health systems of their respective societies. Governments placed different emphases on science influenced by personal beliefs and interests, the role of business and individual responsibility, and commitments to communities, social justice, human rights and equality. The responses around the world were consequently quite different.

Trust in science, as a starting point for policy making, has been underscored once again as a critical element in the equation of sound and rational social planning and policy response. We only need to look at the current climate emergency as a prime example of the choices leaders make between beliefs (which are claimed as truths) and political expediency versus scientific evidence and knowledge (Driscoll et al., 2020). The choices of governments have determined the mix of state and private enterprise and related service capacities of health and welfare. How social workers can practise within these contexts and the resources available to them has been a consistent focus of discussion during COVID-19, which highlights critical questions for public health social work. Jonathan Dickens explores the concept of welfare regimes and offers eight dimensions to evaluate how well the State might manage a health emergency using COVID-19 as an example (see Box 1.5).


Box 1.5 Welfare Regimes

Jonathan Dickens

Welfare regimes offers a fertile framework for describing, evaluating and comparing national welfare systems. Esping-Andersen's (1990) The Three Worlds of Welfare Capitalism brought to prominence three broad approaches in capitalist economies to understand how citizens should be supported in times of hardship. He called these:


	liberal or neo-liberal – People should support themselves and their families, with a sparse state safety net;


	conservative corporatist – the state partners with business and voluntary sectors to provide adequate security, the aim being social stability, not change;


	social democratic – Taxation and state services redistribute wealth, ensuring equality and quality of treatment for all citizens.




The model, based on empirical work, also drew on centuries-old political thinking, the core approaches of libertarianism, utilitarianism and egalitarianism. Gough and Wood (2004) adapted the model for countries with different income levels and cultures, notably developing countries. They observed that Esping-Andersen's ideal-types were premised on wealthy states with well-functioning systems of government, which they called security regimes, because in different ways, they all ensured a degree of social and economic security for citizens. They expanded the model by introducing the concept of informal security regimes, working as a continuum. As states move along the continuum, they become increasingly weak, unable to collect taxes, deliver services and maintain order. Citizens become less able to rely on formal social policy, legislation and state-supported services. Instead, citizens rely on extended families (including remittances sent from abroad), their communities, non-state agencies and, increasingly, clientelism and corruption. At the far end, insecurity regimes are at risk of war, ethnic rivalries, epidemics or natural disaster. The state is ineffective and international agencies may have to step in to ensure citizens’ survival and safety.

Building on these ideas, the following model describes eight dimensions to analyse and compare states and their responses to COVID-19. Like all models in social policy, it is a simplification, not a prescription – a tool for understanding and a springboard for more detailed analysis, and in this way, it could also be useful for evaluating responses to other pandemics, past and future.


Eight Dimensions of State Responses to COVID-19


	National wealth – Overall wealth indicates access to housing, healthy diets, good wages, and well-funded, high-quality services for citizens therefore protecting the country from the worst effects of COVID-19. However, challenges in other dimensions will weaken these benefits – say, overall wealth disguises social inequalities or no coverage for non-citizens living in the country.


	Well-resourced public health – Additional to well-resourced medical systems that respond to health emergencies, well-supported public health measures are vital for prevention such as physical distancing campaigns, and test and trace schemes. Respect for such measures will be influenced by levels of science and health literacy in the country.


	Secure borders – Geography contributes to the ease of securing and maintaining borders. For example, the island nations of New Zealand and Australia can more easily respond to border security than countries that allow freedom of travel or are unable to restrict border crossings.


	Effective government – All tiers of government are involved (national, federal or regional, and local). Countries that can effectively promote and enforce lockdowns and other protective measures and deliver the necessary services to support those worst affected will do better. In the absence of effective government, international agencies such as the World Bank may provide funds (which can drive poorer countries into further debt), and aid agencies may have to deliver practical and material support. But diverse political ideologies mean one person's effective government could be another person's authoritarianism.


	Economic and social equality – Disparities in wealth, employment opportunities and living conditions increase the risk of coronavirus spread, applied to citizens and non-citizens living in the country.


	Access to financial and practical support – Wealthier countries are more able to provide financial and practical support to people whose jobs are suspended or lost, making it easier to comply with lockdowns. Risks are increased when political decision-makers hold ideologies of non-intervention by the state and the prioritisation of individual responsibility. Poorer countries face practical challenges of ensuring food and income security for those who must work in order to eat, making adherence to protective measures more difficult.


	Favourable age profile – Demography contributes to COVID-19 risk, that is, older people and those with pre-existing health conditions at greater risk of serious complications. Countries with a younger population may have less people seriously affected. Other countries such as Japan with a high older population did not initially experience a higher death rate, influenced by other dimensions such as economic and social equality.


	Collectivism – A strong sense of wider community responsibility underpins adherence to protective measures necessary to contain the pandemic, more so than individualism, for example, certain Asian countries.




How these dimensions work together can be visualised as a radar graph (or spider graph), as shown below. A country which scores highly on each dimension should theoretically respond swiftly and effectively to the pandemic, controlling the incidence and supporting the population. A lower-scoring country would be less likely to do so. But it is a dynamic model, and strengths in some dimensions can compensate for weaknesses in others.

Figure 1.3 offers an imagined example of a relatively wealthy country with good public health services, secure borders and effective government, but with counterpoints of high inequality, limited financial supports, an older population and a culture of individualism. Despite initial advantages, one might expect challenges in managing the pandemic.

In contrast, Country 2 depicted in Figure 1.4 is relatively poor, has reasonable public health services, but has difficulties regulating cross-border movement, the government is weak, and it is not able to offer much support for citizens (support may be available from other sources). But because Country 2 does not have pronounced social divisions and inequality, has a younger population and is collectivist, the worst effects of COVID-19 might be avoided.
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Figure 1.3 Hypothetical example of eight-dimension analysis, Country 1
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Figure 1.4 Hypothetical example of eight-dimension analysis, Country 2



Chapter 2 provides country examples of how Dickens’ dimensions played out during the first six months of the pandemic. The marked differences in how governments first responded to COVID-19 and in subsequent decisions about mitigation, suppression or elimination, easing restrictions, and how they responded to second and third waves of infection, had significant effects on the spread of the disease and loss of life as well as on economies.

There is no standard definition of waves. Certainly, numbers of cases ebb and flow, and pandemics usually have two or more peaks. Some national governments, for example, the UK, Australia, and the US, prioritised saving the economy over lives before acting with variation within countries between jurisdictions depending on political flavour. In principle, such a position accepts a certain number of deaths as inevitable, whereas other regimes such as New Zealand, Iceland, Taiwan, and Vietnam prioritised lives with an elimination approach, acted quickly and recognised that a healthy population supports the economy, health and societal functioning overall. New Zealand, for example, quickly responded to subsequent outbreaks introduced by returned travellers and continued to contain the virus with strict and functional border protections and other strenuous measures which were coordinated nationally.

Governments that did not introduce protective measures such as hard lockdowns, physical distancing, handwashing, rigorous quarantine and contact tracing early enough either did not perform well from the beginning or struggled with subsequent waves. Some countries such as South Korea relied on extensive testing and tracing avoiding lockdowns which was initially an extremely promising approach but ultimately was insufficient. In many countries, borders remained porous, screening was inadequate, and testing was not available or only limited to people who met restrictive criteria. Also, of interest was how much emphasis countries gave to personal freedoms, for example, leaving mask-wearing to individual decisions or to businesses to make their own decisions, compared to prioritising the health of the community and collective responsibility. Where well-resourced countries delayed action and limited testing, the delays often related to a lack of preparedness and allocated resources, a belief that risk was not as great as forecast, a reliance on herd immunity or the prioritisation of business interests. Once vaccines became available, countries that did not focus on vaccinating their population and sharing with poorer neighbours threatened global capacity to manage the virus and its variants no matter how well they did initially.

Many governments relied on assumptions about the R number (the reproductive number of the virus) which is a calculation of how many people one ill person might infect. The aim is to keep the R number at one so as not to overwhelm the health system. An R number of 2.5 was estimated for SARS-CoV-2 which meant people including asymptomatic individuals could spread the virus to 2.5 others every 15 days (Sanche et al., 2020). By January 2021, the R number had risen to 3.28 and the variant first identified in South Africa had an estimated R number between 4 and 7, and later variants as high as 8. Variants arise as the virus mutates, a natural evolutionary process. The longer a virus is allowed to freely circulate among humans, the more mutations will occur creating new variants which are potentially more or less dangerous. SARS-CoV-2 and its resultant variants are deadly and highly infectious. The predictive nature of the R number is often overstated due to these changes (Shaw & Kennedy, 2021). It is important to remember that the R number is simply an average and does nothing to inform individual risks.

Superspreader refers to events where the virus spreads to a lot of people. A superspreading event relies on multiple factors – the variant, the amount of virus an infectious person emits (virus shedding), the environment (e.g. crowds, poor ventilation) and the vulnerability of others. Commonly sporting matches, political and religious gatherings were allowed to proceed by some national leaders despite limiting other large gatherings. Reasons ranged from prioritising economic benefits to awareness of religious traditions to ensuring popular votes. Schools and universities have also triggered such events. Prior to the US 2020 federal election, Trump and other Republicans who tested positive triggered a Whitehouse superspreader event which resulted in 30,000 new cases and 700 connected deaths, a situation exacerbated by Trump's self-aggrandizement, disregard for the health and lives of others and divisive politics (Bernheim et al., 2020).

The virus can be transmitted within short time frames and through cumulative short contacts (CDC, 2020; Jones et al., 2020). Calculating risk or ignoring that risk where eight out of ten people are estimated to be asymptomatic does not necessarily provide an accurate prediction of how the virus is spreading in the community at the onset of an outbreak or during the easing of restrictions, nor does it help the health system. The wider a virus spreads, the more people vulnerable to the disease will become ill, thus overwhelming even well-resourced health systems. Universal early containment and elimination strategies are the best defence. The longer the wait, the greater the spread of disease and the development of variants (Binny et al., 2020).

Sweden chose a different path, trusting citizens to do the right thing, maintaining life as usual and only recommending basic preventative measures. Sweden relied on herd immunity (see Box 1.6) which resulted in significant numbers of lives lost in the country, especially vulnerable elders, delivering a devasting outcome for the country.


Box 1.6 What is Herd Immunity?

The term herd immunity, community immunity or herd protection is an epidemiological concept that relies on a whole of community protection by either a large proportion of the population being vaccinated against a disease (e.g. measles or pertussis) or that the spread of the disease has been so extensive that a sufficient number of the population have developed antibodies preventing further spread of the disease. The problem with relying on herd immunity for new viruses in the absence of a vaccine is that a greater number of deaths are inevitable and expected.

For example, to reach heard immunity in the US without a vaccine, 70% of the population or 200 million people would need to be infected, inevitably leading to many unnecessary deaths (Dowdy & D'Souza, 2020). Early studies of countries with widespread infection showed only 2%–3% of the Wuhan population had developed antibodies to COVID-19, 5% in Spain and 21.2% in New York, far below what is needed for herd immunity (Chow, 2020). The question of antibodies continued to undergo scientific investigation. However, by November 2020, new research (in preprint) suggested there was an adaptive immune response –in other words, the body remembers the virus and thus continues to fight it – which can last for eight to nine months or longer (Hartley et al., 2020).

There are other dangers with the unfettered spread of the virus which led to the emergence of new variants like those originating in Brazil, South Africa, India, California, New York, the UK and Peru which potentially posed greater risks.


Localised low-tech innovations emerged in different countries. For example, the city of Lund in Sweden took a unique position surrounding its parks with chicken manure to deter gatherings (Rahim et al., 2020). One Indonesian village engaged volunteers to patrol the streets. The volunteers wore ghost costumes believing people's superstitious beliefs would scare them into compliance (BBC, 2020). Unfortunately, it had the opposite effect with people seeking them out for entertainment. Many countries used actors, singers and song and dance videos to promote physical distancing (see Box 1.7), which could easily be accessed on mobile phones, for example, the Bangkok Train Service sang “Dance against the virus”. Mexico used Susana Distancia, a cartoon superhero, to promote physical distancing and graffiti artists around the world painted public health messages (Sheridan, 2020). In Guatemala, public health messages asked people to imagine a tapir (a large animal with an extended snout) between people. See Chapter 16 for more on low-tech innovations.


Box 1.7 Physical Distancing

Physical distancing (or social distancing which is the public health term) is used to help people keep a safe distance from each other to prevent the spread of infectious disease. The origins of the practice can be traced back to the Influenza Pandemic of 1918 (Spanish Flu). During the COVID-19 pandemic, the US Center for Disease Control and Prevention recommended that people keep a 6-foot (approximately 1.8 metres) distance from others when making essential trips into the community for grocery shopping and other critical needs. The Australian government promoted 1.5-metre (approximately 4.9 feet) distance from others which demonstrates how public health information differed from country to country.

The term social distancing was first used in the 1950s to describe people who were socially or emotionally detached and is associated with othering. The term social distancing has been critiqued as being harmful for First Peoples, in Roma and other cultures, and for people with mental health conditions because it implies a cultural and social disconnection from others that goes beyond the physical. Social and cultural connections are important for holistic well-being and for others to maintain their mental and physical health. For this reason, the term physical distancing is purposely used throughout this book.




Flattening the curve

Many governments relied on mathematical predictive modelling based on the Susceptible-Infectious-Recovered Model, first written down over a century ago, which provides an equation used to calculate the spread of infectious disease (Magal & Ruan, 2014). The idea is to flatten the curve by reducing new daily infections. Flattening the curve means instigating strategies that interfere with the rate of rising infection (e.g. physical distancing and mask-wearing) rather than allowing the curve to continue an upward trend as it would without such interference. Graphical representations of the curve can show two things – bars which represent the daily number of infections and a cumulative curve, depicted by a solid line, that adds the daily totals represented by bars. The example shown in Figure 1.5 depicts how bars and lines are usually presented in these types of graphs.
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Figure 1.5 Example of graph showing cumulative curve and daily total cases



If a curve is high, the disease is spreading from infectious people to susceptible people quickly. If the curve is low, infectious disease is spreading more slowly (Lewin et al., 2020). Different graphic representations depict this spread. For example, the graph below shows an outbreak which has a very high, sharp curve and a lower curve achieved with some mitigation measures (see Figure 1.6). The lower the curve, the less stress on health systems. Of course, the ideal interference to a curve are the combination of measures that dramatically arrest the curve's progress and ideally includes widespread vaccination (Lewin et al., 2020).
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Figure 1.6 Example of graph showing high and low curve



In relation to COVID-19, some governments waited until the curve began to rise quickly before acting or meted out measures in increments in attempts to keep economies active and not overwhelm under-resourced health systems. To flatten the curve, individual US States eventually moved forward with critical decisions to control the spread of the virus due to the inaction of federal and many state governments, a similar experience to Australia and other parts of the world where responsibilities were left to the states (Adeel et al., 2020). In the US, extensive social marketing to flatten the curve came first from the private sector rather than the Trump administration. The federal Australian government had good scientific information from the start but chose to delay actions as long as possible, left decisions to businesses and meted out restrictions in a slow and piecemeal fashion.

The idea of flattening the curve became real to many ordinary people who were coming to terms with how they could personally participate in controlling the spread of disease while others denied its existence, which in turn affected individual collective behaviour. For the US, realisation came too late as it became the most affected country in the world with New York the first epicentre of disease in the US, discussed further in Chapter 2. Although Australia also delayed actions, it fared better due to a good universal public health system, geographical advantage enabling strict border closures, and the eventual introduction of more stringent strategies to flatten the curve instigated by state governments, not due to coordinated national governance and planning. Subsequent outbreaks came with poor quarantine oversight, premature opening of borders, allowing large gatherings, and poor coordination. The federal government ultimately failed to protect the population, provide safe quarantine facilities, purchase sufficient vaccines and efficient rollout, bring citizens home from overseas and provide income support for individuals.

Each government's level of denial, preparedness or their priorities determined when they introduced proactive measures and which measures they adopted. For example, Italy, one of the most heavily affected countries in Europe only introduced lockdown 27 days after the 100th case. Multiple factors led to Italy's crisis and response, including an overwhelmed health system. The initial outbreaks in Italy and Spain were traced to trade, international travel and large sporting matches. Concepts related to pandemic approaches (see Box 1.8) are mitigation, suppression, controlled suppression, elimination, controlled adaptation and eradication (Ferguson et al., 2020; Group of Eight, 2020).


Box 1.8 Concepts Related to Pandemic Approaches


	Mitigation “focuses on slowing but not necessarily stopping epidemic spread – reducing peak healthcare demand while protecting those most at risk of severe disease from infection”.


	Suppression “aims to reverse epidemic growth, reducing case numbers to low levels and maintaining that situation indefinitely” (Ferguson et al., 2020, p. 1).


	Controlled suppression is about using mitigating strategies to keep the rate of infection as low as possible.




According to Ferguson and colleagues (2020), both mitigation and suppression have challenges. Even the best-managed mitigation would still result in hundreds of thousands of deaths globally and overwhelmed health systems. The length of time needed to maintain strict measures until a vaccine is available brings other problems. For example, in many countries where poverty is rife, food security is an issue and people must work and travel to be able to eat on a daily basis in the absence of government assistance. For other countries which prioritise the economy, suppression is considered undesirable due to the perceived impact on globalised and local business.


	Elimination is about defeating the disease in a jurisdiction, for example, New Zealand's and Vietnam's response to COVID-19. The challenge here is about protecting the country from the disease re-entering. For example, after being virus-free for 100 days, travellers brought the virus back into New Zealand and a localised 3-day shutdown was instigated in Auckland when four cases were identified.


	Controlled adaptation concerns a phased easing of lockdown conditions. This approach accepts further incidents of illness and death and is claimed to be better for the economy.


	Eradication completely defeats the disease. Smallpox is the only disease affecting humans ever eradicated globally. Eradication is unlikely for COVID-19.





Country outcomes concerning the spread of COVID-19 and resultant mortality (deaths) in accrued numbers and per population are mixed highlighting varying approaches to health emergencies as well as contributing conditions, data recording and collection. The influencing factors are diverse and variable, rooted in the social and political context of each country and their concepts of freedom, the role of government and its reach into the sphere of family and community-life, efforts to support uninterrupted economic functioning, and trust in leaders to respond in the interests of the people. As such, responses in countries with a strong orientation to individualism versus collectivism and repressive versus liberal societies have generally been quite different.

When examining the whole picture, the lack of a coordinated global approach to pandemic management is a standout, even with concerted efforts by the WHO to warn, advise and share the reality of a rapidly spreading infectious disease. Countries and regions chose their own policy and social planning pathways, often with little recognition of how their policy affected neighbouring countries, entire regions and beyond. The hope is that one outcome of the COVID-19 pandemic will be the universal adoption of a global rapid response system informed by common values and the lessons learned worldwide to avoid the ongoing consequences beginning in 2020 and to ensure that future pandemics are not used as opportunities to advance political agendas to the detriment of world health.



Human behaviour

Beginning as a political concept in the UK, behavioural fatigue or the idea that people will only tolerate restrictions for a limited period of time gained traction. The inherent assumptions were not critiqued nor supported by research. The concept was adopted by politicians in other countries as a justification for delayed actions and premature opening. Whereas countries and communities with previous epidemic and pandemic experiences, for example, in Asia, were notable at the level of community behavioural responses that interfaced with their governments’ rapid public health policy rollouts such as the early adoption of multiple strategies. It could be argued that the problem of fatigue that did emerge is more related to the yoyo effect evident in those countries where the pandemic was not managed strictly in the beginning or where governments and the business sector pushed for premature openings causing people to move in and out of lockdown (see Box 1.9) situations creating considerable uncertainty and hardships related to financial resources.

It has been suggested that fatigue is strongly related to social context in terms of perceived vulnerability and severity or how a person perceives their chances of catching the disease and how sick they expect to become if they do, making leadership messages that downplay the effects of the disease particularly dangerous (Joseph et al., 2009). New Zealand Prime Minister, Jacinda Adern, showed how trust, empathy and clear evidence-informed messaging positively influenced behaviour even during strict lockdown (Mazey & Richardson, 2020). An issue that further affects behaviour is proof of no appearance (Naumova, 2020). In other words, when the disease is effectively controlled, people do not personally see the impact of disease and therefore some people conclude that the risk was overblown or non-existent (especially if this coincides with pre-existing beliefs). The focus then shifts to individual hardships experienced during lockdowns rather than disease prevention.


Box 1.9 Lockdown

Lockdown (or Shelter-in-Place) is the term used when people are required to stay at home to stem the spread of disease, except for workers providing essential services and activities such as caring for others and grocery shopping. The term lockdown originates in prisons where inmates are confined for extended periods following incidents such as riots. Lockdown is usually instigated in stages of severity where complete lockdown is the highest stage of restrictions.


A survey of 2,250 people aged between 18 and 75 years of age in the UK conducted by Kings College London during lockdown found three clusters of people who behaved and responded differently (Duffy & Allington, 2020). They named these groups – the accepting, the suffering and the resisting. The accepting group (48%), nearly always followed lockdown rules and tended to be in the older age group. The majority coped well despite concerns about future financial problems. The suffering group which had more women, thought about COVID-19 all the time, checked social media often and were worried, anxious and depressed. Those who were suffering also followed the rules and, like the accepting group, supported police action to keep people in check. The majority in the resisting group (9%) held false beliefs about COVID-19 (i.e. the virus was manufactured in a laboratory) and used homeopathic remedies for prevention; they also felt the pandemic was overblown and resisted official advice or external intervention. They followed the rules less, visiting others or working instead of following requirements. More people in this group expected financial distress and were mostly in the youngest age group. However, they were also more optimistic than the other groups.

As the pandemic progressed and exit strategies from lockdown scenarios were developed, some countries (New Zealand being the first) adopted a bubble or pod approach in an attempt to balance emotional, social and cultural needs with protective health measures, and to contain risky behaviours (Leng et al., 2020). A bubble or pod could constitute a single, family unit or an extended bubble where others could be nominated to join the bubble, an approach suitable for non-traditional family units and cultural practices. Within the bubble, individuals would not physically distance nor wear masks but were to remain faithful to only indulging these behaviours within the social bubble. Later, bubbles between safe countries were employed to stimulate economies as well as connecting people.

During initial response periods, messaging from world leaders also influenced the positive or negative behaviour of people. Denial, misinformation, violence and racism proliferated in some countries, while, in others, leaders supported community cohesion encouraging communities to rally together and help others. We consider these issues in Chapter 2 when we explore these factors and the human and material costs in different societies during the first six months of the pandemic. In addition to policy, politics and welfare regimes, influences include the level of pandemic preparedness; geographical advantage; resources including the health system, population density, pandemic measures (quarantine, lockdowns, extensive tracing and testing), access to the manufacture and supply of masks, sanitisers and soap, and treatment equipment (ventilators) and later access to vaccines and the vaccine rollout. The provision of income support, access to food and factors such as culture and health beliefs combined with educating the population are further influences. The pandemic bought untold suffering to many people who faced loss of roles and income, illness and death, and uncertain futures.



The position of social workers

Experience in responses to COVID-19 has improved our understanding of the psychological, social and behavioural impact of pandemics in the modern world which, in turn, has expanded social work practice to include how to best support people during a pandemic, help them deal with failing systems and the aftermath of widespread disease on families and communities as well as working to change systems at the macro level and to value social work as an essential contributor to health emergency planning. Social workers are on the front line whether that be in institutional or community care. Social workers have a core commitment to preventive practices and interventions at primary, secondary and tertiary levels (see Box 1.10).


Box 1.10 Stages of Prevention


	Primary prevention aims to prevent a disease developing in the first place. Promoting vaccination and scientific information through health education is an example.


	Secondary prevention aims to prevent at-risk groups who may be susceptible to disease or at risk of exposure and becoming ill. For example, providing education specifically to immunosuppressed people on physical distancing, handwashing and wearing masks, or working with people to address anxieties and distress about COVID-19 or supporting people in lockdown to ultimately prevent the further spread of the infectious disease.


	Tertiary prevention is rehabilitative and responds to disease in its fullest manifestation. In other words, maximising psychosocial and health outcomes during and after serious illness to improve survival chances, prevent further complications and promote well-being. For example, educative, practical, psychosocial or supportive interventions for people in recovery.





Professional practice includes interactions with vulnerable populations, addressing needs from a social justice and human rights–based value alongside preventative and responsive practices which shape programs and services. This lens combined with our professional commitment to human dignity are threads woven throughout this book. Rights, values and ethics also extend to the profession itself and how we practise in the context of health emergencies. These major concepts come to life in the chapters that tackle particular fields of practice with vulnerable groups and settings that either promote or infringe upon human dignity and well-being. We build upon dignity with our shared moral and ethical imperatives related to life and health as explored throughout the collection.

During the COVID-19 pandemic, social workers were faced with preserving their own health, safety and well-being while maintaining services, particularly to those people made more vulnerable in lockdown situations or unprotected in under-resourced and unprepared contexts. In many countries, there was little readily available guidance on personal protection for social workers to safely do their job due to a lack of personal protective equipment (PPE) and even access to soap in many places. Social workers have not always been included in planning for essential frontline workforces as PPE such as masks, where available, were reserved for medical professionals with an emphasis on the front line in hospitals rather than in the community or other types of institutions such as aged care facilities. Of course, there are many complications inhibiting resources locally, and within and between countries. Professional social work associations and organisations did develop guidelines and social workers turned to electronic communications and social media as a means of sharing information and disseminating guidance for safe practice and innovative interventions (Jiang, 2020; López Peláez et al., 2020).

Developing response systems had significant limitations as social workers were literally placed in a position of responding respectfully to human need while keeping physical distance and dealing with their own personal trauma and that of their families. The challenges were immense and at times overwhelming. Social workers had to find novel methods of engagement including using technological tools. The nature of work changed for the social work profession across all fields. Adapting to the pandemic accelerated changes previously progressing more slowly such as social work practices using tele-health and online counselling, online teaching, supervision, professional development and going about organisational business. The COVID-19 pandemic threw a spotlight on both the resourcefulness and resilience of the profession as well as how unprepared social work was for a global health emergency. Social work as a profession has adapted and continues to evolve.



The structure of the book

The book is constructed in three sections which tell a cogent story of social work innovation in health emergencies across world regions. Sections 1 and 2 of the book focus primarily on COVID-19 with reference to other historical and contemporary health emergencies while Section 3 looks to the future. The book concludes with two Q&A bonus chapters in conversation with eminent scientists.

In the first section of the book, Regional, historical and social work perspectives, we explore pandemic and public health concepts with a specific focus on understanding the COVID-19 pandemic and the perfect storm of pandemic, politics and the planet. Then, in Chapter 2, our international authors take us on a journey through the diverse regions of the world in an exploration of the different approaches to COVID-19 in its first six months, each influenced by unique histories, the actions of leaders, the preparedness of health systems and the capacity of countries to manage disease alongside the global movements of people, goods and services. Compounding the health emergency, some regions experienced concurrent disasters, for example, locust plagues in East Africa, tornadoes and fires in the US, a massive explosion in Lebanon, the devastation of the Amazonian environment, floods in Japan, the Nangka storm that devastated South East Asia and Cyclone Harold in Fiji and Vanuatu, and the re-emergence of Ebola in Guinea, to name only a few. We then turn to the long history of health emergencies for clues about challenges and human behaviour, authored by Matthew Ward. The section finishes with human dignity which underscores and contextualises pandemic social work practice in Chapter 4 by Donna McAuliffe with case studies by Hilary N. Weaver on First Nations, Sharon E. Moore on Black Lives Matter and Robert Common on LGBTQIA issues.

The middle section of this book, Social work practice issues and responses, presents issues, challenges and responses pertaining to 11 fields of social work practice. Throughout the ensuing chapters, protection for social workers is considered alongside novel adaptions and experiences.

Barbara Muskat and colleagues unpack the social work experience and practice from research conducted in Canadian hospitals at the height of their second wave. Social workers across fields identified new or intensified risks such as those for older people, children, family violence as well as other forms of abuse and neglect within families and wider communities. Children living on the streets or in residential childcare institutions in low-resource countries experienced heightened risks. Child protection in Botswana is explored by Thabile Samboma in Chapter 6. Louise Harms and colleagues address family violence in the Australian state of Victoria. Gabriela Misca and colleagues present their research on the experiences of UK families in lockdown which created extraordinary stress and the need to adapt. In Chapters 9 and 10, Tarek Zidan discusses the immense challenges for people with disabilities and Malcolm Payne tackles the issue of ageism which became terribly apparent in pandemic conditions.

The chapter on global challenges and the terrible plight of people on the move is presented by Justin Lee and Carmen Monico. Ching-Wen Chang and Marcus Chiu address issues of mental health in Hong Kong in a politically charged pandemic environment in Chapter 12. Elizabeth Bowen and Nicole Capozziello tackle urban homelessness in the US, highlighting how these problems also exist in high-resourced countries. Joel Izlar explores the innovations found in community organising, proposed as the New Social Service. The final field of social work practice addressed in Chapter 15 discusses the disruption to higher education specifically field placement in Australia, New Zealand and California, authored by Lynne Briggs and colleagues.

Preparing for the Future, the final section of the book, returns to broader concepts of public health social work concerned with innovation, living in the world with coronaviruses, preparedness and future practices as social work enters a new era of service delivery. Gokul Mandayam and colleagues examine low- and high-tech innovations further in Chapter 16 on social innovation with case studies from India and Kenya. In Chapter 17, we challenge the profession to consider how we can prepare for the next pandemic which is predicted to occur much sooner than we think. We conclude the section with a precis of our journey through the COVID-19 health emergency bringing us not to the end of the pandemic rather up to has happened to the world since the first six months of the pandemic to June 2021 and continuing our gaze into the future.

The final two bonus chapters bring ecological and scientific understandings by contributing scientists. We ask questions of Dr Franklin about the links between humans, animals and the environment. Dr Franklin is a leading research biologist who specialises in ecology and the dynamics of wildlife populations, pathogen surveillance and monitoring in wildlife, and the wildlife-agricultural and wildlife-human interfaces. In our final bonus chapter, Laureate Professor and Nobel Prize winner, Peter Doherty, whose special interests are viral pathogenesis and immunity, answers our questions about COVID-19, new variants, immunity, vaccines and much more. To reflect on issues raised in this chapter go to Box 1.11


Box 1.11 Reflection


	Consider the ecological model. How do the relationships between micro, mezzo and macro work together to shape the impact of a pandemic on individuals?


	Reflect and discuss the kind of welfare regime in your country and analyse the response according to Jonathan Dicken's Eight Dimensions of State Responses


	COVID-19 is expected to become endemic. What might be the implications of this?


	What was your key learning in this chapter? Did anything surprise you?
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Figure 2.0 COVID-19: a global pandemic



How governments first responded to the COVID-19 pandemic provide insights into how the virus was able to spread, how subsequent outbreaks and new variants were managed and the long-term consequences for people. Importantly, these actions underscore the importance of leadership, clear and truthful messaging and the values that shape them. To this end, this chapter explores the populated regions of the world – Asia, Europe, the Americas (north, south and the Caribbean), Africa, Middle East and North Africa (MENA) and Oceania – examining government responses to the COVID-19 pandemic and the key issues affecting people in these regions during the first six months of the global health emergency, from December 2019 to 31 May 2020. Antarctica remained the only unaffected continent in this period but by December 2020, it too was affected by COVID-19, raising further ecological concerns about its impact. As we traverse the globe, the focus is on major hotspots and contrasting approaches to managing the pandemic rather than attempting to represent every world nation.

Public health is not simply about managing disease, it is political. Understanding the first actions and non-actions tells us much about the key role of leaders, their priorities and whether they heeded the science. The World Health Organisation's Director General, Dr Tedros Adhanom Ghebreyesus, declared a pandemic on 11 March 2020, and said:


If countries detect, test, treat, isolate, trace, and mobilize their people in the response, those with a handful of cases can prevent those cases becoming clusters, and those clusters becoming community transmission.

(WHO, 2020, March 11)



The health, social and economic impacts of the COVID-19 pandemic will last well beyond its immediate impact, through second and third waves. While the aftermath will adversely affect people for many years to come, new opportunities have also arisen. A study conducted on the 1918 Influenza pandemic in the US found that where actions were taken swiftly and aggressively, negative impacts on economies and people were fewer and less extreme (Correia et al., 2020). Importantly, they found lower mortality rates and quicker economic recovery with aggressive action. During COVID-19, many US cities that did not manage the COVID-19 pandemic well faced bankruptcy. A recent interrogation of data from 45 countries found governments that swiftly contained COVID-19 had less economic damage (Smithson, 2020). The Blavatnik School, University of Oxford, developed a tracking tool to collect prospective data on government policy responses internationally (Hale et al., 2021). Consider these findings in conjunction with pre-existing inequalities and the social consequences of death and disease as we journey through world regions comparing responses to managing this latest pandemic.

COVID-19 was first identified in Asia in December 2019, followed closely by Europe, the Americas, Oceania, MENA and Africa. By the end of May 2020, the most affected countries in the world by the number of cases were the US, Russia, Brazil and the UK followed by Spain and Italy. Other countries such as India rose higher in the list of the most affected countries after May. During the first six months, countries had variable success in containment, some were successful, others reported widespread infections and an upward trend, while others were dealing with isolated clusters of infection. A true gauge of circumstances was difficult to determine in under-resourced and many well-resourced countries during those first few months due to testing limitations and, in some cases, lack of transparent reporting. Overall, countries that heeded the science, acted early and decisively with lockdown, quarantine, widespread testing and contact tracing alongside other measures such as physical distancing and mask-wearing, did better in the short and longer term. Those countries that only put a selection of these measures in place, ignored the science, had weak or corrupt leadership, intervened late or introduced measures in reluctant stages, prioritised the economy over health, relied on herd immunity, or had under-resourced health systems did worse with higher human costs in the first six months.

Understanding how governments protected the most vulnerable people in society is of particular importance to social workers. Certainly, as restrictions began to ease around the world, countries faced second and third waves of infections especially when attempts to reboot economies meant premature easing of restrictions. The global numbers of cases and deaths continued to rise with a total of almost six million cases and 369,254 deaths recorded on 31st May and continued to rise rapidly forecasting the devastation to come (Johns Hopkins Coronavirus Resource Center). Total number of cases should be considered proportional to the populations of each country.


Asia

Because COVID-19 was first identified in China, it is therefore useful to start our journey through world regions by exploring China's response as the first known epicentre of the virus (see Box 2.1).


Box 2.1 China

Jianqiang Liang

Cases of pneumonia with unknown aetiology (cause) were first reported in Wuhan, China, in early December 2019. However, the disease is believed to have emerged as early as November (Chen et al., 2020). The outbreak in China began under the shadow of global controversy. Dr Li Wenliang, an ophthalmologist, initiated a WeChat group discussion with other Wuhan doctors on 30th December about the cluster of SARS-like pneumonia cases. Similar to actions in other oppressive regimes where citizen and professional journalism is tightly controlled, the Wuhan Public Security Bureau detained eight people including Dr Li and Dr Ai Fen, a prominent doctor in Wuhan for spreading rumours and censored journalists. Their detainment resulted in a public outcry including an open letter by academics from Wuhan's Central China Normal University about China's constitutional protection of free speech. Dr Li died on 7th February from COVID-19. An official Chinese Inquiry later exonerated him and formally apologised (Investigation Committee of the State Supervisory Commission, 2020). Deaths of frontline health workers were many and the disease spread quickly through the population.

On the 31st of December, an epidemiological alert was sent out by the local authority and an expert response team was formed (Huang et al., 2020). The seafood market, considered the source of the outbreak, closed on January 1st and the WHO prepared for further outbreaks. On January 8th, the National Health Committee declared a new virus was the cause and on January 12th, a virologist leaked the virus genome sequence confirming a coronavirus which pushed the government to act. China was criticised for not then providing a biological sample. On January 20, human-to-human transmission was confirmed. Eighty Chinese cities including Wuhan went into lockdown on 23rd January.

China chose strategies to eliminate the disease, a monumental task given the size and density of the population. By February, a 1,000-bed hospital in Wuhan had been built in 10 days with a second almost completed. By March 10th, less than 20 new cases a day were being reported in China (Johns Hopkins Coronavirus Resource Center). The country's success in managing the pandemic included government-imposed lockdown, restricting the movement of people and intensive cleaning of cities alongside, widespread testing, monitoring temperatures, isolation, quarantine, contact tracing, mask-wearing, handwashing, and physical distancing. The onset of COVID-19 in a country where people rely heavily on traditional medicines coincided with the influenza season and the upcoming Lunar New year presenting further challenges across Asia because many people cross the globe to celebrate with families. Unfortunately, for a range of reasons including the training of those policing and enforcing, and diverse local governance, breaches of human rights came to the fore in China. People were forcibly removed from their homes and others were locked inside their homes with supplies of rice. Some older people and people with disabilities died as a result. Suppression of citizen reporting was heavy handed.

Some might argue that suppression and population compliance is only possible in authoritarian regimes using coercive control. Yet, the Chinese private sector was also involved in supporting these measures and China had early success in flattening its curve. Once numbers reduced and the 11 million Wuhan residents tested, Wuhan began a staged easing of restrictions on April 8th. In May, new clusters were identified in the north eastern province of Jilin (four cases) and in Shulan city (11 cases). Smart phone applications were used for monitoring and tracing with a colour coded system – green for healthy people allowed to work and travel. China had not experienced a significant second wave by the end of May and had low numbers of new infections. A chartered flight arranged by the German Chamber of Commerce flew into China on 31st May to progress business. Despite rigid screening and monitoring before the flight, one passenger landed in China with COVID-19.

Hong Kong acted quickly due to previous experience of SARS in 2003 and H1N1 in 2009 and the tough social and economic consequences experienced. Responding to events in Wuhan on January 2nd, the Hong Kong government held a cross-departmental meeting to heighten alert and strengthen surveillance, prevention and control measures (Government of the Hong Kong Special Administrative Region, 2020a). Hong Kong's close linkages to authorities and health institutes in mainland China enabled the sharing of information and border control. On January 9th, legislation was amended to include mandatory reporting of pneumonia cases with unknown aetiology and a travel history from Wuhan (Government of the Hong Kong Special Administrative Region, 2020b). From the outset, the public had high awareness of hygiene measures embracing hand washing and wearing masks.

By 30th May, health workers were protesting to close borders. Enabled by press freedom, Hong Kong media criticised the lack of transparency and the effectiveness of public health actions by the Chinese central and local governments. On May 21st, mainland China announced new security laws for Hong Kong which would override press and assembly freedoms reigniting public protests. Social workers were already serving prison sentences for participating in public protests against the Extradition Bill. In Hong Kong, the number of new daily cases were significantly reduced by the 12th of April. Due to early action including the cooperation of health workers and communities, there were only four deaths reported including no deaths in Hong Kong care homes. No new cases were reported in the last week of May.

As of May 31st, 4,555 deaths and over 84,128 confirmed cases had been reported in China (Johns Hopkins Coronavirus Resource Center).


Taiwan also acted quickly. As soon as the novel coronavirus in Wuhan became known, Taiwan imposed border controls and a 14-day isolation period for international arrivals, banned gatherings and the export of supplies such as masks to ensure local supply. Taiwan had only seven deaths and 442 confirmed cases by 31 May 2020.

The first case outside China was diagnosed in Thailand (see Box 2.2). Although Thailand has a relatively good health system, there are marked health and wealth disparities. COVID-19 devastated the poor and the tourism industry on which many were dependent. Thailand already had one of the highest suicide rates in South East Asia, followed by Myanmar (WHO, 2016). Increases in suicide were reported in the media in many countries attributed to loss of employment and lockdowns (Salvá, 2020; Wang et al., 2020). However, a later study found little basis to support an increase in suicides attributable to COVID-19 in most countries (Pirkis et al., 2021).


Box 2.2 Thailand

Wanchai Roujanavong

After receiving reports of an epidemic in China, the Ministry of Public Health established Emergency Operation Centres at airports on the 4th of January to screen arrivals from China. On January 8th, a Chinese tourist was confirmed as the first case of COVID-19 outside of China. The first Thai citizen, returning from China, was diagnosed on January 15th. On March 12th, the National Centre for COVIID-19 Situation Administration (CCSA) was established with full powers to deal with the virus. The strength of the CCSA was that it was administered and led by doctors and other health experts not politicians. Two superspreader events, one in a boxing stadium and the other in a bar in Bangkok, were identified. The Government ordered partial lockdown on April 2nd and closed all airports to foreigners while allowing Thai citizens to return with a strict compulsory 14-day quarantine. All new cases were identified in returning travellers while in quarantine. No new cases of COVID-19 were found in Thailand between 26th and 31st of May.

A key prevention mechanism involved the Village Health Volunteer (VHV) teams established more than a decade ago by the Government under the Ministry of Public Health. The VHV teams are local people trained to work in every rural village on all aspects of health promotion and disease prevention. Thai people were cooperative with lockdown, wore masks, washed hands and physically distanced. When no new cases were identified for 28 days within territories, lockdown measures were revoked step by step. Plans to open schools and to gradually reopen activities and businesses proceeded from the 1st of July. The CCSA was not complacent, planning concurrently for a second wave when tourism would reopen. Tourism, key to the Thai economy, held little hope of early recovery as global numbers were still rising and as yet, there was no vaccine.

Because the economic impact was dire with millions of workers forecast to lose their jobs, the Government provided financial assistance of US $500 to approximately 30 million people, nearly half the Thai population. The problem was how long before life returned to where it was before COVID-19. As of 31st May, there was 3,081 total cases and 53 deaths in Thailand (Johns Hopkins Coronavirus Resource Center).


The next stop on our journey takes us to Korea. It was difficult to determine the situation in North Korea due to the nature of the political regime. Reports included allegations that suspected cases were imported from South Korea to Kim Jong-un claiming the country was virus-free. However, propaganda was strongly suspected especially as borders between North Korea and China were open until the end of January. In South Korea, the first case was confirmed on January 19th, soon after Thailand. Although South Korea has experienced high economic growth from the 1960s, nonetheless, health and wealth inequalities existed in the country with health and social services unequally distributed.


Box 2.3 South Korea

Myung Hun Kim and Sungmin Kim

Hard lessons learned from MERS in 2015 paved the way for South Korea's approach to COVID-19. Korea took decisive and rapid action and carefully managed subsequent clusters. Korea's primary focus was on widespread testing and tenacious tracing while aiming to minimise restrictions on daily life. Immediately after the first confirmed case, the Korean government issued the highest level of National Crisis Alert and established the Central Disaster and Safety Countermeasures Headquarters in the Korean Centers for Disease Control & Prevention. Local infectious disease prevention and control teams worked closely with the central government. Local quarantine authorities were responsible for tracing, monitoring quarantine, supervising facilities, and allocating confirmed cases to shelters or hospitals. Drive-through testing centres, selective screening infirmaries for symptomatic people, and secure outpatient dispensaries in 91 designated hospitals were established. Existing technological competence from previous pandemics allowed for the rapid development and manufacture of testing kits by biomedical companies enabling widespread testing. Rapid tracing was possible via the collection of data from mobile phones, credit cards and CCTVs. A Smart City Data Hub Platform could identify hotspots of infections in ten minutes. While transmission paths were widely publicised through SMS messaging and on government websites, the National Human Rights Commission of Korea ensured the protection of personal information.

In ordinary times, access to healthcare is not the same for all Koreans. During the pandemic, the government met all costs of testing, living in treatment shelters and inpatient treatment. Paid sick leave allowance for salaried employees based on their wages and a living allowance for others were provided. These strategies ensured the basic needs of the disadvantaged were met, avoided the early spread of disease for those people who could not afford healthcare and who may otherwise have hidden in the community. Government leadership was critical to central and local coordination, the rapid development, testing and approving of testing kits and other supplies, and supporting the health and livelihoods of the community. The cooperative and adaptive characteristics of the Korean people inspired social solidarity during the crisis demonstrated by following advice and volunteering, characteristics important to successfully manage the pandemic. Notably, there was no panic buying and people remained calm during the pandemic. Korea's early success was also attributed to quick public health action, high quality healthcare, income protection, strong leadership, responsibility and prior experiences.

As of 31st May, there was 11,468 total cases and 262 deaths in South Korea (Johns Hopkins Coronavirus Resource Center).


Travelling west to Japan, we find a century-long tradition of wearing masks dating back to the 1918 Influenza (Horii, 2014). Although Japan initially did relatively well compared to countries in Europe and the US and was reported to have flattened the curve with fewer deaths reported by the end of May, a second lockdown was instigated after easing restrictions too soon in response to industry and business pressure (Tashiro & Shaw, 2020). Both South Korea and Japan experienced an escalation of cases in the second half of 2020. Korea adjusted and tightened their approaches in response, while the Prime Minister of Japan, Yoshihide Suga, was strongly criticised for encouraging tourism. Both countries had not implemented nationwide hard lockdowns at the onset of the virus.

Heading south to Malaysia, the first case was confirmed on 25th February. The Tabligh Akbar, an annual Islamic celebration held in Malaysia, attracts people from around the world – Thailand, Singapore, Cambodia, Vietnam, Brunei, the Philippines, Australia and Indonesia, to name a few. This mass event, held in February 2020, included 2,000 Rohingya attendees and is thought to have contributed to the further spread of SARS-CoV-2 to other countries. Strict lockdown measures were put in place on March 18 after a sharp increase of cases and, of concern, these measures were eased in early May to stimulate the economy. Spikes in numbers of infections in Malaysia triggered discrimination towards refugees, particularly in Rohingya communities. Malaysia is just one example where true numbers were difficult to determine due to limited testing. The number of cases and deaths officially reported in Malaysia were relatively low. The total number of cases recorded by the end of May was 7,762 with 110 deaths (Johns Hopkins Coronavirus Resource Center).

Major international airports posed high risks of imported infections. For example, Singapore's Changi airport served 68.3 million passengers in 2019. Singapore only put restrictions in place once numbers began to escalate. Its approach was also to control and contain not to impose strict lockdown. On 24th May, a surge of 600 new infections were reported attributed to migrant workers and associated with poverty, crowded conditions, and limited access to healthcare and social services. Official statistics in Singapore do not necessarily include immigrant workers and when masks were distributed to the population, migrant workers were excluded. Singapore, relying on contact tracing apps, experienced the beginnings of a second wave by the end of May. Singapore had a total of 34,366 cases and only 22 deaths reported on May 31st.

The next Asian destination is Indonesia (see Box 2.4) which became the worst affected country with the highest death rate in Asia during the first six months.


Box 2.4 Indonesia

Yanuar Farida Wismayanti

Indonesia is the largest Muslim-majority country outside the Arab world. Many Indonesians live in poverty in a country with nascent health and welfare systems and with social problems similar to many other low- and middle-income countries. The people are all too familiar with the impact of natural disasters such as volcanic eruptions, earthquakes and tsunamis. According to the Joint United Nations Programme on HIV/AIDS (UNAIDS), 640,000 people were living with HIV in 2018 as well as outbreaks of measles, malaria, cholera and other infectious diseases.

The first documented case of COVID-19 was on 2nd March and by early April, the disease had spread to all 34 provinces. Jakarta, Banten and West Java were the worst affected regions. Timor-Leste (East Timor), an outlier, imposed severe restrictions from its first case on March 21st with no new reported cases since 24th April. By May 21st, Indonesia had 19,189 confirmed cases and 1,242 deaths reported despite limited testing capacity and personal protective equipment (PPE). To further complicate the situation, many Indonesians rely on traditional medicines which can give a false sense of protection. President Joko Widodo declared on a government website that he drank a tea made of red ginger, lemongrass, turmeric and curcuma to defend against the coronavirus. The health system was unable to deal with the pandemic with only 309,100 hospital beds for a population of over 270 million people and only 2.7 intensive care beds for every 100,000 people, most on the island of Java and the lowest number in Asia (Setiati & Azwar, 2020).

Internal movement of people was difficult to control. As well as the unique sociopolitical context of Indonesia, Islam, like other religions, played a role in COVID-19 paradoxically providing faith and comfort for people while at the same time contributing to its spread. From the beginning, mass gatherings posed problems. Ramadan (a sacred month of fasting and prayer) which fell on 23 April 2020 was followed by Lebaran, a major national holiday. Mudik, a tradition where Muslims leave cities to return to their villages to participate in a celebration called Idul Fitri which occurs towards the end of Ramadan. Mudik was banned in 2020 (Spagnoletti, 2020). Provincial leaders held different opinions about management. Instructions to stay-at-home were openly ignored in Aceh, a conservative province. Mixed messages at political levels caused confusion and lockdown continued to be avoided for some time including closing mosques for Ramadan, ultimately only partially implemented. Although physical distancing was encouraged, it was almost impossible to achieve due to the living conditions of many Indonesians. In effect, it was not until May 18 that Widodo extended physical distancing rules, travel bans and ruled out easing restrictions as Indonesia faced continuing and rapidly escalating numbers of infected.

Widodo's lack of action is attributed to early denial and the country's unique sociopolitical context. As he explained to Aljazeera, Widodo opted for a patchwork solution, not herd immunity, as total lockdown would only drive people further into poverty, an approach he claimed was consistent with Taiwan, Vietnam and Japan (Aljazeera, 2020). Overall, a lack of transparency, under-reporting and under-diagnosing cases also impeded an adequate response (Djalante et al., 2020). It became clear that Indonesia was ill-prepared to address the needs of vulnerable groups and the health and economic challenges of the pandemic. As of 31st May, there was 25,773 total confirmed cases and 1,483 deaths in Indonesia (Johns Hopkins Coronavirus Resource Center).


Moving on to Pakistan, Bangladesh and India, we find these are also countries familiar with natural disasters and communicable disease. Cyclone Amphan hit West Bengal and Bangladesh in May 2020 adding to existing vulnerabilities and compounding risks of virus spread as the 2.5 million people evacuated were relocated to crowded emergency shelters. Rohingya refugees were already in an extremely vulnerable position in Bangladesh. Pakistan allowed prayers in mosques where worshippers were provided with sanitiser and instructed to remain six feet apart. Many markets closed worsening the situation for Pakistan's poor. From April 18th, 35 repatriation flights brought thousands of Pakistanis home from places like Dubai and Abu Dhabi. The under-resourced and unprepared health system in Pakistan triggered strikes and protests from health workers. Concerns escalated over time about the extent of the SARS-CoV-2 spread in Pakistan and India. Pakistani-administered Kashmir made their own decisions and fared better with stricter measures implementing lockdown after its first case in mid-March resulting in only 5,000 reported cases and 59 deaths by the end of May.

Meanwhile across India (see Box 2.5), 1.3 billion people were in lockdown. The poor everywhere bore the brunt of COVID-19 and none more so than in India where for many people it was once again deciding between eating or protecting themselves from COVID-19. India's population (1.3 billion) has 176 million people living on less than $1.90 a day. Many had no option but to risk the disease.


Box 2.5 India

Gokul Mandayam

On 30 January 2020, the first case of COVID-19, a student returning from Wuhan, was confirmed in Kerala (Sharma & Paul, 2020). By March, the number of cases had increased rapidly linked to travellers and religious and public gatherings (Lingam & Sapkal, 2020). In the months ahead, case numbers surged in Delhi, Mumbai and Chennai. On the 25th of March, a national lockdown was announced almost two months after the first case. Migrant workers in metropolitan areas had to leave with only four-hours of notice. Many were left stranded without shelter, food or transportation resulting in deaths due to hunger and exhaustion as people walked home to their villages. After the national lockdown, states enacted various lockdown mandates based on the spread of the virus within each state.

The Ministry of Health and Family Welfare operates countrywide, grassroots public health initiatives and services executed by Accredited Social Health Activist (ASHA) workers, predominantly women. Their responsibilities came to include monitoring and counselling COVID-19 cases in communities including returning migrant workers. ASHA workers carried the burden in semi-urban and rural areas while at personal risk due to scarce PPE. The lack of a robust health system, high population density and the caste system posed immense challenges. The Dalit population or India's untouchables who work menial jobs in construction, tannery or janitorial work, and scavenging, were severely impacted with limited access to healthcare and other social protections. With few options, many poor households were forced to send their children to work. School closures added to increased risks of child labour. Orphaned and separated children were particularly vulnerable to trafficking, forced begging, or death due to starvation. Non-government and community-based organisations distributed food grains, ran community kitchens and helplines for counselling support (Lingam & Sapkal, 2020). Cases of mental health concerns and alcohol misuse increased. The COVID-19 Innovation Challenge, a government initiative, was launched on March 16th, bringing together wisdom from universities, industry and government. Multiple strategies resulted including technologies (drones, robots, cell phone applications), and education on community radio and the government television channel. Alternative medicine options such as Ayurveda, an ancient holistic approach to wellness was important to the people. While the Prime Minister, Narendra Modi, claimed India's recovery rate outperformed other countries, this did not ultimately play out and the pandemic exposed grave deficits in social and economic policies. After lockdown was eased, cases dramatically increased and India eventually became the second most affected country in the world.

As of 31st May, there was 182,490 total confirmed cases and 4,638 deaths in India (Johns Hopkins Coronavirus Resource Center).


The true rate of infection can be difficult to ascertain in many regions, especially in low-resource countries due to health infrastructure, testing rates and access to free testing, transparent reporting and other health, political and economic factors. In Afghanistan, for example, doubts have been raised about official figures as the country had the lowest testing rates in the world. While saying that, people listen to governments’ directions in many Asian countries and many governments heeded the advice and support from China as well as from international organisations. Importantly many countries acted early due to prior experience with SARS and H1N1. The Association of Southeast Asian Nations (ASEAN) had been working on an agreement for the prevention, control and eradication of zoonotic diseases since 2012, and for the rapid sharing of information with members when outbreaks occur.

Geography also played a role in Asia. Cambodia has a dense population in Phnom Penh and a significant amount of internal movement as people return to villages at weekends and national holidays, similar to Indonesia. Many older people live in villages and elders return to them to live out their old age. These rural areas are not densely populated which was somewhat protective against the pandemic. As with much of Asia, tourism is the economic lifeblood for Cambodia particularly in the casino region, Sihanoukville, where regular flights arrive direct from Wuhan. China suspended these flights on 23 January 2020 (Pech, 2020). Prior to the suspension, 1,539 people had flown into Sihanouk and 1,539 to Siem Reap from Wuhan. Following three false alarms, the first reported case of COVID-19 was a Chinese tourist in Sihanoukville, diagnosed in late January. From early January, many Cambodians were acutely aware of COVID-19, sanitiser was used in tourist hotels and many staff wore masks. As the world locked down, hotels closed as tourists stopped coming and many people lost their livelihoods. As of 31 May 2020, only 125 cases were reported in Cambodia with no available mortality data.

Other countries with low reported numbers were Brunei (141 cases, 2 deaths), Myanmar (224 cases, 6 deaths) and Bhutan (43 cases and no reported deaths). Despite Nepal's strict lockdown, its borders are porous. Nepal had 1,401 confirmed cases with only five deaths. During lockdown, Nepal took no action to increase tracing and testing. Common to many developing countries, the Nepalese government relied on non-government and international organisations to supply the country with the equipment and PPE, and corruption was a concern. Later reports from Nepal indicated coronavirus patients suffered discrimination and vilification on social media. According to ASEAN, Laos also reported low numbers of cases. In the authoritarian regime of the Philippines, President Rodrigo Duterte authorised the police and military to shoot if there was any resistance to lockdown and warned the 110 million Filipinos “Instead of causing trouble, I'll send you to your grave” (Cook, 2020). Disturbing examples of children being punished have been reported. Two children were locked in a coffin and five children were locked in a dog cage for violating curfew. Further examples included children being arrested, cutting hair as punishment and a child stripped naked and forced to walk home for resisting (Cook, 2020, citing Human Rights Watch).

Moving south again, we explore Vietnam (see Box 2.6), a country that successfully managed the pandemic attracting criticism for breaching human rights while doing so.


Box 2.6 Vietnam

As with all countries that fared well in containing the disease, Vietnam acted early and hard. After the first case on 23rd January, urgent and clear information was distributed by government and health departments (Dinh et al., 2020). Similar to Cambodia and Thailand, many people live in village and commune settings which required community-based strategies. The army was mobilised, health measures were compulsory and state-run quarantine centres were established alongside mass surveillance using both technology and traditional methods to ensure the population complied (Klinger-Vidra et al., 2020). More than 100,000 people were quarantined.

As early as February, targeted testing and compulsory temperature screening at airports were in place and schools and other gathering places closed prior to the Lunar New year. People were criminally charged if they gave false declarations. Testing stations were established, and lockdowns were immediately imposed wherever the disease was detected. Like China, the private sector cooperated implementing hygiene and testing strategies which included apartment buildings. As reported by Klinger-Vidra et al. (2020), the most significant aspect of Vietnam's success was the development of three brands of cheap and effective testing kits by 5th March. Vietnam also donated kits and masks to neighbouring Laos, Cambodia and countries outside Asia badly affected by the pandemic. The authors attributed the fast development of testing equipment to government as a convening and mobilising agent, innovation and collaboration, and the shared mission between government, the private sector and Vietnamese society. ASEAN also played a key role in sharing information with Vietnam and other member countries and partners.

Vietnam has been hailed as a prime example of elimination. No deaths and only 328 cases were reported by 31st May in a population of 97 million. Fast forwarding to August, Vietnam had 99 days with no new infections, achieving elimination, until a later outbreak in a tourist region in early August.




Europe

The global pattern of vastly different approaches to pandemic management in the first few months is well demonstrated in the European context. A study of 25 European countries, explored differences focusing on three main factors – social relations, restrictions and institutional trust (Oksanen et al., 2020). Societal and psychosocial factors were influential in how the pandemic spread. The researchers hypothesised that there would be differences between southern versus northern Europe. Low institutional trust had been a crucial issue in the spread of Ebola in Liberia and the Congo as people were more likely to not comply with the advice of governments. The researchers were therefore interested in how distrust in governments, for example, in eastern Europe affected people's responses to COVID-19. After grouping European countries according to their characteristics, the researchers found little statistical difference between low and high institutional trust. However, it was a protective factor. They also found early action was the most important factor in managing the pandemic. Late action resulted in a significantly 2.5 higher mortality rate. Not surprisingly, sociability with closer physical contact was associated with a higher mortality rate.

As well as restrictions already imposed in most countries by mid-March, the European Commission announced on 17th March that borders would close to all non-essential travel for at least 30 days, a plan approved by Schengen area members (see Box 2.7).


Box 2.7 What is the Schengen Agreement?

The Schengen Agreement began as a treaty signed in the village of Schengen in Luxemburg on 14 June 1985. The Treaty outlined a commitment to the free movement of people, goods and services by abolishing European border visa requirements. Initially only five countries signed the Treaty – France, Germany, Belgium, Luxemburg and The Netherlands. On 19 June 1990, a Convention was signed for its implementation which began in 1995. Twenty-six member states, associate members, soon-to-be members (Bulgaria, Croatia and Romania) and non-member states (Monaco, San Marino, Vatican City, Norway, Iceland, Switzerland and Liechtenstein) opened their borders. The exceptions are Ireland and Cyprus. The UK never became a member and it is unlikely with Brexit.


As the pandemic spread across Europe, seasonal workers across the continent returned to home countries leaving a shortage of farm and other workers. Across Europe, xenophobia and discrimination against refugees and asylum seekers increased as conditions worsened. The protection of refugees and asylum seekers already displaced and vulnerable was of great concern. Italy, Spain and Greece are on the Central Mediterranean Migration Route, an extremely dangerous route taken by many thousands of people including unaccompanied children. The largest refugee camp, Moria, on the Greek island of Lesbos, held particular pandemic risks due to the size of the camp. The fate of Moria is discussed further in Chapter 11. Fast forward to May, groups were protesting in parts of Europe demanding the right to not wear masks and to return to normal activities while business interests pushed for open borders. These protests highlighted problems with the influence of the far right, the economic impact of the pandemic, and individualistic schema that claimed rights to individual freedoms rather than responsibility to society as a whole which was concerning as the pandemic was far from over. France, Italy and Spain (see Box 2.8), the next destinations in our itinerary, became the first and worst affected European countries in the early weeks of the pandemic.


Box 2.8 Italy, France and Spain

Antonio López Peláez and Roberta Di Rosa

Years of austerity and outsourcing services weakened response capacities in Italy, France and Spain (López Peláez & Gómez Ciriano, 2019). Intergenerational solidarity is strong in in these countries and provide the welfare safety net (Moreno Mínguez et al., 2012). Coping fell heavily on families during lockdowns and the subsequent economic crises (di Ateneo Studi & sulla Famiglia, 2020).

In 2019, France received the most tourists worldwide, Spain second and Italy fifth. The economic impact on tourism, leisure and hospitality was weighty and the initial lack of coordination between countries combined with global tourism highlighted underestimated risk. Debates about the how to proceed raised questions of herd immunity versus confinement, whether to make masks mandatory, to prioritise health or economic activity, and the shortage of PPE.

The first confirmed case in France was on January 24th. The first death occurred in Spain on February 13th and the second in France on February 14th. In mid-March, President Macron instigated an eight-week lockdown and mandatory mask-wearing. On April 22nd, cases rose to nearly 160,000, bringing the overall death toll to 21,000 (Andolfatto & Labbé, 2020). In some districts, video cameras were used to monitor mask-wearing and physical distancing. On May 12th, people could return to work and shop, but restaurants and cafes remained closed in Paris, and religious services were allowed from May 24th.

In Italy, a nationwide health alert and state of alarm were activated on January 31st. The Codogno area locked down on 23rd February, followed by the northern region on March 8th, and nationwide on March 9th. Lockdown was strict and fines were heavy. Only hospitals, food, and other essential services such as the public bus services were operating.

In Spain, the central government encouraged people to attend the International Women's Day demonstrations on March 8 and imposed lockdown one week later. Construction and factory workers returned to work in mid-April, followed ten days later by non-essential workers in Madrid. After six weeks of lockdown, children under 13 years were allowed outside for one hour from April 26th. After a spike in numbers, lockdown was extended to May 9th. On May 20th, when 67,000 cases were recorded in Madrid, city authorities canvassed the Supreme Court to ease restrictions. On May 21st, Spain passed legislation to make mask-wearing and physical distancing of one metre compulsory.

The scarcity of PPE and ventilators overwhelmed hospitals amplifying the impact of COVID-19 in these countries. Triage decisions about which patients should be admitted produced terrible situations, particularly for the elderly (Allegri & Di Rosa, 2020). By May 10th, there were 16,678 COVID-19 deaths in Spanish care homes (Comas-Herrara et al., 2020). In France, the Conseil National Professionnel de Gériatrie which represents nursing homes wrote to the Minister of Health, Olivier Véran, on March 26th highlighting the drastic need to provide workers with PPE (CNP, 2020).

Throughout lockdowns, social workers developed rapid responses including providing virtual services. Spanish practitioners launched initiatives to disseminate good practices and combat misinformation (López Peláez et al., 2020). The General Council of Social Work in Spain developed several projects to support social workers in their day-to-day work, providing a toll-free hotline to provide health and social service professionals with emotional support (www.cgtrabajosocial.es). Under Order SND/295/2020 of March 26th, the Spanish government declared social services to be essential services. In Italy, social workers developed strategies that guaranteed essential services, strengthened internal cohesion and spread safety information (Sanfelici et al., 2020). Among other strategies, French social workers in the Reception and Social Reintegration Centres (CHRS) reorganised their working days to accompany people in fragile psychological states.

Lockdown compounded the refugee situation and lack of access to the same services as citizens. NGOs in Italy reported that in many cases lockdown was implemented in prison-like environments and uncertain futures worsened psychological problems. Asylum seekers in France staged a hunger strike due to no PPE, poor living conditions and fear of illness. Undocumented refugees continued to be arrested and detained, and flights were unavailable for deportation (Yang & Castanier, 2020).

As of May 31st, Italy had confirmed 232,664 cases and 28,834 deaths, France 188,752 cases and 27,125 deaths and Spain 239,228 cases and 27,134 deaths (Johns Hopkins Coronavirus Resource Center).


In Germany where strong leadership was shown, large numbers of infection still plagued the country. Germany took the approach of attempting to balance health and the economy by taking the least restrictive approaches possible. A preprint publication presented an epidemiological study that examined the change points aimed at flattening the curve in Germany and the effectiveness of these interventions (Dehning et al., 2020). Although, the first case of COVID-19 was detected on 27th January in Bavaria, Germany, and like many countries, Germany's three-step strategy was only implemented in early March. The first phase involved cancelling large events such as football matches. Schools, childcare and non-essential stores were closed on March 16th and March 23rd, the third step, Kontaktsperre, involved banning small public gatherings and closuring restaurants and more stores. A significant reduction in new cases occurred between March 9 and March 15, but new cases were still exponential suggesting strong weaknesses in the incremental approach. Kontaktsperre was most effective, reducing new cases over the subsequent two weeks. Individual actions, such as physical distancing, were not included in the modelling. On May 31st, there were 183,189 confirmed cases in Germany and 7,734 deaths.

Our next destination, the UK (see Box 2.9), was criticised for weak leadership and lack of action leading to the UK becoming among the worst affected and least effective in flattening the curve in the world.


Box 2.9 United Kingdom

Jonathan Dickens

Political leadership lends insight into the UK response to COVID-19. There was no uniform UK response as the overall Conservative government is responsible for immigration, taxation and welfare benefits, while health and social policy is devolved to England, Scotland, Wales and Northern Ireland. Mixed messages from the Prime Minister, Boris Johnson, about the seriousness of the virus and how best to respond were compounded by notable country differences to lockdown and other measures as governments sought to balance public health, economic stability and individual liberties.

The first documented case was on 31 January 2020 in England. As numbers rose, Johnson's messages were to keep calm and carry on as normal. A major horseracing event, the Cheltenham Festival, attended by 60,000 people daily for four days, proceeded in mid-March. A national lockdown was announced on 23rd March. Soon after, Johnson became seriously unwell with COVID-19. A UK-wide scheme to financially support workers on furlough and small businesses temporarily closed was a remarkable step for Conservatives who espoused non-interventionist economics and low public expenditure.

The daily rate of infections started to fall from early May. Alongside assurances that the virus was under control came advice that a world beating test and trace system was underway, claims disconfirmed by facts. Guidance became more ambiguous, creating widespread confusion about what was required. Leading government adviser, Dominic Cummings, was reported to have broken lockdown in the first few weeks adding to this confusion. Despite a public outcry, no action was taken, and his excuses became a national joke, contributing to further resentments (Mason, 2020).

COVID-19 exposed and exacerbated existing inequalities and health disparities (Public Health England, 2020). Mortality rates in the most deprived areas were more than double those in the least deprived areas. The highest death rates were for people from Black, Asian and Minorities Ethnic (BAME) groups who were more likely to be working on the front line as consultants, nurses, social care workers and cleaners, and in public-facing jobs such as bus and taxi drivers, shop workers and catering. By May, 200 health care workers had died from COVID-19. Six in ten were from BAME backgrounds (Marsh & McIntyre, 2020).

As of 31 May 2020, there were 274,219 reported cases and 38,458 deaths, the highest numbers of cases and deaths in Europe, and fourth in the world at that time (Johns Hopkins Coronavirus Resource Center).


Our journey through Europe continues to central and eastern Europe and Russia. These countries have long and complicated political, economic and social histories. Human rights violations have been reported during this pandemic particularly related to discrimination against minorities such as Roma communities. Poverty, inequality and lack of social services were issues prior to the COVID-19 pandemic. Belarus, like Sweden, did not instigate lockdown nor put adequate health measures in place resulting in over 40,000 confirmed cases and 131 reported COVID-19 deaths by the end of May 2020. A lack of trust in government, and escalating health consequences were reported. In April, the BBC highlighted the plight of the vulnerable, in particular, those children in institutions which were bereft of funds due to the cessation of donations (BBC News, 2020). In the same period, the Ukraine reported 23,204 confirmed cases and 668 deaths and at least one hundred stranded babies born to cross-border commercial surrogacy (Fronek & Rotabi, 2020). Russia reported 396,575 cases and 4,515 deaths, an unusually small number of deaths given the reported infection numbers. Russian health workers lacked PPE and there were reports of abuse as people feared health workers would spread the disease. Domestic violence was a significant pre-existing problem in Russia, and common to experiences in all countries, the incidence of violence increased during the pandemic. The Czech Republic was slow to respond prioritising business interests, resulting in the upward trend of identified cases. Next, we turn to events in Romania, Bulgaria, Hungary and Poland (see Box 2.10) during the first six months.


Box 2.10 Romania, Hungary and Poland

Nicoleta Neamțu and Mădălina Hideg

A minority, centre-right, neoliberal National Liberal Party government took the leadership of Romania in November 2019. From January and prior to the state of emergency, public perceptions of SARS-CoV-2 were divided between trust in science and the proliferation of conspiracy theories often due to economic interests. The majority of political decision makers were perceived by ordinary people as incompetent and not meeting real needs during the pandemic. Health spending in Romania, historically the lowest in the European Union, meant access to health care posed barriers, especially for people in rural areas where distribution of health services is unequal. Health workforce shortages were critical, with the number of doctors and nurses among the lowest in Europe because of the emigration of medical professionals (European Commission, 2019).

Following WHO recommendations, Romania authorised COVID-19 emergency plans in January (CNSCBT, 2020a). Challenges were faced at different stages of epidemic control, including large numbers of Romanian diaspora returning from highly affected European countries, inadequate healthcare system infrastructure, mismanagement of human resources and sociocultural determinants. The first case of COVID-19 was confirmed in Gorj county in south-western Romania on the 26th of February. The infected person had been in close contact with an Italian national who had visited Romania (Digi24, 2020). By 14th March, Romania exceeded 100 confirmed cases, mostly citizens returning from abroad, followed by local spread (CNSCBT, 2020b; Schitea, 2020). A state of emergency was declared on the 16th of March 2020 for 30 days, limiting freedom of movement and closing non-essential businesses (Romanian Government, 2020a).

On 25th March, a military curfew was imposed (Romanian Ministry of Internal Affairs, 2020). New measures included confining citizens over the age of 65 to their homes, reducing outings to essential shopping and visiting pharmacies or hospitals. On 26th March, the total number of confirmed cases of infection exceeded 1,000. By 15th May, the national state of emergency was lifted, and replaced with state of alert measures relaxing most restrictions. Romanian social workers were already integrated into Emergency Reception Units and in hospitals from 2008 (Romanian Ministry of Public Health, 2020). Recognizing the vital role of health professionals including social work, the government did not allow them to work abroad from April (Romanian Government, 2020b).

The political regimes of Hungary (KNDP) and Poland (PiS) were characterised as autocratic and populist. Hungary seemed to fare well until 31st May. Hungary's health system was weak, underfinanced, and had a deficit of health professionals as about 5,500 doctors had left Hungary between 2010 and 2016 (Karáth, 2020). During the first waves, Poland and Hungary also began with imported cases, then shifted to local transmission. Early restrictions in Hungary kept the number of cases low initially, but many were infected while hospitalised. On March 4th, Hungary registered the first case, and Poland on March 15th. After the first death, Hungary declared a 15-day state of emergency on March 11th that was extended indefinitely. On March 30th, Prime Minister Orban received the right to rule the country by decree (abolished in June). Travel was restricted and border checks at the Austrian and Slovenian borders were re-implemented. On March 16, entry was restricted to Hungarians only. Schools were closed and events with more than 500 participants were banned until the end of May. In Poland, school closed until April 26th, and offices and mass events between March 10 and 12. On March 25th, non-family gatherings were reduced to two people, and religious gatherings to six people until April 20, when 50 people could gather. On March 31st, parks, beauty salons and boulevards closed. Borders closed between March 15th and May 3rd, except for the Polish citizens. From April 16, everyone had to cover their nose and mouth in public places. A plan for public assistance to business was launched on April 1st (Anti-crisis Shield) and Poland provided medical supplies to other countries in the West and Baltic regions.

As of 31st May, Romania had 19,133 confirmed cases and 1,061 deaths, Hungary had 3,867 cases and 498 deaths and Poland 23,571 cases and 997 deaths (Johns Hopkins Coronavirus Resource Centre).


Belgium had more deaths proportional to their COVID-19 cases, 16.3%. As of May 31st, Belgium had 58,186 cases and 8,530 deaths and the Netherlands 46,460 and 5,186 deaths. Travelling north west to the Nordic countries (see Box 2.11), we explore social democracies renowned for societal obligations and well-developed health and welfare systems. Surprisingly, when it came to managing the pandemic, the response was starkly varied.


Box 2.11 The Nordic Countries

The Nordic countries, usually share similarities when it comes to social policy, diverged markedly by addressing the health and safety of the population very differently. Sweden and Iceland stood out for very different reasons. The first confirmed case of COVID-19 in Sweden was on 11th March. Sweden chose a herd immunity approach led by epidemiologist, Anders Tegnell, claimed to be a common-sense approach which prioritised individual freedoms and the economy, placing trust in their citizens to do the right thing. Sweden did take some measures banning large groups, encouraging physical distancing, closing schools for older children while conversely actively discouraging mask-wearing. The approach of allowing the virus to spread freely throughout the population with minimal protective strategies and few tests was predictably risky in the absence of a vaccine. The approach was marked by inadequate protections for at-risk groups, particularly the elderly. King Carl Gustaf publicly criticised the government's approach which meant Sweden had a much higher death rate than its neighbours and the highest per capita number of deaths in the world by the end of May (over 4,000 deaths with 88% of deaths of people over 70). Sweden eventually conceded its failed experiment was a mistake. An announcement by Prime Minister Stefan Löfven of a future inquiry into the high number of nursing home deaths followed.

Early reports suggested the anticipated antibody protection did not eventuate with only 7.3% of the population developing antibodies (Folkhälsomyndigheten, 2020). Sweden's approach also did little to protect Sweden from the economic fallout and a declining gross domestic product (GDP). As with other countries, not all COVID-19-related deaths were reported as such. Migrant communities suffered a disproportionate number of deaths and foreign workers and migrants with no legal protection were threatened with deportation and loss of work visas if they became unemployed.

The contrast with Sweden was so great, Denmark and Norway opened tourism to Iceland and other countries excluding Sweden. Denmark and Norway acted early with the range of non-pharmaceutical interventions – lockdown, testing, physical distancing, hygiene, and quarantine. Denmark, similar to Iceland and New Zealand, locked down early. Interestingly, Danes have a cultural attachment to the word hygge related to the English word hug, a concept popularised in recent years (Wiking, 2016). It can be interpreted as creating a cosy, warm atmosphere at home, perhaps an attitude offering a functional adaptation to lockdown. Hyggelige (smiling and happy) Danes and Icelanders are renowned for having high trust in government and concern for the collective. In mid-March, Prime minister Mette Frederiksen encouraged Danes to place the well-being of the community over the individual or to show samfundssin (Statsministeriet, 2020).

After its first diagnosed case, Iceland aided by a small, homogenous population flattened its curve quickly instigating mask-wearing, physical distancing, extensive contact tracing, quarantine and mass screening, more testing per population than any other country. The evaluation of Finland's experiment with Basic Universal Income was released in May 2020, showing the potential utility of Universal Basic Income models during pandemic periods which ensures people do not have to make decisions been their health and starvation. As well as demonstrating positive employment results, a positive effect on physical and mental well-being was shown, results which suggests benefits for people during lockdown and unemployment scenarios (Kangas et al., 2020; Kela, 2020).

Greenland and the Faroe Islands had very few confirmed cases and deaths. As of 31st May, there was 11,833 confirmed cases and 528 deaths in Denmark, 6,826 cases and 310 deaths in Finland, Iceland had 1,806 cases and ten deaths, Norway 8,437 cases and 229 deaths and Sweden had 37,113 cases and 4,371 deaths (Johns Hopkins Coronavirus Resource Center).


During this period, conservative politicians across Europe exerted pressure to reopen European borders (where they were closed) while others expressed the importance of lives over profit. The pandemic was also far from over in Europe. We leave Europe for the Americas where the US topped the list of the worst affected countries along with Brazil among the worst performing nations globally.



The Americas

The Americas, north and south, were badly affected by COVID-19. We go first to the US and Canada. Two men returning from Wuhan were the first cases of COVID-19 in the US and Canada, confirmed on 19th January in Washington State and on 27th January in Toronto. In stark contrast to the US under the Trump administration, Canada's national government shared concerns about health as well as economic recovery. Learning from previous SARS experience, national, provincial, territorial governments and international partners cooperated with a shared pandemic preparedness and action plan. Canada imposed prison sentences (six months) and financial penalties (up to $750,000) or arrivals who breach self-isolation, and up to one million dollars for causing the death or serious bodily harm of another person under the Quarantine Act (Public Health Agency of Canada, 2020). By 31st May, Canada had 91,681 documented cases and 5,970 deaths (Johns Hopkins Coronavirus Resource Center).

New York city became the epicentre of infection in the north. On March 20th, New York city accounted for 5% of global infections. On March 22nd, the city went into lockdown. In the midst of the crisis, hospital staff were forbidden to talk the media and the system was so overloaded that bodies were transported in refrigerated trucks. In April, police had no PPE, 20% of the police force were not working due to illness, and 2,500 people had the virus. National politics and the Trump leadership played important roles in the US shining a very bright floodlight on systemic problems – privatised health and social welfare structures – and on the performance of governments (see Box 2.12).


Box 2.12 The United States of America

Due to a very slow response, multiple strains of the virus entered the US. The nation succumbed rapidly becoming the worst affected nation in the world in the first six months of the pandemic. According to a PBS (2020) documentary, daily briefings alerted the Whitehouse throughout January and ex-President, Trump, knew personally by 18th January. Doctors and scientists became increasingly alarmed at the lack of action as Trump adopted a position of denial with no national approach to containment (PBS, 2020). One US study in preprint, conducted between March 15th and May 3rd, estimated that acting even two weeks earlier would have saved 50,000 lives (Pei et al., 2020). The lack of national leadership and presidential discourse that encouraged conspiracy theories made existing political and social cracks into chasms. Polarised positions were further cemented escalating into civil and health crises as the pandemic ravaged the country. Movements such as Black Lives Matter and I can't breathe later railed against structural racism and the deaths of African Americans at the hands of police while anti-mask protests and COVID-19 parties contributed to the curve's continued upward trajectory. African Americans, minority groups, Indigenous Peoples, the elderly and those with comorbidities were vulnerable, and people of all ages died. 1.3 million vulnerable people lived in nursing homes, 800,000 in assisted living facilities, and 75,000 in intermediate care facilities with three million workers employed in these facilities (Chidambaram, 2020). Only 23 states reported COVID-19-related deaths in these facilities. Insufficient testing suggested that there were many more deaths of older people than the reported 50% of all deaths in the country.

Three million people, mainly from Europe, entered New York State alone between January and March. The earliest superspreader events were gatherings of faith communities in New York City. Governor Andrew Cuomo responded to the federal leadership vacuum and failure to anticipate the pandemic's impact by taking control of the health emergency in the State. Cuomo and the Mayor of New York City adopted aggressive measures to contain the virus, support the overburdened health system and deal with the many deaths in the city. Physical distancing and lockdown for all but essential workers were policed by law enforcement. Testing increased from 400 daily to nearly 16,000 by the end of May. Field hospitals and temporary morgues were established and the navy assisted deploying the hospital ship Comfort to New York. Cuomo was later criticised for nursing home residents with COVID-19 being discharged from hospitals and the under-reporting of subsequent aged care deaths.

As numbers rose, Trump derided mask-wearing and the Surgeon-General advised the public against them. Cuomo instead advised wear a mask, get tested, and save lives, and in April enacted mask-wearing into law by executive order. With the Obama administration's pandemic plan disregarded, the spectacle of Trump downplaying the pandemic became a pointed focus of Cuomo's daily briefings thus becoming the go-to politician for many people around the US Cuomo called for the sharing of resources such as ventilators between States. Across the country, Governors who recognised the emergency (e.g. California and Maryland) banded together for mutual cooperation and creatively sourced equipment and PPE while guarding supplies from federal seizures. Other State Governors took variable actions including those that adopted positions of denial. Those resistant states were primarily those Red (Trump) states. Consequently, States like Georgia, Texas, Arizona, South Carolina and Florida saw exponential escalation of infections and deaths. Voices of reason constantly mitigated against the damage caused by Trump on top of the impact of COVID-19. Grassroots organisations rallied to address the health, economic and social problems in communities, while hate and divisiveness emerged.

On 31st May, the US was heading towards two million cases and over 100,000 Confirmed deaths and rising (Johns Hopkins Coronavirus Resource Center). The US was a long way from reaching its peak.


This brings our journey to South America. The first confirmed case in South America was on 26th February in São Paulo, Brazil, soon followed by other countries. The first cases were in affluent neighbourhoods where people had access to more resources than the poor in this region. By the end of May and rising, there were over 155,671 confirmed cases in Peru and 3,334 deaths, 1,459 cases and 13 deaths in Venezuela, and 16,214 cases and 524 deaths in Argentina.

Health systems in many parts of South America were under-resourced and unable to meet health needs before the pandemic, and many people had few, if any, safety nets. Peru acted early, testing and locking down the country but numbers continued to increase mainly in the labouring class blamed on the impact of neoliberalism on the Peru's social and economic structures (Lust, 2021). In Bolivia, the Health Minister, Marcelo Navajas, was arrested under suspicion of corruption due to price gouging on the purchase of ventilators. He was subsequently removed from his position.

In Columbia, cardboards beds that could be folded into coffins after death were manufactured to reduce contact between medical staff and the deceased (The New Daily, 2020). Ecuador and Panama were overwhelmed by February. Media reported corpses left in the streets of Guayaquil and people were turned away from overfull hospitals and funeral parlours. It was only after a severely strict lockdown did the rate of infections begin to slow (Altman & Valarezo, 2020). Uruguay fared well compared to most other South American countries due to experience with other infectious diseases, an attitude that considered health expenditure as a necessity not a burden, and scientists, health experts and politicians working together. Turning a critical gaze on Brazil (see Box 2.13), we come to understand how COVID-19 came to devastate this country.


Box 2.13 Brazil

Claudia Fonseca

The radically-right, Jair Bolsonaro, became Brazil's president in January 2019. Institutional reforms that diminished job stability, reduced pension benefits and privatised banks, utilities, schools, health and other public services were rapidly introduced. These measures, accompanied by moral platitudes against eroding traditional family values, exacerbated the extreme inequality that has plagued Brazil since colonialisation.

A domestic worker infected by her employer who had returned from overseas officially became the first death to COVID-19. Within days, the Minister of Health confirmed community transmission throughout Brazil and made emergency recommendations consistent with WHO policies of physical distancing, closing borders, limiting intercity transportation, closing schools, and reducing activities of non-essential public and commercial services. Many state and county executives followed suit in their respective territories. Nonetheless, the President and most of his cabinet followed Donald Trump by describing COVID-19 as a paltry flu that did not warrant economic sacrifice. By mid-April, having failed to endorse Bolsonaro's enthusiasm for chloroquine, the Health Minister fell, replaced by yes-men who established no effective actions for prevention, testing or treatment. In the name of individual liberty, Bolsonaro defied physical distancing, attended national rallies where, maskless, he shook hands and embraced supporters. As the pandemic spread, it became evident that the country's run-down public health system fell far short of actual need. Especially in poorer regions, decentralised and sporadically funded health administrations faced obstacles finding test kits, PPE, functioning ventilators, and building and equipping quality field hospitals.

Manaus, the capital of the State of Amazonas and an important crossroads for many Indigenous groups, became one of the first hardest-hit cities. The elderly, black, Indigenous and poor already affected by chronic unemployment, low wages, structural racism, police violence, and others with chronic, poverty-related health conditions comprised the majority of deaths. Early on, self-help networks typical of the favelas acted quickly to address hardship. As well as the work of NGOs and community associations, impromptu soup kitchens sprung up operated by local women and reliant on donations. Although emergency benefits provided by the federal government to over 60 million lower-income citizens provided momentary respite, it did not revert the tragic long-term effects of the pandemic combined with the social and economic pandemonium caused by the far-right regime.

By 20th May, Brazil was the third worst affected country in the world following only the US and Russia. Brazil had 498,440 confirmed cases and 28,744 deaths by the end of May and rising (Johns Hopkins Coronavirus Resource Center).


The next stop is Mexico (see Box 2.14). Leading up to May 31st, Mexico had fewer confirmed cases than the US, and limited success in flattening the curve worsened by endemic poverty, resources and leadership.


Box 2.14 Mexico

Carmen Monico

The first case of COVID-19 was reported on 29th February and a national health emergency was declared on 30th March. Mexico's capacity to respond was severely limited due to an under-resourced health system and widespread corruption. The Médecins Sans Frontières established treatment centres to meet need in borderlands and rural communities. Insufficient testing, incompetence, corruption, and nepotism contributed to escalating cases and unnecessary deaths in an already impoverished country. President Andres Manuel López Obrador was criticised for populist and confusing messaging, refusing to close borders, limit travel or promote physical distancing. Eventually the business sector frustrated with government inaction, developed their own responses (McCormick, 2020). Interestingly, despite political tensions between the US and Mexico, much of the approach to health, the economy and politics mirrored many of Trump's actions including appealing to religiosity and promoting non-scientific protections, and like Bolsonaro in Brazil, mingling with crowds without PPE.

By April, physical distancing and public health messaging promoted safety, alongside limiting travel, stay-at-home and quarantine were introduced. With limited access to safety nets and labour protections, the 56% of Mexican workers in the informal economy had to choose between staying home or earning a living. Eventually, the government announced social and job creation programs to respond to COVID-19. Mexico City residents rallied to support and help each other. Héroeslocales.mx (Local Heroes) distributed food aid and Ayuda Mutua CDMX, a mutual aid organisation, distributed food, masks and hand sanitiser. Reports of family violence, child abuse and sexual offences increased during stay-at-home orders (Vilar-Compte et al., 2020). As in other regions, organised crime stepped in. Drug cartels offered food relief while exerting increased control, conflict and takeovers. Migrants and people living in poverty were badly affected especially those subjected to deportation from the US and family separations. Outcomes for disadvantaged group were expected to worsen.

The death toll in Mexico including deaths along the US/Mexico border immigrant trail was considered to be underestimated. Mexico recorded 87,512 cases and 9,453 deaths on 31st May (Johns Hopkins Coronavirus Resource Center).


From Mexico, we travel south to the Central American Northern Triangle (CANT) to explore Guatemala, El Salvador and Honduras (see Box 2.15).


Box 2.15 Guatemala, El Salvador and Honduras

Carmen Monico

COVID-19 badly affected Guatemala, El Salvador and Honduras given endemic poverty and frequent natural disasters. For example, prior to the COVID-19, over 60% of people in Honduras experienced poverty or extreme poverty, disproportionally affecting rural families. The pandemic worsened existing poverty, food security, and social and economic forecasts. In Guatemala, stay-at-home orders imposed by government further aggravated food insecurity as people were unable to work and feed their families. The social and cultural marginalisation of Indigenous people and those of African descent worsened in these countries. Over 50% of the population in Guatemala are of Mayan heritage and 1% identify with Afro-Latino culture. Seven percent of the population in Honduras and 0.2% in El Salvador are Indigenous or Afro-Latino. These communities experience higher levels of poverty, unemployment, and discrimination especially in accessing health care.

The World Bank projected a 7.2% economic decline in Latin America in 2020 due to COVID-19, deepened by the lack of governments’ preparedness and failure to address long-standing social and structural inequalities in the CANT (World Bank, 2020a). With a long history of dictatorships, civil conflicts, socioeconomic disparities, corruption, insufficient social protection and a large informal sector, government responses were repressive and hard to implement. The Council on Hemispheric Affairs (COHA) condemned the heavy-handed and violent approach by police in El Salvador which included the mistreatment of prisoners and the detention of working people. Lockdowns resulted in increased incidences of sexual and gender-based violence, femicides, child abuse and hate crimes (UNHCR, 2020). Disappearances, murders, and death threats by organised criminal networks escalated during lockdown. Politicians and gangs responded to the pandemic for their own political purposes under the guise of humanitarianism. Although border closures reduced the spread of disease and death, reports by human rights entities and individuals regarding the mistreatment of immigrants and people returning home proliferated. The lack of adequate facilities for people arriving at borders and airports and subjected to 30–40 days of quarantine resulted in the death of at least two people.

A collaboration between Cuba and Guatemala previously assisted during natural disasters and health emergencies. The Cuban Medical Brigade was again invited to assist Guatemalan health workers during the pandemic. As of March 1, 302 doctors, 98 nurses, 30 technicians and 11 support workers were providing services in 16 Guatemalan departments. The UNHCR expanded cash transfer programs in the region and the provision of food, medicines, bedding and housing, reaching 1.2 million people. In April 2020, the Latin American chapter of the International Federation of Social Workers (IFSW), which included the Association of Social Workers of El Salvador, issued a call for action to respond to the COVID-19 crisis, condemning the impact of imposed restrictions on vulnerable, historically excluded and impoverished people, the shortage of PPE for health care and frontline workers, and the lack of universal service systems. Nonprofit organisations shifted programming to address the needs of most vulnerable. Most impressive were the acts of kindness reported across the CANT countries including bringing food to those unable to provide for themselves during lockdown.

On 31 May 2020, Guatemala recorded 4,739 cases and 83 deaths, El Salvador had 2,517 cases and 46 deaths, and Honduras 5,094 cases and 195 recorded deaths. (Johns Hopkins Coronavirus Resource Center).


Our final destination before leaving the Americas are the nations in the Caribbean Sea made up of independent nations, territories and other statuses governed by countries including Britain, the Netherlands, Venezuela, France, the US and Columbia. The independent nations of the Caribbean are Antigua and Barbuda, the Bahamas, Barbados, Cuba, Dominica, Dominican Republic, Grenada, Haiti, Jamaica, Saint Kitts and Nevis, Saint Lucia, Saint Vincent and the Grenadines, and Trinidad and Tobago (see Box 2.16).


Box 2.16 Jamaica, Cuba and Haiti

Renie Rondon-Jackson

The unique sociopolitical environments of Jamaica, Cuba and Haiti demonstrate the diversity in the region. Travellers brought the SARS-CoV-2 into Jamaica by 10th March, followed by Cuba on 11th and Haiti by 19th March. Once under British colonial rule, Jamaica is a constitutional monarchy and middle-income country. Although crime and violence remain high and 19% of people live in poverty, socioeconomic inequality is much lower than most other Caribbean countries. Cuba, an independent socialist state, is renowned for its free, universal health system. The health system is well resourced with the highest ratio of doctors per population in the world. By comparison, Haiti, a country still heavily dependent on US aid, faced the pandemic with weak, under-resourced health and social protection systems, and a population heavily impacted by intergenerational poverty, natural disasters and a history of colonisation and slavery. Complicating matters, the US deported Haitians diagnosed with active COVID-19, amplifying the crisis in Haiti.

The Jamaican Health and Wellness Ministry convened a COVID-19 response team that included members from the private sector, religious leaders, the Jamaica Defence Force, and the University of the West Indies. The government stressed community responsibility to stop the virus urging people to follow infection prevention and control measures. A limit of no more than 20 individuals in a public space, restricted numbers on public transport and physical distancing of one metre were introduced. In January, restrictions on people arriving from China were imposed which extended to South Korea, Iran, Singapore and Italy by February.

Due its natural disaster history and robust health system, Cuba had a well-developed disaster plan which included strategies to address the needs of the vulnerable although resources were still scarce attributed to pre-existing debt and strained relationships with the US. The Cuban government also acted swiftly introducing lockdown and travel bans and supported work from home. Free healthcare continued and social protection efforts made use of La Libreta, a pre-existing rationing system. Although expensive, there was a focus on testing and tracing. Meanwhile, foreign volunteers brought the pandemic to Haiti, already battling infectious diseases and social problems. The President banned travel, closed borders, shut down factories and schools and imposed curfews but the curve continued to climb.

Regardless of differences between countries, the poor and vulnerable bore the impact of the pandemic and rising curves. By May 31st, Jamaica had fared best with only 581 confirmed cases and nine deaths. Cuba reported 2,025 cases and 77 deaths. Numbers in Haiti were 1,865 cases and 38 deaths recorded.


Africa, next on our tour, is a vast continent with many countries and cultures, and so in this next section we will visit only a few. Countries have been colonised, often more than once. By the end of May, Africa's curve had still to peak.



Africa

Social workers in Africa, as elsewhere, were challenged with upholding human dignity which threatened to worsen pre-existing health, economic and social issues with few resources to support food and income security. African countries have histories of colonisation, often more than once, which invariably leave social and health problems in their wake. Human rights violations, inequalities, hunger, rural exclusion and inadequate healthcare were problems felt across the continent (Amadasun, 2020).

Across Africa, the spread of COVID-19 appeared to be slower than elsewhere attributable to geographical factors and a younger population (median age 19.7 years and even lower in some countries). Although comorbidities such as HIV/AIDs and other diseases added to health risks, fewer deaths were reported well into 2020 (Lone & Ahmad, 2020). Modelling predicted a quarter billion COVID-19 infections and 190,000 deaths would affect 47 countries but that the spread of the disease would be slower than other regions due to its unique socio-ecological factors such as scattered population, few linked road systems and limited travel (Global Health Now, 2020). One study reported an association between Neanderthal genes (almost completely absent in African population) and the severity of illness which suggested Africans may be less susceptible (Zeberg & Pääbo, 2020). Matthew Ward points out in Chapter 3 that in the face of risk factors such as overcrowding, African Americans had a lower mortality rate during the 1918 Influenza Pandemic which was attributed to earlier exposure. Although scientists questioned genetic advantage, African Americans and people of African-Caribbean descent in the UK were at greater risk. If the suggested genetic advantage proves true, this could possibly be due to mixed ancestry, while not dismissing the impact of the social determinants of health. The science has yet to answer this and other questions. Hypotheses also turned to environmental protective factors including exposure to other diseases in the environment such as parasites and microorganisms (Mbow et al., 2020). Others focused on the possible protective factors of previous vaccinations to account for lower rates of infection in Africa and Asia. The answers are likely to be complex.

At the onset of the pandemic, African nations responded quickly to the threat of Covid-19 within their resource capacity. Communicable diseases, the leading causes of death in Africa, include HIV/AIDS, diarrhoeal diseases, malaria and tuberculosis. Nations have dealt with these and other deadly outbreaks such as Ebola. It is these experiences with communicable diseases that prepared many nations to respond to COVID-19. However, healthcare capacity across Africa is weak and ill-equipped. Some countries lacked even the most basic provisions and had no ventilators.

Anti-vaccination beliefs fuelled by some leaders are problematic in Africa (Adepoju, 2021). Throughout Africa there are strong beliefs in traditional medicines which may have provided some comfort in the absence of well-resourced health systems but also paved the way for misinformation. For example, the Malagasy President of Madagascar, Andry Rajoelina, actively promoted a drink made from sweet wormwood (artemisia annua) as a COVID-19 cure, distributing the drink to other African countries. Because an anti-malarial drug was derived from wormwood, there were concerns that its use would fuel drug resistant malaria in Africa (Nordling, 2020). In Ghana, 33 herbalists submitted medicines to the Ghana Food and Drug Authority. These were not approved for use although these cures were still sold in local markets.

Full or partial lockdowns were in place in 42 of the 54 countries by May (Economic Commission for Africa, 2020). The experience of lockdown and the easing of restrictions was variable across the continent. Fifty-six percent of urban populations live in slums. A survey conducted in Nairobi slums found over 75% of people left their homes on average three times in 24 hours during lockdown, 32% could not afford extra soap, 81% lost jobs or had reduced income and 70% skipped meals (Economic Commission for Africa, 2020). Yet another example of having to choose between health and meeting daily needs. Community and reliance on others are important for survival making protections against COVID-19 difficult. Similar to many places in Africa, older people in Ghana, Eswatini and Zimbabwe were particularly vulnerable because they often live in villages without family support due to rural and urban migration with limited access to adequate healthcare (Nhapi & Dhemba, 2020; Kwegyir Tsiboe, 2020). African experiences again suggest the need to view social protection as a national investment rather than a burdensome expense.

As with other regions, groups already discriminated against were at increased risk (e.g. LGBTQIA+). People with albinism in parts of Africa, also at high risk, are victims of violence and discrimination under non-pandemic circumstances. Lockdown in communities where they were at risk meant they were unable to meet health and other needs (Amnesty International. 2020). Belief systems and organised crime that led to their murder and mutilation during past crises and elections, indicated heightened risks during the pandemic. In Mozambique, terrorist groups took advantage of the focus on the pandemic to increase their presence and influence over the people, and in the last few months of 2020, concerns about civil war, genocide and a humanitarian crisis in Ethiopia came to the fore with the escalation of internal conflict. We proceed with our journey through Africa in Kenya (see Box 2.17).


Box 2.17 Kenya

Gidraph G. Wairire

Kenya was unprepared when first case of COVID-19 was detected in March 2020. Except for Mombasa and Kiambu, many county governments were caught flat-footed as they had not established fully functional COVID-19 control measures. The national government through the Ministry of Health provided daily updates about essential mitigation measures. The majority of people in Kenya depend on the agrarian economy and small businesses which were immediately affected. Transport, restaurants, hotels, and the education sector were particularly affected. Universities, schools, Technical and Vocational Education and Training institutions and commercial colleges closed. Learners lost an academic year with emotional and practical consequences, and teachers, particularly in private institutions, suffered salary cuts or job loss. Some institutions already had online learning while others struggled to embrace it with minimal success. This indirectly promoted socioeconomic injustice since the majority of learners could not afford the mandatory requirements for online learning including electricity, internet, smart phones and computers. Learners from middle-income families could learn digitally while those from poor, low-income groups could not. Yet, all were required to sit same institutional and national examinations.

The wearing of masks, physical distancing, hand washing with soap, and the closure of churches and mosques for a highly religious society were difficult for many people. The stigma associated with COVID-19 especially on the families of patients, those in isolation centres and those bereaved was traumatic (Wango et al., 2020). Strict burial procedures were traumatising for families, entire neighbourhoods and villages. Viewing the body was not allowed and the coffin and everywhere it passed also needed to be fumigated.

Regionally, the impact of COVID-19 also caused uneasy relationships with neighbouring countries, specifically Tanzania and Uganda, over the casual handling of COVID-19 and the status of their nationals entering Kenya. This caused a near diplomatic standoff between the three countries especially between Kenya and Tanzania to the point where Tanzania banned flights from Kenya for three months which badly affected the Kenyan economy.

Critical implications for social workers revolved around confidentiality for patients and families especially during the initial stages, contract tracing, moving to isolation centres against their wishes and burial procedures. Implications for human rights related to access to healthcare as stakeholders responsible were in most cases unable to play their roles effectively. Conversely, COVID-19 brought the nation together, people stood together in unity, and new songs that stroked feelings of national resilience that encouraged and captivated some hope were released. Many Kenyans grieved. Others laughed at it with a never give up attitude that did not allow COVID-19 to dampen their spirits.

As of 31st May, Kenya had 1,888 confirmed cases and 61 deaths. (Johns Hopkins Coronavirus Resource Center).


This brings us to the neighbouring country of Uganda (see Box 2.18), a country with a history of colonisation, war, and ruthless and corrupt dictatorships.


Box 2.18 Uganda

Janestic Mwende Twikirize

Uganda confirmed its first case of COVID-19 on 21st March and immediately implemented strict lockdown measures to stem the spread of the pandemic, including closing of borders, schools, businesses, places of worship, and transport. The President, Yoweri Museveni, promoted measures to stem the pandemic and the political leadership worked closely with the scientific committee to promote the WHO recommended measures against COVID-19. Mandatory quarantining of returning residents, strict contact tracing, isolation of those who tested positive with or without symptoms, and delayed community spread kept infection rates low for three to four months. An inevitable gap was allowing cross-border truckdrivers to enter and exit the country. Most positive cases came through this avenue as Uganda is landlocked.

Uganda's previous experience with epidemics such as HIV/AIDS, Ebola and others provided good ground for the reasonably fair handling of COVID-19. Uganda was right in the middle of fighting to prevent Ebola and had been screening travellers at all entry points to stop the importation of Ebola from neighbouring countries. A key lesson applied from past epidemics was of critical importance as was strict political leadership in rallying the masses around preventative measures. Another feature of the pandemic in Uganda was the mostly asymptomatic presentation of the infection. Given the very weak health system, one would have imagined disastrous effects as had been anticipated for the African continent. Instead, most cases were asymptomatic, and the rate of recovery was unexpectedly high.

Despite the reasonable handling of the pandemic, strict lockdown measures had far reaching social and economic effects. Available evidence suggested that Uganda was already experiencing increases in the incidence of domestic and gender-based violence, unprecedented levels of suicide, child abuse and loss of livelihoods (4Children Uganda, 2020; Byamukama, 2020). School closures affected more than 17.5 million children and young people and deprived hundreds of thousands of teachers employed in an estimated 17,859 private schools of a source of income. Closures in the tourism sector have left more than 1,000 workers unemployed (UNDP-Uganda, 2020) and affected several informal sector workers who constituted 84.9% of the urban population (Uganda Bureau of Statistics, 2017). People with COVID-19 and returning residents were quickly stigmatised and blamed for importing the virus. Meanwhile, the Government focus was on the medical aspects of the pandemic while the economic, and psychosocial effects including mental health impacts remained largely ignored potentially leading to serious problems for the population.

As of 31st May, Uganda reported 413 confirmed cases and no deaths (Johns Hopkins Coronavirus Resource Center).


Next, we explore the impact of COVID-19 in Ghana (see Box 2.19), situated on the coast of the sub-region of Western Africa.


Box 2.19 Ghana

Ariel Kwegyir Tsiboe

The first two cases of COVID-19 were recorded on 12th March. These two individuals had returned from Norway and Turkey to Ghana and became ill a few days later. After confirmation of these first two cases in the country, the Government of Ghana (GoG) immediately began contact tracing and testing for potential cases. Although the contact tracing exercise was helpful, there were instances of undetected cases in the country. Consequently, the number of confirmed cases increased while generating fear in the country.

The emergence of COVID-19 negatively affected the economy, especially among people in small businesses. As confirmed cases increased day by day, many traders took advantage and capitalised on the sale of hand sanitisers by increasing its price. This made patronizing hand sanitisers among low-income earners problematic. Other sectors such as hospitality, transportation and education were greatly affected. The academic year came to a standstill leaving students idle and teachers in the private education sector most vulnerable. The majority suffered salary cuts and some lost their jobs.

Two regions in Ghana, Kumasi and Accra, became COVID-19 hotspots and were placed under partial lockdown for three weeks. Although this measure aimed to flatten the curve, the majority of Ghanaians reported emotional and economic hardship due to movement restrictions. Another notable challenge was the inability of the health sector to cope with surges and demand, especially those in need of respiratory support and beds. Clearly, the Ghanaian health sector faced difficulties before the emergence of the COVID-19 pandemic which made combating the disease even more challenging.

Given the heightened public health burden in Ghana, the GoG imposed lockdown protocols and placed a nationwide ban on all social gatherings. As occurred in developed countries, the GoG called on its citizens to trust the government through several televised presidential addresses. To support its people, the GoG introduced three forms of assistance. It fully financed the electricity bills of all Ghanaians who consumed 0–50 kilowatts per hour and subsidised electricity bills for the rest of the population for three months. The GoG also absorbed water bills for the entire country for three months and distributed food for 470,000 families during the three-week lockdown in Kumasi and Accra.

As of 31st May, Ghana had 7,768 confirmed cases and 35 deaths (Johns Hopkins Coronavirus Resource Center).


Before we explore MENA and North Africa, we travel to the southern most tip of the African continent to South Africa (see Box 2.20) which later became overwhelmed by COVID-19.


Box 2.20 South Africa

Dorothee Hölscher and Corlie Giliomee

The first COVID-19 case was recorded in South Africa on the 5th of March. The virus affected affluent urban areas first and spread to poorer and rural areas within two weeks. By 22nd, almost 200 cases were confirmed, and the first person died on 26th (Singh 2020). The government declared a state of disaster on the 15th of March. On 25th, a multidisciplinary ministerial group was established and one of the world's tightest lockdowns was effected on 26th March, the same day as the first casualty of the pandemic was reported. Measures included the closure of workplaces and schools, strict limitations on mobility, and alcohol and tobacco bans (Ramaphosa, 2020; Singh, 2020). Incremental easing of these restrictions commenced on the 1st of May alongside provision of social relief for the vulnerable and support to key sectors in the economy, (UNDP, 2020). After decades-long neglect, homeless people received government support in the form of shelter and food during lockdown (Socio-economic Rights Institute of South Africa, 2020).

Preparing the health system was severely hampered by difficulties importing key resources. Health measures were criticised for responding to the fears and needs of the upper and middle classes at the expense of the poor who often live in overcrowded conditions with limited access to clean water and sanitation (Muller, 2020). Further criticism centred on the military and police tasked with enforcement, and on the lack of transparency surrounding mitigation decisions (Singh, 2020). The pandemic overlaid socioeconomic conditions of extreme inequality, high public debt and social problems (Eyewitness News, 2020; World Bank, 2020b). Groups already vulnerable were exposed to unintended socioeconomic effects. Widespread job losses imposed further risks in the informal economy, especially for female headed households, leading to widespread hunger being reported (UNDP, 2020). During the first three weeks of lockdown, calls to the national helpline from abused women and children doubled (Eyewitness News, 2020). Although saving lives in terms of the pandemic, hard lockdown in the absence of adequate material and psychosocial support escalated social problems and economic hardship.

By May 31, 2020, South Africa had recorded 30,967 cases with only 610 coronavirus-related deaths (Johns Hopkins Coronavirus Resource Center).


We now move on to the Middle East and North Africa (see Box 2.21)




Middle East and North Africa (MENA)


Box 2.21 Which Countries are in Mena?

The countries included in the MENA region often depends on who you ask. Sometimes it refers exclusively to the Arab world whereas other parameters are based on geography. According to the World Atlas, “There are 19 countries that are generally considered part of the MENA region. These are Algeria, Bahrain, Egypt, Iran, Iraq, Israel, Palestine, Jordan, Kuwait, Lebanon, Libya, Morocco, Oman, Qatar, Saudi Arabia, Syria, Tunisia, United Arab Emirates, and Yemen”.


Before coronavirus, MENA was a region fraught with conflict, and political, cultural and religious diversity. Inequalities and political tensions are high in some countries. In Israel and the occupied Palestinian territory, official reports of coronavirus infections were low but widespread testing was absent. Significant spikes were later noted in Israel particularly in ultra-orthodox communities (Saban et al., 2020). Israel was one of the first countries to introduce a two-week quarantine period for overseas arrivals. People in Gaza already deprived of basic resources were reliant on NGOs. People in poor socioeconomic circumstances were 2.26 times more likely to test positive. Israel and United Arab Emirates (UAE) later led the world in vaccinating their populations, but for Israel, initially excluding Palestinians.

War-torn Syria reported its first death on the 30th of March and imposed a night-time curfew, banned gatherings, restricted internal travel, and closed borders, schools and universities. Although low numbers of infection were being reported, initially only 100 people were tested daily. The health system was unable to meet pre-existing demand especially the millions of internally displaced, vulnerable people. Turkey and Iran were badly affected with large numbers of confirmed cases and deaths. In Iran, over 5,000 people died or were left with damaged organs or were blinded after drinking methanol to cure or prevent coronavirus. Throughout MENA, there were vast disparities in wealth and health and many migrant workers were left without access to formal health and other services. COVID-19 brought significant challenges for religious practices in the region, especially for the Islamic traditions of Ramadan and pilgrimages where large groups of people gather.

The first case of COVID-19 in the Middle East was confirmed in the United Arab Emirates (UAE) on 29 January 2020 and in Jordan (see Box 2.22) where the first case was confirmed on March 2nd.


Box 2.22 United Arab Emirates and Jordan

Taghreed Abu Sarhan

The United Arab Emirates (UAE) and Jordan are countries that took quick and decisive actions after the first confirmed cases of COVID-19. The UAE, a country with a population under 10,000,000 people, immediately closed schools and businesses. Nursery schools closed on the 1st of March and the flagship university on the 5th. Online education was rapidly developed to deliver the curriculum necessary to complete the spring semester. Other government services either closed or were severely restricted. In this constitutional monarchy, Orders were made by Royal Decree including those related to physical distancing. The government rapidly increased its COVID-19 response capacity in medical centres and people were encouraged to seek testing at centres established in easily accessible locations. Employers mandated testing, including teachers. Disinfecting activities commenced with teams of workers deployed to clean the streets and spray chemicals aimed at killing the virus. The metro in Dubai was a key area for cleaning.

Countrywide, updates on public safety interventions were clearly communicated with an influential digital communication network, daily text messages to remind people of physical distancing expectations and curfews, and television and radio broadcasts. Movement between the seven states was curtailed and only essential personnel were permitted to move around in public spaces. Drones and cell phone surveillance were used for monitoring as well as and the use of ankle monitors to specifically oversee the quarantine of those people who tested positive. The Government provided free meal delivery services to the homes of sick people. This aggressive monitoring of people with the disease were seen as necessary steps, rather than intrusive.

Faith leaders played an important role in preparation for Ramadan, establishing that the ritual of breaking fast should be undertaken in greater solitude as family groups and friends were not permitted to gather for feasts. This set a clear tone for a different atmosphere alongside the intensive social marketing campaigns which emphasised the importance of restraint and calm. Government actions were viewed by the people as supportive, as concerned for people's well-being and therefore trusted, resulting in a high level of cooperation with testing and other containment measures. The level of surveillance and aggressive measures may be interpreted as a government overreach by other regimes, but in this collectivist society with a strong sense of social solidarity, these moves were considered necessary to contain the disease. The use of ankle bracelets enabled people to quarantine at home and ensured compliance proving more effective than quarantine measures in those countries that used hotels (often making exceptions for celebrities) which became sources of transmission clusters in many places much like cruise ships. Foreign workers were repatriated. Measures to curtail COVID-19 were viewed as necessary for the well-being of all and ultimately as an individual social responsibility.

The Jordanian government also took extraordinary measures, including implementing strict emergency laws. By the 14th of March, Jordan was in total lockdown and a curfew was imposed. The National Crisis Management Centre was launched, modelled after a military command centre, with video screens showing real time reporting of new infections and the direction of the curve. Every day at 6 pm across the country, a siren sounded at curfew which required people to be home and stay indoors. Sirens were previously only used in wartime. The Jordanian armed forces and police were deployed to patrol the Kingdom's streets to enforce the curfew.

By 31st May in the UAE, the curve was on a downward turn with a total of 33,896 confirmed cases and 257 deaths. In Jordan, 739 cases and 9 deaths were reported in Jordan (Johns Hopkins Coronavirus Resource Center).


The next stop is Lebanon (see Box 2.23), a post-civil war nation, experiencing political upheaval and protests in the midst of the onset of the COVID-19 pandemic. A massive, accidental blast in the city with loss of life followed in the second half of 2020 devastating the city. During the first six months of the pandemic, poverty was exacerbated for Lebanese people as well as the population of 1.6 million Syrian and Palestinian refugees.


Box 2.23 Lebanon

Nadia C. Badran with the Social Workers Syndicate Lebanon

In January 2020, the Ministry of Interior and Municipalities requested information from governmental and non-governmental bodies about responsibilities for pandemic response and preparedness (Circular No. 8/2020). On 21st February, a returning pilgrim was the first confirmed case of COVID-19, and from that point numbers continued to rise. By the end of March, Lebanon had significantly flattened its curve through testing returning travellers, quarantine and other mitigation strategies. However, clusters and spikes continued eventually rising to a greater number of cases than the first peak, adversely affecting the poor, women, migrant workers and the 1.5 million Syrian refugees. Half of Lebanon's six million population and 75% of Syrian refugees were already living below the poverty line. The pandemic escalated the country's precarious economic position expected to be worse than the aftermath of the 15-year civil war that waged between 1975 and 1990. Prime Minister, Hassan Diab, warned that many people would be unable to afford bread.

Unlike many countries, Lebanese social workers were an integral part of the national pandemic planning and response. The Social Workers Syndicate Lebanon (SWSL) joined the coordinated response that included several ministries, disciplines and UN agencies (Badran, 2020). The focus was on public health prevention and interventions to ensure people were properly and safely confined in their homes and to oversee the management of community quarantine and isolation centres. Twenty-four social workers assumed the responsibility of coordinating 365 social workers mobilised to form 25 crisis cells at governorate and municipality levels under a NAPA COVID-19 strategy which comprised a seven-stage crisis intervention model built on three foundations. The first being a wide range of preventative strategies to address risks to health at individual and community levels; the second, to seek synergy across sectors to address inequality; and the third to ensure vulnerable communities were reached and served. Social workers assessed and responded to the needs of 2,000 families, 3,000 women and 1,000 older people affected by the coronavirus and mitigation measures. Interventions included case management; health education; assessments of residential environments, economic distress and biopsychosocial needs; initiating collective relationships and resources; and counselling which explored emotional states and coping strategies. At a community level, the distribution of information aimed to address stigma, discrimination and human rights breaches fuelled by COVID-19. In Lebanon, social workers played a vital role in responding to the public health crisis at a national level.

As of 31st May, Lebanon had 1,220 confirmed cases and only 27 deaths.


Although on the African continent, Morocco, Egypt and Algeria are considered to be in the MENA region. In Morocco, the first case of COVID-19, a person who returned from Italy, was diagnosed on the 2nd of March. Morocco immediately began screening passengers at airports. As further cases were identified, hygiene measures and physical distancing were implemented in mosques on the 12th of March. Flights from Europe ceased on the 14th. All learning institutions and cultural and arts activities were closed. Numbers of staff working in organisational offices were reduced, and large gatherings were banned on 16th March. A state of health emergency was declared on 19th March and a one-month lockdown was imposed the next day (Maneesh & El Alaoui, 2020). Morocco had 7,780 confirmed cases and 201 deaths as of 31st May. The country continued to struggle with the disease. Our attention now turns to Egypt and Algeria (see Box 2.24).


Box 2.24 Egypt and Algeria

Tarek Zidan

The first confirm cases of COVID-19 were on the 14th of February 2020 in Egypt, closely followed by Algeria on 19th February. Egypt and Algeria are countries with significant health and wealth disparities indicating pre-existing health vulnerabilities. The Arab Spring, a series of large-scale anti-government protests fuelled by social media, had affected much of the Arab world in 2011 (Fronek, 2017). For Egypt, the promise of better living conditions sought during the Arab Spring did not eventuate as poverty is still widespread in Egypt. The economy depends heavily on tourism and the Suez Canal, industries in which 100 million Egyptians are employed. Tourism over the 2019 Christmas/New Year holiday period heightened risks which threatened the public health system, already struggling before the pandemic. With the onset of cases, the main concerns were in densely populated areas along the banks of the Nile especially in Luxor and Aswan. Some protective measures were implemented. Because cases continued to increase, the government imposed a stricter, complete lockdown and a curfew in mid-May and airports were closed. After lockdown ended, Egypt implemented a 14-day quarantine period for international arrivals. Other preventative measures such as physical distancing continued to be encouraged and several campaigns on television and other media outlets were funded. The Egyptian government allocated 125 billion pounds to the health sector and provided free testing and treatments for COVID-19 patients in hospitals specifically designated for the treatment of COVID-19 in the most affected regions. Egypt's curve did not begin to flatten until June following the stricter lockdown.

In Algeria, the health system is fully funded by government with the best medical care in the capital, Algiers. The Saharan areas have lower population density. Measures included economic stimulus (e.g. loans, a moratorium on debt repayments), tax relief measures (e.g. payment deferrals, rate reductions), employment-related measures, equipping hospitals and establishing a toll-free hotline. On May 19, the first nationwide lockdown was imposed affecting Eid Al-Fitr (Feast of Breaking the Ramadan Fast) due to begin on May 24th. Closing borders, wearing masks and banning travel were other measures. Although trust in government is reported to be low due to widespread corruption, the curve was beginning to flatten by the end of May.

On 31st May, Egypt reported 23,449 confirmed cases and 894 deaths. Algeria had a total of 9,267 confirmed cases and 643 death (Johns Hopkins Coronavirus Resource Center).


Although the response across the Arab countries varied and some countries were slow to impose strict measures, others learned lessons from the MERS experience especially for those countries that quickly imposed strict measures. For example, the UAE and Bahrain that reported 10,793 COVID-19 cases and 17 deaths. Saudi Arabia and Kuwait (see Box 2.25) are next on the tour.


Box 2.25 Saudi Arabia and Kuwait

Sareh Rotabi

Saudi Arabia, the largest economy in MENA, is signatory to the WHO International Health Regulation, reports on pandemic preparedness, and established a national committee as early as January (Algaissi et al., 2020). In late February, travel was banned from COVID-affected regions and incoming travellers were monitored. Saudi Arabia was vulnerable to rapid spread due to high levels of tourism, business and the largest religious gatherings in the world. The first confirmed case of COVID-19 was on 2nd March. Extensive cleaning, closing educational institutions and preventing large religious gatherings followed. Lockdown and curfews were introduced at the end of March. In April, at least 150 members of the royal family were reported to have contracted COVID-19 and the Governor of Riyadh was being treated in intensive care. These high-profile cases served to caution the nation as it was clear that even the wealthiest were not immune to the virus. Although the mixed private, military and free public health system was robust, it was challenged during the pandemic. As Ramadhan began, prayer was to be practised in greater solitude and the breaking of fast in small family groups. As the Hajj approached, the Kingdom hosted a modest pilgrimage to Mecca only allowing citizens and residents to participate, limiting crowd density to a small fraction of the 2.5 million people who gathered in 2019. A virtual Hajj experience using an internet-based application was developed. This innovation was praised for enabling global participation for pilgrims who had planned their travel years in advance. Saudi Arabia relied heavily on technology for telehealth, education and health communication, especially social media.

Kuwait's first case was confirmed on 24th February and the Kuwaiti government took several initiatives to control the pandemic including establishing a high-level planning committee. A partial lockdown was imposed on 1st March closing schools, workplaces, mosques and malls. Two areas with high infections rates were quarantined. A full lockdown followed on May 10th in place until after Ramadhan on the 31st of May, and borders were locked down on March 15. Around 30,000 Kuwaitis were repatriated from abroad. Unlike many countries, the government did not charge Kuwaitis for their repatriation. Random testing including drive-throughs and Ministry of Health press briefings were daily events. Telecom companies offered free calls and data, banks postponed repayments, and landlords eased rents and offered premises such as hotels for government use. Importantly, the community rallied to help each other.

The number of infections continued to rise in both countries until early June. On 31st May, 83,384 confirmed cases of COVID-19 and 330 deaths were reported in Saudi Arabia (Johns Hopkins Coronavirus Resource Center). According to the Kuwait Ministry of Health, as of May 31st, there was 27,043 total cases and 212 deaths in Kuwait.




Oceania

Oceania includes island nations in Australasia, Melanesia. Micronesia and Polynesia. Every nation in Oceania has a history of European colonisation except for Tonga, the last remaining Kingdom in the region (see Box 2.26). Tonga became a British Protectorate in 1900 thereby technically avoiding German colonisation. Tonga became fully independent in 1970.


Box 2.26 The Nations of Oceania

There are 14 countries in the Oceania region and 12 dependent territories and autonomous Areas of Special Sovereignty.


	Countries – Australia, Fiji, Kiribati, Marshall Islands, Micronesia, Nauru, New Zealand, Palau, Papua New Guinea, Samoa, Solomon Islands, Tonga, Tuvalu, Vanuatu.


	Territories – American Samoa, Cook Islands, Federated States of Micronesia (Yap, Chuuk, Pohnpei and Kosrae), French Polynesia, Guam, New Caledonia, Niue, Norfolk Island, Northern Mariana Islands, Pitcairn Islands (Pitcairn, Henderson, Ducie and Oeno Islands), Tokelau, Wallis and Futuna.





Several factors influence the vulnerabilities of the people across Oceania in health emergencies. Histories of colonisation, economic development, inequalities, geography, health systems and leadership are some of these factors. Colonisation, as with other world nations, has had detrimental effects on cultures, poverty and health outcomes. For example, First Australians, the Aboriginal and Torres Strait Islander peoples of Australia, have significantly worse health outcomes and life expectancy compared to the rest of the population. Sixty-four percent of the disease burden is due to chronic conditions which places these people at high risk during the COVID-19 pandemic (AIHW, 2016). Further risks in communities involved safety, housing, employment and access to healthcare and education (AIHW, 2019). First Australians are over-represented in prisons and the child protection system, a circumstance with roots in colonisation and racist policies such as the Stolen Generation that devastated cultures and family life by the removal of Aboriginal children from their families and communities (Commonwealth of Australia, 1997). Health outcomes for all Australians are further complicated by natural disasters, storms, floods, droughts, and bushfires including the extensive damage caused by the Black Summer bushfires in 2019–2020.

The Māori people make up about 14% of the New Zealand population compared to 3.3% of First Australians. Although Māori people suffer similar inequalities and significant disparities in health outcomes and life expectancies compared to the non-Māori non-Pasifika population, New Zealand has fared much better than Australia in that the country is bi-cultural preserving Māori culture and language and supports Māori leadership beyond tokenism. Māori and Pasifika peoples are 50% more vulnerable to dying from COVID-19 than Pākehā (non-Māori New Zealanders) (Steyn et al., 2020). Along with other countries in the region, New Zealand was still recovering from earthquakes beginning in Christchurch in 2011. Many Pacific Islanders live in New Zealand while those New Zealanders and Pacific Islanders who live in Australia have access to far fewer safety nets than New Zealand offers.

Many nations in in Oceania are dependent on aid from international organisations, governing countries, former colonisers and Australian and New Zealand governments. Health crises involving measles, drug-resistant tuberculosis and polio outbreaks have plagued the region. In January 2020, 5,707 measle cases and 83 deaths were reported in Samoa, followed by Tonga, Fiji, American Samoa and Kiribati. Samoa was heavily impacted by the 1918 Influenza, the effects of which are still strong in the country's collective memory. Community distrust of vaccinations was heightened by the death of two children following vaccination (Craig et al., 2020). On investigation, the WHO's Global Advisory Committee on Vaccine Safety found causation was due to medical negligence in mixing the vaccine and other systemic factors, not the vaccine itself. The circulation of anti-vaccination sentiment, social media campaigns by anti-vaccination groups and particular Christian and traditional belief systems jeopardised the health of many. In 2019, 14 children were on ventilators as a result of infectious disease (Dyer, 2019).

Overall aid to the Pacific from Australia increased by AUD 214 million in 2019–2020. However, funding to health programs was reduced to Samoa by 36%, the Solomon Islands by 13%, Fiji by 22% and the Cook Islands by 75% and the funds of AUD three billion were instead for investment in infrastructure projects (Lyons, 2020). Atoll islands including Kiribati, Tuvalu, Maldives, the Marshall Islands, Tokelau and smaller islands of Papua New Guinea are the canaries in the coalmine for climate change bearing the brunt of sea level rise, coral reef destruction and natural disasters of greater intensity which are destroying the islands, cultures and homes (Aung et al., 2009). The majority of countries in Oceania have low resilience against infectious disease. The combination of natural disasters superimposed on existing health and social problems magnifies the vulnerabilities of many people in Oceania during health emergencies.

This leads us to the COVID-19 pandemic. The smaller Oceania countries had limited or no capacity to deal with a pandemic that reached their shores. Different sources reported that Papua New Guinea is estimated to have between 500 and 600 doctors and between 3,000 and 5,000 hospital beds for a population of eight million people (Fainu, 2020). Even with external assistance, the health system was inadequate, struggling to cope with ordinary health issues, outbreaks of dengue fever, malaria, measles, polio and drug-resistant tuberculosis. Island geography helped protect against SARS-CoV-2 while tourism did not. Two days after the first identified case, a state of emergency was announced on 20th March and people suffered food insecurity and loss of livelihoods (Lau et al., 2020). By March 2021, New Guinea was overwhelmed with disastrous consequences for its communities.

Countries adopted variable strategies against the virus once cases were identified. As with all countries, how political leaders responded to the pandemic was important. Media suppression, freedom of speech, and problems disseminating information to the public was of concern in Fiji, Papua New Guinea and Guam. For example, after battling Cyclone Harold and 18 confirmed cases of COVID-19, the military leadership of Fiji imposed strictly controlled lockdown and physical distancing while supressing media reports of COVID-19 (Anthony, 2020). New cases were reported daily in the Pacific. Few resources and limited testing meant the reported number of cases were likely to be an underestimate. Next we explore Australia and New Zealand (see Box 2.27).


Box 2.27 Australia and New Zealand

Lynne Briggs

The two largest and best equipped countries in the region with good access to health care were Australia and New Zealand, each managing the COVID-19 pandemic differently. After a delayed start that prioritised the economy, the Australian federal government, philosophically committed to individual freedoms and business interests, initially took a mitigation approach to address COVID-19 and controlled suppression to closures and the premature easing of restrictions. Australia missed its chance for early elimination, complicated by federal failures to properly manage international arrivals, quarantine and risks to vulnerable groups, in particular older people (Duckett & Mackey, 2020). The first known COVID-19 case, a man who had arrived from China, was admitted to hospital on 24 January 2020 (Caly et al., 2020).

It is important to note that from January, testing in Australia was only for those people with symptoms who had been in contact with a known case of COVID-19 or had arrived from specific overseas locations, and others with symptoms were denied tests. In the early months, travellers at Australian airports were merely asked if they had visited China in the last two weeks. Flights from China were stopped at the beginning of February while at the same time tourism was being encouraged. By the 12th of March, there were 140 cases and three deaths in Australia, Mitigation strategies were not seriously implemented until well into March including stopping other selected flights (Caly et al., 2020).

By 28th March, 495 new cases were identified including a senior federal politician, 14 deaths were recorded, and over 100 healthcare workers infected. Testing guidelines remained restrictive. Communication from national political and federal health leadership was vague, contradictory, and meted out in small doses. For example, seeking to delay banning large gatherings to allow sporting matches to proceed, then gatherings of no more than 500 people were permitted, and slowly reducing down to two people in public spaces by 29th March. From the start, the federal government minimised risks and COVID-19 was compared to the common cold with no risk of community transmission. At the same time, general practitioners had to source their own PPE and hospitals their own additional ventilators. The government continued to deny the need for masks. The media and opposition parties failed to provide early critique of federal government actions for the sake of a united front in the war against the virus.

First Australian communities previously heavily impacted by H1N1, showed strong leadership to protect their vulnerable Elders and communities achieved a remarkably good early result compared to the rest of the population, again in the face of federal government inaction (Australian Government, 2020; Eades et al., 2020). Action was immediate by Indigenous communities – restricting travel, closing communities, ensuring clear, culturally appropriate communication, stockpiling PPE, providing for basic needs, educating and supporting. Success was attributed to early action, combined Indigenous and health knowledge, and Indigenous-led and culturally appropriate responses (Eades et al, 2020; Hart, 2020).

A national plan for people with disabilities was not forthcoming until September 2020 and the fate of older people, a federal responsibility was essentially left to the States to manage. Protecting these vulnerable groups were still not properly actioned well into 2021. The federal government failed to provide co-ordinated national planning for safe quarantine protocols for people entering the country, made many exceptions for business and celebrities, and later failed to purchase sufficient vaccinations. Services were contracted out and left to these businesses to attend to safety. Successes in Australia were due to States stepping into the leadership vacuum, science and medical commentators, health workers and to community action. States managed subsequent spikes differently depending on political flavours.

How national leaders responded to the pandemic in the first few months provided insights into the political regimes of these countries and ideological conceptualisations of how people are affected by inequality and social injustices. The first case of COVID-19 in New Zealand was identified on 28th February. In stark contrast to Australia, the New Zealand Prime Minister, Jacinda Adern, immediately prioritised the health of people and adopted a highly successful elimination strategy and unlike Australia managed outbreaks. New Zealand locked down on 23rd March when there were 102 cases and no deaths (Cousins, 2020). Adern's messages to the New Zealand public, the media and in social media chats were honest, clear and consistent. She promoted concern for the safety of others as motivators and brought the public with her. In contrast to Morrison, the Australian Prime Minister, she did not make grand statements of success, acknowledged the limitations of testing and how true numbers of cases were difficult to determine at that stage.

By 31st May, both countries were doing well comparative to other world regions, especially New Zealand where no new cases had been reported for 16 days. Meanwhile, Australia was still dealing with new clusters which led to second waves in Victoria and New South Wales while at the same time easing internal movement and business restrictions, state by state. The approach by New South Wales, later threatened the entire country. Australia's approach, disproportionally influenced by the business sector, has been severely critiqued in terms of welfare and economic costs (Kompas et al., 2020). New Zealand had 1,504 diagnosed cases and 22 associated deaths and Australia, 7,195 diagnosed cases and 103 deaths at the end of May (Johns Hopkins Corona Virus Resource Centre).




Trusting the numbers

Because numbers can be confusing, it is important to understand the numbers being reported here. The cases and deaths in countries reported in this chapter are simply the total numbers reported from the first confirmed case to 31st May. It is useful to further consider the numbers proportional to the population of each country to gauge the full impact of COVID-19 in particular countries.

Speculation about the reliability of lower mortality rates in many countries compared to richer countries proliferated during the first six months of the pandemic. The answer is complex and includes factors such as the type of regime, exposure to previous pandemics, decisive action, clear public health campaigns and the priorities of leaders, philosophies of community responsibility verses individualism, and the availability of widespread testing. Generally, the spread of COVID-19 was underestimated due to poor data collection or when hospital care was scarce or inaccessible. Older people in many countries were not prioritised for hospital care nor included in death counts. This included older people and younger people with disabilities living in care homes. Furthermore, due to ageism, being assigned a different cause of death or as a consequence of limited access to healthcare or its rationalisation, many people died without a diagnosis of COVID-19 including in developed countries. Under-reporting was common in developed and developing countries.

The reliability of data from countries that reported low infection and death rates were questioned but determinations of the reliability of reported rates are often supported by interrogating other data such as the number of funerals held, excess deaths (the number of deaths above what is usual), traffic flow, air pollution levels, and how the economy performed. For example, excess deaths of older people and people with disabilities identified in domiciliary and institutional care are good indicators (Burki, 2020; Glynn et al., 2020). A statistical analysis of the death rate in Australia found 800 excess deaths from January to March indicating the number of deaths due to COVID-19 was likely underestimated (ABS, 2020). The reality is that it may take years to know the true number of cases and deaths from COVID-19, if we ever do.



Concluding remarks

Some countries took their first actions when the first case was identified in the country, others as cases began to mount. However, given the rapid movement of millions of people across the world, and as reported in Chapter 1, the virus was already circulating the globe as early as December 2019. One thing is true across all regions, countries, states within countries, that jurisdictions universally did their own thing, at least at the start despite WHO advice on collective global action and, in some cases, inconsistent with national health emergency plans. The WHO has also been criticised for delays in announcing a pandemic and late advice on mask-wearing. Some national governments relied primarily on select health advice, others on epidemiological modelling, others like the Czech Republic and Australian governments preferred the business sector to make decisions while others drew on multidisciplinary health expertise and prior planning to respond. Even where the same strategies were adopted, such as lockdown, implementation was deployed differently. In many places, decisions that prioritised health and decisions that were actually political conflated to the point where the difference between them became indiscernible for people preoccupied with day to day survival. In many cases, measures that aligned with the ideological priorities of particular regimes were adopted and, in many countries, political agendas were opportunistically moved forward in the midst of the pandemic. What is true is that the flow on-effect in those countries that did not adequately respond early meant an unnecessary loss of life, greater inequality, disadvantage and discrimination, and ultimately impacting the world by providing environments conducive to the development of variants.

Different priorities, local conditions, geopolitical and socioeconomic conditions, and leadership influenced different approaches to managing the health emergency. The vast differences in socioeconomic circumstances and living conditions between and within regions and the different types of government highlighted the complexity of responding to global health crises without commitment to a unified global strategy. Among the most vulnerable were the poor, elderly and discriminated against, and those people living in countries with corrupt or weak governments. In countries like the UK and Australia, structural inequalities created by successive conservative governments committed to neoliberal economic policy and individual freedoms worsened. In the US, dramatically failed federal leadership under Trump ensured the country deteriorated into what could only be described as civil conflict and insurrection. In the US, the UK and Australia, the devolution of responsibility to state government levels served to mask inadequate planning and early response bypassing federal responsibilities and allowing internal and external, political blame-shifting.

How the first outbreaks in countries were managed was an important aspect of containing the disease and informed how second and third waves emerged, progressed, and were managed. For example, South Korea had good early results but resisted lockdown, instead relying on efficient tracing leading to significant future waves. Importantly, our analysis provides insights invaluable in preparing for future pandemics. Governments and their leaders needed the capacity and will to take decisive actions, communicate clearly, have scientific literacy and be trustworthy, as trust is needed for communities to follow and be cohesive in the face of a health emergency. Importantly, the survival needs of people in lockdown needed to be addressed. One study published in Nature found that non-pharmaceutical measures (lockdown, physical distancing, closing schools etc) are estimated to have prevented or delayed 530 million cases of COVID-19 across just six countries – China, South Korea, Italy, Iran, France and the US (Hsiang et al., 2020). Another study estimated 3.1 million lives were saved in eleven European countries from March to 4th May in the first wave (Flaxman et al., 2020).

By the end of May, countries were either planning how they would ease restrictions or had already done so, including those countries where numbers of cases were still rising, as saving economies and pressure from business sectors came to the fore. However, by doing so, second and third waves of the pandemic began to emerge as early as June 2020, especially in those countries who did not elect for early suppression measures and eased restrictions, particularly opening international borders, too early. Many countries including the US, India, Brazil and many in Europe, Africa and Oceania were still to feel the full impact of the first wave of the pandemic by the end of May. The history of the world's plagues tells us that second and third waves tend to be far worse than the first and, indeed, that is just what later happened during COVID-19. Many decisions were made in the absence of herd immunity, effective treatments, and uncertainty about whether effective vaccines would eventuate. By the end of the first six months, a multitude of studies were being conducted on vaccines and treatments.

Politicians, royalty and celebrities showed that class and privilege did not protect from COVID-19 although they certainly had access to the best available health care and other resources. New vulnerabilities for people who did not expect to be affected had emerged. At an economic level, a dire future was predicted for the newly unemployed, especially the young (Fronek & Briggs, 2020). In terms of health, we knew that adults and children could be left with chronic illness from COVID-19 and it had yet to be determined how long antibodies would protect people who already succumbed to the disease and recovered.

As countries eased restrictions and citizens travelled home, many governments struggled with how to protect people while dealing with the economic fallout. In the aftermath, one can only be reminded of Beveridge's Evil Giants – want (income support), disease (health), ignorance (education), squalor (housing) and idleness (employment) – the basis of the welfare state established to aid recovery after the devastation of World War 2 – perhaps something world governments should revisit (Beveridge, 1942). A clear pattern was that where provisions were not made for people to eat and sustain housing, it was impossible for them to comply with measures such as lockdown indicating a rethink is needed on universal income provision such as the experiment conducted in Finland. One might ask what would have happened if all governments, in a coordinated and united approach, had imposed a six-week complete lockdown in December 2019, closed borders, imposed mandated health measures and ensured food and income security for all people during that period, a question we pose to Professor Doherty in Chapter 20. Instead by early June, countries that had eased restrictions were dealing with new spikes and, for some, reinstating states of emergency and lockdown restrictions became necessary creating a yoyo effect which further strained economies, and health and psychosocial outcomes while the pandemic spread exponentially.

New Zealand had prioritised lives and acted quickly and decisively. By doing so, the country was close to official elimination status by mid-May which was ultimately reached and forecasted good management of future outbreaks. At the other extreme, Trump and Brazil's Bolsonaro stood out as leaders unconcerned for the well-being of the population, and in the case of Trump, was alleged to have purposefully incited insurrection before and after being legitimately voted out of office. Militarisation of the US, violence, protests over Black American murders by police and overt racism brought the country's political crisis into sharp relief. Other countries such as India essentially had failed lockdowns due to endemic poverty. Without a means to eat and live people could not stay-at-home. By the end of the May, Sweden was all too aware of their wrongheaded approach to the pandemic and the human and social costs of opting for herd immunity in the absence of a vaccine and sought to justify the position taken.

The approach of China, Vietnam and some other Asian countries were the antithesis of ideologies of individualism and minimal state involvement and sparked divisive, discursive positions between maintaining civil liberties and saving lives and between draconian measures and free will, raising serious questions about the possibility that the containment of disease may be impossible in open democracies. The UAE had better outcomes allowing people to quarantine at home using ankle monitors rather than confining people in small hotel rooms not designed for quarantine. New Zealand is one country that destroys an assumption that national elimination strategies may not be possible in democracies. It is true to say that in many western cultures, there are stronger beliefs in individual entitlement and personal freedom or liberty, fuelling the infodemic promoted by some that the pandemic was overblown, a belief influenced by the competence of government, the clarity and quality of health messaging and the personal beliefs of leaders. It is interesting to note that the countries with women leaders have been lauded as managing the health emergency effectively and efficiently (Garikipati & Kambhampati, 2020; Hassan & O'Grady, 2020). They tended to respond more quickly and more decisively with clearer communication than many of their male counterparts. Importantly, they also believed in the science. However, the longer-term fate of these countries also depended on a range of complex factors. As world numbers continued to rise in the latter half of 2020, it became clear that the formula that worked had several key elements – early and strict lockdown, early detection of cases and well-managed quarantine, extensive testing and competent tracing and other measures such as mask-wearing. Missing one of these elements and opening too soon in the absence of vaccination failed to control virus spread.

The experiences of countries at the height of the pandemic lend insights into the immense challenges at a macro level which are indeed felt at the micro level. The pandemic made the link between the micro and macro clear. Cultural norms and social behaviour, trust in governments or their failures led social workers around the globe to consider how the macro environment directly affected people at the micro level and how social work practice was shaped within the unique contexts of the health emergency and specific local environments. Amid the terrible toll of this pandemic, there are also many, many reports of community solidarity, people supporting each other and feeling stronger connections with others even when these connections were online or at a distance. Examples range from small neighbourhood acts of kindness to former child soldiers helping their communities as part of a UNICEF program in the Central African Republic. This is a testament to the human spirit, resilience and adaptability.

Before COVID-19 developed into a pandemic, there was report after report of the inevitable tsunami of mental illness and suicides caused by lockdown in many western countries. Without undermining the very real mental health problems experienced by many people and the suicides that did occur, the focus in many countries was on deficit not resilience. Interestingly, a survey conducted in Germany suggested that suicide rates actually declined during the lockdown period. Social workers should strongly consider the role of macro inequalities such as unemployment, discrimination, and social policies and how these external, structural factors intersect with well-being and affect people's mood, and how people actually cope with factors beyond their control. These are important questions to consider in the aftermath of this health emergency. This leads us to another critical question, should we medicalise human responses to this pandemic or ask the question “is it normal to feel this way given these circumstances?” and how important is it to identify and build on strengths, resilience and coping in these circumstances. As we have learned from decades of research on grief and bereavement, knowing the difference between proportionate human responses and mental illness informs our response.

We take up these questions and more in the ensuing chapters of this book. First, we will explore lessons learned from earlier health emergencies in Chapter 3, and then, in Chapter 4, how human dignity, social work values, and human rights frame social work's understandings of health emergencies and our responses to them.


Box 2.28 Reflective Questions


	Consider the country or state where you now live.


	In your view, how well did your government and leaders manage the COVID-19 pandemic? What information did you use to come to your conclusion?


	If there was an outbreak of a new disease, what geographical, political, historical, economic, health and social factors might influence the government's approach to a new health emergency?


	Who are the vulnerable people in your country or state? And in what way would they be vulnerable in a health emergency?


	How might the interplay of these factors affect social work roles and how social workers practice?






	Thinking further about the country where you live, consider the response to COVID-19 against Dickens’ eight dimensions discussed in Chapter 1.
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Figure 3.0 Bird-beak style mask associated with plague doctors

Source: Wellcome Collection gallery (22 March 2018)



Writing shortly after the Black Death had swept through Europe, the 14th-century Italian scholar Giovanni Boccaccio painted a vivid picture of life in the city of Florence during the pandemic of 1348.


Each thought to secure immunity for himself… very many, both men and women, abandoned their own city, their own houses and homes, their kinsfolk and possessions, and sought the country seats of others… townsman avoided townsman and that well nigh no neighbour took thought unto other and that kinsfolk seldom or never visited one another and held no converse together save from afar…

(Boccaccio, 1886, pp. 13–18)



Although written almost 700 years ago, Boccaccio's description of a city under siege, the rich fleeing to their second homes in the country, the streets deserted, neighbours avoiding each other and conversing only from a distance, sounds eerily like a city under COVID-19 lockdown. As Boccaccio's depiction of the Black Death in Renaissance Florence demonstrates, the experiences of past societies and communities when faced with epidemic and pandemic disease often closely echo the experiences of societies today.

Many, if not most, of the challenges posed by COVID-19 have been faced before, and through the experience of pandemic disease, solutions and policies have been developed. Perhaps the three most fundamental ways in which past epidemics have influenced present practices have been through the development of concepts of quarantine, masking, and vaccination. However, each of these policies posed specific problems which had to be overcome, and they all faced widespread opposition. By examining some of the issues raised by attempts to control epidemic disease in the past, we can contextualise more effectively some of the issues faced by governments and policymakers today.


Quarantine

The idea of a specific process of quarantine had its roots in the 14th-century Italian city-states, in the time of Boccaccio and the Black Death. Because there was no understanding of how infectious diseases spread, and no sense of how long individuals or vessels needed to be isolated to prevent the spread of disease, the standard requirement for quarantine was based on the references to 40 days and 40 nights which repeatedly appear in the Bible. Individuals and vessels arriving from overseas would be forced to isolate completely from the community in which they had arrived for a period of 40 days, quaranta in Italian, hence quarantine (Bick et al., 2020).

By the 18th century, the idea of limiting all travel and closely monitoring the movement of peoples across borders had developed much more extensively. The Austro-Hungarian Empire built a permanent line of forts and checkpoints along its extended border with the Ottoman Empire, known as the military border. The border had official crossing points where travellers could be isolated and examined. In times of plague, which was perceived as being particularly common in the eastern Mediterranean and the lands of the Ottoman Empire, the border could be closed completely, and plague kept out. The border operated with a considerable degree of success for over 150 years between 1710 and 1871 and provides one of the first and most successful examples of international travel restriction (Snowden, 2019).

The concept of quarantine was applied broadly to limit the spread of a range of infections. In North America, lazarettos, or quarantine stations, were established to monitor the arrival of all immigrants. Initially, these were relatively small facilities, such as Province Island in the Delaware River outside Philadelphia, but they would eventually develop into large processing stations such as Ellis Island on the East Coast and Angel Island on the West Coast. Over the course of the 19th century, particularly in North America, but also in other parts of the world where there was substantial immigration, immigrants became viewed as dangerous transmitters of infectious disease, and there were extensive attempts to monitor all migrants at the border and to exclude any whom inspectors thought might pose a risk to the community. In these centres, thousands of immigrants could be held and examined in an attempt to prevent the transmission of contagious disease (Kraut, 1994).

As the 19th century progressed and the apparatus of state government became more powerful, the ability to impose an almost all-embracing national quarantine and isolation in times of pandemic developed. In 1918, as Spanish influenza swept around the globe, Australia imposed strict quarantine laws. All arriving international travellers were quarantined, and internal quarantine boundaries between the states and territories were also established. While this did not prevent influenza from arriving, the quarantine did delay its arrival by many months, by which time the country was better prepared, and it appears that the virus had also mutated to become slightly less virulent. Many thousands of lives were thereby saved (Cohn, 2018).

The most successful quarantine was implemented by the government of American Samoa in 1918–1919. In order to prevent the arrival of Spanish influenza, the territory implemented a strict all-embracing maritime quarantine, which amounted to the complete exclusion of any arrivals from other islands. Extreme measures were put into effect, which included shore patrols to force back refugees from neighbouring islands struck badly by the pandemic. Neighbouring Western Samoa lost nearly a quarter of its population to Spanish influenza, but American Samoa escaped the pandemic completely. But such policies of complete isolation to exclude disease seem to have worked only effectively in small and relatively isolated locations (Tomkins, 1992).

It was the growing interconnectedness of the world which made the control of infectious disease increasingly difficult in the 20th century. The growth of global trade, from the medieval period onward, transformed the ability of diseases to spread. The Black Death was only able to penetrate throughout Europe because of the expansion of trade networks in the 14th century. In the 19th century, the rapid expansion of trade and the growing speed of transport with the development of steamships greatly facilitated the spread of a wide range of infectious diseases from Yellow Fever to Cholera and Bubonic Plague (Harrison, 2012). Today, the volume and speed of air travel is an unprecedented accelerant of airborne infectious disease.

Cholera was the most feared infectious disease in 19th-century Europe. Between 1830 and 1923, it repeatedly swept throughout Europe. It was feared not only for its very high death rate but also the speed with which it afflicted its victims. A healthy young adult could leave their home in the morning and be struck down within hours, often without being able to return to their home. By evening they would be dead, and because of the speed of the disease death often took place in a more public space. The violent retching and diarrhoea would dehydrate the victim leaving their skin a pale blue (Hays, 2005). All European states sought to exclude the disease, whatever the cost. By the middle of the 19th century, it had proved impossible to exclude cholera by quarantine because the disease was not airborne. Consequently, there was a move away from policies based on quarantine that were designed to prevent sick individuals from entering a population to policies based on isolation that aimed to limit the spread of a disease once it had already entered a community (Barnes, 2014). This distinction is significant because the greatest challenges posed by infectious diseases were when those diseases breached the walls of quarantine and entered the community. Communities might support policies of quarantine because, in general, they involved other people; they kept out strangers. But policies of isolation affected the whole community and frequently promoted intense opposition for many of the reasons seen during the COVID-19 pandemic.

When influenza arrived in the United States in 1918, localities followed a range of different policies. Worried about the impact on civilian morale and desperate to continue the drive for wartime government bonds which saw widespread public gatherings, Philadelphia allowed public meetings, and the city even held a large parade in support of the war bond effort. Before long, over 12,000 Philadelphians had died from the infection (Stetler, 2017). In Wisconsin, health officials initially only warned individuals to avoid theatres and crowded streetcars and ordered school teachers to send home any students who appeared sick. In addition, warning signs were posted on residences where flu cases were suspected. However, as cases of influenza rose quickly, state authorities ordered the closure of all public institutions and the halting of all public activities, from schools to movie theatres to public meetings. However, some local authorities interpreted the state's orders with a degree of discretion and allowed schools and other wartime related public activities to continue (Steven, 2000). St. Louis followed an equally draconian but better enforced policy, demanding that all influenza cases should be reported within two days after the illness was diagnosed and required that infected individuals should isolate in their homes. All public places, from schools to churches and movie theatres, were closed, and public gatherings of any sort were forbidden (Oldstone, 2020).



Masking

The idea of masks, like so much else, had its origins in the Black Death. It was believed that the plague, and other diseases, were spread by miasmas in the air and the purpose of plague costumes was to create distance and a barrier between those who had the plague and their carers who feared contamination. Initially, these were just tight masks, often with a sponge soaked in vinegar or a similar substance, designed to filter the air. By the early 17th century, this had developed into the bird-beak style mask associated with plague doctors. But with the exception of plague, and even in cases of plague outside of pest houses and lazarettos, the use of masks was uncommon until the end of the 19th century (Carmichael, 2006).

With the outbreak of Spanish influenza in the USA in 1918, masks became seen as an important component in the fight against the disease (Peterson, 1989). While not used extensively in previous epidemics, their use had been widespread in wartime hospitals, and modern scientific medicine suggested their utility. In San Francisco, an assemblage of many leading authorities, including the Mayor, Board of Health, and the Red Cross, placed an advertisement in local newspapers urging residents to “WEAR A MASK and Save Your life” (Crosby, 2003, pp. 103–113). However, there was substantial opposition to such restrictions. Many felt that where restrictions had been imposed, they had failed to stop the emergence of the disease and that, despite the assurances of doctors and health officials, they were ineffective in preventing its spread. Ironically, in believing this, opponents of masking in 1918 may have been, for the most part, correct. Not only were the type of masks worn insufficient, physicians and scientists mistakenly believed that the Spanish Influenza was caused by Pfeiffer's Bacillus (Eyler, 2010). Although it proved impossible to demonstrate a direct connection between the bacillus and the disease, this misapprehension fuelled the conviction that gauze masks could prevent the spread of the bacillus and led to their widespread use, or often misuse. Any protection that the gauze masks provided against a virus, especially when not worn correctly was insufficient. They were often worn loosely around the face and did not cover the nose, and when they were worn it was largely outdoors, not indoors.

The belief that Pfeiffer's Bacillus was the cause of the 1918 Influenza pandemic even led to the development and widespread distribution of vaccines and the inoculation of hundreds of thousands of people. The vaccine offered no protection at all against influenza (Rockafellar, 1986). Indeed, the measures taken to combat influenza in the United States, including the closing of public spaces and the requirement to mask, seem to have had a limited impact because they were not always imposed and enforced effectively. Alfred Crosby has pointed out that the death rates in localities which enforced mask ordinances and strict closing orders and encouraged vaccinations were no lower, and in some cases were higher, than authorities that did not impose such measures. In many instances, he argues, these measures were simply an attempt to be seen to be doing something in the face of an overwhelming pandemic (Crosby, 2003).



Resistance

Disputes about quarantine and mask policies became most intense during the third wave of the pandemic. By this time, individuals and communities had become tired of the extensive restrictions, and their faith in the proposed preventative measures had waned. The public's weariness with the restrictions, and the opposition of shopkeepers and entertainment venues who feared for the loss of revenue such restrictions would cause, meant that even when authorities passed ordinances mandating the wearing of masks, they were often ignored (Luckingham, 1984). The waves of influenza, particularly the belief that the pandemic had been overcome at the end of the second wave, demonstrate how its re-emergence can be even more devastating and make the reestablishment of preventative measures extremely hard. The yoyo effect of ebbs and flows of disease on human behaviour continues to be seen today.

The influenza pandemic of 1918–1919 came in three distinct waves, although they were experienced differently in different parts of the world and even in different regions of the same country. The first wave in the spring and summer of 1918 seems to have been comparatively mild. Its presence went widely unreported, partly because of wartime restrictions, partly because in most countries and jurisdictions influenza was not a reportable disease, and partly because it was not that unusual. The first wave is only visible in retrospect by an examination of death certificates and a thorough investigation of the records of institutions such as the armed forces and prisons. These reveal a much higher than usual incidence of death from influenza and pneumonia in the spring of 1918 (Crosby, 2003).

Sometime in the late summer of 1918, the virus seems to have mutated and became much more virulent. In the United States, the second wave began in ports on the Atlantic Ocean and radiated outwards with devastating impact. The epidemic rampaged across the country in the autumn, but in December, the number of deaths declined dramatically, and most people believed that the pandemic had passed. But then, in January 1919, it returned for a third wave (Morens & Fauci, 2007). Unsurprisingly, the waves of influenza followed a very similar pattern in the United Kingdom although slightly later than in the United States. The second wave was generally the most deadly in both the United States and the United Kingdom, although some regions, such as parts of Scotland, which had seen lower mortality in the second wave, suffered their highest mortality rates in the third wave (Johnson, 2006). Similar waves of influenza appear to have occurred in 2009 when influenza, H1N1, as in 1918–1919, again became a pandemic. In England, the first wave peaked in July 2009 and the second in November. As with the 1918–1919 Influenza, the second wave saw much higher mortality figures (Mytton et al., 2012).



Inequality

Mortality rates can be affected by many different factors. For many infectious diseases, a fundamental factor affecting mortality rates and rates of infection has been poverty (Johnson, 2006). For some epidemic diseases such as cholera, this link has always been very apparent. An outbreak of cholera in London in the 1840s led to substantial efforts to improve sanitation in the poorer parts of the city to reduce the risk of future outbreaks (Thomas, 2010). Such measures were repeated in cities across Europe and North America. For other diseases such as smallpox, the link between poverty and infection has been less apparent, and this may be why smallpox was so widely feared by the wealthy and why such efforts were made to find effective remedies. Rich and poor were equally likely to contract smallpox. However, some evidence shows that the wealthy had a slightly lower mortality rate, possibly due to better and more attentive care (Snowden, 2019).

However, during some epidemics, mortality rates appear to be counter-intuitive. In the Influenza Pandemic of 1918, the African American population in the United States had a lower mortality rate than the population overall. This contradicted patterns for almost every other epidemic disease, where poverty and crowded housing meant that the African American population typically suffered much higher mortality rates (McBride, 1991). One possible explanation for this is that in the spring of 1918, the first and largely unreported wave of influenza had hit the African American community particularly hard. Therefore, much of the African American population had immunity when the second and more deadly wave arrived in the autumn (Crosby, 2003, p. 222).

This should serve as a reminder that possibly the most significant factor affecting mortality rates has been the prior exposure of a community to that disease. When infectious diseases encounter a susceptible population that lacks immunity, the resulting disease spreads unchecked throughout the entire population, in what has been termed a virgin soil epidemic. No event illustrates this better than the arrival of European diseases in the Americas in the 16th century. Native Americans had not previously encountered a range of European diseases, from smallpox to bubonic plague, and from measles to influenza (Thornton, 1987). When Native Americans encountered these diseases for the first time, they endured wave after wave of destructive outbreaks. Each successive outbreak weakened the entire community and left it even more exposed to another epidemic of a different disease. During the first century of contact, the Indigenous populations of the Americas may have declined by as much as 95% as a result of repeated epidemics (Dobyns, 1983), a pattern of devastation affecting many colonised peoples.



Vaccination

Perhaps the most deadly disease to strike Indigenous peoples, and perhaps most feared amongst European communities throughout history, has been smallpox. Smallpox was highly contagious and killed around a third of those who contracted it. Those who survived were left with disfiguring pockmarks if they were lucky; if they were less fortunate, complications included blindness. Smallpox was by far the leading cause of blindness in 18th-century Europe (Snowden, 2019). Because of its ubiquity, high mortality, and severe complications, societies attempted to find methods of reducing the impact of the disease.

The initial means of alleviating, rather than preventing, smallpox was variolation. This entailed the deliberate infection of a susceptible individual with the disease. Early techniques varied, but many included making a powder from dried smallpox scabs taken from those infected, and breathing them in through the nose, thus infecting the individual with smallpox but generally a mild case. This procedure may have been practised as early as the tenth century in China (Oldstone, 2020). By the 18th century, the practice had evolved. It was more often called inoculation but still involved infecting a susceptible individual with the disease by taking pus from a pustule on someone infected. The pus was soaked into a length of thread and then placed in an incision on the patient's arm (Fenn, 2004). The nature of the procedure influenced the naming of the process as inoculation was a horticultural term for a process of grafting, allowing a farmer or gardener to grow different variants on the same rootstock (Oxford English Dictionary, 2021).

In the early 18th century, the wife of the British Ambassador to Turkey, Lady Mary Wortley Montagu, witnessed the procedure in Turkey and had her daughter inoculated by this method. On her return to Britain, many of her friends and acquaintances sought to learn about the procedure. Aided by the increasing interest of the Royal Society in eastern inoculation, Lady Montagu's social position allowed her to convince many of the British elite that inoculation was a preferable alternative to smallpox and to popularise the method (Barnes, 2012). The spread of the practice was made easier when in 1762, English physician Robert Sutton developed a new form of inoculation. Serum was drawn from a smallpox blister and was introduced to those susceptible only by a superficial puncture of the skin (van Zwanenberg, 1978). Sutton's method was viewed as much safer with fewer complications for it had only a one per cent fatality rate. The technique became very popular, and Sutton was able to inoculate entire communities, the fear being that one inoculated individual – who after all did have smallpox – could infect the entire community with smallpox (Gordon-Reed, 2008).

The first attempts at broader community inoculation took place in North America not Europe. Smallpox had been relatively uncommon in North America in the 17th century, as low population numbers and the long ocean voyage limited the continent's contact with Europe. When smallpox did arrive, it thus encountered a population which had had little prior exposure to the disease, and severe outbreaks soon developed. To control them, most colonies resorted to strict quarantine and isolation policies (Duffy, 1972). However, when smallpox broke out in Boston in 1721, infecting almost a quarter of the city's population and killing hundreds, the first experiments with inoculation in North America were made. Support for inoculation came from the city's leading Congregational clergy, in particular Cotton Mather, well known for his involvement in the Salem Witchcraft Trials (Peterson, 2019). Mather encouraged Zabdiel Boylston to develop a procedure based on the literature available to him in Boston, and he successfully inoculated several patients. However, as news of his experiment spread, it created outrage. In the ensuing debates, those opposed to inoculation presented fabricated evidence which discredited Boylston's work although he continued with inoculation in secret (Amalie, 2012).

Over the next half-century, opposition to smallpox remained intense, particularly in Boston. However, at the start of the Revolutionary War, the arrival of tens of thousands of British troops directly from Great Britain led to an extensive epidemic that again began in Boston. This would transform attitudes to inoculation. The nascent Continental Army suffered severely, and outbreaks spread throughout the army, threatening to paralyse the American war effort (Becker, 2004). In February 1777, George Washington wrote that,


Finding the Small pox to be spreading much and fearing that no precaution can prevent it from running through the whole of our Army, I have determined that the troops shall be inoculated. This Expedient may be attended with some inconveniences and some disadvantages, but yet I trust in its consequences will have the most happy effects.

(Grizzard, 1998, p. 26)



Over the following months, the Continental Army successfully undertook an unprecedented large-scale inoculation of most of the army. By 1778, the army was essentially free of smallpox. That the army would inoculate all its men during the war created broader confidence in the process. As the war continued, smallpox continued to ravage the civilian population and growing numbers of American civilians also began to seek inoculation. Abigail Adams reported from Massachusetts that “such a Spirit of innoculation [sic] never before took place; the Town and every House in it, are as full as they can hold… I immediately determined to set myself about it, and get ready with my children” (Butterfield, 1963, pp. 45–49). The eagerness with which so many Americans embraced smallpox inoculation in the 1770s successfully overcame the epidemic. However, there was still considerable concern that the death rate from inoculation itself remained around 1%. However, in 1796 English doctor Edward Jenner discovered that inoculation with the mild disease cowpox provided the individual with immunity to smallpox (Rusnock, 2009).

Jenner's discovery was the birth of vaccination, for the word vaccine specifically means derived from cows, from the Latin, vacca, meaning cow (Oxford English Dictionary, 2021). The use of a vaccine from cows itself provoked opposition. Opponents of vaccination argued that infecting an individual with material taken from an animal was a moral outrage. They even claimed that some of those who had been vaccinated sprouted horns and began to look like cows (Oldstone, 2020). In the wake of Jenner's discovery, Britain attempted to develop a national vaccine policy that provoked widespread resistance. This opposition became particularly intense in the wake of the Vaccination Act of 1853, which made vaccination compulsory and was enforced by a range of punishments. In 1867, the Anti-Compulsory Vaccination League was founded. It supported the publication of numerous publications. By the 1880s, numerous journals such as the Anti-Vaccinator, the National Anti-Compulsory Vaccination Reporter, and the Vaccination Inquirer, were producing a range of materials and evidence, much of which they fabricated, opposing vaccination, not dissimilar to today's infodemic. There were widespread protests across the country, some of which were substantial. In 1885 an anti-vaccination rally in Leicester may have seen 100,000 protestors (Wolfe & Sharp, 2002).

In the 19th century, the experiences of Britain and the United States in promoting smallpox vaccination reveal the importance of public support for government policy. The impact of public confidence in government can be seen most clearly in 1885 when a smallpox epidemic broke out in Montreal. There were nearly 20,000 cases and 6,000 deaths. But these cases were not distributed evenly across the community. Ninety percent of those who died were from the French-Canadian community. The Anglophone population of the region were active supporters of vaccination and had mainly been vaccinated, whereas the more impoverished francophone community, whose trust in the anglophone administration was much more limited, were broadly unvaccinated (Bliss, 1991).



Conflicting interests

Fears and misconceptions about vaccines continued into the 20th and 21st centuries, notably when science and religious, superstitious, political or misinformed beliefs have clashed. In northern Nigeria, attempts to vaccinate against polio met with substantial opposition and mistrust. Datti Ahmed, chairman of the Supreme Council for Shari'a in Nigeria, warned Nigerians against vaccinating their children, claiming that the vaccine had been tainted. He claimed that there was a campaign by western governments against Muslim Nigerians and that they had “deliberately adulterated the oral polio vaccines with anti-fertility drugs and contaminated it with certain viruses which are known to cause HIV and AIDS”. Consequently, the vaccination programme in northern Nigeria ground to a halt, and unsurprisingly the disease began to remerge (Yahya, 2007). On occasion, such fears have been linked much more to attempts by the press to sell newspapers. Perhaps most infamously in Britain in the late 1990s, rumours began to circulate in the tabloid press of a link between autism and the MMR vaccine. When the medical journal The Lancet published a scientific paper that seemed to support these speculations, anxieties about the vaccine became widespread. Even though The Lancet's report was quickly discredited and ultimately withdrawn, popular distrust of the vaccine meant that vaccination rates in Britain plummeted and have not recovered (Horton, 2004).

Disputes and debates about the safety or efficacy of vaccines have clearly hampered attempts to vaccinate the broader community and have increased the incidence of some preventable diseases. However, it was not simply conflicting messages or lack of trust in government policy that could hamper policies attempting to prevent nor limit the spread of disease. Quarantine and isolation policies have also come under repeated attack, particularly since the second half of the 19th century. Some of this opposition has understandably come from within the affected communities, as individuals opposed the restrictive measures imposed upon their lives. In Naples, during the cholera epidemics of the early 20th century, the city's population usually flouted any restrictions attempting to ban public assemblies and limit individual contact with others. But opposition went further. When doctors entered districts looking for patients, angry crowds assembled, fearing isolation and the removal of patients to hospitals. Angry mobs surrounded the doctors who were tending to the sick, and some even had to be rescued by the army (Snowden, 1995). However, in addition to opposition from communities, there has also generally been opposition from business interests, particularly from businesses involved in international trade. In the 19th century, British manufacturers and merchants repeatedly claimed that quarantine and isolation measures were an unwarranted interference by the state in their trade and the free movement of goods and people (Huber, 2006). Such opposition became particularly intense in the wake of cholera in Britain from 1832 onwards. Many British merchants and financiers argued that the strict measures that the government imposed to limit the movement of people and goods in and out of infected locations would destroy the country's economy and were considerably worse than the impact of the disease itself (Bick et al., 2020).

During the Yellow Fever outbreaks, which hit the south-eastern states of the USA in the 19th century, many towns and cities moved to enforce strict quarantines and attempted to limit the arrival of outsiders and monitor train lines. However, they too were opposed by local merchants and railroad corporations who claimed that such quarantines were illegal and created the impression of widespread illegal shutdowns across the South. These restrictions were completely legal, but the impression of widespread shotgun quarantines became commonplace and encouraged people to disregard the restrictions (Huffard, 2013).

Such opposition has, if anything, only intensified over time. During the influenza pandemic of 1918–1919, business interests globally opposed measures limiting movement and preventing public gatherings (Crosby, 2003). Similarly, when moves were taken to restrict travel, following the outbreak of SARS, there was again substantial opposition from a range of business interests. So intense was this opposition that Jacalyn Duffin argued that “when quarantine is invoked on a large, impersonal scale, its economic consequences generate self-righteous ager and unfair exceptions. Powerful elites perceive threats to their wealth and aspirations” (Duffin & Sweetman, 2006, p. 5). Almost every attempt by democratically elected governments to control the spread of disease in the past two centuries has been opposed by business interests.

Even when government policies are clear and policy decisions and made in the light of the best scientific evidence, attempts to limit the spread of disease can still be a dismal failure if local concerns and anxieties are not taken into account. Nowhere is this clearer than in the plague riots that shook Bombay in 1897. Bubonic plague arrived in Bombay in 1896. To combat the plague, the British administration introduced the Epidemic Diseases Act. There were two notable features of the act: firstly, that it sought to protect all those living in India not just Europeans; secondly, that it was one of the most draconian pieces of legislation ever imposed and it completely ignored the cultural practices and even human rights of the civilian population. Convinced of the superiority of western science and medicine, the British began an all-out assault on the plague (Echenberg, 2007).

The government sent out search parties to find anyone who might be sick. These parties had the right to enter any building and subject any individual to an often intimate physical examination. This included the examination of Indian women, often accustomed to seclusion from unrelated men, by white, male doctors. If anyone was suspected of having the plague, they were removed with all their potential contacts to health camps where they lived under canvas in cramped quarters with no attention to the mixing of different ethnicities, religions and castes. Even those who died were not spared as post-mortem examinations of suspected plague victims interfered with customary funeral rites and traditions. Outraged mobs soon began to rampage through the city. The city's main hospital was attacked, and the city's Plague Commissioner was assassinated. Wild paranoia began to surface, and rumours circulated that bubonic plague was a poison spread by the British to kill poor Indians and solve the problems of overpopulation and poverty in Bombay. Some even argued that there was a plot by Queen Victoria to sacrifice Indians to the god of plague so that Britain would be spared (Snowden, 2019). With wild rumours such as these circulating, there was fear of any policy that the British administration now attempted. Consequently, attempts to control the plague failed dismally and were counterproductive. The sick were concealed and others fled, helping to spread the disease more widely. Relief of a kind came only when the governor decided to abandon the more draconian measures and launch a more conciliatory campaign, but the damage had been done. Plague continued to rage in India, and over the following 25 years, it killed an estimated 12 million people (Sarkar, 2001).

Similar irrational fears emerged in Africa in response to AIDS. As in India, attempts in Africa to combat the transmission of HIV were hampered because international medical policies often conflicted with the perceptions that many Africans themselves had of the crisis. Initially, many in Africa were unwilling to accept that AIDS was an African illness and argued that it had been imported from abroad by wealthy white tourists and business people. It was perceived as a disease of American and European homosexual men, not heterosexual Africans. Some declared that there was evidence that it been created in western laboratories; others maintained it was a legacy of Apartheid and had been spread by tear gas and was specifically designed to kill the black population (Iliffe, 2017).

When Thabo Mbeki became president of South Africa, he gave credence to many of these ideas. He claimed that poverty, not HIV was the primary cause of AIDS, and maintained that the antiretroviral drug AZT was toxic and restricted its use. In 2000, he wrote an open letter to Bill Clinton, Tony Blair and Kofi Anan, accusing them of organising a campaign of persecution against those who disagreed with their views of AIDS that was akin to racist apartheid tyranny. With the President of South Africa openly avowing such sentiments, popular attitudes in southern Africa to AIDS remained uninformed. Twenty-three percent of South African army recruits said that AIDS was “God's way of punishing sinners”. Four percent believed those with AIDS had been bewitched (Johnson, 2010). These failings meant that the HIV and AIDS crisis spread almost uncontrolled in southern Africa to such an extent that Susan Hunter has called AIDS in southern Africa in the 21st century The Black Death (Hunter, 2003). A study published in 2008 estimated that over 330,000 South Africans had died as a result of the failure of Mbeki's administration to provide access to drugs and medical care (Ceccarelli, 2011).

AIDS also had another lesson. Mirko Grmek has suggested that the development of international travel and tourism was part of what allowed AIDS to spread across Africa and then internationally spreading rapidly. He concluded that “carriers of bacteria and viruses who in another day may have taken the stagecoach, the long-haul trains, and ships now take to the skies” (Grmek, 1989, p. 21). If the Black Death of the 13th century was spread along the trade routes and caravans that linked the world together, if cholera in the 19th century was spread by steamships plying the oceans, modern pandemics are spread at lightning speed by passengers flying the global skies.



International cooperation

To halt the spread of disease and the emergence of new pandemics, it has become necessary for governments to cooperate evermore effectively. Such attempts at international cooperation are not new and have their roots in the 19th century. The remorseless spread of cholera around the world, spread by global shipping routes, revealed how important it was for countries to cooperate to limit the spread of disease. The development of the International Sanitary Conferences, which met between 1851 and 1894, was designed to help coordinate efforts to limit the spread of cholera epidemics, and in many ways presaged the development of the World Health Organisation (Huber, 2006). The plague outbreak in Bombay was part of a global pandemic, the third major pandemic of bubonic plague, which swept through port cities around the globe from Sydney to Glasgow, from San Francis to Rio de Janeiro, at the turn of the 20th century (Echenberg, 2002).

Nowhere was the global threat of a pandemic shown more clearly than in the coordinated global campaign to control SARS in the early 21st century. The WHO's ability to access a wide range of governmental and non-governmental sources and cooperate in real-time through the internet was crucial in limiting the spread of the pandemic. However, such cooperation can only work if all governments work together (Fidler, 2004). SARS revealed the limits of global cooperation and the fragility of some healthcare systems and almost brought the hospitals in Toronto to their knees. Paul Caulford, the head of Family Medicine and Community Services at Scarborough Hospital in Ontario, wrote of the near collapse of health services in the city. “Despite all our efforts, many hospitals became infected at alarming rates, making non-SARS care too risky. Elective surgery, including that for newly diagnosed cancers, was postponed as operating rooms and outpatient clinics shut down across the city. It would be months before they reopened” (Caulford, 2003).

The most basic lesson that can be taken from a history of disease is that epidemics and pandemics have been a fundamental part of human history. For much of human history, society has been shaped and overshadowed by the spectre of disease (McNeill, 1979). Many of the same problems and issues repeatedly appear in past epidemics, and many of these have reappeared in the COVID-19 pandemic. As the Spanish philosopher George Santayna wrote, “those who cannot remember the past are condemned to repeat it” (Santayana, 1917, p. 284). What is most striking about any survey of past pandemics is how many of the current debates and issues have clear precedents in the past, even the far past. But a study of disease can also demonstrate how effective measures have been developed over the years to overcome the challenges of a range of diseases and the social, economic and political problems that such solutions themselves posed. In particular, the use of vaccination, the awareness of preventative measures such as masking, and policies of quarantine and isolation, have all been used with varying success in the past. However, each had its limitations, and each has provoked different degrees of opposition. Vaccination can be hugely successful and even eliminate a threat, but popular misconceptions can also prevent successful vaccination programmes. Masks can only be effective in certain circumstances and if widely accepted. Quarantine and isolation have been more effective historically in keeping disease out of communities rather than containing it once an outbreak has begun. It is also apparent that governments need to provide clear and consistent information, collaborate with other governments, and most importantly, be open and honest both with their citizens and the governments of other countries.


Box 3.1 Reflective Questions


	What surprised you most about the history of pandemics?


	Thinking about COVID-19, are there key lessons we should have learned?


	What key scientific, social, cultural and political factors have featured in pandemic management throughout history?
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Human dignity, a core social work value, is central to social work practice globally. The definition of dignity is the state or quality of being worthy of honour or respect. Its moral imperative is embedded in the Universal Declaration of Human Rights (UN, 1948, art. 1), the United Nations’ Sustainable Development Goals 2015, social work codes of ethics and statements of principles, and is one of the four pillars of the Global Social Work Agenda (Bisman, 2004; Jones & Truell, 2012; UN, 1948; UN, 2015). Nine principles in the revised Global Social Work Statement of Ethical principles (GSWESP) were agreed to by the International Association of Schools of Social Work (IASSW) and the International Federation of Social Workers (IFSW) taskforce in Dublin, Ireland, in 2018 (Sewpaul & Henrickson, 2019). These principles built on the previous Ethics in Social Work, Statement of Principles moving away from its “Euro-north American axis” roots to encompass broader perspectives to reach consensus on the following principles:


	recognition of inherent dignity of humanity


	promoting human rights


	promoting social justice and equity


	promoting the right to self-determination


	promoting the right to participation


	respect for confidentiality and privacy


	treating people as whole persons


	the ethical use of technology and social media


	professional integrity (pp. 1471–1472)




Human dignity, that underpins all other principles, was sorely challenged on many levels during the COVID-19 pandemic and health emergencies such as HIV/AIDS that went before as we found in Chapter 3. Health emergencies bring out the best and the worst of human behaviours as they are times of crises, uncertainty and loss. For example, the mass lockdowns and quarantines implemented by governments in efforts to stem the SARS-CoV-2 virus spread saw the strengths of communities and the desire to care for each other rise to the fore, as well as creating fertile ground for discrimination and violence aimed at people who are labelled as a threat. Marginalised and discriminated people rarely fare well when scapegoats are sought in fractured communities. Blame builds on pre-existing prejudices and the escalating dehumanising of others, for example, the treatment of people with albinism in parts of Africa mentioned in Chapter 2. People of Asian appearance were vilified and subjected to violence by the persistent labelling of the “Chinese virus” by Trump and some other world leaders, as were LGBTQIA+ people by homophobic sentiment voiced by politicians like Putin (Farkas & Romaniuk, 2020; Financial Times, 2020). Refugees, minority religions, people of colour, other groups and entire nations have all been vilified, human rights breached, and human dignity violated. It is also the time when social workers were personally and professionally tested by ethical challenges and tensions between what is happening around them and their professional values, issues that emerged across fields of practice discussed in the ensuing chapters. Upholding human dignity in social work practice from micro to macro interventions is not the least of these challenges.

Human dignity has been described as a “slippery fish” because defining what this important value actually means in practice can be elusive (Borowski, 2007, p. 725). Essentially human dignity involves how we uphold the innate value of all people in practice, ranging from interpersonal engagement to advocacy at structural levels, in ways that ensure respect regardless of status, culture, wealth or other inequalities. Manomano and Mundau (2017) highlight the adjustments needed to contextual and emancipatory thinking, especially when contemporary challenges are overwhelming and people's most basic needs are not being met whether that be access to healthcare, the capacity to feed themselves or to be safe from violence or abuse. Vulnerabilities to loss of human dignity are closely associated with marginalisation, exploitation, racism and discrimination, and their intersections (Chenoweth & McAuliffe, 2020). Although social workers deal with these issues every day, they were intensified during COVID-19 as were the limitations imposed on how social workers could respond. For example, older people denied healthcare based on ageist assumptions addressed in Chapter 10 by Malcom Payne or the denial of basic protections for people on the move discussed in Chapter 11 by Justin Lee and Carmen Monico where practice was constrained by state policies, resources and reduced capacities to deliver the usual services.

As Borowski (2007, p.725) pointed out, social work's commitment to human rights offers a pathway to upholding dignity and stated,


Human dignity is a norm that legitimizes human rights claims (Dicke, 2002: 118), since human rights follow logically from man's status of worth, of dignity. It is the foundation of the rights and freedoms that are the cornerstones of modern, enlightened societies. Thus, another important way in which social workers foster human dignity is through advancing human rights.



Human rights are embedded in the social work profession's value base (Chenoweth & McAuliffe, 2020; Mapp et al., 2019; Nipperess & Briskman, 2009; Pease et al., 2016). Human rights have also been critiqued for the legalistic language which poses barriers to translating human rights into social work practice and principles which deliver little practical guidance (Schmidt et al., 2020). Schmidt and colleagues (2020) go on to say that a singular focus on dignity to uphold human rights may be insufficient. Their constructivist grounded theory research conducted in the Netherlands developed a theory called the Dignity Circle. They found that people who used services could more easily identify those situations where their dignity was not supported rather than describing situations where their dignity was respected. Four forms of dignity violations were identified – when people felt like an object, for example, treated like a number or labelled; becoming an empty space, that is, their needs are chronically not heard which leads to isolation and an inability to continue to voice concerns; being treated like a child, ignorant and belittled; and finally, viewed as a monster or stigmatised due to looking different, having different norms, being crazy, dirty or a criminal, ultimately affecting self-image.

As a counterpoint, social workers in this study engaged in dignity promotion and “repair” strategies – recognising and treating people as unique redressed the objectification previously experienced; supporting participation in society; treating people as adults helped regain dignity; and finally “professional friendship” defined as long-term non-discriminatory, supportive relationships that still maintained professional boundaries and supported “feeling human”. Schmidt et al. (2020) concluded that human dignity is a two-way, circular process, where dignity can be gained or lost in interactive relationships and suggested that social workers also needed to work against oppression at structural levels which is well supported in the literature.

When we consider how social work is always responsive to its context, it is useful to explore how the COVID-19 pandemic brought challenges to social work practice in respect to violations of human dignity and other social work values and ethical principles. It was people with fewer resources, the already oppressed, marginalised and discriminated against who were among the most affected during the pandemic and who are most likely to feel the consequences for many years to come. Loss of employment, income, housing and chronic health conditions for those who were affected by the virus have far reaching impacts. However, strengths were found in those many communities who self-organised, worked together to help and protect each other as well as railing against structural oppression. Joel Izlar further discusses the strengths and challenges in communities working together in Chapter 14. While social workers work with discriminated and oppressed people, many social workers and their colleagues are living the same experience as members of those very same groups. Social workers also needed to engage in self-protective behaviours in their professional role as workers and in their personal lives as citizens.

We explore violations of human dignity through three case studies by co-authors Hilary N. Weaver, Sharon E. Moore and Robert Common which highlight that while pandemic conditions heightened risks, people also took action to reclaim their dignity and rights while at the same time being constrained by the regimes in their countries. Interestingly, contemplating these case studies through a Dignity Circle lens raises questions about how people reclaiming their own dignity might also counter the categories of object, child, empty space and monster at a macro level, while at the same time experiencing antagonists who reassert discursive violations through media and politics. Ioakimidis and Dominelli (2016, p. 435) remind us we must not forget the “structural and political reasons behind the unjustified and colossal contradictions” in the pursuit of dignity. Vulnerability in health emergencies is not exclusively related to disease risks (Farkas & Romaniuk, 2020).

In the first case study, Hilary Weaver explores the experience of Native Americans. In this book we have read examples of how Indigenous Peoples acted quickly to protect their own despite historical and systemic racism, discrimination and oppression. For example, First Australians rallying to protect their vulnerable elders noted in Chapter 2. The Native American experience (see Box 4.1) highlights the strengths of community solidarity and how they took health and safety into their own hands in culturally appropriate ways in the face of government failures.


Box 4.1 Native American Experiences During the Pandemic

Hilary N. Weaver


Native Americans are the Indigenous Peoples of what is now the United States. They are diverse Peoples whose territories and members are bisected by the Canadian and Mexican borders. There are approximately 6.9 million Native Americans belonging to more than 574 Native Nations. While there are 324 reservations or tribally controlled territories, the majority of Native Americans live outside these areas. Native Nations retain elements of sovereignty including the rights to self-governance, determine membership, and develop and run their own health, educational, and judicial systems. Treaties and subsequent legal decisions led to federal responsibility for the health and well-being of tribal members. Despite these legal mandates, the US government has not built an adequate health infrastructure or provided adequate services or funding. Simultaneously, federal laws undermine tribal self-reliance. The pandemic highlighted ongoing tensions between sovereignty and federal paternalism.

Around the world, Indigenous communities often live in an ongoing state of vulnerability to health, economic, and social problems caused by systemic racism, institutional marginalisation, and the power imbalance inherent in colonisation. Long-standing inequities including limited access to food, clean water, and quality healthcare create health disparities and underlying chronic medical conditions that exacerbate vulnerability to COVID-19. The pandemic threatened to overwhelm fragile systems in already socially and economically marginalised communities. In addition to direct health impacts, COVID-19 led to disruptions in education and employment and exacerbated economic and food insecurity.

Native American cultures are grounded in collective cultural values and communal solidarity; factors that make physical distancing and limitations on gatherings and ceremonies particularly painful. During the pandemic many Native Americans found new ways to cultivate well-being and to connect. Having family members at home during lockdowns can facilitate cultural transmission. Some used this opportunity for learning language and participating in cultural practices including dance, music, and gathering medicine.

During the pandemic, Native Americans mobilised various responses including asserting sovereignty to close borders and institute curfews on tribal lands, initiating educational platforms to learn and communicate about COVID-19 in culturally congruent ways, and implementing mechanisms to support well-being under these difficult circumstances. Indigenous communities are exercising practical decision-making power and responsibility, even when federal governments fail. Indeed, some tribal leaders see this crisis as an opportunity to assert cultural, political, and social aspects of nationhood and self-governance in the face of colonial structures and laws. Some envision the possibility of new partnerships, ultimately leading to more just and respectful service delivery systems.

COVID-19 has taken a significant toll on Native Americans, largely due to underlying health disparities and the lack of an adequate infrastructure to support health and well-being, both factors rooted in colonisation and ongoing racism. The pandemic also fuelled a drive for self-determination and building a better future. Native Nations are asserting their power, albeit still within significant colonial constraints, to provide for the well-being of their people and create partnerships grounded in social justice to better serve the health, economic, educational, and social needs of Indigenous Peoples for generations to come.


A salient point is that reclaiming dignity, human rights and justice despite structural and political barriers were underscored by innovation, hope and self-determination in Native American communities during the COVID-19 pandemic.

Racial injustice and state violence are global problems affecting many people (De Genova, 2018; Johnstone & Lee, 2018; Kerr & Cox, 2016). The trauma of Black Americans has its origins not in colonisation but in slavery and ongoing violence, injustice and oppression. The Black Lives Matter movement (see Box 4.2) gained global momentum and highlighted racism around the world during the pandemic. Peaceful protest is a legitimate way of advocating for human dignity and seeking redress for those systemic factors that continue to threaten them, but excessive state violence especially when it results in death is not (Hessel, 2011).


Box 4.2 Black Lives Really do Matter

Sharon E. Moore

Trauma, a recurring occurrence in the lived experiences of Black Americans, is defined as “an exposure to an extraordinary experience that presents a physical or psychological threat to oneself or others and generates a reaction of helplessness and fear” (Levenson, 2017, p. 105). For over four centuries, Black residents of the US have suffered senseless and deep pain as a result of the negative attributes that have been ascribed to them and the ensuing systematic oppression and inequalities that have affected every area of their lives. Their plight has been compounded by COVID-19. The CDC (2020) indicated that over half a million Americans had died from COVID-19 among whom approximately 15% were Black people. Blacks are 3.5 times more likely to die from COVID-19 than other racial groups and many are frontline workers (Lange et al., 2020). According to the Commonwealth Fund, communities with larger Black populations have disproportionately higher infection and death rates from COVID-19 (Zephyrin et al., 2020). Pre-existing diseases such as diabetes, hypertension, respiratory illnesses, and heart disease contribute to the high rate of COVID-19 deaths among Blacks. Poverty, living in overcrowded households, environmental pollution and inadequate access to health care also contribute to poorer health outcomes among Blacks who become infected with the disease (Burton et al., 2017).

The trauma and grief that Black people are currently experiencing because of the loss of loved ones due to COVID-19 are exacerbated by their historical and contemporary experiences with racism and discrimination. The legacy of the horrific mistreatment that they endured during the era of US slavery, which white America rarely acknowledges, is made even worse as a result of police shootings of unarmed Black men and women. Since 2015, roughly 5,000 Black people have been shot and killed by an on-duty police officer (The Washington Post, 2020). Although Black people make up less than 13% of the US population, they are killed by police at more than twice the rate of White Americans. These shootings are a national occurrence but happen more often in New Mexico, Alaska and Oklahoma which have densely populated areas (The Washington Post, 2020).

In 2020, George Floyd was killed by a white police officer who kept his knee on Mr. Floyd's neck for at least eight minutes and 46 seconds while Mr. Floyd gasped for air and cried out over 20 times that he could not breath. Shortly thereafter he became unconscious and later died (BBC News, 2020). Although there had been scores of police killings of unarmed Black people prior to Mr. Floyd's death and many thereafter, the horrific nature of his death which was video recorded by bystanders caused worldwide outrage and protests. Among those in the forefront of anti-racism, political activism was #Black Lives Matter. This movement was founded in 2013 in response to the murder of Trayvon Martin Shooting Fast Facts (CNN, 2020) and helped to bring international awareness and activism against white supremacy and violence inflicted on Black communities by the state and vigilantes (Black Lives Matter, n.d.). COVID-19 has highlighted the breaches of human rights and lack of human dignity still assigned to Black people in the US.


As Black Americans took to the street, other groups (see Box 4.3) sought to remain hidden for fear of violence, discrimination and being blamed for the spread of disease (Henrickson, 2018). At least 72 countries criminalise the preferences of sexual and gender minorities imposing harsh and unjust sentences which includes whipping, life imprisonment and death sentences in some countries (Bailey, 2012; Healy & Kamya, 2014; Henrickson, 2018). Although the same penalties may not exist elsewhere, discrimination exists in most societies rooted in concepts of normative family structures and in certain fundamentalist religions.


Box 4.3 The Marginalisation of Lgbtqia+ People during Pandemics

Robert common

In the 1980s, HIV/AIDS began to tear across the US and the world. In its first decade, over 100,000 lives were lost in a climate characterised by polarisation and stigmatisation rooted in deep political and social division. Discourse surrounding this particular virus labelled HIV a gay disease broadening out to an affliction only suffered by gays and people of colour. Despite heterosexual people also being affected, warped ideologies persisted with the label leading to violence, discrimination and a profound violation of human dignity and rights. HIV was devastating for all people affected and has gone on to take the lives of many more, as has Hepatitis C and other infectious diseases. Today, people in developed countries with access to good health care live normal lives but many people in the world do not share this privilege. The onset of COVID-19 and the need for urgent action disrupted HIV monitoring and treatment in many countries shining a light on global inequalities (OHCHR, 2020).

The COVID-19 pandemic has layered further inequalities upon LGBTQIA+ people who are already at a structural disadvantage from discriminatory health systems and prejudicial societal views. Taking South Korea as an example, in May 2020 an outbreak in the Seoul district known for being LGBTQIA+ friendly sparked people's real concerns over their privacy triggering pervasive fears of further stigmatisation, in particular, individuals being outed through the country's efficient track and trace programmes (Kim, 2020). Turkey's President Recep Erdogan backed statements made by the Minister of Religious Affairs, Ali Erbas, who inferred that homosexuality shall bring illness implying that LGBTQIA+ and same sex partnerships were responsible for the COVID-19 pandemic (AFP, 2020). Within the European Union, the Government of Hungary removed the ability of transgender individuals to alter birth registry language ensuring names match the gender assigned at birth (Gall, 2020). This was achieved on the 19th of May 2020 taking political advantage amid the pandemic as part of a broader homophobic and transphobic political narrative. In Uganda, more than 20 LGBTQIA+ individuals were singled out and violently detained for violating physical distancing requirements not applied to other groups. These are only some examples that have unfolded during COVID-19 (Muhumuza, 2020).

The sense of safety and well-being for many people was eroded by political and social environments as well as the direct health risks and consequences of COVID-19. This pandemic has brought confinement and concomitant mental health issues with it. One such example is research conducted in Portugal that found that young LGTQIA+ felt isolated and demonstrably suffered as a result of lockdown (Macedo, 2020). Many LGTQIA+ individuals draw strength and mutual acceptance from social supports and networks especially youth whose safe spaces were diminished during the pandemic (Paley, 2020). This was also shown to be the case in Canada where isolation from community and closeness was a problem. While the global pandemic has been an undeniable tragedy, it has highlighted the intersectionality of a health crisis with social, emotional and structural violence towards the marginalised. Taking this further, excluding and blaming has been weaponised against some of the most vulnerable in society. The LGBTQIA+ community buried many people in the early days of the HIV epidemic and were blamed by many for its very existence. Lessons learned are seemingly few and far between as the same issues of human rights and dignity arose during COVID-19. Our rights are as indivisible as others, as should be our dignity.


Discrimination based on sexual orientation also poses enormous risks for International workers with diverse orientations when working in certain countries where they would be subjected to unjust and discriminatory laws, immense challenges for social work leaders in certain cultural environments, and for people living in these countries or seeking asylum on this basis (Bennett, 2013). History has shown us that certain groups have been persecuted and denied human dignity based on difference and prejudice when there are economic or health crises.


Conclusion

The three case studies are only some of the many examples where people's dignity has been assaulted across multiple generations on the basis of differences from dominant cultures. Human dignity as a concept has been accepted in social work practice, but there has been little deconstruction to determine how it is incorporated into social work practice and such how such long-standing injustices can be addressed. Upholding human rights is offered as a pathway to human dignity and Ioakimidis and Dominelli (2016) suggest striving for social justice is the key. Just as COVID-19 has amplified many systemic weaknesses, it has done the same for assaults on human dignity.

Many ethical considerations and tensions arose during the COVID-19 pandemic as documented in an IFSW sponsored research project (Banks et al., 2020a, 2020b). Social workers across many countries contributed stories about their struggles in the pandemic environment when services were closed down, home visiting was stopped, use of PPE inhibited clarity of communication, digital means of communication took over face-to-face interactions leading to concerns about quality of assessments, and restrictions on movement leading to isolation and increased mental health concerns. One question in this reporting of the research findings was “how to respect people's rights and dignity when it is difficult to meet them or see their faces” (Banks et al., 2020a, p. 5).

The world media highlighted case after case of decisions being made about who should be afforded the opportunity of treatment such as ventilation and intensive care, over those who were deemed unlikely to survive and therefore not given potentially life-saving treatments. What role do social workers play in the rationing of resources in the midst of a health crisis that has moral decisions at the core? How do we support people who are denied treatment due to limited resources or assumptions made about quality of life? How do social workers provide a safe environment for people too frightened to reveal why they are scared? Do we march on the streets and risk the spread of disease or stay at home in a self-protective bubble? Is it a human right for people to choose not to wear a mask in public versus the protection of self and others and do no harm? How do we support the self-determination of communities in the face of injustice? How do we preserve dignity when there are no resources or when states are in lockdown? How do we uphold human dignity in practice when the odds are against certain groups of people because they are poor and live in housing that is overcrowded and are susceptible to spread of the virus? How do we help preserve dignity for those whose livelihoods and employment crumble in front of them as the economic devastation of the pandemic runs its course through country after country? This chapter has probably raised many more questions than answers about how social workers can uphold human dignity, support the strengths of communities in their day to day work and manage ethical tensions between the personal and professional. We explore some of these issues in the ensuing chapters.

An apt conclusion to this chapter is found in the words of Borowski (2007) who states:


Social workers are a very privileged lot. What could be more significant than striving through one's day to day work to enhance the human dignity of others?




Box 4.4 Reflective Questions


	Is it a fair claim that promoting and upholding human rights will ultimately result in promotion of human dignity?


	How far should individual autonomy and freedom of choice be extended when public health and safety is at risk?


	How should social workers balance the competing responsibilities of care for self and family, and care for others in the course of their work?


	Are social workers essential workers in a pandemic?
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Figure 5.0 Emergency hospital during the 1918 influenza pandemic
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The context of hospital social work

Hospitals are an important setting for social work practice. In North America, social workers have provided services in hospitals for over a century (Craig & Muskat, 2013; Kerson & McCoyd, 2013). In Ontario, 12.6% of social workers are employed in hospital/health care settings, second only to those working in adult mental health/addictions programs (14.9%). Social work positions in hospitals are highly regarded due to valuable employment benefits, competitive salaries, and personal satisfaction (Ontario Association of Social Workers, 2018).

During usual (non-pandemic) times, the roles and duties of social workers in Ontario hospitals focus on direct practice including: conducting psychosocial assessments; delivering counselling/psychotherapy; providing patient and family education; managing discharge planning; linking outpatients with appropriate supports during resource counselling and offering support to interprofessional teams through psychosocial consultation (Craig et al., 2020; Muskat et al., 2017; Ontario Association of Social Workers, 2013). However, emerging research highlights the reprioritising of roles that social workers undertake in response to changes and challenges in health care. Most notably, in recent years, hospital social work services have been called upon to respond to increases in patient medical complexity, high costs of new medical procedures and a focus on shortened hospital stays due to health care funding shortages, both in Ontario, as well as across the globe (Craig & Muskat, 2013; Harslof et al., 2017; Judd & Sheffield, 2010; Nam et al., 2019).



Hospital social work during pandemics

Hospitals are ground zero for pandemics. Although hospital social workers modify their work priorities to meet urgent needs there is limited research related to hospital social workers’ roles and contributions during pandemics. The SARS crisis generated some exploratory studies and recommendations for social work practice. Gearing et al. (2007) described the need for hospital social workers to be mindful of their own health and emotions, as well as those of their clients, the need for more clarity from multiple levels of governance about guidelines and restrictions (such as visitor policies, personal protective devices and community restrictions), and the role of social workers in offering support to their interprofessional colleagues. Social workers in hospitals in Thailand during SARS (Rowlands, 2007) reported challenges utilising protective face masks, quarantining to prevent spread, helping with contact tracing, supporting the emotional health of the staff and advocating on behalf of discharged patients. The study noted that to address those challenges, social workers drew on their skills in crisis intervention, emergency response, grief counselling and supporting patients and families. Despite a call for the development of theoretical and practice approaches to guide social work during pandemics such as decision-making for potentially limited life-saving therapy, conducting effective psychosocial interventions to patients facing palliative care and probable death, assistance to patients and families with the longer-term effects of the pandemic, and a post-SARS recognition of a need for better preparation (Rosoff, 2008), it appears that standards for hospital social work practice during pandemics have still not been developed. This has resulted in reinvention of roles and responsibilities with each new pandemic (Cheung, 2020).

In 2019–2020, a new disease, not previously seen in humans, coronavirus disease 2019 (COVID-19), arrived in North America (CDC, 2020). COVID-19 is a highly contagious virus, presenting with a wide range and severity of symptoms, including those with the potential to result in hospitalisation, intensive care, ventilator use and death (CDC, 2020). COVID-19 has required a rapid, urgent response by the health care system, placing enormous stress on hospital resources. Research is emerging about the impact of the coronavirus on the social work profession. Levin-Dagan and Strenfeld-Hever (2020) explored the experience of hospital social workers in Israel during the initial stages of the coronavirus pandemic. This work highlights the ways in which social workers have been able to respond to the challenges that accompanied distanced psychosocial support for patients and their families (Levin-Dagan & Strenfeld-Hever, 2020). Social workers noted that an increase in mental health and grief support for patients and families as well as mediating heightened feelings of loss of control were adapted through virtual modalities (Levin-Dagan & Strenfeld-Hever, 2020). Within the Tel-Aviv Sourasky Medical Center, social workers were also established as key members of a new and innovative protocol to allow one person to say goodbye to their dying family member face to face. This practice had not yet been seen in a global context (Levin-Dagan & Strenfeld-Hever, 2020).



COVID-19 in Ontario

The first presumptive case of COVID-19 in Ontario was identified on January 25, 2020 and at the time of this writing the province has confirmed 197,360 total cases, which includes 4,730 deaths (Ontario.ca, 2020). Ontario has experienced a pattern of disease spread similar to other jurisdictions, with an initial wave from February until mid-July 2020, followed by a decrease, largely due to a province-wide lock down on non-essential services and limits on social gatherings. Lockdown rules were eased beginning in August, with a return to the opening of many businesses and resumption of most medical services with continued social distancing and the wearing of masks. A second wave began in September, followed by a large increase in cases by November, resulting in a return to a lockdown in December with business closures and limits in numbers allowed to gather socially. At the time of this chapter, Ontario was fully in the second wave of disease spread with expectations of increasing cases as the province moves into both flu season and winter.

Social work holds a distinctive place in Ontario health care. The Ontario Ministry of Health and Long-Term Care provides, funds and regulates 26 disciplines (beyond physicians and nurses) as regulated health professionals under the Regulated Health Professions Act, 1991 (RHPA) and Health Profession Acts (i.e. Medicine Act, 1991; Ontario Ministry of Health, Ontario Ministry of Long-Term Care, 2020a, 2020b). However, social workers are not designated as a regulated health profession in Ontario due to separate regulation and governance by the Social Work and Social Service Work Act (SWSSWA) which is accountable to the Minister of Children, Community and Social Services rather than to the Ministry of Health and Long-Term Care (Ontario College of Social Workers and Social Service Workers, 2015). Despite this differentiated governance structure, many social workers are employed by hospitals, which means they must also abide by those Ministry of Health regulations and in the case of pandemics, encounter similar risks of those in regulated health professions.

In the wake of COVID-19, Public Safety Canada (2020) developed a list of services deemed essential to ensure the health, safety, and economic well-being of the population. It is notable that despite the lack of recognition as a regulated health profession, social workers in hospital settings were designated as an essential service which was not the case in all countries. As essential providers, social workers were advised to continue to do their jobs, as long as they experienced no COVID-19 symptoms, and their employers were obligated to provide appropriate protective equipment and products. However, Public Safety Canada also advised that essential workers who can perform their tasks remotely should do so which applied to some hospital-based social workers. While Public Safety Canada (2020) gave guidance to municipal, provincial, and Indigenous jurisdictions through the definition and list of essential services, they were also clear that this was not a federal order and these jurisdictions still had control over what directives to make to respond to the pandemic. In March, at the start of the first wave of the pandemic, the Ontario College of Social Workers and Social Service Workers issued guidelines for social work practice during the pandemic. Although noting that while some social workers may be permitted to provide in-person services due to low COVID-19 numbers in their locality and/or the nature of the services they provide, the College strongly advised all members, wherever reasonably possible, to provide services by electronic means (OCSWSSW, 2020).

Further adding to the uncertainty, during the height of the first wave of the pandemic in April 2020, the Ontario government announced a temporary pandemic pay benefit for eligible frontline workers (Government of Ontario, 2020). Surprisingly, this benefit was provided to social workers in youth and adult correctional facilities, but not to social workers in hospital settings. Despite advocacy by the Ontario Association of Social Workers (OASW), which included hundreds of letters of support to government ministers, the decision was not reversed. This resulted in disappointment and disillusionment among hospital social workers, who viewed this as devaluing their contributions during these particularly difficult times (Ontario Association of Social Workers, 2020).

Given the scarcity of research regarding pandemic social work practice, the level of uncertainty facing social workers in Ontario during COVID-19 and the lack of evidence-informed practice principles related to hospital social workers during pandemics, the authors developed and conducted an exploratory study of the work of Ontario hospital social workers during the second wave of the COVID-19 pandemic. The survey explored any role changes, the availability of resources available or needed for new job duties, emergent training needs and recommendations for pandemic social work practice in hospitals. The survey received ethics approval by the University of Toronto and was distributed to the membership of the OASW during the second wave of the pandemic, in December 2020. Responses from 150 survey participants are integrated below.



Hospital social work during COVID-19

The first impact of the pandemic was felt in Ontario hospitals in early March 2020. Many elective services were cancelled or postponed or moved to virtual visits or postponements. Inpatient services, such as urgent cardiology procedures, cancer care, complex birthing services, neonatal intensive care, trauma services and emergency medical care continued, albeit simultaneously with increasing COVID-19 treatment. Social workers, as with all hospital staff, were expected to pivot quickly and develop and adopt new approaches to their work. Since no clear directives or templates were provided on how to do this, there was an expected variety of responses to the pivot that involved the setting, focus and approach of hospital social work.


Working in a range of settings

Some social workers were instructed by their institution to continue their work as before, others were informed of changes in their work assignments while others were left to organise this on their own. Social workers generally were expected to or opted to work in-person in inpatient and emergency room settings because of the serious conditions of patients, the urgency and the crisis nature of these medical situations, as well as for support to their physician and nursing colleagues who were working long hours in the face of a new medical crisis with no clear treatment protocols. Those who worked in-person in hospitals described a range of concerns, such as fear of contracting COVID-19 or bringing it home to their families, limits in the availability of personal protective equipment, and exposure to suffering and death in patients and grief and loss in family members. This at times resulted in second guessing their decision about whether or not to work in the hospital (Casey, 2020). Some hospital social workers were redeployed from outpatient to inpatient work and from quieter units to busier units. Other inpatient social workers continued what they were doing pre-pandemic, however, under new conditions. Some social workers described struggles with space to do their work with cramped offices and interviewing spaces becoming more dangerous from a virus exposure perspective, and communication with patients and families becoming more challenging from behind masks.



Working with an evolving focus

A particular area of change and stress for social workers was their involvement in patient-family member contact during strict isolation procedures which had an impact on family visiting and in-person contact with patients. Some social workers described their experiences of being given responsibilities for ensuring families were aware of and adhered to non-visitation policies. A number of social workers described their involvement with developing virtual visiting programs, with new roles including arranging visiting times and managing the equipment required for virtual visitation. This also included being in charge of arranging and holding virtual visits between COVID-19 patients in ICUs who were at the end of life with family members who needed to see their loved one and say their goodbyes. The use of technology for these visits was seen as an asset by some social workers as it allowed family members to be contacted and met with at any time when needed without having to wait for families to travel to the hospital.

In adult hospitals in Ontario, as in hospitals across North America, hospital social workers were also involved in helping to arrange after hospital care with often scarce availability of community-based rehabilitation (with some only providing virtual care) and nursing care beds (Hutchinson, 2020; Shemelia, 2020). This became more complex with refusal of admission to those sites of long stay care until patients test-free of COVID-19 systems, as well as the rapid growth of COVID-19 in the patients and staff in those long-term care settings which resulted in gridlock in hospital beds in acute care settings (Whitten, 2020).



Working virtually

Social workers who worked in outpatient services reported that they were encouraged to work virtually from their homes. This quelled concerns about the risk of exposure to COVID-19 and the potential to pass it on to their family members. But it required them to set up private virtual workspaces and to work around the presence and needs of their family members who were at home due to the concurrent closing of schools and businesses. Social workers described very little institutional support in setting up these new spaces. They often used their home computers and private cell phones and needed to ensure they had home access to medical record systems. While some social workers had already participated in virtual care, in many instances, social workers described very minimal pre-pandemic training and experience in virtual care, with a steep learning curve in setting up and using secure virtual platforms. However, they also described active pursuit of training in virtual clinical work and use of technology. Some social workers described this training as occurring simultaneously as they were learning new, appropriate, and secure technological applications. They were also tasked with educating patients, their families, and groups about how to use these new platforms. Some social workers described stressors that many individuals face in conducting online counselling, such as eye strain, back strain and Zoom fatigue, but they also appreciated that many patients found virtual support to be much more convenient. Concerns were also raised by social workers about the impact of working in isolation from their colleagues and teams, and their limited access to peer support. And together with their inpatient colleagues, respondents described challenges, both practical and ethical, in contacting and working with patients and families who live in situations with limited band width, who do not have access to consistent internet linkages, communication devices or privacy in their homes, as well as those unable to navigate technology due to cognitive challenges.



Working with increased patient mental health concerns

There is a growing awareness of the impact of COVID-19 on the emotional, social and spiritual health of patients and their families (Krasniansky, 2020). A group of social workers in palliative care, together with hospital chaplains described their supportive and spiritual work during COVID-19, particularly in support of fellow staff members. They described how they helped individuals make emotional connections with others, advocated for the rights of those in need, assisted them to reflect on past positive and successful experiences, using the tools of engagement and presence (Alford & Chester, 2020). While generally this work was done through telehealth or other virtual methods, at times social workers needed to conduct visits with hard-to-reach patients. Additional emotional and spiritual approaches were developed for patients on ventilators and unable to verbally communicate (Krasniansky, 2020).

In both inpatient and outpatient settings it was recognised that COVID-19 brought up difficult past experiences and created emotional turmoil for patients and their families. These experiences included past traumas, experiences of abandonment and helplessness and difficult experiences dealing with illnesses, deaths, hospitals and funeral homes. As well there were observations of increased anxiety and fears related to COVID-19 which required increased attention to the potential for emotional and mental health issues in patients and families.

During the first wave, social workers stated that they were often consulted by patients seeking education and information about the coronavirus. Some social workers described the challenges to pivot their role while locating updated, relevant, and accurate information to support their patients during a time of increased anxiety. As the second wave has continued, some respondents stated that there was now a degree of comfortability in locating new information about the coronavirus as well as updated referral processes within their local community agencies.

During this time there was also uptake by social workers in the facilitation of support groups virtually. One example was the adaptation of a perinatal loss group to an online format. This allowed families to attend from home and receive the support they needed around loss during a time surrounded by so much other loss.



Working with vulnerable populations

During the pandemic, hospital social workers increased their support to the most vulnerable populations including the homeless, elderly, and people struggling with mental health issues and addictions. Social workers described helping them secure masks, access to food and to safe spaces, and to family when they lacked access to cell phones or computers. Some social workers employed in rural communities expressed the misconception that all patients have the potential for access to an internet connection. There was also some anxiety among patients when accessing online applications and hospital networks they have never used before. This required creativity and increased coordination between hospital social workers and community resources to serve vulnerable populations with the methods and funding that was available. Many respondents to the survey also expressed that they were supporting patients experiencing increased racism and stigma due to increased positive coronavirus cases in their neighbourhoods. Some social workers expressed the need for more institutional and community support for those experiencing greater health disparities due to racism and issues of equity, diversity, and inclusion, especially because these gaps were increasing, and resources were becoming more limited and restricted due to the pandemic.

At one hospital, social workers gave particular attention to supporting underhoused and homeless patients coming to the hospital's COVID-19 Assessment Centre (Brailsford, 2020). These patients included those with refugee status or those experiencing domestic violence, all situations that made coping with the possibility of having the virus more challenging. These patients could not be sent back to their shelters/drop-in centres or to the streets while awaiting test results. Instead, they were given access to an acute ambulatory care unit where they received case management support from a social worker to coordinate care no matter whether their test results were positive or negative. This included information about food banks and meal programs and direct assistance to find a bed in a shelter. For patients that tested positive, the social workers coordinated with a city-run service that provided a private room and bathroom, as well as monitoring the patient's care. This program's success was built on the social workers’ knowledge and connections with services and the development of a well-functioning team approach to care.



Working to support teams and prevent burnout

It is common in hospital social work that there is no backup or relief staff. When a colleague is away from work due to either planned (vacation) or unplanned reasons, coverage is supplied by another social worker. During the course of the first and second waves of the pandemic in Ontario, there was reportedly increased staff absences due to illness in social workers or their family members, as well as due to a paucity of childcare (due to closure of schools and day care facilities). Survey respondents noted that they often experienced exhaustion due to the psychological stress brought on by the pandemic, the acuity of their patients and their need to offer coverage for their colleagues. The social workers who participated in this survey also described a variety of approaches to maintaining their own well-being. These included a variety of methods to maintain connections with and support from their social work and team colleagues. Examples of these self-care initiatives were joining social work support groups on social media; attending daily check-ins and face-to-face or video huddles where it was possible to vent, talk, laugh and be social; and peer support initiatives where they could discuss and receive support related to their clinical work.

Hospital social workers frequently expressed concern about the well-being of their fellow staff, their own well-being as well as worry about their physical health and the health of their own families (Newman-Breman, 2020). The social workers in the study described their involvement in providing emotional support to their team members. This has become even more necessary during the second wave of the pandemic due to the build-up of stress and exhaustion over what has been experienced as an unrelenting crisis. They described this support as being expected from them, yet also within their scope of practice as their knowledge and skills in mental health intervention, mindfulness and trauma-informed care prepared them for this work. This took the form of crisis support to staff and physicians, offering debriefs after difficult losses, and now in the second wave, teaching colleagues how to increase their emotional resilience, offering mindfulness meditations and other stress reducing strategies.

In response to the evolving health crisis and its impact on the mental health of frontline health care workers, the Ontario COVID-19 Mental Health Network (2020) was initiated in March by a community-based psychotherapist, to offer a fast and seamless support network for these individuals. Hospital social workers were among the 900 Ontario licensed mental health professionals who volunteered in this venture. The network was closed in July when the first phase of the pandemic abated. However, social workers described a continuing need for a more robust, easily accessible system of mental health support for hospital frontline staff.

Taken together, the experiences of Ontario's hospital social workers encompassed a range of adaptations to their work to accommodate the increased needs of patients, families and their colleagues during the uncertainty of an evolving pandemic. Their contributions, experiences and insights are helpful in better understanding the roles of social workers during a global crisis, yet further illuminate the importance of cogent and thoughtful preparation. Given the likelihood of future pandemics and the recommendation that medical institutions should be prepared with clear guidelines for all staff (Rosoff, 2008), the uncertainty reported during COVID-19 by Ontario's hospital social workers indicate a need for clear and distinct expectations for social work practice. Despite a call for the development of theoretical and practice approaches to guide social work during pandemics, it appears that these roles have emerged anew in the midst of each crisis, with social workers often struggling to pivot and reprioritise on the fly, leading to reinventing of roles and responsibilities with each new pandemic. There is a need for easily accessible principles for practice for hospital social workers during pandemics similar to principles for practice during other hospital events such as fires, toxic spills, evacuations, or disasters. As stated by one survey participant, “As a profession, it will be important that we debrief on all that we've learned from this pandemic – what worked, what didn't, what was learned, where the gaps were”.




Lessons learned and opportunities for greater social work practice effectiveness during future pandemics

Gleaned from the literature and responses from Ontario's hospital social workers, seven principles emerged to support the future state for social work practice during pandemics.


	Flexibility and readiness: Pivot and adapt to use their expertise effectively where needed with the support of clear protocols to ensure seamless transitions during future pandemics (for example, understanding what tasks are considered essential and what tasks can be adjusted to meet new need)


	Respond and intervene: Apply common skills such as crisis intervention, trauma-informed care, end-of-life care, supportive therapies, virtual communication and therapies, and pandemic impacts and mitigation. This requires both individual and hospital commitment to ongoing training and skills development.


	Provision of information: Awareness of community resources that alleviate stressors on well-being, crisis supports and updates to programs and policies related to the pandemic response.


	Innovation and Inclusivity: Innovate to address barriers arising from the medical impact of the pandemic as well as from the needs of vulnerable populations including addressing disproportionality and disparity.


	Team support: Psychosocially support colleagues and staff to continuously maintain strong professional networks, as well as to support the well-being of colleagues and to address staff isolation and burnout.


	Enable access: Create opportunities and advocate for accessibility of services for all clients who may be especially impacted by the pandemic (for example, access to Wi-Fi, advocacy and funding support for electronics, virtual care, etc.).


	Designation of social workers: Officially designate social workers as essential hospital staff with the support of hospital administration to suitably train, compensate and equip social workers with knowledge and materials to pivot seamlessly to emergency conditions.




In summary, increasing the knowledge base around practice principles during pandemics and other crises can translate across workplaces to allow for all social workers to assist patients and their families regardless of the setting. Examining the stories of social work on the front lines and providing platforms for knowledge sharing is a starting point for these emerging principles. These principles may encourage hospital administrators and social workers to be better prepared and have greater certainty about their roles and contributions in future pandemics.


Box 5.1 Reflective Questions


	How do the issues raised in this chapter relate to health social work in your country?


	What were some of the challenges encountered by your local hospital social workers during COVID-19?


	What unique knowledge and skills do social workers need to be prepared for pandemic hospital work?


	What should health institutions do to better support social workers in pandemic conditions?
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Figure 6.0 Children in the village of Tlokweng during lockdown

Source: Photograph by Thabile A. Samboma



Botswana is an upper-middle-income country that has witnessed rapid economic growth for most of its post-independence period since attaining self-governance from Britain in 1966 (Seleka & Lekobane, 2017). Botswana is landlocked in the centre of Southern Africa, bordered by Namibia, Zambia, Zimbabwe and South Africa. Botswana has a relatively young population, of about 2.3 million of which 34.7% of the total population are children less than 15 years of age (CSO, 2017). With such a small population, Botswana is considered to be among the fortunate nations in Africa and has experienced less turbulence in both the political and social aspects of its development.

Since independence, COVID-19 is only the second health emergency to affect the country, the first being HIV/AIDS. Botswana has been dealing with HIV/AIDS for decades with the first case in Botswana diagnosed in 1985. By the early 90s, Botswana had been hard hit by HIV/AIDS leaving many children orphaned and vulnerable, with some children heading households. The Government of Botswana (GoB) defines an orphan as a “child below 18 years who has lost one (single) or both parents (married couples), these parents are either biological or adoptive” (GoB, 2008, 2010). Whereas a vulnerable child is “a child below age of 18 years who; lives in an abusive environment; lives in a poverty-stricken family and cannot access basic services; heads a household; lives with a sick parent(s)/guardian; is infected with HIV and lives outside family care” (GoB, 2008).

Botswana demonstrated a strong commitment in responding to its HIV pandemic by providing universal free antiretroviral treatment to people living with HIV and providing drugs to pregnant mothers through a programme called Prevention of Mother to Child (PMTC). According to Arnab and Serumaga-Zake (2006), the provision of antiretroviral therapy to Botswana citizens and the different HIV/AIDS initiatives and programmes have saved the lives of many parents and children and reduced the number of orphans and vulnerable children. The experience of HIV/AIDS bode well for the GoB's commitment to a COVID-19 response, particularly in relation to the protection of its children.

The GoB reacted quickly and decisively to halt the spread of COVID-19, closing its borders on 24 March 2020. The first confirmed COVID-19 case was reported on the 30th of March. In response, Botswana declared a state of emergency and subsequently imposed an initial 28-day lockdown on the 2nd of April. Later further restrictions on movement were implemented. Lockdown and physical distancing measures adopted by the government severely impacted on the livelihood of Botswana's children. Other direct effects of the COVID-19 pandemic have been minimal in the country, with less than 45 deaths as of December 2020, attributable to fast and decisive action after the first three cases were reported. Although COVID-19 and HIV/AIDS are transmitted differently, their impact affected the lives of children the most.

This chapter discusses child protection in Botswana and explores the impact of COVID-19 on children and those that serve them to prevent and respond to violence, exploitation and abuse against children. For the purpose of this study, child protection in Botswana includes a broad spectrum of activities, projects, programs, policies, within an institutional framework which focuses on the fulfilment of children's rights, implemented by both state and non-state actors.


The child protection framework

To fully appreciate child protection in Botswana, it is important to understand how this sector has evolved over time to its current structures and is still developing to address the needs of children. Agencies in the sector evolved from charity-based institutions that approached children's issues from a charitable mindset to current institutions that employ a range of approaches from needs-based to rights-based programs currently delivered to children and families. In the 1990s when Botswana was hard hit by HIV/AIDS, there was mushrooming of donor funded NGOs that dealt with issues of HIV/AIDS. The economic status of Botswana has since changed and is now rated among middle income countries. This led to the closure of many donor funded NGOs with the remaining struggling financially.

In Botswana, there is an array of government ministries, departments, and committees that work with non-state actors, and faith-based organisations in the interests of children within a legislative framework. The United Nations International Children's Emergency Fund (UNICEF) advises the government, actively participating in the development and review of laws as well as monitoring the well-being of children and promoting that children's rights. Table 6.1 outlines the ministries, departments and committees that protect children.


Table 6.1 Child protection institutional framework in Botswana


	Ministry of Local Government and Rural Development (MLGRD)


	Holds the mandate for child welfare and children's rights. Responsible for social policies, laws and programmes for vulnerable groups – children, women and the poor.





	Department of Child Protection (DCP)


	Administered by the MLGRD and responsible for children's social protection, identification, assessment and registration of orphans, and to ensure an efficient and effective system of providing material and emotional support services to them.





	National Children's Council (NCC)


	Established by Section 35 of the Children's Act of 2009 to coordinate, support, monitor and ensure the implementation of sectoral Ministries’ activities relating to children with overall responsibility for coordinating policies relating to children, monitoring the implementation of the children's rights and welfare issues.





	Children's Consultative Forum (CCF)


	Established through Child Act 2009. The forum constitutes ten children's representative from each district.





	Department of Social and Community Development (S&CD)


	Located in all local authorities and are the largest employer of social workers. Social workers provide generic services, e.g., psychosocial support, counselling and mediation to communities and families, register and maintain the database of orphans, and donate uniforms and food baskets to the needy.





	Village Child Committee (VCC)


	Educates communities about neglect, ill treatment, exploitation or other abuse of children and to monitor the welfare of children in their respective communities.





	Non-State Actors


	Civil society Organisations engage with government and other child protection actors to advocate for children and their voice.





	Botswana Police


	Have a frontline, central role in protecting children, preventing and investigating crime that violates children's rights.





	Magistrate Courts


	Under the Child Act 2009, all magistrate courts act as children's courts tasked with overseeing judicial processes related to child abuse and neglect.







In 1995, Botswana ratified the Convention on the Rights of the Child (CRC) and the African Charter on the Rights and Welfare of Children in 2001 (Maundeni, 2009). The Child Act of 2009 incorporates the provisions of the United Nations Charter on the Rights of the Child (UNCRC) which Botswana accented to in 1985. In particular, the new 2009 Child Act has sections on foster care, child trafficking and abduction. The rights enshrined in the CRC run through the Sustainable Development Goals (SDGs) therefore the realisation of these goals must take into account the corresponding rights of children (Wernham, 2018). Several developments to improve child protection have been made in Botswana law including introducing an offence called defilement to protect children under 18, the prioritisation of children's cases that should be quickly dealt with by the courts, raising the marriage age to 21, allowing pregnant girls to attend school, making it illegal to refuse immunisation, and introducing safeguards in border control to curb trafficking.

Critical to children's rights was the development of Botswana's national strategy called Vision 2036 which presents the country's aspiration for its future. One of its four pillars is Human and Social Development which states Botswana will have a safe environment that enables children to grow to reach their potential. This will be achieved by developing strong family support, a safe and secure environment, quality education and health, and the empowerment of children to understand their rights and responsibilities (GoB, 2019). In 2015, Botswana adopted the 2030 Agenda for Sustainable Development which gave Botswana an opportunity to place the protection and interest of children at the heart of policy to ensure all children will be free from fear and violence in all its forms.

The GoB plays an active role in providing social protection by investing in goods and services including education, housing, water and sanitation (Nthomang, 2007). Because the GoB recognises that children are a vulnerable group, several programs to support children have been established. For instance, a feeding program run in all government schools provides children with meals. The Orphan Care Programme (OCP) provides direct benefits for orphans and vulnerable children by ensuring orphans remain in school. Children are provided with appropriate nutritional supplements and are helped to overcome the feeling of loss and trauma following death of parents. There are also special provisions for the children of remote area dwellers provided under the Remote Area Development Programme. Chinyoka and Ulriksen (2020) describe child welfare policy in Botswana as a familial child welfare regime where public provision for children reflects a primary commitment to the family. Transfers in the form of coupons are provided for orphans but not for non-orphaned children regardless of how poor they are. Instead, poor families with children are supported through workfare or other (mostly in-kind) payments to adults, and through feeding schemes. The familial benefits are generous per household but not generous per person relative to the national and international poverty lines.



Alternative care in Botswana

In Botswana, there are children living with disabilities, vulnerable children and orphaned children. Based on assessment, some children require alternative care. Alternative care is the “legal temporary transfer of a person below the age of 18 years, who is in need of care, to a place of safety, being an individual, family or residential facility, where provision is made for social, spiritual, psychological, economic, and mental well-being in the best interest of the child” (CSO, 2005).


Kinship care

Kinship care provided by relatives, members of communities and others who have a kinship bond with a child, is the preferred form of care to protect children whose parents are unable to do so (Testa & Rolock, 1999). In Botswana the well-being of children is considered the responsibility of the community where they live, a position reinforced by sayings such as “it takes a whole village to bring up a child”. Historically, traditional kinship care by extended family members including aunts, uncles, grandparents, and other relatives, is common throughout sub-Saharan Africa, Botswana included. Extended family members care for children for a variety of reasons including the death of mothers in childbirth and for youth to gain access to education and is a vital coping mechanism in Botswana (Madhavan, 2004). However, due to urbanisation and rapid population growth during the 20th century, the phenomena of child neglect emerged and children living on the streets became a common feature in most urban centres. Additionally, the early 1990s was a nightmare for Botswana as the country was hit hard by HIV/AIDS, severely disrupting traditional family structures and communities. The HIV/AIDS pandemic left many children orphaned.



Institutional care

In Botswana. a child who is a registered orphan will live with their relatives except in extreme cases. The likelihood that a child will be placed in an orphanage is very remote (GoB, 2017). The GoB is of the opinion that children should grow up in families instead of institutions. However, taking into consideration the changes that have taken place in our society, Botswana has since embraced residential care institutions. Maundeni (2009) stated that there are several types of residential care including those for abused, neglected and abandoned children and facilities for children living with disabilities. Botswana has small scale residential facilities that provide a home like setting. These are residential child welfare institutions approved by the GoB, and they include three SOS Children's Villages (Tlokweng, Serowe, Francistown), Childline Botswana, Mpule Kwelagobe Children's Home. The institutions are home to about 625 children across Botswana (GoB, 2017). The private SOS villages aim to provide a home and family for destitute, abandoned and orphaned children housed in family units headed by SOS mothers. Childline Botswana, an NGO, was founded in 1990 in response to the escalating number of child abuse cases. Mpule Kwelagobe Centre also provides a home to abused and orphaned children (UNICEF, 2007).



Foster care

Child protection concerns indicate that many children in Botswana are in need of care that can cater for their needs because extended families are no longer coping with the for a variety of reasons. Discussions have alluded to adoption and residential care that do help to a certain extent but face many challenges and are not ideal, whereas statutory foster care provides a system where a child can be cared for and protected. The 2009 Child Act make provisions for foster care arrangements. The government saw it fit to have a pool of foster parents who can provide non-institutional, emergency safe places for children in need of care. The first foster care program was piloted in 2007 by Childline Botswana in collaboration with Ministry of Local Government and Rural development.




Child protection during COVID-19

Like the rest of the world, child protection in Botswana was seriously challenged with COVID-19 in the picture. According to the World Health Organisation, infectious diseases like COVID-19 disrupt the environments in which children grow and develop (WHO, 2020). The virus affected children in three main ways:


	through infection with the virus itself


	through the social and economic impacts of control, containment and mitigation measures, intended to reduce or stop transmission of the virus in various contexts and


	through the potential longer-term effects of the crisis including economic downturn and a delay on progress towards achieving the SDGs (UN, 2020).




Additionally, many of the prevention and control measures adopted by Botswana to contain the coronavirus have resulted in disruptions in the reporting and referral mechanisms of child protection services and challenges in responding, leaving many children and families especially vulnerable.


Child poverty

Even though Botswana's economic status is highly proclaimed, impressive as it is, the story only paints a partial picture of the poverty situation in the country (Lekobane & Roelen, 2020). With respect to children, poverty incidence is higher than it is for adults. Botswana's child poverty is at 20.1% compared to 13.8% for adults (CSO, 2018). Children in Botswana are more vulnerable to poverty than any other population group because they lack both agency and assets. Children are therefore dependent on others to meet their basic needs which are essential for their development (Baaitse, 2020; Trani & Cannings, 2013). The hidden impacts of pandemic response measures, especially the effects of lockdown on family finances and their ability to sustain livelihoods and to make ends meet, further impacted on children's health, nutrition, education, learning, protection, well-being, and increased poverty. For the most marginalised and deprived children, these impacts have the potential to be life-altering and potentially devastating. According to Loperfido et al. (2020), COVID-19 is likely to push children into poverty or increase the depth of poverty for children already living below the poverty line.

According to Lekobane and Roelen (2020), double and single orphaned children experience higher incidences and intensity of poverty compared to children with two living parents. Looking at the Botswana situation, the hardship for children who have lost their parents to HIV/AIDS and now COVID-19 is significant. The government is committed to ensuring that children do not live in poverty and pledged that social protection programs would continue during COVID-19 providing services such as ensuring food baskets were donated.



Child education

Even though Botswana is among the least affected countries by COVID-19, schools across the country closed. During lockdown different schools adopted various alternative measures to teach children such as doing schoolwork online and using various platforms such as WhatsApp, email, skype and so on. Although these are commendable approaches, existing inequalities were exacerbated and children who were already most at risk of being excluded from a quality education were most affected. The digital divide limited many children's access to education, information, staying in touch with friends and family, and enjoying digital entertainment during COVID-19. Furthermore, children of school age are not taught in their mother language which posed obstacles and language barriers to effective communication about staying safe from COVID-19 and other information needed by children. The Government intervened to ensure messages spread by media were broadcasted in various languages.

COVID-19 also showed disparities between public and private schools. Under normal circumstance, institutions of child protection have to work together, but certain things were not done in the best interest of children. For instance, as schools reopened, the government's emphasis was on ensuring that public schools adhered to all COVID-19 protocols whereas private schools were at liberty to open schools provided they felt satisfied. Government inspectors were deployed to schools, however media reports stated that some private schools denied government inspectors access to their premises.

Although Botswana recognises that every child has the right to free basic education, 10%–15% of primary school aged children and 38% of secondary school aged children are not in school (CSO, 2018). Lack of proper education affects many children especially those children in rural areas as in most cases they do not continue their education.



Child health

In Botswana, there is a 90% chance that a child will be born in a health facility with the assistance of trained professionals (GoB, 2017). Although essential services such as health care professionals were not in lockdown, it is still unclear if movement restrictions affected the ability of people to visit clinics and hospitals for their medications. Among the HIV/AIDS patients are children living with the virus who needs routine check-ups. At present, there is no data available on those who have defaulted from taking medication during COVID-19. To curb the virus spread, the GoB set up a mechanism to quarantine COVID-19 patients so that they don't mix with other patients. This move was intended to allow adults and children to continue visiting health facilities and to ensure children could still get their immunisations. It is against the laws of Botswana for a child under five years of age to be denied immunisations and the government emphasised that guardians should continue taking children for their monthly check-ups during COVID-19.



Children with disabilities

Children with disabilities are among the most vulnerable groups of children in Botswana. According to Deen (2014), children with disabilities are segregated in Botswana especially in the educational system which lacks any form of inclusive education. Children have an opportunity to gain formal education only in special schools, most of which are owned by non-governmental organisations. Deen (2014) argues that this is completely contrary to children's rights to inclusive education as guaranteed in international human rights instruments specifically the Convention on the Rights of Persons with Disabilities (CRPD). According to Mitchell and Desai (2003), inclusive education starts with all students with special needs having access to the same educational opportunities as other children.

Although Botswana did not lag in embracing e-learning in schools. Unfortunately, for children living with disabilities, many special education schools, cannot provide e-learning, The infrastructure in schools is not COVID-19 disability friendly and most of the students are from less privileged households with no computers and internet access at home (Mabote, 2020).

COVID-19 was quite a challenging time for children living with disabilities due to restrictions on visiting especially for those children living in residential centres. Visiting restrictions at centres had negative mental health consequences for the children as they lost connections with families. Children with disabilities cannot physically distance as per COVID-19 health protocols as they constantly need support from their caregivers therefore a blanket approach on physical distancing was difficult to uphold and additional safety measures were needed.



Refugee children

Lekobane and Roelen (2020) stated that in terms of citizenship, Botswana is peculiar, non-citizen children have lower poverty incidences than citizens, an unusual situation compared to many other countries worldwide. The majority of non-citizens live in cities or towns where poverty levels are lower and employment opportunities exist. However, loss of employment was a risk during COVID-19 especially for non-citizen children, the majority (60.4%) of whom are from Zimbabwe, 9.9% from South Africa, 14.9% other parts of Africa and 12.6% from elsewhere (Lekobane & Roelen, 2020).

Botswana has not signed the International Convention on the Protection of the Rights of All Migrant Workers and Members of their Families (1990) which affects child refugees. Although non-citizens are reported to experience less incidence of poverty, refugee children face access barriers to services, including schooling and higher education primarily because of their ineligibility for government tertiary student sponsorship (Mmegi Monitor, 2019). As it stands currently, refugee children face significant challenges in engaging in education due to language barriers and cultural aspects taking precedence over policy, especially for refugee children with disabilities, a situation not improved during the pandemic. Refugee children also faced access barriers to health services and essential medicines which made their circumstances in pandemic conditions especially difficult.



Child trafficking

There is an emerging trend of trafficking involving children in Botswana. Children most vulnerable to trafficking are those from unemployed parents, rural poor families, children of agricultural workers and undocumented children from neighbouring countries. Several factors make the children of Botswana vulnerable, among them poverty and lack of education. A report on trafficking in Botswana by the US Department of State (USDS, 2019) pointed to how some parents in poor rural communities send their children to work for wealthier families as domestic servants in cities or in agriculture and cattle farming in remote areas, which increases their vulnerability to child trafficking. Fortunately, with movement restrictions and borders closed there were no new cases of trafficking reported during the COVID-19 period in 2020.



Child labour

In 2016, data published by UNICEF stated that approximately 9% of children in Botswana were engaged in child labour (UNICEF, 2016). The data did not provide information about the sectors, types of activities, and hazards children encounter as child labourers. However, children in Botswana do engage in the worst forms of child labour, including commercial sexual exploitation, cattle herding, and domestic work, each can be a result of human trafficking. According to Bureau of International Labour Affairs (2019), Botswana has made minimal advancement in efforts to eliminate the worst forms of child labour. Upon realising the general lack of awareness on child trafficking issues, the GoB in partnership with other relevant stakeholders embarked on a national campaign on Child Trafficking (UNICEF, 2010)

Key gaps remain in the country's legal framework, including the lack of a minimum age for compulsory education and insufficient prohibitions for hazardous work. In addition, social programs do not always reach intended child labour victims, especially those engaged in cattle herding and domestic work (Bureau of International Labour Affairs, 2019). The government is not able to conduct labour inspections in private farms where child labour is widely believed to exist (USDS, 2018). The lack of accessibility to government social programs which are run monthly by social workers makes children more vulnerable to child labour. Cases of child labour were predicted to increase when COVID-19 restrictions were lifted because of the negative economic impact of lockdown on the families.



Child sexual abuse

COVID-19 quickly changed the context in which children live. Some prevention and control measures, such as home containment, school closures and restrictions on movement, have disrupted children's routines and social support. This meant children remained home with parents, relatives and caregivers. According to Samboma (2020), one would have thought staying home would be ideal for families to bond but unfortunately, the worst happened for some children. Lockdown resulted in increased risks of abuse for children living in unsafe conditions as it was impossible for children to escape abusive parents and guardians due to movement restrictions or closures of safe spaces (Samboma, 2020).

Over the years, there has been a rise in the number of child sexual abuse cases reported in Botswana. Although there is no comprehensive data on child sexual abuse available, reported cases paint an ugly picture of child sexual abuse. For instance, between January and September 2020, police in Kweneng district recorded 107 cases of defilement. Another disheartening statistic is from the Ngamiland district which recorded a total of 528 child pregnancies between January 2020 and November 2020. The number included girls who were still at primary school (Morokotso, 2020). After the first lockdown, the Minister of Basic Education expressed concern that 58 girls returned to school pregnant. It is of paramount importance to note that these are just the few cases that have been reported to relevant authorities, with many cases going unreported.

A study by Rudolph et al. (2017) identified drug and alcohol abuse, parental absence and poverty as factors that increase the risk of a child experiencing sexual abuse. The Kweneng and Ngamiland districts have a high rate of poverty, an element that makes children vulnerable. A study done by International Labour Organization in 2012 at Francistown, situated in the northern part of Botswana, indicated that older men (although there were a few cases of women) use money to obtain consensual sex from young girls (USDS, 2012). Most of these children are from poor families and resort to commercial sex for a living (Kayawe, 2016). Furthermore, it is common in Botswana for parents or guardians to conceal child sexual abuse for various reason but mostly because of commercial gain, stigma and culture.

As well as the broader community, the GoB also wants all children to be educated and informed on child protection concerns within schools and Codes of Conduct for teachers be strengthened to include forbidding sexual abuse and physical and humiliating punishments. Recently during the State of Nation Address, the government committed to ensuring that children and women were protected by prioritizing their issues. The Botswana justice system has been failing children as cases take a long time to go to trial even though the courts claim that children's cases are prioritised but this has not been the case since the inception of Child Act 2009.



Child marriage

Child marriage in Botswana is a hidden problem. The UN Population Fund (UNFPA) partnered with Botswana's Ministry of Health and Wellness in a bid to end child marriages and gender-based violence. As the UNFPA's program specialist, Boago Makatane reported, 1,644 children were in marriage relationships and 3,748 were living in cohabitation in Botswana (Ghanaian Times, 2019). He went on to say that children aged between 12 and 15 years made up 60% of the 1,644 cases while the rest were 16–17 years old, all are below the legal age of consent. There is a very high possibility that COVID-19 may have made children more vulnerable to child marriage even though there is no consolidated data of child marriages taken during lockdown but the rate of child sexual abuse cases is a good indicator of child marriage as child sexual abuse and child marriage are intertwined in many cases.




Challenges during COVID-19


Systemic challenges

Botswana's child protection system is still developing, and a number of barriers exist. For example, the National Children's Council cannot fully execute its mandate due to a lack of finances and the Council felt left out by sectoral ministries during COVID-19 recovery plan engagements. The Children's Consultative Forum, although the voice of children in Tswana culture, currently does not hold much political weight but is a positive step towards realising children's rights in Botswana.

Even though civil societies play a critical role in communities, their benefits are skewed towards urban areas as most NGOs are concentrated in towns and cities with very few in rural areas and, in some places, non-existent. Civil society actors decried a lack of funding during lockdowns, the worst periods during COVID-19. Many civil societies in Botswana depend on European countries for funding. Limited available funds during COVID-19 posed serious setbacks as child protection mandates were hampered. As with many countries that rely on many NGOs to deliver many services, poor coordination of child protection institutions in Botswana is a big problem. Institutions of child protection tend to work in silos producing fragmented service delivery.

Village Child Committees (VCC) do not receive government funding although they are on the front line of child protection. Committees are made up of a village chief, social worker and other members of the community. Committees are elected in an open area, a traditional place of gathering (kgotla). Committee members ask about referrals and report cases to the relevant authority. Critical as their function is, they lack capacity and in some parts of the country are not functional.

The police, also frontline workers, experienced a surge in violence against women and children during the pandemic but are ill-equipped lacking the technical capacity to manage the range of child protection issues they face. There are still no proper structures for children's courts eleven years after the implementation of Child Act of 2009, and magistrate courts are still fulfilling this function. There is no doubt that magistrates in Botswana are trained people, however they are not experts in child protection matters. The health emergency heightened these structural weaknesses.



The impact of COVID-19 on social work in child protection services

In Botswana social workers are employed by governmental, non-governmental, and commercial agencies where they provide various services to individuals, families, and communities. Social workers, engaged by the GoB in various departments, are professionals with formal training. The majority of social workers in Botswana are degree holders. Some have Diplomas and Master degrees. Social work education in Botswana is offered by the Department of Social Work in the Faculty of Social Sciences at the University of Botswana (UB) and there are private institutions that offer the same degree. The majority of social workers offer generic services. Their major functions are to implement the Destitution Programme, provide clinical social work, rehabilitation programmes, capacity building for community development, and to intervene with families, work with foster care, adoption and child protection, probation and after care services, and project management.

During lockdowns, social workers were working around the clock distributing food baskets. In response to workload demands, the government engaged 934 temporary social workers to assist in the assessment of those who qualified for food baskets. The majority of the engaged workers were professional social workers while others worked closely with social workers on daily basis. More social workers were deployed to quarantine centres and hospitals to counsel people during this time (BOPA, 2020a). Because the focus of social workers was on distributing food donations to people affected by lockdowns, the provision of psychosocial support and children's safety were overshadowed (Samboma, 2020). To some extent, as government moved swiftly to contain the virus and social workers became food administrators, services that were essential and commendable, the rights and well-being of children were neglected in this period. Child protection agencies experienced strained resources with fewer workers available. Stay-at-home orders made conducting home visits and carrying out other duties difficult. Because children were not going to school, child protection actors such as teachers and counsellors were unable to bear witness or report signs of abuse to the relevant authorities. As well as child protection concerns, there was a general lack of education among communities on how COVID-19 affects children's physical and psychosocial well-being. Under normal circumstances, culturally, it is uncommon to take children for professional counselling which further complicates the care of children.

Social workers in Botswana do not work shifts. During COVID-19 they worked long hours resulting in fatigue. This had a negative impact on their professional obligations as they needed to debrief with their own social support networks and hence were vulnerable to breaking the ethical requirement of confidentiality. Ethical dilemmas and practice challenges were a significant feature of professionals’ everyday work during the crisis. Furthermore, the lack of rotational shifts put children in danger when incidents of abuse occurred after hours and some families had to wait for an intervention the next day.

There were health risks to social workers undertaking their duties during the pandemic and there is no risk allowance for social workers. However, social workers employed by government are covered by government compensation if they are hurt while on duty. When a social worker assessing a family for a COVID-19 basket was attacked by the father using a slasher, the nation was left in shock (BOPA, 2020b). As well as indicating the danger for social workers going from house to house in emergency situations, the incident could also be an indication of the severe stress and impact on the mental health of people during the crisis as well as boundary issues for social workers working in the communities where they live.




Conclusion

The main observation in the context of Botswana, is that child protection suffered serious deficits in institutional capacity applicable to all child protection organisations in the Child Protection Institutional Framework. Child friendly infrastructures such as children's courts, disabilities services and other specialised child protection structures need to be established alongside better cooperation and coordination between them, needed for the future. Children's services across health, education and social services sectors have been characterised by a preoccupation with risk and an increasingly bureaucratic and technical approach to assessing need. Rather than focusing only on risky individuals, all governments must recognise the importance of orienting services to alleviate the precarious and fragile living conditions for some families that create risks to children.

Several challenges to child protection during COVID-19 have been identified in this chapter that require further development. Thus far, there is no consolidated data on how COVID-19 has affected different aspects of children's lives in Botswana. Despite positive responses and new ways of working that could be promoted in the future, the COVID-19 crisis has spotlighted and exacerbated existing problems in the system. For example, to ensure all the rights of children including the right to safety, the technological divide needs to be addressed to ensure access for all children in Botswana. Digital communication with children can provide important access to information and provide safeguards. Capacity building is needed to assist teachers and social workers to overcome their trepidation about technology. While doing so, it is also important to undertake measures to prevent the online abuse of children.

The GoB has made efforts to establish a National Social Protection Recovery Plan to address child vulnerability and provide protection and support for children and young people in the wake of COVID-19. However, caution is indicated when designing social programmes as they are implemented in a variety of distinct political, social, economic and cultural contexts, each of which involves different child protection issues. A one-size-fits-all program, especially as the longer-term impact of COVID-19 has not yet unfolded, will not properly address need. Furthermore, more government investment is needed in child protection especially for training child protection actors and public education about all forms of abuse such as child trafficking and child sexual abuse. When child protection actors lack specialised knowledge and skills in child protection, efforts to protect the rights of children are severely hindered, especially in health emergencies.


Box 6.1 Reflective Questions


	Think about child protection in your country or state. Who are the actors involved and how are services for children coordinated and delivered?


	Developing communities help protect children where resources are scarce. Consider how developing community capacity could be part of your social work practice?


	Thinking about the experiences of children at risk during COVID-19 lockdowns, what lessons need to be brought forward in the next health emergency?







References


	Arnab, R., & Serumaga-Zake, P. A. E. (2006). Orphans and vulnerable children in Botswana: The impact of HIV/AIDS. Vulnerable Children and Youth Studies, 1(3), 221–229.

	Baaitse, D. (2020, February 17). Botswana children are vulnerable to ultra-poverty. Weekend Post, Insightful. http://www.weekendpost.co.bw/​24855/​news/​botswana-children-are-vulnerable-to-ultra-poverty/​

	BOPA. (2020a, May 10). Botswana: COVID-19 social protection to continue. All Africa. https://allafrica.com/​stories/​202005110480.html

	BOPA. (2020b, April 30). Daily news: Social worker attacked while assessing family for COVID-19 food basket. Daily News. http://www.dailynews.gov.bw/​news-details.php?nid=55923

	Bureau of International Labour Affairs. (2019). Child labour and forced labour reports. https://www.dol.gov/​agencies/​ilab

	Chinyoka, I., & Ulriksen, M. (2020). The limits of the influence of international donors: Social protection in Botswana. In C. Schmitt (Ed.), From colonialism to international aid: External actors and social protection in the global south (pp. 245–271). Cham: Springer International Publishing.

	CSO. (2005). Botswana AIDS impact survey II (BAIS II). Gaborone, Botswana: Central Statistics Office.

	CSO. (2017). Botswana demographic survey report 2017. Gaborone Botswana: Central Statistics Office.

	CSO. (2018). Botswana multi-topic household survey report 2015/16. Gaborone: Central Statistics Office.

	Deen, T. (2014, August 18). The myth of inclusive education in Botswana. AfricLaw: Advancing the Rule and Role of Law in Africa. https://africlaw.com/​?s=The+myth+of+inclusive+education+in+Botswana

	Ghanaian Times. (2019, July 1). UN agency partners Botswana to end child marriages: Official. Ghanaian Times. http://www.ghanaiantimes.com.gh/​un-agency-partners-botswana-to-end-child-marriages-official/​

	GoB. (2008). National situation analysis on orphans and vulnerable children in Botswana. Gaborone: Ministry of Local Government & Rural Development, Government of Botswana.

	GoB. (2010). National guidelines on the care of orphans and vulnerable children. Gaborone: Ministry of Local Government & Rural Development, Government of Botswana.

	GoB. (2017). Report submitted by the Republic of Botswana to the Committee on the Rights of Child on the Implementation of the UNCRC. Gaborone: Ministry of Local Government & Rural Development. (MLG&RD), Government of Botswana.

	GoB. (2019). Vision 2036: Prosperity for all. Botswana: Government of Botswana. Government Printers. https://vision2036.org.bw/​

	Kayawe, B. (2016). The secret hell of child sex abuse. Mmegi Online. https://www.mmegi.bw/​index.php/​index.php?aid=59927&dir=2016/​may/​13

	Lekobane, K. R., & Roelen, K. (2020). Leaving no one behind: Multidimensional child poverty in Botswana. Child Indicators Research, 13. https://doi.org/​10.1007/​s12187-020-09744-6

	Loperfido, L., Burgess, M., Dulieu, N., Orlassino, C., Sulaiman, M., & Arlini, A. M. (2020). The hidden impact of COVID-19 on child poverty. London: Save the Children International. https://resourcecentre.savethechildren.net/​node/​18174/​pdf/​the_hidden_impact_of_covid-19_on_child_poverty.pdf

	Mabote, T. (2020, July 7). COVID-19: Anxiety disorders profound in children living with disabilities. Global Post. http://www.gpweekly.com/​columns/​covid-19-anxiety-disorders-profound-in-children-living-with-disabilities

	Madhavan S. (2004). Fosterage patterns in the age of AIDS: Continuity and change. Social Science & Medicine, 58(7), 1443–1454.

	Maundeni, T. (2009). Care for children in Botswana: The social work role. Social work and Society, 7(1). https://ejournals.bib.uni-wuppertal.de/​index.php/​sws/​article/​view/​41

	Mitchell D. & Desai I. (2003). Inclusive education for students with special needs. In J. P. Keeves & R. Watanabe. (Eds.), International handbook of educational research in the Asia-Pacific region (pp. 203–216). Dordrecht: Springer.

	Morokotso, B. (2020, October 22). Over 500 girls impregnated this year in Ngami. Sunday Standard. https://www.sundaystandard.info/​over-500-girls-impregnated-this-year-in-ngami/​

	Mmegi Monitor. (2019, February 25). Failing dreams of Dukwi refugee BGSCE top performers. Mmegi Monitor. https://www.mmegi.bw/​index.php?aid=79781&dir=2019/​february/​25

	Nthomang, K. (2007, November 17). Provision of services and poverty reduction: The case of Botswana. Geneva: UNRISD. https://www.unrisd.org/​unrisd/​website/​document.nsf/​(httpPublications)/​B8AFAF7E9C8AEB33C1257AF600305225?OpenDocument

	Rudolph, J., Zimmer-Gembeck, M.J., Shanley, D.C., & Hawkins, R. (2017). Child sexual abuse prevention opportunities: Parenting, programs, and the reduction of risk. Child Maltreatment, 23(1), 96–106.

	Samboma, T. A. (2020). Vulnerability of children in Botswana during COVID-19. International Social Work, 63(6), 807–810.

	Seleka, T. B., & Lekobane, K. R. (2017). Public transfers and participation decisions in Botswana's subsistence economy. Review of Development Economics, 21(4), 1380–1400.

	Testa, M.F., & Rolock, N. (1999). Professional foster care: A future worth pursuing. Journal of Child Welfare, 78(1), 108–124.

	Trani, J-F., & Cannings, T. I. (2013). Child poverty in an emergency and conflict context: A multidimensional profile and an identification of the poorest children in Western Darfur. World Development, 48, 48–70. https://doi.org/​10.1016/​j.worlddev.2013.03.005

	UN. (2020). Achieving the SDGs through the COVID-19 response and recovery. https://www.un.org/​development/​desa/​dpad/​wp-content/​uploads/​sites/​45/​publication/​PB_78.pdf

	UNICEF. (2007). A world fit for children: Mid- decade review-Botswana progress report. Gaborone: UNICEF.

	UNICEF. (2010). Thari ya bana. Reflections on children in Botswana. https://www.unicef.org/​infobycountry/​files/​Thari_ya_bana_2010complete.pdf

	UNICEF. (2016). Findings of the worst form of child labour. https://data.unicef.org/​country/​bwa/​

	USDS. (2012, June 19). Trafficking in persons report – Botswana. US Department of State. https://www.refworld.org/​docid/​4fe30cdf32.html

	USDS. (2018). Trafficking in persons report – Botswana. US Department of State. https://www.state.gov/​reports/​2018-trafficking-in-persons-report-2/​botswana/​

	USDS. (2019). Trafficking in persons report – Botswana. US Department of State. https://www.state.gov/​reports/​2019-trafficking-in-persons-report-2/​botswana/​

	Wernham, M. (2018). Mapping the global goals for sustainable development and convention on the rights of the child. UNICEF. https://www.unicef.org/​documents/​mapping-global-goals-sustainable-development-and-convention-rights-child

	WHO. (2020). Q&A on coronaviruses (COVID-19): Can children or adolescents catch COVID-19? https://www.who.int/​emergencies/​diseases/​novel-coronavirus-2019/​question-and-answers-hub/​q-a-detail/​q-a-coronaviruses








7Family Violence during the COVID-19 Pandemic

Louise Harms, Eliza Crossley, Elyssa Hudson, Connie Kellett and Lauren Kosta

DOI: 10.4324/9781003111214-9


[image: ]

Figure 7.0 Family violence is a human rights issue
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Like all disasters, health emergencies are complex, multidimensional events that can impact upon individual, family, community and global well-being (Drolet, 2019). They require the careful management of physical and mental health concerns in broader social, structural and cultural contexts. In managing particular aspects of one disaster, inadvertently another can be precipitated or exacerbated. This is seemingly the case in managing the coronavirus pandemic and its impact on family violence. The pandemic gives rise to the threats and realities of disease, hospitalisation and treatment, and, for some, death. Alongside this physical threat to life, and the associated trauma, stress and anxiety, specific and necessary public health prevention and intervention strategies have been implemented by many countries to contain virus transmission such strict lockdowns into household environments for extended periods of time. These lockdowns are often coupled with the loss of direct, in-person contact with family, friends, schools, workplaces and support services.

These important emergency management strategies, however, increase the risk factors for family violence – increased time with perpetrators; restricted access to family and friends, to workplaces and support services; financial stress and employment uncertainty; mental health responses such as anxiety, stress and trauma, and increases in alcohol consumption; and reinforced gender roles and expectations. The reported increase in family violence during the pandemic has been termed the shadow pandemic (Pfitzner, Fitz-Gibbon & True, 2020), consistent with other emergency contexts where it's referred to as the hidden disaster (Parkinson & Zara, 2013). Sophisticated social work responses are required that draw upon existing knowledge of family violence in non-disaster times and knowledge of the unique impacts that health emergencies can have on families and households.

For the purposes of this chapter, we use a widely accepted definition of family violence: “the use of threatening or violent behaviours within families which may be of a physical, sexual, psychological, or economic nature, and includes child abuse and intimate partner violence” (Peterman et al., 2020; van Gelder et al., 2020). Anecdotal evidence from social workers and other practitioners, as well as a small number of empirical studies, strongly suggest that throughout the pandemic there has been an increase in the frequency of family violence. Crucially, this is both in relationships where there is a history of interpersonal violence, as well as in relationships where there has not been violence previously. For social workers, this suggests complex causal pathways and risk factors need to be understood. Therefore, we consider now some of the evidence as to the prevalence and incidence of family violence during this pandemic.


Who is most at risk of family violence during COVID-19?

It is always challenging to have an accurate understanding of the extent of family violence in any community (Meyer & Frost, 2019) and all the more so during a disaster (Molyneaux et al., 2020). The complex nature of victim survivors’ reporting of family violence and the difficulties in defining, reporting and data collection are well-noted reasons for the likely under-reporting of its accurate prevalence (Meyer & Frost, 2019).

While a deeper understanding of the complexities of family violence during COVID-19 is yet to emerge, throughout 2020, data from many countries (for example, Mexico, China, France, Lebanon, the United Kingdom and the Asia Pacific region) throughout 2020 indicate increases in family violence, primarily for women and children (Allen-Ebrahimian, 2020; Asia-Pacific Gender in Humanitarian Action Working Group, 2020; Henriques, 2020; Huerta, 2020; Morgan & Boxall, 2020). Moreover, the well-recognised gendered nature of family violence continues to be seen during COVID-19.

In the Australian context, this increase is primarily reflected more through service provider and anecdotal evidence (Pfitzner, Fitz-Gibbon & True, 2020), with police record data showing relatively little change (Morgan & Boxall, 2020). This finding is not surprising, given that women may have felt more reluctant than usual to report violence to the police or lacked the safe opportunity to report, given fears of escalating tensions in locked down households should a perpetrator consequently not be removed from that household. Increases in violence in home environments seems to have been more evident in urban areas rather than rural and remote areas (Morgan & Boxall, 2020), potentially due to the strictest lockdowns occurring in urban settings. Importantly, both data analyses and service providers have demonstrated an increase in the first-time reporting of family violence (Pearson et al., 2020).

Service providers have also voiced concerns that female Aboriginal elders, women and children are at heightened risk of family violence during COVID-19, particularly women who have previously experienced family violence (Johnstone et al., 2020), as are people in LGBTQI+ relationships (Equality Australia, 2020). Some of the particular risk factors include the lack of service and cultural support, access to safe technology, ongoing accommodation, and an inability to connect with their mob. Concerns have also been held for those in disability and aged care residential services, where during lockdown there was no visitor contact. Anecdotally, there were also delays in admissions to aged care, leaving vulnerable people in homes with perpetrators, while some families chose to withdraw residents in favour of home care given the heightened risks of COVID-19 transmission in care facilities.



Understanding the risk factors for family violence in lockdown

As social workers, we have a growing understanding of the risk factors for family violence that can arise during a pandemic. Anecdotal and empirical evidence highlight unique impacts of the various lockdown measures that have been introduced.

For social workers addressing family violence in disaster contexts, it is about understanding a very complex dynamic between gender roles and power on the one hand, and on the other, stress and coping. While family violence in all its forms is never acceptable, understanding the pathways towards it is critical. It is about finding ways to address the reduction of stressors and understanding anger and violence as part of a stress and mental health (PTSD, depression and anxiety) response, while at the same time maintaining the unacceptability of any form of violence.


Case study: the Australian context

In global terms, to date, the COVID-19 disease experiences in Australia have been minimal compared to the infection, hospitalisation and death rates seen in many other countries. Arguably, this is due to the public health management strategies that have been employed, considered to be amongst the tightest measures utilised globally.

Restrictions in the city of Melbourne and state of Victoria were enacted under the state of emergency powers of the Victorian Legislation, the Public Health and Wellbeing Act 2008. Particularly in metropolitan Melbourne, measures have been in place since March 2020. For example, from 9 July 2020, Melbourne residents were in home lockdown for 110 days. There was a five-kilometre restriction on movement and night curfews were imposed. There were only four reasons that people were permitted to be out of their homes: to go to work as an essential worker, to provide care or seek health care, to shop for essentials and to exercise (initially a maximum of 1 hour per day). At all other times, unless people were working in essential services, adults and children were required to be at home, working or home schooling. As we highlight later in this chapter, anyone experiencing family violence was encouraged to leave and reassured of a supportive response. While these lockdown conditions lifted later in 2020, restrictions continued and, already in February 2021, a snap five-day home lockdown was again enacted right across the state of Victoria to contain outbreaks.

We now look at some of the unique risk factors for family violence that have been identified in this context.



Home lockdown

Home lockdowns and movement restrictions meant that for many women and children, the home became a place of further isolation and violence, requiring increased time to be spent with perpetrators of family violence and a simultaneous loss of other private face-to-face contact with networks of family and social support (Morgan & Boxall 2020).

For many households, shared spaces were highly stressful to cope with on a daily basis. Aside from those working in essential services, many adults were forced to work from home or were home unemployed. Parents have had to simultaneously manage working from home with home schooling of their children, with no outside assistance from family members or friends. Stability and routines are known to be so important for well-being during and after disasters (Gibbs et al., 2015). Yet for many adults and children there were major disruptions to daily routines, leading to more stressful and less predictable environments (The Alliance for Child Protection in Humanitarian Action 2019).

Being locked down enabled perpetrators to abuse and control those in their household more easily, monitoring all movement and communication with others. Such forms of coercive control by perpetrators have included efforts to use the COVID-19 restrictions and threat of infection to restrict women's movement, gain access to women's residences and coerce women into residing with them (Morgan & Boxall, 2020; Pfitzner, Fitz-Gibbon & True, 2020). Some perpetrators have also been known to spread rumours that a victim has COVID-19 in order to further isolate them from family and friends (Johnstone et al., 2020). Moreover, where perpetrators have not been living in the same household but share custody of children, some have threatened to infect family members with COVID-19 to increase access to their children (Pfitzner, Fitz-Gibbon & True, 2020).

Such close proximity has also given perpetrators the opportunity to monitor phone and technology use in unprecedented ways, given that privacy and safety of the home environment to talk with others can be so limited, depriving connection with victim survivors’ family and social networks (Domestic Violence Resource Centre Victoria [DVRCV], 2020). Practitioners have noted that some women have been restricted in their ability to use their phones, the internet or email to access support service contact (DVRCV, 2020).



Physical distancing requirements – invisibility and loss of connection

Lockdown meant there was less access and visibility to others and often reduced opportunity for the victim to report the violence (Pfitzner, Fitz-Gibbon & True, 2020; Morgan & Boxall, 2020). Many community and social activities (sports, disability support, etc.) for children and caregivers were also ceased during lockdowns. For children experiencing abuse and neglect, their lack of direct classroom contact with teachers or visibility in community activities meant that this may have gone undetected (The Alliance for Child Protection in Humanitarian Action 2019). For some victim survivors, it has meant that other family, friends or neighbours have taken up responsibility for contacting services on their behalf (Morgan & Boxall 2020; Pfitzner, Fitz-Gibbon & True, 2020), acting upon their awareness of the predicaments of women and children.



The financial and employment impacts

The lockdowns also brought about significant changes in many people's employment and financial circumstances, which in turn contribute to increases in family violence (Pfitzner, Fitz-Gibbon & True, 2020; van Gelder et al., 2020). The temporary closure of many businesses and industries meant not only immediate unemployment for many, particularly those on casual employment contracts, it also generated ongoing uncertainty as to the timing and resumption of employment in industries such as hospitality. Meanwhile, other employees have faced increased stress through heightened workplace demand (particularly in health industries) or the competing demands of working from home (Morgan & Boxall, 2020). For some children, the loss of parental income and employment has inevitably meant less resources and food availability. It has also been suggested that there has been an increase in financial abuse due to the stress and uncertainty of household finances (Stewart, 2020). Any of these employment and subsequent financial concerns can exacerbate perpetrators’ stress levels, which in turn can generate more anger, conflict and violence (Humphreys, 2020; Lowe, Rhodes & Scoglio, 2012; Sety, 2012).

The stark impact of this financial stress was reflected in a study of Australian women in cohabiting couples (n = 7446), who had and had not previously experienced family violence. The report indicated it was not the amount of time isolated with their partner that predicted violence but rather, the “level of financial stress leading into the pandemic was a strong predictor of violence”. Importantly, “the probability of first-time violence was 1.8 times higher amongst women who experienced an increase in financial stress” (Morgan & Boxall, 2020, p. 1).

For older people, increases in family violence have been largely attributed to the expectations of support held by adult children who have moved back home due to financial difficulties (Stewart 2020).



Mental health

COVID-19 has also impacted on many people psychologically given its potentially life-threatening nature, as well as the disruption to daily routines, the loss of family and social face-to-face connections, and the ongoing uncertainties of its impact. In this sense, the mental health of all in the community is potentially impacted upon negatively, with fear, depression and anxiety levels known to be heightened (Pereda & Diaz-Faes, 2020). In turn, these mental health factors are associated with increases in family violence, as coping mechanisms of perpetrators are weakened. This has been compounded by longer waiting times to gain access to psychologist appointments and other mental health clinicians, along with the inability to attend face-to-face appointments (Pereda & Diaz-Faes, 2020).

Some perpetrators have preyed on this fear further. As noted earlier, the life-threatening nature of COVID-19 has also been used by some perpetrators to threaten or falsify infection, and thus coerce women into living with them (particularly where children are involved) and threatening that contact could be compromised should the victim survivor become ill.



Reports of increased alcohol consumption

Many have argued that there has been an increase in community alcohol consumption as a coping mechanism for the stress associated with the pandemic and the lockdown, for both victim survivors and perpetrators of family violence (Boxall, Morgan & Rick, 2020; Campbell, 2020; Pereda & Diaz-Faes, 2020; Substance Abuse and Mental Health Services Administration, 2020). In one study, 51% of family violence workers reported an increase in the involvement of alcohol in family violence situations since the COVID-19 restrictions were introduced (Movendi International, 2020). However, some caution must be exercised about the overall high rates of consumption of alcohol, as these rates based upon the increase in alcohol sales in take-away stores (Australian Institute of Health and Welfare, 2020). They must be compared to the reduced consumption of alcohol within licensed premises, which were closed during the lockdown. Recent reports of increased sales need to take into account that bars and restaurants were all closed and highest rates of sales were seen when lockdown restrictions were easing and social gatherings were permitted again. Some early modelling is showing that in Victoria, there has not been the excessive alcohol consumption that was initially reported. However, with perpetrators drinking within the home in more intense and solitary ways, the likelihood of becoming abusive towards family members increases. There is also the lack of social buffers and the requirement to be sober enough to drive home. Alcohol is associated with reduced inhibition, and in complex ways, is a risk factor for increased aggression, impulsivity and violence (Humphreys et al., 2005).



Reinforced gender roles

As with other disasters, gender roles can be reinforced and reverted to during times of great uncertainty (Parkinson & Zara, 2013). In practical terms, many women have had to manage more situational stressors with lockdowns – undertaking home-schooling support roles, on top of often employment and increased home maintenance roles (Boxall et al., 2020; Humphreys, 2020). In behavioural terms, these reinforced gender roles were also noted following extensive bushfires in Victoria in 2009. For example, one study found that the fires challenged men's ability to live up to the perceived social demands of their masculinity, and that these rural men were coping by increased alcohol misuse and aggression. This study identified a form of toxic hypermasculinity, which resulted from post-disaster stress and loss. It led to an increase in and an acceptance of male violence (Parkinson & Zara, 2013) as it was perceived to be as a result of stress and “acting out of character”. While this pandemic is different in many ways, anger is a well-recognised dimension of posttraumatic stress responses (Forbes et al., 2015; Kellett, 2019). How it is anticipated and responded to remains less clear, given the harm it can cause both the person with PTSD and family members who are targeted.




Policy and practice responses: preventing and protecting against family violence

Throughout this pandemic, preventing and intervening in family violence have been the responsibility of federal and state governments at the macro level, along with organisational and practitioner level responses at micro levels.

Arguably one of the key interventions has been the financial assistance scheme of the Australian government. An estimated $130 billion (AUD) in funding was mobilised to provide vital safety nets for people experiencing COVID-related hardship through the introduction of, and vitally, the increase in funding for, unemployment (Job Seeker) and employment maintenance (Job Keeper) schemes for a time limited period. These financial buffers played a crucial role in reducing the financial hardship of many people and the loss of many jobs. Maintaining employment not only maintains the financial security of household situations, but it enables the ability to leave an abusive home, travel publicly and access public resources and establish positive relationships outside of it for extended periods of time. It is a protective factor for family violence (Family Safety Victoria, 2018). Women have also been able to access the Crisis Payment for Extreme Circumstances Family and Domestic Violence. This provides up to four small immediate payments within 12 months (each the equivalent of a week's pay of the maximum income support payment) for those needing to separate from family and stay in or leave their home following violence.

At a national level also, the Australian Government promised a funding increase of $1.1 billion for mental health, Medicare and domestic violence support. There was a high level of social and mainstream media communication of family violence awareness and help-seeking options, for both perpetrators and victims (Pfitzner, Fitz-Gibbon & True, 2020). On March 29th, the Australian Government announced a $150 million (AUD) funding increase to predominantly family violence phone counselling services such as 1800 Respect and Mensline Australia. The Federal Government also doubled the number of funded Better Access to Mental Health Care counselling sessions from ten to twenty for 2020.

In the Victorian practice context, all family violence, sexual assault and emergency housing services continued to operate. Victoria Police were required to maintain high levels of response to and prevention of family violence, including maintaining checks on perpetrators and victims, and Magistrates’ Courts remained open through online or telephone access (Victorian State Government, 2020) to respond to family violence matters. Changes were made within government to enable ongoing and safe delivery of services. To support the shift to online delivery of service, many staff were provided with additional information and training, and internal high-risk panels were developed within services to review serious perpetrators.

In the non-government sector, a simultaneous shift to COVID-19 measures enabled services to continue to support victim survivors and keep families safe. The ability to escape violent home circumstances was clearly messaged as a priority, seen in addition to the four essential reasons for leaving home. As the Victorian State Government (2020) reiterated,


Be assured that you have the right to feel safe, access medical support and maintain contact with friends and family. You also have the right to leave the house and won't be fined if you do so.



This ability to escape is closely linked to the availability of secure housing options including the maintenance of independent rental ones. Therefore, a number of important housing interventions were also implemented, with a moratorium on evictions and rental increases, rental assistance, increased funding to short-term accommodation and opportunities to temporarily relocate from high-density, high-rise accommodation where severe lockdowns had occurred. Access to stable housing was a protective factor in decreasing family violence during COVID-19 (Fitz-Gibbon et al., 2020), given the funding of secure hotel accommodation for homeless people in Melbourne throughout the lockdown (Heerde et al., 2020).

In this context of social isolation and physical distancing, technology has played a crucial role as a protective factor, in mediating the social isolation brought about by the physical distancing requirements and providing victim survivors with access to appointments, such as mental health appointments through virtual means has enabled reporting to occur (Pereda & Diaz-Faes, 2020). Smart watches have enabled reporting of family violence, using apps, and being able to access telehealth services which may enable the witnessing by others of family violence, and enabled access to telehealth during walking or shopping outings. (Dick, 2020; Pfitzner, Fitz-Gibbon & True, 2020). General practitioners have also been a critical point of contact to safely disclose family violence during lockdown, particularly for those from higher family violence risk groups such as pregnant women (Central and Eastern Sydney Primary Health Networks, 2020). Some children have had increased opportunity to report family violence occurring within the home, and through their use of online learning technologies throughout the day, which could pick up family violence within the home (Dick, 2020).


Direct practice responses

The Family Violence Multi-Agency Risk Assessment and Management (MARAM) Framework (Family Safety Victoria, 2018) has guided practice across Melbourne and Victoria. Four pillars underpin the MARAM Framework, including a “shared understanding of family violence”, “consistent and collaborative practice”, “responsibilities for family violence risk assessment and management”, and “systems, outcomes and continuous improvement” (Family Safety Victoria, 2018). These pillars shape organisational and direct practice.

Consistent with this is the framework for responding to family violence specifically during disasters, which outlines important practice strategies for social workers, through six key objectives. These are: “increasing awareness and capacity to respond, promoting safety planning, ensuring basic needs are met, providing comfort and support, connecting to long-term services, and promoting psychosocial recovery” (First, First, & Houston, 2017). In many ways, the macro interventions outlined above provide the critical infrastructure and capacity to enact these dimensions for social workers and other family violence practitioners in different practice contexts.

In line with these two frameworks, some of the innovations that have been adopted in practice have been particularly reliant on new ways of communicating. This has been particularly through technology. Clearly, this is dependent on access, acknowledging that many women and children face restrictions with access due to financial barriers or disability, or, lack of public access, as was the case with the closing of public libraries and other public spaces during lockdown, or perpetrators removing access to technology. Preventively, where technology is available, practitioners have sometimes able to conduct video house tours with women in high-risk situations, which have enabled more detailed risk assessment and safety planning processes between practitioners and victim survivors. The virtual platforms such as Zoom, Microsoft Teams and WhatsApp have been used for service delivery instead of face-to-face meetings. Practitioners have been able to plan with women when and how to contact them should they feel unsafe using code words and alert systems in text and mobile communications. These practices have helped overcome difficulties both with initiating contact and when privacy cannot be assumed during conversations, for example, where the perpetrator may be in the room. A major phoneline service, 1800 Respect, promoted the use of an app called Daisy, which allows victims to include names of three people they trust. The app allows people to look at information and there is a quick exit tab allowing rapid closure of the app without it being recorded in the web browser history. Other mobile services have been developed that do not require users to download an app, making them undetectable on devices. Given perpetrators often use technology to monitor and control women, there has also been a focus on arranging alternative ways to connect through third parties (Family Safety Victoria, 2018).

Changes to the service system itself have occurred to enable greater access and communication. For example, family violence support has been increasingly integrated into other service contexts, such as community medical/general practice clinics and Centrelink (Australia's national social security provider of payments and services), and using these venues have sometimes been used for first-time face-to-face family violence appointments. This highlights the need to ensure that social workers in all practice contexts, not just specialist family violence services, are aware of key assessment, referral and access options. In other countries such as France, staff in pharmacies and other shops are encouraging people to use code words to alert staff when they need help (Usher et al., 2020). Alongside these sources of information, referral and intervention, there has also been an important practice response of countering misinformation during restrictions, such as the false message that police would not respond during the pandemic (Family Safety Victoria, 2018).

For homes where family violence was present in relationships prior to the health emergency, family violence practitioners were required to update safety planning by conducting a new family violence MARAM risk assessment. Family violence risk assessment is dynamic and it is critical to review risk whenever circumstances change. For example, teenagers who are perpetrators of family violence may have temporarily left the family home to stay with a friend as a de-escalation strategy. During the COVID-19 lockdown, they may need to be advised if this is not an option (due to restrictions) and supported to find other strategies.

Practitioners working with adult perpetrators need to also be aware of the signs of change or escalation in violence or any exploitation of the COVID-19 pandemic lockdown measures. Men's behaviour change programs (MBCPs) ceased during lockdown and services have had to adapt under these measures. The online context has been challenging in terms of lacking the central groupwork element of MBCPs and there have been concerns about how key principles of such programs such as prosocial peer support (including establishing trust), risk assessment and management, and modelling respectful gendered relationships through the relationship between male and female facilitators could continue to occur under lockdowns (Victorian State Government, 2020). Increased individual contact via case management was utilised as an alternative during periods of lockdown.



Practitioner self-care

Given the nature of family violence work, self-care is always a crucial aspect of social work practice in this field. Prior to the pandemic, the 2017 family violence workforce census showed that nearly one-third of the workforce was considering leaving their job due to burnout (Family Safety Victoria, 2017). It is also a workforce that has been increasingly recognised as one with higher rates of lived experience of family violence (McLindon, Humphreys & Hegarty, 2018), so personal experiences may have also intensified for practitioners. Despite this recognition, for many, self-care has been an even been a harder aspect of practice to maintain. More so than in other disaster contexts, social workers have been insiders to the health and mental health threat of COVID-19 and the lockdown experiences in Melbourne. While social workers in some contexts (hospitals, for example) remained onsite, under the lockdown measures, many others were working from home. This meant a critical boundary between work and home was no longer in place, at a time when services were also experiencing an increase in demand. Using technology to work from home also meant the visibility and privacy of the work in social worker's home environments was encroached upon. Dependent upon the physical make-up of domestic environments for some, it was impossible to separate out space to work from space to live. It sometimes meant that others in the household, including children, were exposed to family violence stories. These could be family violence victim survivors or perpetrators. For most practitioners, ensuring that perpetrators of family violence were quarantined from their personal world was of ultimate importance.

Part of the obligation of workplaces is to support staff to navigate these changes to their working environments and provide a safe working environment irrespective of location. Workplaces have been required to look to the risk of their staff experiencing family violence during their work hours and provide information and supports where this occurs. The Victorian Government has done that for their employees, including making offers to staff to work from alternative locations such as back at their work site, other work locations or the homes of families or friends. The risks from performing family violence work at home have also been addressed. Some of the strategies utilised have included: the introduction of new technologies, tools and training to aid staff protection. For example, headsets that prevent families from hearing the voices of clients, provision of communication platforms that allow home backgrounds to be concealed, additional team and supervisor contact through rituals such as morning stand-up meetings or addition supervision, debriefing and one-on-one contact. In a constructive way, technology has also enabled supervision and debriefing, using platforms like Zoom for team sessions to promote connectedness.




Conclusion

Pandemics are profoundly stressful and uncertain experiences at individual, family, community, national and international levels. Understanding the acute and chronic stressors that are inherent in a health emergency, but also the necessary public health measures, is vital in anticipating family violence prevention and intervention in future health emergencies. Family violence is unacceptable and must be prevented. Ensuring the safety particularly of women and children in these contexts requires social workers to be acutely aware of the complex stress and power dynamics that can come into play. In this chapter, we have highlighted some of the specific experiences and responses in the context of Melbourne, Australia, and we hope that many of these insights may be transferable to other contexts. While the coronavirus pandemic continues to unfold in unpredictable ways, the careful prevention and mitigation of the shadow disaster of family violence that has been left in its wake are important ongoing social work priorities.


Box 7.1 Reflective Questions


	What has been the impact of the coronavirus pandemic on family violence in your practice context?


	What measures do you think could be successfully implemented in your community to prevent or minimise the incidence of family violence during and after health emergencies?


	What strategies could you use to reduce the stress levels of your clients, to enhance family relationships during a health emergency?


	What self-care strategies are particularly important for social workers who are working in family violence services?
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Figure 8.0 Families experienced varying levels of stress and adaptation in lockdown conditions

Source: Photograph courtesy of Relate UK




COVID-19 and the UK context

By May 2021, more than 4.4 million cases of COVID-19 had been recorded in the UK, and over 127,000 people had died within 28 days of testing positive (BBC, 2021). The emergence of new variants extended lockdowns, reinforcing the need for governments to impose continued restrictions. While lockdowns had the desired impact of reducing the spread of COVID-19 in the UK, there were wide-ranging consequences for families whose freedoms were severely curtailed, necessitating adaptation to a new normal.

As the virus took hold a vaccine was regarded as the only way to beat the pandemic and open up the world economy. Two vaccines were approved by December 2020, Astra Zeneca and Pfizer, allowing the roll-out of a widespread vaccination programme. Between December 2020 and April 2021, the UK had given the largest number of vaccine doses per 100 people in the world, just ahead of the USA (BBC, 2021). The Westminster Government aimed to vaccinate the entire adult population by the end of July 2021 to reduce the spread of the virus and death rate and release UK citizens from months of heavy restrictions on their daily lives. There were, nevertheless, continued warnings from health and scientific experts that the pandemic would continue. Hopefully, citizens could live with it, by probably receiving booster vaccinations every year and maintaining some physical distancing measures.



The impacts on UK families

While every individual has their own story about life during and after the ravages of the pandemic, emerging evidence on a number of key impacts were prevalent across society, irrespective of an individual's or family's personal circumstances, and we refer to these in turn.


Inequalities and ethnicity

While the coronavirus was no respecter of geographical boundaries or ethnicity, evidence of social inequalities in relation to COVID-19 emerged in Spain, the USA and the UK (AQuAS, 2020; Bambra et al., 2020; Chen & Krieger, 2020). Data from England and Wales found that people from Black, Asian and Minority Ethnic (BAME) groups accounted for 34.5% of 4,873 critically ill COVID-19 patients in the period ending April 16, 2020, yet only 14% of the population of England and Wales are from these backgrounds (ICNARC, 2020).

The interaction between racial and socioeconomic inequalities and the increased risk of mortality amongst COVID-19 patients from BAME groups became obvious as the pandemic continued, due to inequalities found in the social determinants of health, the conditions in which people live and work (Bambra et al., 2020). For example, lower-skilled occupations and occupational inequalities were associated with an increased risk of contracting COVID-19 and increased mortality. BAME groups are disproportionally represented in lower-paid jobs, such as in the service sector including cleaning, retail, delivery services, and public transport. While the majority of workers were asked to work from home during the pandemic, those in lower-paid jobs were designated as key/essential workers and required to go to work. Not only were the BAME groups at higher risk of contracting COVID-19, they had higher exposure to it than those who could work from home. Health inequalities were further aggravated by poor housing and overcrowding, and repeated and lengthy periods of lockdown meant that these problematic conditions were worse for families living in deprived urban communities.



Death in isolation and unresolved grief

The most evident impact has been the high death rate. For the families and friends of those who died, life changed irreversibly. One of the most upsetting consequences of the pandemic was isolation from family. Relatives were prohibited from visiting family members admitted to hospital and the elderly people in care homes for fear of the disease spreading. By prohibiting visitors to hospitals and care homes, thousands of people died without loved ones being with them or allowed to say goodbye.

Furthermore, because funerals could only be attended by very few people, many family members and friends were prohibited from paying their respects and sharing in the normal end-of-life rituals. Death took people away with little opportunity for families to grieve together. One funeral company described the “emergence of a pandemic of unresolved grief and loss, the effects of which will take years to heal” (Co-Op Funeralcare, 2020). This way of death in modern society has been described as cruel and inhuman, and the psychological cost will be felt for many years to come.



Managing underlying health conditions and shielding

People with underlying health conditions were at particular risk; deemed vulnerable and required to shield, they and often those caring for them were not allowed to go out for essential food shopping or minimal exercise for months on end. A study by Westcott et al. (2021) of cystic fibrosis sufferers found that anxiety levels rose during the period of lockdown, although most participants coped well. Shielding was shown to have had a disruptive effect on people's independence, confidence, social relationships, education and employment. Participants who were relatively young may have developed resilience as a result of managing their medical problems in everyday life and be able to adapt more readily to restrictions, and to stay connected with friends via social media (Westcott et al., 2021). Despite having well-developed coping strategies, the researchers recommended that well-being and mental health assessments of people with underlying health conditions should form part of standard clinical care.

In June 2020, the British Association of Counselling and Psychotherapy reported that 35% of those shielding said their mental health worsened during the pandemic, and that this percentage was higher amongst those aged over 60 (Kinmond, 2020). Increased feelings of uncertainty and lack of control emphasised the importance of offering therapeutic support.

In March 2021, a charity involved with supporting people with disabilities warned that the impact of shielding would continue long after restrictions are lifted (SCOPE, 2021). Those shielding and living alone had to manage reductions in support provided by carers and the risk that carers might be carriers of the coronavirus. Moreover, those shielding have had very limited possibilities to engage in physical exercise, with negative impacts on physical health with knock-on negative impacts on mental health. SCOPE indicated that people who had been shielding may take a while to feel safe going outside and will need support in improving both their physical and mental health.



Isolation and loneliness

Pandemic mitigation measures increased the loneliness and isolation of people living alone, many of whom were isolated from family and friends during lengthy periods of lockdown (Mental Health Foundation, 2021). Although no substitute for human contact and the warmth of human touch, technology which supports contact via Zoom calls and FaceTime enabled many people to stay in contact with family and friends.

The Office for National Statistics (ONS) in the UK has been researching people's well-being and social inequalities for nearly a decade. During the first month of lockdown in April 2020, the equivalent of 7.4 million people said their well-being was affected by feeling lonely (ONS, 2020). Working-age adults living alone were more likely than the average to report loneliness both often or always over the past seven days, as was the case for those in bad or very bad health in rented accommodation, or those who were either single or divorced/separated. Using measures which distinguished between chronic loneliness and lockdown-loneliness, the data revealed that people in Great Britain who were married, cohabiting or in a civil partnership were less likely than the average to report either chronic or lockdown loneliness, while those who were either single or divorced/separated were more likely to say they had been lonely. The findings suggest that younger people and those living alone were at the greatest risk of lockdown loneliness. This is not surprising and indicates that household composition and relationship status are associated with loneliness. As early as the first month of lockdown, when people in the ONS survey were asked about their biggest concern, those described as chronically lonely and those who were lockdown-lonely cited the impact of the pandemic on their well-being as the single biggest concern. As the pandemic and the restrictions on daily living continued into 2021, long-term loneliness was associated with an increased risk of mental health problems, including depression, anxiety and severe stress.



Mental health concerns

The social isolation and physical distancing rules had a differential impact on individuals and households, with some managing to flourish despite restrictions on personal freedoms while others became increasingly distressed. The emerging evidence suggests that mental health issues escalated, and domestic abuse increased. In April 2020, the World Health Organization warned that new restrictive measures, such as self-isolation, lockdown, and quarantine may lead to an increase in loneliness, anxiety, depression, insomnia, harmful alcohol and drug use, self-harm, or suicidal behaviour (WHO, 2020). A study undertaken in Italy, Spain and the UK using a number of standardized measures of mental health estimated that around 42.8% of the populations in these countries were at high risk of stress, anxiety, and depression as a result of economic inactivity and their exposure to negative economic shock, and suggesting that the consequences on mental health would be worse in developing countries (Codagnone et al., 2020).

A narrative review by Fegert et al. (2020) looked specifically at the mental health consequences for children and young people. They found that numerous mental health threats for children and young people are associated with the pandemic and subsequent restrictions. They urged child and adolescent psychiatrists to ensure continuity of care during all phases of the pandemic. In their view, the mental health risks would disproportionately affect children and adolescents who were already disadvantaged and marginalized. They suggested that more research was required to assess the longer-term implications of the restrictions on the mental health of children and young people.

Nine months into the pandemic, data published by the Mental Health Foundation (2020) indicated that almost half of the UK population had felt anxious or worried in the previous two weeks, rising to 64% in people with pre-existing mental health conditions. A quarter of people reported feeling lonely, and feelings of loneliness were higher in younger people and the unemployed, full-time students and single parents. The study also reported that almost half of the people were feeling unable to cope with the uncertainty of the pandemic, a quarter were worried about coping with self-isolation, and nearly half were worried about the mental health of their children. The indications were that the longer the pandemic continued, the greater the worries people had about the impact on their well-being.



Family violence

Lockdowns around the world led to an increase in cases of domestic violence where women and children had no escape from their abusers during quarantine (Chandra, 2020; Graham-Harrison et al., 2020; Kumar, 2020). Kumar and Nayar (2020) argued that providing psychosocial support for individuals and families would be increasingly important. For some, the financial hardships of redundancy and unemployment were themselves triggers for mental ill-health, extreme worries about the future and increased domestic abuse.

In November 2020, police in England and Wales recorded crime data showing an increase in offences of domestic abuse during the pandemic (ONS, 2020). While it cannot be determined whether this increase was directly attributed to the pandemic, the Metropolitan Police in London recorded an increased number of calls relating to domestic abuse during lockdown likely due to families spending more time together at home. There was also an increase in the demand for domestic abuse victim support services, especially via helplines. The ONS data showed that between April and June 2020, the number of offences flagged as domestic abuse by police increased each month, coinciding with the first lockdown period, and then with the easing of lockdown from May onwards when it may have been safer to contact the police.

The Centre for Women's Justice (CWJ, 2020) reported that increases in domestic abuse were evident around the world, including in China, the USA, Brazil, France, Australia and the UK. The CWJ pointed out that confining people under one roof for long periods of time was a key factor in the rise of domestic abuse. In addition, the ability of victims to seek social and practical support was severely limited by the stay-at-home restriction. Even in families with no history of domestic abuse, the pressures of coronavirus and lockdown restrictions led to tensions which resulted in abuse (Sharma & Borah, 2020). The United Nations referred to the rise in domestic abuse during COVID-19 as a shadow pandemic, reported further in Chapter 7 (BBC, 2021).



Parents with children at home

Families with dependent children, especially those living in smaller spaces, had other challenges to overcome. While they were less likely to experience intense isolation and loneliness during lockdowns, they had to manage every aspect of life within the confines of their home, including home-working and home-schooling. Juggling work, parenting and educating children were a particular challenge for parents, especially for lone-parents and those with limited or no access to computers. Only children of key/essential workers and children with special needs were able to attend school during the pandemic. The majority had to stay at home, often with limited space in which to study and to play. Families with access to outside spaces had a significant advantage over those living in apartment buildings with no easy access to the outside world. Bedrooms and kitchens became offices and school rooms, with little of the normal routines that separate home life from work and school. This was extremely difficult for children with special educational needs unable to comprehend the restrictions, and for parents who themselves were disabled or suffering physical or mental ill-health. Parents had to find new ways to maintain healthy boundaries for their children and relate to them appropriately, particularly in lockdown.

Advice for parents became available online with tips for healthy parenting routines. Many schools helped parents with home-learning, and the Westminster government provided laptops to assist with children's education. It will be some time before the impacts of lockdown on family life and children's education will be fully understood.



Impact on frontline and keyworkers

The UK has not had to resort to mass graves for coronavirus victims as was necessary elsewhere but death with dignity was severely lacking. The restrictions on how the end-of-life was managed have had long-lasting consequences for front-line workers, especially health and social care professionals who nursed and cared for very sick people day in and day out, watching large numbers of people die. Personal testimonies illustrated the profound feeling of helplessness amongst care workers, nurses and doctors. Health and social care professionals had to balance COVID-safety and protecting their own well-being with the need to provide continuing support and intensive care to sick and vulnerable people.

Concerns about the well-being of frontline workers have been expressed in many countries. The families of first responders in China, for example, were found to have increased concerns about the safety of the person working on the frontline (Li et al., 2020). Sleep problems and anxiety symptoms were common (55% and 49%, respectively) and higher levels of depression and Post Traumatic Stress Disorder (PTSD) were indicated compared with the rest of the population. Two US physicians, Kusin and Choo (2021), highlighted the challenges faced by parents on the front-line, describing the ways in which work and home lives became intertwined and disrupted. Parents lost their regular childcare and worried constantly about the risks of the disease penetrating their homes. They described how their daily routines changed with less focus on personal hygiene, disrupted sleep cycles and a sense that they were just surviving.




Emerging findings from the Families Un-Locked study

There is no doubt that the pandemic has had socially, psychologically and economically devastating impacts across the globe, and that the UK has suffered a greater incidence of disease and more deaths per head of the population than many other countries. The world picture in 2021 remains serious, with new waves in Europe and rising death rates in countries such as Brazil and India. COVID-19 is expected to continue to threaten lives and livelihoods for a long time to come, certainly until the world population has been vaccinated. There is widespread belief that daily life will never return to pre-pandemic norms. It is within this context of this serious, highly infectious and deadly disease, capable of endless mutations, that we consider the evidence relating to how families and individuals adapted to serious stress, drawing on data from an ongoing UK research study (Misca, 2020, 2021; Misca & Thornton, 2021).

The Families Un-Locked study led by Dr Gabriela Misca at the University of Worcester in partnership with Relate (www.relate.org.uk) was launched in August 2020 to collect longitudinal data through repeated surveys on the medium and long-term effects of pandemic-related stressors on families and relationships. It is employing a mixed method design, eliciting participants’ reflections and recollections of their behaviours and feelings during the first and strictest lockdown from March to June 2020. Data were collected post this lockdown, through a purposefully designed survey. Given the exploratory nature of the study and the unprecedented circumstance of the lockdown, this included questions about respondents’ relationships in general, during the lockdown and the following period, and assessing key variables related to family and relationships, coping, health and well-being (Misca & Thornton, 2021, for description of study methodology). Since November 2020, the study is being concurrently replicated in Australia with colleagues from Griffith University and Relationships Australia to enable international comparisons.

Research data reported in this chapter were collected during the first phase of the study (August-November 2020), see Misca and Thornton (2021), and comprised 772 participants’ retrospective self-reports about their use of positive and negative coping (behaviours, feelings) during the first lockdown as compared to before the pandemic.


Focus on keyworkers

Here, we focus on data from a subsample of keyworkers. Out of the total sample (N = 772), 30% (n = 206) of respondents reported that during the first lockdown, they were employed as keyworkers who continued to work in health and emergency services, social care, including care for the elderly, police and fire rescue, education and childcare as well as transport, food processing and essential provision. Just over a quarter of the keyworkers (26%) worked in frontline care. The vast majority of keyworkers were in a couple relationships (85%), and just under half (44%) had a partner working as keyworker, in dual-keyworker couples.

In order to compare keyworkers’ couple relationships and parenting with those who were not in keyworker roles during lockdown, we split the couples in the overall sample (n = 631) by keyworker status: 14% of respondents were in dual-keyworker couples; 32% of total couples were in partnerships with one keyworker, and in 54% of all couples neither partner was a keyworker. Almost two-thirds (64%) of dual-keyworker couples and almost half (45%) of couples with one partner employed as a keyworker had children under 18 living in the same household. By contrast, just under a third (31%) of non-keyworker couples had dependent children. By using the (reduced) school provision for keyworkers’ children during lockdowns, keyworker families experienced a higher risk of exposure to COVID-19 – via increased physical contacts through both their work and their children's school attendance, thus adding to the sources of stress experienced by keyworker families.

Around a third of respondents who were in keyworker couples (44% of dual- and 33% of one-keyworker couples) reported a pre-existing diagnosis of a mental health condition compared with 35% of non-keyworker couples. When comparing these couples, the strain on keyworker couple relationships was evident, with significantly more dual-keyworker couples (45%) and one-keyworker couples (39%) arguing more (X2 = 14.759, df = 6, p < .022). Also, more dual-keyworker couples reported that they had been growing apart (43%) and had felt tension/strain (68%); and almost half (45%) felt less positive about their relationship and less close than the one-keyworker and non-keyworker couples, although these differences did not reach statistical significance in our sample, they are important findings. Moreover, a third of dual-keyworker couples agreed that “things were bad already and the lockdown has made it worse” and almost half (47%) agreed that “lockdown put a real strain on our relationship”.



The impact of the pandemic on keyworkers' families

An analysis of the qualitative data revealed the extent to which keyworkers highlighted the impact of lockdown on their mental health, due to a double effect of heavy, stressful workloads and the absence of the (usual) support mechanisms due to lockdown. Comments such as the following were common: “Vastly increased workload. Extreme tiredness. Re-occurrence of stress and anxiety. Unable to do the things that help me manage my mental health” (education keyworker).

People referred to the impact of frontline work stress spilling into their couple relationships, particularly salient in the testimonies of dual-keyworker couples: “My husband's job being very stressful and us not getting on and not supporting each other” (NHS dual-keyworker couple), and; “Not feeling like we're a team in our marriage. Feeling criticised” (social care keyworker), and, “My partner and I both struggled and were not able to support each other” (NHS dual-keyworker couple).

Some keyworkers lived apart from family members to keep them safe, but this added to the stress of the family left at home: “Missing my husband who was [isolating] in a hotel for 8 weeks” (partner of NHS keyworker).

Although comparisons between keyworker and non-keyworker parents did not reach significance, more non-keyworker parents reported feeling overwhelmed by their childcare responsibilities (78%) and felt anxious about their children's education (85%). The children of many keyworkers were able to attend school during lockdown unlike most other children. Keyworker parents spoke vividly about the difficult choices that they had to make: “Feeling like I'm not a good parent, not giving enough attention – not doing as well as I can in my job – ignoring my child so I can do my job” (social care keyworker). Some parents described the inadequacies of the support they received for their children, and while home-schooling was often referred to as a struggle by parents generally, keyworker parents saw it as a luxury they did not have:


Being a keyworker and my children going to ‘daycare’ at school where they were not taught but ‘supervised’ in their learning. Not being able to home-school because of work. I strongly believe that keyworkers’ children were disadvantaged during lockdown as we did not have the luxury of home-schooling.



Keyworker parents also spoke about the support they gave their children to cope with the unusual situation of going to school by themselves:


Holding down a stressful job and being a mum to two children who coped so well attending school despite none of their friends being there. Instilling confidence in my children so that they could attend school during lockdown and cope with this change.

(Social care keyworker)



At times they felt compelled to hide their own stress and to be there for their children:


Keeping up appearances for my children – hiding anxiety/stress. Talking things through with older child [3yrs]. Making good use of the spare time – activities with children, tidying, decluttering house.

(NHS keyworker)



An NHS keyworker in a dual-keyworker couple spoke about the compound effect of the strains they felt due to demands of their work while protecting themselves and their families, children and friends:


Not feeling supported/understood by my partner when having to isolate for two weeks with the children. Not feeing able to carry out my job … Not seeing family members or support friends in person. Trying to filter what the children are exposed to re the virus while continuing to send them to nursery. Allowing others (friends/family/colleagues) to express their anxieties to me without being consumed by them or disregarding them. Seeing other people lose loved ones.

(NHS keyworker)



And,


Volunteering to work on COVID ward in NHS. Difficult with thirteen patients with dementia and COVID and making sure they were all happy and comfortable with minimal staffing levels. Partner furloughed and drinking alcohol whilst I am working from home.

(NHS keyworker)



Like other families, keyworkers worried about their extended families: “My elderly father was critically ill in another country (India) and I couldn't visit him due to fear of COVID and entry restrictions.” (NHS keyworker); “Unable to visit parent in care home. Unable to visit parent in hospital. Unable to visit sibling at home. Supporting son through a level cancellation. Supporting husband through changes in job situation/furlough period. Added workload in job” (social care keyworker).

They also worried about passing the virus to their families: “Caring for my mum who was shielding, concerned I would carry virus into her home” (NHS keyworker). “I am an ITU [Intensive therapy Unit] nurse. Wearing personal protective equipment (PPE) – feeling claustrophobic/panicky. Worried about passing COVID to the people I love.” (NHS keyworker). It was also difficult to see their families worrying for them: “Seeing [my] elderly parent worry for my health” (social care keyworker).

Nevertheless, keyworkers spoke about their jobs as a source of strength and doing one's duty: “As a keyworker in school I have just kept going, even though holidays. I've been tired but just kept on going. I felt like I was making a difference and doing my bit for the national cause” (education keyworker).

However, some felt let down by their employer and by the government: “I feel less cared for by my employer” (social care keyworker); “Frustration at Government in Westminster” (Police keyworker). Keyworkers also spoke about burn-out: “Tired during days off due to 15-hour days when working” (NHS keyworker); “After six months of lockdown I am feeling burned out” (NHS keyworker). While some shared what can be interpreted as signs of moral injury:


[I felt] guilty for colleagues who were on the front line during the lockdown (NHS). I saw very poor leadership…. Flip flopping advise, e.g. mask, no mask mandatory, holiday travel quarantine vs no quarantine, counting COVID deaths & understanding of COVID virus infection management.

(NHS keyworker)






The impact of the COVID-19 pandemic through a family resilience lens

While the negative impacts of the pandemic have been considerable, adapting to and coping with severe restrictions on daily life over many months was a challenge for everyone, irrespective of their living arrangements. The ability of families to cope with stress is a core factor indicating whether a family is functional. Resilient functioning requires the maintenance of healthy relational boundaries which are neither enmeshed nor entirely rigid. Patterns and levels of family functioning before the pandemic will have influenced how family members coped and adapted to the challenges. Some families coped better than others, and individuals within the same family unit varied in their level of coping behaviour. The ability of the family unit to provide emotional guidance and support is key for successful functioning and the extent to which the family is able to navigate unprecedented circumstances (Walsh, 2016, 2020).

In order to explore the impact of the pandemic on family life, it is helpful to perceive family units as interconnected individuals who are reliant upon one another, thus framing the impact as primarily affecting individuals and then feeding into their family systems. This flow from context to individual into the shared system is multidirectional; the family system affects members, who then operate as individuals in the wider societal context. Family functioning affects its members and is, in turn, affected by them connecting various interpersonal relationships with wider contextual factors such as poverty, psychological and physical health, employment, caring responsibilities, inequalities, and the practicalities of everyday life.

It is important for social workers to understand how far families are able to provide hope and how many foster despair and stress. We can expect the feelings and reactions of each family member to influence the feelings and reactions of others in the same household, even when individuals create a distinct and separate life. We have long understood that family members are influenced by circular and continual interchanges of emotion (Ackerman, 1972).


Family vulnerabilities

Families are normally regarded as a place of safety, of nurturing and support where the effects and experience of a crisis, such as the pandemic, intersect with individual, situational and circumstantial factors. Not all homes offer a safe haven as the evidence about domestic abuse has revealed. The Archbishop of Canterbury drew attention to this before the pandemic: “In almost all circumstances of human life, the greatest source of hope and the main location of despair, is found in the family” (Welby, 2018, p. 63).

Individuals and families in the UK were differentially equipped to face the threat of coronavirus, and we would expect those with the most social, economic, and psychological assets to be more likely to fare well (Walsh, 2020). Families who had built up resilience through weathering previous crises had a greater ability to find positives which strengthen bonds and clarify priorities (Walsh, 2016). Conversely, the Children's Commissioner for England report (2020) pointed out that pre-existing vulnerabilities were exacerbated during the pandemic with poverty, unemployment, mental health issues and domestic abuse all increasing to varying extents due to the pressures which arose during the crisis. The report discussed the toxic trio of domestic abuse, addiction and severe parental mental health issues as affecting 2.2 million children in England prior to the pandemic and demonstrated how this situation increased. The report recommended the prioritization of contact with social workers and children's centres but professional contact with families was thwarted by the stay at home rule which prevented home visits. Cessation of contact by social work professionals is likely to have increased the risk of harm.

By examining the stresses and the ways in which families coped with them, we can develop a picture of relative resilience and consider how professionals can best help people adapt to new circumstances. A survey conducted in June 2020, as the UK population was emerging from the first lockdown, found that disadvantaged groups reported more suicide ideation (Kousoulis et al., 2020). The researchers drew mixed conclusions. The majority of people had coped with a difficult experience and demonstrated a measure of resilience in meeting challenges. Disadvantaged groups were more likely to have experienced increasing pressure and deterioration in their circumstances. The Mental Health Foundation report (Kousoulis et al., 2020), concluded that in addition to the provision of mental health services, the social determinants of well-being need to be recognised and societal inequalities reduced.

The UK Household Longitudinal Study (Daly et al., 2020), a large cohort study, found vulnerability and resilience to be influenced by factors such as gender, employment and pre-existing challenges including financial insecurity and lone parenthood. Xue and McMunn (2020) reported that women were completing more housework and childcare during the pandemic, on average 15 additional hours per week, and most couples did not reduce their employment hours even though the majority were working from home. Women reported higher distress than men related to the number of additional hours spent on household responsibilities. In families in which men contributed more to household activities, both partners reported lower distress. A picture emerges of households in which partners support one another through a more equitable approach to household responsibilities, reporting better functioning, suggesting that resilience is increased through connectedness and mutual support (Walsh, 2016).



Parenting during the pandemic

Becoming responsible for education through home-schooling presented many parents with novel challenges. The majority chose to exercise, spend time outdoors and access green spaces as a way of coping. These positive coping choices reflect a resilient organisational process of flexibility to adapt, with families doing what they could under restrictive circumstances. Daly et al. (2020) reported that 96% of parents experienced improved or consistent relationships with their children and 97% reported close or very close relationships with their children. Protective factors included financial security and the appropriate space to work at home effectively, while lone parents tended to report increased financial vulnerability, although 25% of those who were in deprived circumstances still reported improved relationships with their children. Cheng et al. (2021) found that working parents indicated higher financial distress and poorer well-being than adults without children, highlighting the additional responsibilities experienced by parents.

Parents’ reactions to change are likely to determine children's experience and reactions. Crescentini et al. (2020) examined the link between parental coping and its impact on children in Italian families and found that parents who felt depressed and anxious reported that their children displayed similar symptoms. Significantly, nearly a quarter of parents reported moderate to severe post-traumatic stress symptoms. Parents with children with more complex additional needs reported increased stress for themselves and more psychosocial problems for children. These findings were replicated in families with pre-existing mental health diagnoses (Misca & Thornton, 2021), single parent families and low-income families, reflecting similar findings from a study in the UK (Cheng et al., 2021). Unsurprisingly, the research suggested that families with more coping resources reported better well-being than those with fewer resources.

Spanish parents who reported distress and feeling depressed or anxious, were found to adopt more avoidant parenting practices, with less structure and focus for children in their everyday life (Romero et al., 2020). When parents identified as being vulnerable, specifically showing anxiety and depression, their children's behavioural changes were characterised as displaying conduct problems, emotional problems and hyperactivity. Conversely, parents who reported lower stress and fewer difficulties with their children were likely to have engaged in more daily activities and spend greater time on home-learning (Romero et al, 2020). Children coped well when parents were able to offer structure, attention and care, adapt to the circumstances and manage their own emotions.

Parental coping is clearly a predictor of children's well-being. Evandrou et al. (2021) also examined whether conflict and stress increased when family members had moved due to the pandemic. They found that conflict had increased when households had changed, despite the reasons for doing so being varied, such as students returning home from university, or grandparents moving in to help with childcare. These families reported higher interpersonal conflict and stress than families whose living arrangements were unchanged.



Protective factors: religiosity/spirituality

Spirituality has been identified as an important factor in the development of resilience (Walsh, 2016). Outlining the multitude of losses experienced during the pandemic: deaths, physical contact, livelihoods, hopes, dreams and normalcy, Walsh (2020) underlines how belief systems are key to how the pandemic has been understood, constructing meaning through familial lenses. Core beliefs help family members seek a new sense of adjusted reality. Organised religion provides a belief system present within the family system and in the religious structures and practices outside the family. Attending online church services was far higher than would normally be the case for services in church. The Archbishop of Canterbury's Easter sermon in 2020 had a combined audience of more than 5 million. One study (Centre for the Study of Christianity and Culture, 2021) found that the closure of churches in the UK had a serious negative impact on individual and societal well-being.




Looking to the future

The coronavirus pandemic has had enormous impacts on all individuals and families and the consequences may linger for years to come. Furthermore, the death rates amongst BAME groups have shone a spotlight on racial inequality in the UK. A report published in March 2021 from the Commission on Race and Ethnic Disparities (2021) highlighted acute geographical inequality, with the most concentrated pockets of deprivation being amongst ethnic minority groups, particularly those of Pakistani, Black Caribbean and Black African heritage. The Commission also commented that, contrary to popular belief, ethnic minority groups have high levels of aspiration, resilience and optimism.

COVID-19 has exposed the nation to individual loss and collective trauma, unprecedented since the Second World War. As the pandemic spread, increased concerns were expressed by social care and health professionals about the mental health consequences. The pandemic has drawn attention to the differences which influence coping and resilience. Recognising these is very important for those practitioners working in social care. Individuals and families experiencing mental health issues, living in poor and overcrowded homes and without adequate financial resources found it much harder to be resilient.

The pandemic has increased the level of community support which has been organized and offered to individuals and families unable to manage everyday life. Charities have encouraged local initiatives and volunteers have shown remarkable kindness. Families have also had to care for others in ways which they may not have done previously.

It is important to note, however, that the research emerging during the pandemic was for the most part confined to studies conducted remotely using internet surveys. The potential implications of this are that participants were more likely to share certain characteristics: IT literacy, internet access, less chaotic home lives, time available, and willingness to take part in research. It is probable that some groups are less well represented in the data, limiting the generalisability of conclusions. Further research is essential.


Box 8.1 Reflective Questions


	What were the impacts of the pandemic on families in your country?


	As keyworkers, what effective self-care practices should social workers adopt?


	What are the limitations of emerging research on the impacts of the pandemic on families?
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Figure 9.0 The capacity of people living with disability to work from home and who have access to resources and technology has helped them to survive and thrive during COVID-19

Source: Photo by Cliff Boot



According to the Johns Hopkins Coronavirus Resource Center, more than two million people worldwide had lost their lives from COVID-19 and over 100 million confirmed cases were reported on the 31st of January 2021, and numbers were continuing to rise (Johns Hopkins Coronavirus Resource Center). Infections were spreading and outbreaks occurring in many parts of the world, and at the time of writing this chapter, one million new cases had been recorded in the previous six days.


Disparities and risks to people with disabilities during COVID-19

The global emergency response to COVID-19 with regards to planning and response, and access to medical care for persons with disabilities has been mixed, highlighting disparities in care, outcomes and the value placed on life and human dignity especially for people with disabilities who are homeless, living in residential and psychiatric facilities or in prisons (OHCHR, 2020). The pandemic introduced unique and unprecedented threats to disability communities around the world in terms of trauma and stress in addition to the fear of infection by COVID-19 and its health consequences. Concerns included discrimination in favour of non-disabled people in care systems, as well as physical, emotional and educational impacts of isolation, and the deaths and illnesses of loved ones and community members (Lund et al., 2020)

Several issues contributed to this disparity. Pre-existing problems such as access to health care, access to equipment, and the provision of sufficient physical personal care and other assistance (depending on the disability) were made more evident during the COVID-19 pandemic as governments and general society implemented actions to address the virus. Countries worldwide have attempted various methods to make coronavirus education, prevention, and safety more accessible and useful for disabled citizens. Nevertheless, systemic issues of ableism and other prejudice and discrimination hindered those efforts especially amongst medical providers and others who are not living with a disability (Goodenough, 2020).

The Office of the United Nations High Commissioner for Human Rights (OHCHR, 2020) described the impact of COVID-19 on persons with disabilities in health, living conditions, income and employment, education, and personal safety. According to the OHCHR (2020), persons with disabilities have faced all types of discrimination. They made strong recommendations and highlighted promising programs worldwide such as those that appropriately allocated resources. Recommendations to address discrimination included:


	Prohibit the denial of treatment on the basis of disability


	Ensure priority testing


	Promote research on the impact of COVID-19 on people with disabilities


	Identify and remove barriers to treatment (including accessible environments)


	Ensure continued supply and access to medicines


	Training and awareness of health workers to prevent discrimination


	Consult and actively involve people with disabilities (OHCHR, 2020, p. 2)




Some recommendations made would be expensive for some countries and no suggestions were made as to how initiatives could be funded. In Nepal, for example, the exact numbers of people with disabilities is not known and there were few resources and inadequate infrastructure prior to the pandemic (Pandey, 2020; Panthee et al., 2020). On 19 July 2020, Nepal had recorded only 57 COVID-19 cases. However, by August 31st, just six weeks later, the number of cases grew to over 38,000, with 221 deaths. With escalating numbers, people with disabilities were reported to feel neglected and helpless. Additionally, Pandey (2020) reported the lack of facilities heightened due to the pandemic's impact. Nevertheless, even in existing facilities, people were at risk, for example, the case of a medical specialist with a disability who became infected with coronavirus. He believed he was infected by a security guard who had mild symptoms and interacted with several others before realising he was infected (Pandey, 2020). Jalali et al. (2020) reported the impact of COVID-19 on persons with disabilities in Iran, amongst the worst affected in the region in the early stages of the pandemic with 44,000 infected people by 31 March 2020. People with disabilities in the already impoverished country had even greater difficulty obtaining food and other supplies especially when caregivers required quarantine, further restricting assistance for individuals with disabilities and their ability to survive.

In contrast, the UK, a well-resourced country, has found itself amongst the top five worst-affected countries in the world. Eskyte et al. (2020) described the difficulties for people with disabilities amongst UK residents in terms of ease of movement especially when accessing public streets during that country's coronavirus response. Repeated lockdowns and other restrictions made obtaining necessities extremely difficult for many people. People with disabilities were not generally identified amongst the most vulnerable at the beginning and were generally absent from planning in a country that has had a failed response to managing the pandemic. Mandated masks were not required to be transparent in the UK and most other countries which made it much more difficult for pedestrians with disabilities to ask for the help of others and deaf or hearing-impaired people to read lips. Over half of the adults with disabilities who responded to a survey in the spring of 2020 reported difficulties obtaining regular medicines, food, and other necessities (Office for National Statistics [ONS], 2020). People who struggled and whose carers could not reach them for many reasons were left alone and isolated from the rest of the population. Although mask exceptions were granted to some people, the public was generally not aware of these exceptions. This lack of knowledge increased unwarranted criticism and hostile behavior from the public towards those people who were unable to wear masks and were exercising an allowed exception, increasing their distress during this period.

Aurora (2020) reporting on statistics from the Office for National Statistics, UK, described the disparity between disabled men and disabled women in COVID-19 mortality rates. Coronavirus infected women with significant disabilities were 3.2 times more likely to die than infected non-disabled women. Infected men with significant disabilities were 2.5 times more likely to die than infected non-disabled men. Aurora (2020) cited a disabled women's group who attributed the men/women disparity to greater psychological stress and feelings of isolation experienced by women. She concluded that the significantly disabled had less access to adequate medical care due to greater poverty and a general lack of support during the pandemic.

All people are vulnerable to impairment at some point in their lives whether from birth, trauma, illness or old age, while disability stems from sociopolitical impacts and how barriers are addressed (Bickenbach et al., 1999). Around the world, many people with disabilities live in residential care facilities, such as nursing homes and specialist institutions. This includes young people inappropriately placed in aged care institutions due to lack of support to live independently and children with disabilities who still live in institutional settings to receive the medical and rehabilitation services they need. Glynn et al. (2020) explained that many older residents in institutions have additional underlying health challenges that make them more vulnerable to COVID-19. Residential care facilities and community care also expose people to care providers who regularly move between multiple clients, constantly rotating shifts and whose job requires close personal contact with people vulnerable to disease. It is was these workers who were provided with less training and less access to personal protective equipment (PPE) than frontline hospital workers, placing themselves and the people they work with at risk.

The Australian Associated Press highlighted the efforts of the Australian Royal Commission into Violence, Abuse, Neglect and Exploitation of People with Disability (Australian Government, 2020; Goodenough, 2020). Public hearings collected the experiences from 40 people with disabilities, witnesses and caregivers who gave evidence of their increased feelings of isolation, frustration about inadequate communications from authorities, and increased difficulties in obtaining PPE and other daily necessities during lockdowns as well as other episodes of neglect and abuse. This leads us to the first case study which describes the experience of disruption in the life of one young man during lockdown, drawn from a telephone interview conducted by an MSW student intern in April 2020.



Case study 1

This case describes the experience of a young man in his late teens with an Intellectual Developmental Disability (IDD) and an Autism Spectrum Disorder (ASD) and the impact of COVID-19 on his life. It should be noted that some people with autism prefer identity-first rather person-first language. At the beginning of 2020, he lived in a group home and was actively involved in an adult day program for individuals with an IDD. His treatment plan included steps and measures for agency staff to appropriately manage his ASD. However, in mid-March, onsite programming was suspended due to the proliferation of COVID-19 across the US. The loss of such a program is significant for individuals and can result in unwanted adverse outcomes like feelings of isolation which hurts their mental health. For individuals with ASD, routine is a mainstay of that person's daily life activities and disruptions to routines pose significant challenges and adjustment.

The young man enjoyed his time in day programming and attendance was very important to him. During the interview, he indicated that he struggled with boredom and had become listless after the closure of the day program. It became much more difficult for him to follow instructions from group home staff and to achieve his previously independent tasks such as daily/weekly chores of sweeping, making his bed, doing his laundry, and keeping his room clean. Caregivers began spending more time with him to compensate for the lack of day programming and other community activities, made worse by the extended nature of pandemic measures. Caregivers compensated with new activities that he liked doing such as drawing and working colors and playing games like Uno. Still, this young man is just one example of the negative impact that COVID-19 continues to have on our IDD and ADD people in the US and elsewhere at both local and national levels.

This case study clearly shows the importance of planning and responses at all levels to meet the needs of people with disabilities in health emergencies and to find creative ways of ensuring needs that are met when health risks require restrictive methods. These barriers also challenged social workers in the field to address inclusion, complex needs and how to best support families and caregivers.



Discrimination, ethics and decision-making

Abrams and Abbott (2020) argued that the words used to describe COVID disease and related complications perpetuate discrimination against those with disabilities. Abrams and Abbott (2020) specifically challenged the phrases pre-existing conditions and underlying health conditions, arguing that although these seem to be harmless terms, they have provided excuses for healthy people to view the virus with less concern. Abrams recalled a television interview with the UK Prime Minister Boris Johnson in which strategic government inactions was discussed. The strategy, of nonaction or relying on herd immunity, would allow the virus to take its natural course within the population, accepting the related loss of life. Of course, the losses would primarily be of older people, and those people with pre-existing conditions or other health issues. The interview prompted a reaction from disabled commentators who expressed that they felt expendable, given they are amongst the people with such conditions. Abrams and Abbott (2020) defined three uses of the phrase pre-existing conditions. The first is a simple acknowledgement of an additional medical problem. The second use distinguishes a person with such conditions from what is deemed normal. The third use identified a moral distinction relative to desired actions or treatment which opens the gate tor discrimination.

Abrams and Abbott (2020) wrote of the letters sent to several families and organisations, notifying that resuscitation should not be expected for people seriously ill with COVID-19 and that plans should be made for that reality. The subjective decision-making for rationing care was frightening for people who fell into group that feared they may not receive care when needed. Abrams and Abbott (2020) acknowledged that the coronavirus presented few new issues, as society has a long history of prioritising who is eligible for medical care. However, the rationing of care should not select who should live and die, strictly based on perceived societal value and utility. They further argued against the thought of disability as a deprivation of something good, thus causing harm that is a source of pain and suffering. Indeed, disability can be a source of pain and suffering, but not necessarily so, as often it is lack of resources, societal restrictions and attitudes which create distress. Many able-bodied people including health care providers think of disability as worse than death. Because societal norms are not often questioned and easily absorbed, people with newly acquired disabilities can struggle with adjustment to new and dramatic changes in life and roles which takes time to resolve. When higher nursing home (and community) deaths are attributed to the deceased's pre-existing disabling or medical condition, Abrams and Abbott (2020) argued that such attribution obscured poor living conditions in nursing homes as contributing factors. Perhaps it also signals a failure of governments to properly implement appropriate policy, resources and oversight.

The UK public was temporarily concerned when a young girl died of COVID-19 until she was subsequently confirmed to have had pre-existing conditions, according to Hoskin and Finch (2020a) who encouraged social workers in the UK to join with other stakeholders to raise concerns about legislative protections for the disabled that were being eroded with the pandemic response. Hoskin and Finch (2020a) described a scoring measurement that denied hospital admission to those with chronic medical conditions and disabilities. Family members of those with learning difficulties were receiving do not resuscitate letters.

Hoskin and Finch (2020b) also noted nursing home COVID-19 deaths were initially not included in the coronavirus death counts, leaving the impression of a lesser concern for, and interest in, deaths of those residents. Abrams and Abbott (2020) reported that the England and Wales death count from coronavirus infections increased by 41% when care homes began to be included in the overall count, and Hoskin and Finch (2020b) further noted that death counts of people with learning disabilities and autism were also delayed. Hoskin and Finch (2020b) mentioned the early government response that permitted local administrators to temporarily suspend legal requirements for support systems to the disabled, thus reducing needed support. However, most local public workers did not implement these authorised suspensions, instead responding to the expressed concerns of people with disabilities and those who support them. The legislation also suspended educational obligations of local administrators towards disabled and special needs students at local schools. This left families without support for educating these students. Many disabled people and their sponsors were concerned about how easily their legally protected support systems were now vulnerable to the new whims of government.

Examples of negative COVID-19 impacts on persons with disabilities in the US and globally were compelling and overwhelming. In July 2020, one troubling example of discrimination during COVID-19 occurred in Texas (Cook, 2020). A father of five with quadriplegia and brain damage from a prior heart attack was denied treatment and life sustaining measures when he became ill with COVID-19. His family wrote to the federal Office for Civil Rights at the Department of Health and Human Services and said,


Statements made directly to Mr. Hickson's wife, Melissa, by the treating professional indicate clearly that the determination to withhold life sustaining measures was predicated on the discriminatory notion that Mr Hickson's disabilities made his life unworthy of continued life sustaining measures, including provision of nutrition and hydration.

(Cook, 2020)



The problem of health practitioners holding more negative views about quality of life that do not align with a person's reality has long been recognised (Andrews et al., 2020; Dorsett & Fronek, 2007). A person with a disability has likely developed effective coping skills that make perceived disadvantages much less significant and what constitutes quality of life differs from person to person, disabled or not.

One of the main issues in medical resource allocation is the basis on which decisions are made. Andrews et al. (2020) provided examples of three different approaches to rationing medical care in ethics and political philosophy: utilitarianism, egalitarianism, and prioritarianism or the priority view. The utilitarian or practical method assigns subjective quality of life measurements for estimated remaining life and then allocates resources to maximise the quality of remaining life years. This method depends on determining the quality of life, and persons without disabilities usually make that determination. The quality-of-life perceptions of persons with disabilities may be significantly different. The egalitarian approach allocates resources more randomly, for example, through a lottery system. Although a lottery would allow equal opportunity to win resources, resources would not necessarily be allocated to those most in need and likely to benefit from the allocation. The prioritarian example favored medical attention towards younger people because they would be more likely to enjoy a full life, whereas older people have already experienced a full life.

Rationing in health emergencies, especially during a global pandemic where resources are indeed scarce poses many ethical and practical dilemmas in situations where hospitals and health workers are overwhelmed which creates an environment that through urgency and resource scarcity can serve to justify discriminatory actions. There have been many reports about the distress experienced by health workers faced with these dilemmas and the personal costs they experience. Andrews et al. (2020) discussed moral trauma and the personal burden on medical care providers implementing any healthcare rationing method as well as the impact on families. Andrews et al. (2020) recommended transparency in the decision process which fosters greater understanding and more acceptance of decisions and provides a framework for appeal, if appropriate.

In the US, the issues of rationing medical care are not new to the coronavirus pandemic. Many reports and publications, often from conflicting perspectives, were written about the events at Memorial Medical Center and its Life Care facility in New Orleans, Louisiana, after Hurricane Katrina struck in August 2005 (Bailey, 2010; Fink, 2009, 2014; Kahn, 2007; Kahn & Siegel, 2007; Robertson, 2009). Kahn and Siegel (2007) illustrated some of the difficulties faced by medical professionals in times of crisis. The rising floodwaters in the days after the Hurricane passed prompted the medical facility's evacuation, where 57 critical care, palliative and longer-term patients were resident on the seventh floor and not included in evacuation planning. Evacuation proceeded moving patients from other floors to boats or the roof's helipad.

Nevertheless, after days without power, the life support of seven critical care patients dependent on respirators was maintained by the remaining hospital staff conducting manual ventilation. Driven by urgency, fatigue, fear and little chance of evacuation, there was discussion between remaining staff about what to do with patients including those who were not critically ill. If palliative patients were given sufficient morphine to last until the patient died naturally, there was a risk that the morphine drip would be exhausted before the person's death that would leave the person in acute suffering until their ultimate death. According to additional reporting by Fink (2014), the staff decided to provide lethal injections of the pain reliever morphine and midazolam, a quick sedative. One of the people that died as a result was a man with paraplegia who was hospitalised for colostomy surgery. This and other actions raised extreme concern for families about informed consent and other issues. As people died before the staff left, their bodies were moved to a chapel's central location. When the disaster mortuary team arrived, they found 45 bodies. That was more than they found at any other medical facility in New Orleans. Autopsies on the bodies found several with excessive morphine in their system. After nearly a year of investigating, Louisiana Attorney General, Charles Foti, announced the arrest of Dr Anna Pou and two nurses. They were charged with homicide attracting a punishment of death by lethal injection (Fink, 2014).

A grand jury declined to prosecute Dr Pou. Fink (2014) mentioned a juror who noted there were no witnesses to Dr Pou injecting patients. Bailey (2010) reported that Dr Pou had many supporters who argued that she was a hero, not a murderer, because she did not abandon her patients. Instead, she stayed with them as long as she could in the days after the Hurricane. She assisted in evacuation for all considered able to be safely evacuated. The American Medical Association ultimately commended her for her service to New Orleans. However, also noted was a disaster experts’ panel for America's Institute of Medicine disavowed euthanasia's appropriateness during disasters. After being cleared by the grand jury, Pou's later advocacy for laws that protected the actions of medical workers in emergency and disaster situations (Fink, 2013; Nossiter, 2007). The State-level protections prevented civil liability for acting in good faith in disaster scenarios. Prosecutors were encouraged to obtain advice from a medical panel to decide whether to seek criminal convictions. Pou has since worked to pass laws on the management of patients in disasters including during pandemics and argued that informed consent was not possible during disasters (Fink, 2009). As Fink (2013) highlights, the Katrina aftermath clarified an ethical duty to prepare for emergency situations. Hoskin and Finch (2020a) acknowledged that medical providers have a long history of making difficult health care rationing decisions towards the best benefit and welcomed public discussion of the issues. The concern of family members of those people who died at Memorial hospital did not align with the actions of Dr Pou. Although it is certainly clear that health professionals are faced with terrible decisions in emergencies, the cases of people with disabilities in the UK, events at Memorial hospital and Mr Hickson's denial of treatment raise serious questions about ethics, decision-making in emergency situations and the precedents these events have set for future disasters that have been legitimised.



Where to from here?

Globally, the needs of people with disabilities have not been sufficiently met during COVID-19 despite efforts of social workers and caregivers. Like other groups, people with disabilities, are likely to remain vulnerable in the pandemic's aftermath. The COVID-19 pandemic and prior disasters raise many issues that must be debated before the next pandemic. Abrams and Abbott (2020) explained the goal related to the COVID-19 response should not aspire to return to normal as soon as possible for people with disabilities due to issues they faced long before this current pandemic. Nevertheless, Abrams and Abbott (2020) also noted older legislation in the US, such as the Americans with Disabilities Act that provided accommodations generally useful in pandemic conditions. For example, many public buildings have automatic door openers for the disabled that allows people to enter buildings without touching doorknobs. The authors reported the development of many online systems and software solutions that have enable people with disabilities who have access to technology to work remotely when quarantined and expand employment opportunities. Hoskin and Finch (2020a) also noted some bright spots from the coronavirus response. Persons with disabilities, who were more accustomed to staying at home, appreciated the expanded services now generally available to accommodate so many others also now staying at home. They expressed that it is unfortunate that it took a pandemic to generate empathy towards those persons with disabilities.

This brings us to the second case study, an intensely personal reflection from one social work graduate student on their experience as a person with a disability during the COVID-19 pandemic.



Case study 2

The current COVID-19 pandemic has had a profound effect on society at large, the likes of which we have never seen. As a person with a disability, the impact has been even more significant. For example, many persons with disabilities have compromised immune systems that make functioning in a pandemic that much more complicated as many are afraid even to leave their homes. For me, it has been a challenge both physically and mentally. I am also a professional who helps others with disabilities. My job mostly requires me to provide in-person services. This has made the need to be diligent in protecting self and others but with the added risk of having a disability. It frequently crosses my mind about the impact of respiratory disease on my health given my physical limitations, not getting regular exercise, and its effects on my lungs and respiratory system. Even though, I do not have a compromised immune system, there is still added risk because of these factors.

This, in turn, has had a profound effect on my mental health, adding to the sense of isolation and depression that the pandemic has seemingly brought on everyone. I have found it necessary to increase my mental health treatment due to the stress and anxiety. The pandemic has brought on sessions that often cover issues relating to the struggles of functioning in a society that is not built for persons with disabilities are now intensified and cover a more significant overarching theme of how one fits into that same capitalist system. Nevertheless, we are asked to risk much more to act as another, needing to function regardless of disability in the greater system. A capitalist system that already inherently puts individuals with disabilities at massive disadvantage forces many to now risk sickness and even death to put food on the table.

The pandemic effects will have a long-lasting effect on our mental health as a society. However, I have hoped that some good will come of the situation, specific to those with disabilities. The pandemic has forced many companies to allow employees to work from home. The long-term implications of this may significantly impact opportunities for those with disabilities to hold jobs and who might not otherwise be able to due to mobility issues outside of the home.

A second good that may come of the pandemic is the ability to connect with others virtually. I have been fortunate to maintain close connections with my friends worldwide through virtual happy hours and maintaining everyday communication through text conversations with that same close-knit group of friends.

While the current novel COVID-19 pandemic has had its significant challenges, people with disabilities are healthy, resilient people. We are used to adapting to conditions that are not ideal, yet somehow finding a way. Some of us are lucky enough even to thrive. My hope is when we make it through the other side of this pandemic, society will be more comfortable, understanding, inclusive, and willing to find a way to work with those who have their challenges.

This case study should reinforce that the erroneous assumptions made by some politicians, law and policymakers, and clinicians should have no place in speaking for people with disabilities who have their own voice and deserve to be included and be afforded the same rights and dignity as all other people.



Conclusion

Research gaps remain about the impact of COVID-19 on people with disabilities. Time will allow research into the long-term implications of COVID-19 including vaccine distribution, safety and effectiveness. Disparities for the disabled and intersections with ethnicity, gender and socioeconomic disadvantage in health emergencies requires research attention to inform evidence-based programs in recovery and to promote equal access to quality medical care. The greatest disparities are global, as people with disabilities are reliant on the resources their countries afford to them, although the neglect of people with disabilities was also keenly felt in first world countries.

Research will not solve issues of injustice and the treatment of persons with disabilities in health care systems but actions to implant disability ethics to end prejudice and discrimination that undermines the well-being and lives of individuals with disabilities during pandemics will. According to Singh (2020), to protect the rights of persons with disabilities during pandemics, social justice must be advanced for all people, with and without disabilities, and public health experts and policymakers cannot ignore disability. Understanding disability rights and social justice are crucial in defeating the COVID-19 pandemic and its aftermath. It is imperative to maintain disability ethics in medical settings to understand structural discrimination and to promote equitable practices, respect for disability culture, and ways to safeguard healthcare for persons with disabilities equally during health emergencies as well as in non-health emergency conditions. Equal allocations of resources for persons with disabilities should not be solely focused on the judgements of others about quality of life nor disregard the need for informed consent and other considerations. Quality of life is unquestionably subjective.

Decisions based on battlefield triaging need urgent re-examination for future ethical care. Discourse that describes the pandemic as a war may inadvertently support such responses, and stereotypical assumptions must be questioned. Persons with disabilities should be included, not excluded, from risk management planning and response. Disability ethics can be implemented in medical models of care by removing prejudices and safeguarding the adequate protection of all people's interests, including those with disabilities (Singh, 2020). Additionally, health care providers, psychologists, and social work practitioners must remain vigilant of the marginalisation of the disability community during this global ordeal and work to address neglect and disadvantage in all communities in every country to end all types of discrimination, systemic and institutional, along with other forms of injustice and oppression (Lund et al., 2020). It is timely for social workers and other professionals to advocate for the recommendations of the OHCHR (2020) and stand with people with disabilities to raise awareness about injustice and unethical practices. The non-disabled have ethical and professional obligations to reject ableism, treat everyone with equal consideration, accept the complexity of every individual's circumstances and to listen to the voices and concerns of people with disabilities especially in challenging times (Lund & Ayers, 2020).


Box 9.1 Reflective Questions


	What are some of the assumptions made by non-disabled people about people with disabilities that you have heard? And how does this affect inclusion in society?


	How might social workers support individuals and families who are subjected to care rationing and what professional dilemmas are presented in this work?


	How do social work's professional ethics and recommendations concerning the rights of people with disabilities inform social work practice at micro, mezzo and macro levels of intervention?
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Older people are more susceptible to COVID-19 and more likely to die if they catch it. The older they are, the more likely people are to die from the disease. That susceptibility intersects with other susceptibilities, for example of black and minority ethnic groups and of people with pre-existing health conditions. People in these groups, therefore, are even more likely to contract the disease and die from it as they grow older.

Part of the susceptibility is that some frail older people live in care homes, or, a jargon phrase, long-term care facilities (LCTFs), that provide support in the activities of daily living or provide nursing, mainly for older people and also some younger people with disabilities. Transmission of the disease is easier in residential care because people with high susceptibility to COVID-19 are clustered together, often in crowded conditions where controlling virus transmission is difficult.

In this chapter, I examine the significant impact of the COVID-19 pandemic on older people's lives, policy and service responses to it and on healthcare and other services for them. End-of-life care for older people was also affected by the pandemic. The most vulnerable older people are housed and cared for in LTCFs as part of social care provision. There is evidence of serious dislocation and failings in planning, policy-making and service provision. In a concluding comment, I argue that the poor public policy responses and service provision demonstrates ageism.


Older people and COVID-19

Older people's susceptibility to contracting the disease and die from it was known from the early stages of the pandemic. An early report of the source outbreak in China found that no deaths occurred in the group aged nine years and younger, but eight percent of cases aged 70–79 years died, and 14.8% of those aged 80 years and older (Wu & McGoogan, 2020). Later experience confirmed the susceptibility of older people, particularly of men in the 70–79 and 80+ age groups (Chen et al., 2020; Lithander et al., 2020; Mallapaty, 2020). Older people suffer higher mortality than others for all causes and usually have higher levels of co-morbidity (that is, having several adverse health conditions at the same time) than younger people, so this pattern in COVID mortality is not unexpected (Promislow, 2020). Lithander et al.’s (2020) study also found that older people presented to healthcare services atypically or not with the same symptoms as younger people and the pattern of symptoms was often not picked up by the widely used World Health Organization (WHO) suspected case definition. Older people, therefore, needed to be assessed differently from the routine for younger people. It is not clear how carefully this distinction was applied in many countries.

All these factors had consequences for older people during the 2020 pandemic in two ways. First, older people, especially if they were also affected by other risk factors, became targets of concern and protection in policy and healthcare and social responses to the pandemic as it developed, although sometimes ineffectively. Second, older people themselves reacted emotionally, psychologically and in their social relations to their understanding of the situation.



COVID-19 and older people's lives

Older people's lives were inevitably affected by the pandemic and official and informal responses to it. These responses developed as the pandemic extended its reach. The main issues for vulnerable populations, including older people especially if there were intersections with other risk factors in their lives, were the need for information targeted to be useful to them, problems accessing services, deprioritisation of routine healthcare and social services, discrimination against particular groups, such as migrants and Roma people and stigma and legal as well as financial barriers to maintaining people's safety (European Centre for Disease Control and Prevention, 2020b). Clear and accurate information about the risks to them and guidance about actions they should take were needed to enable them to use their own coping skills and experience of life to deal with the health consequences and then to adapt their way of life in other respects. Information appropriate to older people's needs was often not available.

A picture of people's reactions, some social consequences of the pandemic and official responses to it were offered by an annual survey of intergenerational relationships in the UK (Gardiner et al., 2020). The survey concluded that the impact of COVID-19 on older people led to a U-shaped pattern of change compared with the pre-pandemic situation. The virus itself determined physical health outcomes but the shape of the pre-COVID economy drove economic impacts. Older people were more at risk of health consequences, but their financial position was more stable than younger people in the working population who were more affected by economic disruption. Government responses, however, often pursued maintenance of the economy in ways that did not focus on older people's needs.

Disruptions in healthcare and other services for older people caused by policy responses to the COVID-19 pandemic were considerable. In England, for example, Propper et al. (2020) found that between February and May 2020, 16.8% of people over 50 years of age had hospital treatment cancelled and 10% were unable to visit or speak to their GP. Care-seeking behaviour also changed with three-quarters of people who needed contact with community health services unable to contact them or deciding not to do so. Most people, however, continued to receive medication in the community. People with worse health status and those living in deprived areas were most affected by these disruptions to community services.

The pattern of healthcare problems affecting older people and the economic consequences affecting young people is exemplified in a survey of the pandemic's financial consequences for older people in the UK (Crawford & Karjalainen, 2020). Nearly 20% of people aged 52 years and older had a worse financial position by July than before the outbreak. Twenty-nine percent of people in work before the outbreak and just getting by at that time were worst off compared with 13% of retired people. Among workers over retirement age, 37% were worse off compared with 7% of retired people. Some had few resources to weather a difficult period. Twenty-three percent of worse-off people had a net financial worth of less than £500. Ninety percent of retired respondents were usually not worried about their future financial situation, but over a third who had been working were somewhat worried. In summary, most adverse financial consequences of economic disruption were borne by people active in the job market, with the most severe consequences for people affected by the precarity of an increasingly insecure gig economy (casual or short term, insecure work). While this particularly affected younger people, older people who were still working, probably because of poverty in old age due to inadequate retirement pensions, were also affected.

In response to health concerns and financial pressures, governments introduced virus transmission control measures which led to social disruption for everyone, but with a few exceptions did not focus on the specific impacts on older people. Being more at risk from COVID-19, they were forced to isolate themselves further from social connections. Retirement from the job market meant they had already experienced more attenuated social networks, relying on friendship and kinship relations.

At some stages of mitigation measures, which varied in different countries depending on the progress of the virus and decisions made, government transmission control measures such as lockdowns were strict. At other stages, they were more relaxed. Older people needed to be clear about what measures affected them at any particular time to work out how they would respond. There were three types of measures. One was personal action to reduce transmission of the virus in daily life. Examples were frequent and effective hand-washing to prevent transmission from surfaces and products they handled and wearing masks in confined environments to avoid airborne transmission of the virus. While mask-wearing was unfamiliar in some countries, older people may also have experienced previous pandemics. Older people had to find masks, not easily available in the early stages of the pandemic or get people to make them or have the skills and resources to make their own. The second measure was physical distancing, avoiding sustained close contact with other people, particularly in confined environments, especially difficult for people who need physical assistance to achieve daily living tasks. The third was to receive needed medical and social care, which was disrupted by pressures on health and social care agencies of providing for the large number of people affected by COVID-19 and the consequent disruption of wider health and social care provision.

An Office for National Statistics study (2020, June) examined the effects of the first UK lockdown in April-May on older people, the government's first phase of strict transmission control measures. The study found that older people worried less about finances than younger people but were more concerned about access to essentials. Keeping in touch with friends and family remotely and doing activities such as gardening and reading helped them to cope. They are more likely to be looking out for their neighbours and feel supported by their local communities. People in their 60s were the least optimistic about when life would return to normal, with more than a quarter thinking it would take at least a year or would never return to normal.

An international survey found that community and home-based care arrangements were also disrupted with day centres and community facilities closing (Dawson et al., 2020). Governments were less able to maintain oversight than with hospitals and residential care, and some governments tried to move both patients and staff into residential settings with disruptive results, especially for older people suffering from dementia. Few countries, except for Australia, collected data on what was happening in community care provision. National measures to support community-based care were lacking. Another survey of the effects in nine countries of the pandemic on people with dementia concluded that, in many places, the basic human rights of people with dementia might have been compromised during the pandemic (Suárez-González et al., 2020). These rights included access to intensive care units, hospital admissions, healthcare and palliative care. The ban on visits (including spouses and care partners) to care homes across the world, kept people with dementia detached from essential affective bonds and provision of family care for many months.

Difficulties were not only present for patients in the community. The Care Quality Commission (2020) organised an independent study of in-patient experience during the pandemic in the UK. Feedback on patient-centred care, emotional support from staff and treatment generally was overwhelmingly positive, and 86% said they were always treated with respect and dignity. Most patients with COVID-19 said they were able to keep in contact with their family and friends, but patients aged 75+, especially those with sensory impairments, learning disabilities or mental health and neurological conditions were less able to do so. Patients with COVID-19, many of them elderly, reported that their home situation was not taken into account in planning discharge. Thirty-two percent said they were not told whom to contact with problems after leaving hospital and 29% said they did not receive necessary post-discharge care and support. Again, this reflects a focus on the hospital rather than the community.

One issue with virus transmission controls was the demand on water and sanitation provision. Unproblematic in Western industrialised countries, it could not be taken for granted in many countries across the world. Older people were affected because younger, fitter people are better able to travel to get water, and to gain access to washing and other hygiene requirements. Older and disabled people might not be able to use communal provision for washing, sanitation and hygiene (Helpage International, 2020).

As stay-at-home and physical distancing measures to control virus transmission were implemented, efforts were made in some countries to target older people because of the higher risk. An international survey of information in 27 countries found that, despite knowing about the much higher risk, older people in their 70s or older were no more likely to comply with these measures than younger groups in their 50s (Daoust, 2020). This seems to have been because their practical circumstances made compliance with restrictions too difficult.

For example, in March 2020, the UK government advised people at high risk of contracting COVID-19 to stay home and avoid face-to-face contact. A survey in the UK showed that 20% did not self-isolate strictly, and the proportion fell to less than 50% by July (Steptoe & Steel, 2020). This high-risk group had twice the level of depression and anxiety compared with average risk people. Satisfaction with life, happiness, sense of purpose, sleep and general quality of life were impaired. Loneliness was much more common in the high-risk group, although there was little difference in levels of contact compared with average-risk people. People in the high-risk group were more likely to have been hospitalised with COVID-19, to have experienced death among family and friends and to be worried about obtaining food and other essentials.

The other side of caring was also affected. Older people make a significant contribution to caring for family members and neighbours, and in volunteering in community activities. A survey of carers found that 42% experienced no change in their caring activities, 23% increased and 35% either decreased or stopped their caring activities (Chatzi et al., 2020). Women were more likely than men to continue the same level of caring. Carers aged 80 years or over were less likely to stop or reduce care, probably because they had no choice. Carers without paid jobs, the least wealthy or who were self-isolating were more likely to maintain their caring; again, no choice. During the outbreak, 11% of men and 12% of women became new carers for someone outside their household, mostly people in the 50–59 age group. People in lower wealth groups, who were vulnerable to contracting COVID-19 or who had functional limitations, were less likely to start new caring responsibilities. Among people who were volunteering before the pandemic, 18% reduced activity and 43% stopped completely. Only 9% increased volunteering activity.

The biggest deteriorations in mental health affected the youngest adults and younger retired older people. This pattern is clearer still and extends to the oldest adults when looking at changes in life satisfaction since before the pandemic. Rates of high life satisfaction had fallen by most in May 2020 compared to 2018–19 (15%) for under-30s and over-65s (though satisfaction levels remained highest for younger pensioners).



End-of-life care

End-of-life care is a range of services provided to people as they approach the end of their lives. It includes palliative medicine, specialised medical and nursing care that responds to the healthcare needs of people in the dying phases of their lives. Palliative care is a multiprofessional service, involving several healthcare professions including social work and social care provision. End-of-life care includes specialised management of pain and other symptoms, together with arrangements to meet psychological, social and spiritual needs.

Since the COVID-19 pandemic would lead to increases in the number of people dying, end-of-life care needs were expected to increase and increased palliative care provision would probably be required. An extensive global survey of 458 end-of-life care services – 277 from the UK, 85 from other European countries and 95 from the rest of the world, found that 81% cared for patients with COVID-19 (Oluyase et al., 2020). Seventy-seven percent had staff with COVID-19, 48% reported shortages of personal protective equipment (PPE) to ensure staff safety from infection, 40% staff shortages, 24% medicine shortages and 14% shortages of other equipment. Of the services surveyed, 91% changed how they practised, mainly shifting to increased community and hospital care with fewer admissions to inpatient palliative care. Factors associated with increased PPE shortages were charity rather than public management and inpatient palliative care units rather than other settings. UK services experienced a higher likelihood of staff shortages. Staff described increased workloads, concerns for sick colleagues, time spent trying to get essential equipment and a feeling that they were not regarded as a frontline service.

An international study that conducted a directed documentary and content analysis of 21 guidance documents addressing COVID-19 healthcare issues affecting nursing homes identified poor coverage of end-of-life care issues (Gilissen et al., 2020). Documents focused primarily on infection prevention and control, including only a few sentences on palliative care topics. Palliative care themes most frequently mentioned were end-of-life visits, advance care planning documentation, and clinical decision-making towards the end-of-life, this latter material focused on hospital transfers. Topics such as symptom management, staff education and support, referral to specialist services or hospice and family support were neglected.

Poor practice followed the poor guidance. A Swedish study of 1,346 deaths from COVID-19, for example, found that people dying in care homes were on average more than six years older than those who died in hospital and were more likely to be women (Strang et al., 2020). Care home deaths were significantly more likely to be of people who could not express their will and were less likely to have relatives present at the time of death, but were more likely to have staff present although these still only represented 54% of cases. Significantly fewer end-of-life discussions had been held than in 2019 and significantly more died without someone being present.

While there has been press comment, often alarmist, on adverse mental health consequences of family members not being able to grieve because arrangements for attendance at funerals was restricted, many adverse bereavement reactions occur after several months or years and so problems may not yet be apparent (Parkes & Prigerson, 2010; Sowden et al., 2020). A systematic survey of the limited research on the impact of funeral practices on bereaved relatives’ mental health, grief and bereavement suggests that there is no consistent pattern of adverse reactions (Burrell & Selman, 2020). Some evidence suggests that relatives’ involvement in planning for funeral rituals and opportunities to say goodbye in meaningful ways are the most important factors, but transmission control restrictions have meant that provision for this in care homes and hospitals seriously disrupted these arrangements.



Care homes (long-term care facilities)

In almost all countries, a high proportion of deaths linked to COVID-19, were among care home residents. On average 46% of all COVID-19 deaths are care home residents (based on 21 countries), ranging from 0.01% in South Korea to over 4% (that is, one in 25 residents in care homes died) in Belgium, Ireland, Spain, the UK and the USA. This share correlates with COVID-19 deaths in populations living outside care homes. This means that deaths in care homes probably derive from the extent of community transmission. Where death rates in the community are high, that death rate transfers into care homes (Comas-Herrera et al., 2020).

What preparation would have been expected in care homes? A Welsh study pointed out that even in normal times care home populations experience more respiratory disease outbreaks than the general population (Emmerson et al., 2020). Health and social care authorities should therefore have expected a high incidence of morbidity and mortality in care homes and made preparations accordingly. But it was not so. Most European countries, for example, did not have surveillance systems able to monitor respiratory diseases systematically and consistently and provide timely reporting at local or national level to inform interventions (European Centre for Disease Prevention and Control, 2020a). General healthcare and hospital services were prioritised with little thought given to the fragmented and separate systems for social care in many countries.

The international aid charity, Médecins Sans Frontières (MSF), working in several countries, found substantial failings in preparation for medical emergencies. Its report on the situation in Spain, where it worked with nearly 500 nursing homes, identified structural failings in the residential care system (Médecins Sans Frontières, 2020). These facilities lacked health and care resources which had a direct impact on the health of the residents when the responsibility for emergency health resources and life or death fell on structures designed for social situations (housing/residence). This led to medical care being neglected, high mortality and a decrease in the quality of social care. Many older people died isolated and alone (Médecins Sans Frontières, 2020, p. 5).

Spain was not alone in its lack of preparation. MSF also reported on its work in Belgium, where its activities shifted from hospitals to LCTFs in early April, visiting 174 care homes. There was a lack of knowledge of basic hygiene rules and safety and treatment protocols, as well as shortages of staff and protective equipment. Retirement homes were asked to operate like hospitals but were not given the protective means and necessary personnel to do so (Thornton, 2020).

Daly (2020) studied the UK policy responses on care homes in England from the first coronavirus action plan published on 3 March 2020 until the announcement of a care home financial support package on 13–15 May. The initial aim of guidance on reducing transmission in care homes issued on the 13th of March was to deny entry to staff and visitors with suspected COVID-19, thus increasing the social isolation of the residents and staff. The Coronavirus Act 2020 eased the duty on local authorities to meet care-related need and neither the Act nor any guidance enabled or encouraged homes to reduce capacity. Care homes were consequently perversely incentivised to maintain crowded facilities by the need to maintain income, much of which, particularly in the richer south of the country, is from residents’ payments.

A core element of government strategy was to free National Health Service (NHS) capacity by rapid discharge to the community, with care homes mentioned as a downstream, low-risk receiving location as a way of solving problems for the NHS (Daly, 2020). Some 25,000 patients were discharged to care homes, and on 2nd April, the government explicitly stated that negative tests would not be required before transfer. This policy was changed on the 15th of April when, for the first time applying a testing regime to care homes, the government required testing before admission. A shortage of available testing capacity meant that very little testing of residents or staff took place, which meant that safety required incarcerating residents in their rooms, especially if they developed symptoms, and introducing stringent physical distancing within homes continued.

The challenges identified by Médecins Sans Frontières (2020) in its study of Spain's care homes are typical of the problems elsewhere. They included:


	The absence of forward and contingency planning in both public and private organisations


	High occupancy and poor infrastructure, which meant that quarantine and distancing measures were not possible


	Lack of training in using PPE


	Inability to respond to loss of personnel on sick leave


	Limitations in the availability of diagnostic tests and inability to act on the results


	Strict isolation measures taken indiscriminately due the scarcity and limited credibility of diagnostic tests


	No protocol and staffing for end-of-life care


	No psychosocial care for residents and staff (Médecins Sans Frontières, 2020, p. 7)




MSF reported a refusal to accept referrals for hospital treatment so that “… homes were forced to keep patients with a very severe prognosis. In this situation, the virus spread rapidly, affecting residents and workers who, without adequate means to protect themselves, became ill…” (Médecins Sans Frontières, 2020, p. 7).

Mortality was not, however, universal in care homes. A Scottish study of 189 care homes with 5,843 beds found that 37%, mostly those for older people, experienced a COVID-19 outbreak (Burton et al., 2020). There were 852 confirmed cases and 419 COVID-related deaths, 95.7% of which occurred in the resident's care home, and 3.8% after transfer from the care home to hospital. A quarter of COVID-related deaths occurred in 2.6%, and half in 6.9% of the care homes. Care home size was strongly associated with an outbreak, the bigger the care home, the more deaths that occurred.

A systematic scoping study of the importance of social connection in long-term care found that the most-studied aspects of social connections were social support, social engagement, loneliness and social networks (Bethell et al., 2020). Reported mental health outcomes were: depression; responsive behaviours; mood, affect and emotions; anxiety; medication use; cognitive decline; death anxiety; boredom; suicidal thoughts; psychiatric morbidity; and daily crying. All of these could be expected by care homes adversely affected by transmission control restrictions applied in care homes.

In many countries, the social care workforce was not able to respond to help with residents’ social connections. One issue in the UK derived from the low pay of social care staff working in care homes and staff shortages which became more problematic as staff were self-isolating because of infection in someone they had contact with or were sick themselves with COVID-related illness. The situation was compounded both because they caught the virus and because of the stress of the work. The result of these pressures on the system was that some staff had jobs in different care homes, or agency staff working in several homes were employed. A London study found that the risk of infection was significantly greater among staff who worked in more than one home, a risk even greater than for those who had extensive contact with residents in a single home (Ladhani et al., 2020).

The National Audit Office, the UK's independent watchdog on government efficiency, undertook several relevant enquiries. An initial report on structural problems replicated some of MSF's findings in Spain (National Audit Office, 2020a). It noted failures over many decades to integrate aspects of health and social care. Daly's (2020) study of the social care response pointed to separate funding and management structures, and the political and cultural value attached to health services as a public good, but not to the de-politicised social care system which had a high proportion of private provision and limited pooling of risk. Other problems identified by the National Audit Office were that lack of preparedness led to the reliance on national and international external suppliers who were also under pressure, financial pressures due to one-off short-term funding fixes that focused on immediate needs over the previous decade, and prioritising health services rather than local government social care, leading to a lack of forward planning for sustainable services.

A later report on PPE provision for protecting staff from infection as they worked noted some of the consequences of these structural issues (National Audit Office, 2020b). It found that the government department redeveloped its plans in 2018 to prioritise financial savings. Before the pandemic, responsibility for managing PPE supply and stockpiles was spread across multiple public bodies and private sector contractors. Government's stockpiles of PPE were intended for an influenza pandemic and were inadequate for the COVID-19 coronavirus pandemic. Government attempted to use its stockpiles to meet demand for PPE but faced distribution problems and a lack of information on local requirements. Guidance to staff on the use of PPE was confusing. After its publication on 10 January 2020, the guidance was changed 30 times by 31 July. Social care staff, and health staff to a lesser extent, were concerned that the frequency of changes made it confusing and that the measures outlined were not sufficient to protect workers properly. Even when labelled as being for social care, much of the guidance was explicitly for healthcare settings and had not been tailored for social care settings. The adult social care sector received about 331 million items of PPE from central government between March and July (14% of the total PPE distributed and 10% of their estimated need). This compared with 1.9 billion items sent to NHS trusts (81% of PPE distributed and 80% of estimated need). Employers reported 126 deaths and 8,152 diagnosed cases of COVID-19 among health and care workers as being linked to occupational exposure.



Institutionalised ageism and the response to COVID-19

Chapter 1 pointed out that responses to health emergencies always illuminate underlying values and political ideologies: cultural attitudes and policy predispositions stand revealed. The reason for much of the troubles in services for COVID in older people is ageism, hidden prejudice in many people's cultural assumptions and social norms that see young people as more important because they are the future. This connects with neoliberal policy choices that prioritise maintaining the economy above the health, social relations and even the lives of older people. The Médecins Sans Frontières (2020) report on nursing homes in Spain describes an extreme situation, but the prejudices lying behind it were replicated across the world. Showing institutional lack of coordination and lack of leadership, governments prioritised the healthcare response in hospitals which left behind the elderly in the nursing homes, even though they were the most vulnerable group with the highest mortality (Médecins Sans Frontières, 2020, p. 9).

Ageism is clearly apparent in the experience of older people and the community social care provision that most supports their quality of life during the COVID-19 pandemic. Young people, their medical treatment, their work and the freedom to live their lives was a greater concern than the security of older people's care. Governments knew little about the infrastructure of social provision that supports the resilience of older people's lives in the community and had not planned to maintain it in a healthcare emergency.

Advised mainly by doctors and public health professionals, governments prioritised hospital services and social restrictions to prevent virus transmission for the benefit of the young and thought little about the psychological and social consequences for older people affected by lack of care and social isolation. Care homes had been poorly funded over the years and were staffed by poorly paid, devalued employees unable to deliver services with PPE that would enable them to work safely. Sick and elderly people were clustered together in these often over-crowded buildings which were difficult to adapt so that residents were protected from respiratory infections, even though older people are most likely to suffer such infections, and financial pressures and the needs of hospitals meant that full capacity was a more important priority than safe and appropriate care.

Strict infection control measures aimed at protecting younger people in the community, meant that residents, even those with dementia, were cut off from family and friends. In some countries, residents with COVID-19 were refused treatment in hospital or discharged to care homes that were unable to cope with caring for them safely. Discharge support and care outside hospitals was unsatisfactory. Neoliberal economic policies ramped up rates of infection by governments balancing economic activity against the need for public health infection control measures. Community social care provision was closed down or made inaccessible by public health measures and community involvement in volunteering and caring was lost. Although end-of-life and bereavement care was obviously needed because of increasing COVID-19 deaths, little guidance was offered. Palliative care services came under pressure and were de-prioritised in favour of hospital treatment including the distribution and provision of PPE.

The European Union Fundamental Rights Agency (FRA) carried out studies on the human rights implications for older people of European countries’ COVID-19 pandemic policies, relating to the EU Charter of Fundamental Rights. It found widespread evidence of discrimination against older people in medical, political and social decisions and practices (EU Agency for Fundamental Rights, 2020).

Age discrimination in overt policies is not the only issue; academic priorities are also in question. Technical requirements in healthcare and social research often exclude older people, and so even though they are known to be susceptible, their needs are not the first priority in research. For example, Lithander et al. (2020) pointed out that older people and those with comorbidities are usually not included in intervention studies since there may be confounding factors, but in the case of COVID-19, this was the group that required treatment and preventive measures such as vaccination. Daoust (2020), reviewing publications about older people's compliance with transmission control measures, found that even though older people were known to have an increased risk of morbidity and mortality, no special efforts were made in the early research to identify factors specific to older people.

Yet providing good care is not difficult. Bethell et al.’s (2020) care home study identified 12 interventions helpful in improving social connections for residents, most of them easy to arrange. They were: managing pain; addressing vision and hearing loss; promoting sleep at night rather than in the day; building opportunities for creative expression; exercise; maintaining religious and cultural practice; gardening, indoors or outside; visiting with pets; using technology to improve communication; encouraging reminiscence about events, people and places; and addressing communication impairments; and increasing non-verbal communication. Some of these could be achieved by addressing the fundamental aspects of the care home regime, while others were a matter of choice for some residents. Research had not been conducted in the context of disease outbreaks, and strategies to ameliorate the consequences of infection control restrictions relied on a healthy sustained workforce. But nothing was done over years to ensure that such a workforce was facilitated, prepared, supported and trained. Or funded properly.

In conclusion, the impact of ageism, historical policy neglect and omission from pandemic preparedness led to many unnecessary deaths of older people with many of those deaths occurring in the context of loss of human dignity and breaches of basic human rights.


Box 10.1 Reflective Questions


	How should policy and practice be developed to balance the needs of medical treatment and long-term social care?


	Thinking about older people that you know, how would you provide for their social needs in their own homes in everyday life in a way that could be adapted to improve social connection in healthcare emergencies?


	What initiatives would help to change attitudes and experiences in life that lead people to give a low priority to older people's health and social needs?
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Figure 11.0 Syrian refugees flock to the Greek island of Lesbos 
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Many terms are used to describe people on the move in a global context, in both forced and voluntary situations. The COVID-19 pandemic multiplied risks for people who had already escaped dangerous situations and lived in precarious conditions, further compounding adverse effects on physical and mental health, and breaches of their basic human rights and dignity, discussed in Chapter 4. With the spread of COVID-19, countries at various times established strict rules about managing the pandemic and many governments ignored lost livelihoods during emergency responses focussing their attention only on the broader economies and much needed and urgent healthcare services. The survival of the most vulnerable people globally was threatened. Responses and planning paid less attention to the well-being of migrants, refugees and other displaced people. These factors impacted heavily on people forced to flee their homes in several unique ways. Not every person is the same nor described in the same way, so let us first unravel some of these terms as outlined in Box 11.1.


Box 11.1 People on the Move

Forced migrants are individuals and families who have “… lost their means of livelihoods and at times [lack] access to adequate living standards including housing, food, water and sanitation, education and access to health services” (OECD, 2020).

An internally displaced person is a person or groups of people who have been forced to leave their homes in order “… to avoid the effects of armed conflict, situations of generalized violence, violations of human rights or natural or human-made disasters, and who have not crossed an internationally recognized state border” (United Nations High Commissioner for Refugees, 2004). There were 50.8 million internally displaced persons in the world as of the end of 2019 (IDMC, 2020).

A Refugee is a person who has crossed a border from their country of origin due to a “well-founded fear of persecution” on the basis of race, social group, political opinion, religion, or national origin, and are unable or unwilling to receive protection from their country of origin as laid out in the United Nations Convention Relating to Status of Refugees of 1951(Geneva Convention) and the 1967 Protocols. According to the United Nations High Commissioner for Refugees (UNHCR), there were 26 million refugees as of June 2020, half under the age of 18 (UNHCR, 2020a).

An asylum seeker is a person who potentially meets the criteria of a refugee but has yet to be processed. There are approximately 4.2 million asylum seekers worldwide awaiting a status decision (UNHCR, 2020b). Each country maintains their own set of policies and procedures when it comes to processing asylum claims.

A stateless person, according to the 1954 United Nations Convention Relating to the Status of Stateless Persons, is not considered a national (citizen) under the law of a particular state, and without legal status. There are likely many millions of stateless people across the globe, often as a result of political exclusion due to ethnic or religious intolerance (UNHCR, 2020b).

Undocumented migrants, also known as unauthorised migrants or illegal migrants comprise a diverse group of people who have entered or remained in a country outside of the regulatory norms (UNESCO, 2008). This broad term refers to a range of circumstances from visa overstays to unsuccessful asylum seekers to victims of human trafficking. These migrants are especially vulnerable to exploitation and lack of access to many basic human needs.


Although the impact of the pandemic on each person and family was unique, there are commonalities that make people on the move especially vulnerable to health risks and long-term socioeconomic consequences for which social workers need to be prepared as structural disadvantage is likely to be felt far into the future. In this chapter, we focus on the impact of COVID-19 on mobile populations, among the most affected people globally.


The impact of the COVID-19 pandemic on migrants and mobile populations

The COVID-19 pandemic is not the first health emergency faced by people on the move. Globalisation poses risks for the rapid spread of infectious diseases, which has increased alongside international travel and the desperate conditions that impel people to leave their homes and seek asylum elsewhere. Chapter 3 explored lessons learned from past pandemics, however, many of these lessons were not applied to the well-being of migrants and other vulnerable groups during the COVID-19 pandemic.

One earlier acknowledgement of vulnerability to communicable disease concerned HIV/AIDS. In 2001, the UN General Assembly adopted the Declaration of Commitment on HIV/AIDS that acknowledged the vulnerability of refugees and internally displaced people to HIV exposure and transmission during and after humanitarian emergencies. Through forced migration, refugees are uprooted from homes and communities, lose livelihoods, family and other social networks. These combine with other factors, such as limited access to healthcare and education including reproductive and sexual health, prolonged displacement, complex trauma caused by conflict, violence and exploitation, substance use and other health-related needs. Together, these factors increase the risk of acquiring HIV and other communicable diseases during all phases of migration. This is why global responses bring together governments, international organisations and civil society around the world to respond to such crises. To promote the health of refugees and internally displaced peoples, the UNHCR advocates for access to healthcare, respect for confidentiality and privacy, provision of voluntary counselling, and health information and education (UNHCR, undated). Lockdowns and border closures imposed during the COVID-19 pandemic, while addressing health concerns, also inhibited the distribution of antiretrovirals for HIV/AIDS and other essential medications, increased costs and access for people on the move.

As we entered the COVID-19 pandemic, close to 80 million people had been displaced by war, political persecution, conflict, organised crime, natural disasters, and climate change. The UNHCR Global Trends for 2019 reported 79.5 million people had been forcibly displaced due to persecution, conflict, violence, human rights violations or social disturbances (UNHCR, 2019). Twenty-six million people were considered refugees (a formal legal status granted to forced migrants who have crossed and international border), 45.7 million were internally displaced (forced to leave their homes but remained within the borders of their home country) and 4.2 million were asylum seekers (people who have been forced across an international border but are awaiting formal refugee legal status). In addition, 40% of the 79.5 million were children and about half of those displaced worldwide are in two regions: the Americas and South Asia (UNHCR, 2020d). Refugees living in developing countries (90%) lacked basic services like clean water, sanitation, let alone masks or handwashing facilities. One hundred and thirty-four countries in affected regions hosted refugees with confirmed COVID-19 transmission in these populations.

Chapter 2 provided examples of the overcrowded conditions in camps and detention and holding centres, which was a significant contributing factor in the pandemic spread. Adjustments to a new normal have been impossible in refugee and displaced camps where people live in unsanitary and overcrowded conditions with inadequate healthcare services, as well as the lack of personal protective equipment, hygiene products, sanitiser and even soap. Infection rates in camps and detention centres were still multiplying throughout 2020.

Pandemic preparedness and coordinated pandemic responses were limited in many countries and generally did not consider the needs and risks to people living in refugee camps, shelters or detention centres, or migrants resettled and living in lower socioeconomic, urban communities. The majority of migrant and mobile populations are separated families, largely women parenting children, unaccompanied children, persons with disabilities, and older people as well as ethnic and gender minorities whose specific needs are neglected (Karlsson & Jönsson, 2020). Underlying the threat of infection and death, the marginalisation, stigmatisation and discrimination they faced aggravated risks to health and safety. Concerns were high for unaccompanied and displaced children due to heightened risks of abuse and exploitation and further disadvantage through the death of parents, kin or caregivers or forced separation from them. Children and women became more vulnerable to abuse and violence during lockdowns and crowded jail-like conditions. Border closures and other restrictions of movement resulted in delayed delivery of humanitarian aid to refugee camps and more opportunities for corruption, which further threatened livelihoods and the well-being of people due to limited access to food, cash transfers, and medical assistance (ICRC, 2020). Many aid workers returned to their countries as nations closed borders and went into lockdown, creating further problems.

The global pandemic required an unprecedented response to mitigate risks to the entire global population and people forcibly displaced from their homes and countries were still entitled to their human rights. The UN's Universal Declaration of Human Rights was introduced in 1948 on the heels of World War II. The 30 articles give an overview of the rights to which every human is entitled including the right to own property, claim asylum, receive an education, express their opinion, earn compensation for labour, be free of discrimination on the basis of race, sex, religion, national origin, or ideology, among many more (UN General Assembly, 1948). Article 25 of the declaration specifically identifies the right to a standard of living that includes food, clothing, housing, medical care, and social services. This includes the right to security in situations brought on by circumstances beyond the control of the individual. As social workers, we have an obligation to uphold the basic human rights of all people, especially when governments and societies attempt to prioritise one group over another.

The following five case studies from Syria, Greece, Bangladesh, India and the US illustrate the challenges when inequality and discrimination, and competing values and resources hampered the response to people on the move during the COVID-19 pandemic and the breaches of human rights and dignity, leaving them more vulnerable than ever.



Case study 1: Syrian refugees

In March 2020, UN officials identified three main sites at high risk due to overcrowded and unsanitary conditions: refugees in the Greek island camps, Rohingya refugees in Bangladesh and the other, a camp in north-western Syria with more than one million displaced people.

Since the beginning of the Syrian civil war in 2011, 13.5 million of the 21 million Syrian citizens have been forcibly displaced and discriminated against (Smajlovic & Murphy, 2020). Roughly half were internally displaced while the others sought refuge predominantly in Turkey, Greece, Lebanon, Jordan, Iraq, and Egypt. 93.7% of Syrians, currently the largest forcibly displaced population in the world, live in urban rather than camp settings. The vast majority live below the overall poverty line (less than US $3.84 per day) (UNHCR, 2020e). Access to basic necessities such as food, shelter, education, employment, and healthcare were already problematic and worsened in pandemic conditions. In Egypt, for example, at least 130,000 registered Syrians lost their livelihoods and faced eviction and food shortages (ACAPS, 2020). Lebanon and Jordan, hosts to hundreds of thousands of Syrians, rely heavily on humanitarian aid, a situation made worse by the explosion in Lebanon in August 2020 which destroyed the busy port area of the city causing significant loss of life and property, and pushed Lebanon into heightened political and economic crisis. In Turkey, organisations that supported refugees resorted to managing demand through triage by telephone and introducing gatekeeping measures that placed barriers to linking people with increasingly scarce resources (Nisanci et al., 2020).

Escalating conflict in the Idlib province of Syria forced a further one million people into a camp from December 2019 (UNHCR, 2020e). The WHO provided the first coronavirus test kits to those displaced in the Idlib region and identified cases of COVID-19. Substandard living conditions and limited access to healthcare contributed to disproportionately high numbers of cases and deaths due to coronavirus (Rosen, 2020). Common to all people on the move, many deaths were likely to be undiagnosed cases of COVID-19 due to limited testing and access to treatment. The capacity to isolate, survive poverty and their exclusion from the same rights and services as other people were and continue to be common experiences.



Case study 2: the Greek refugee crisis

Greece, Spain, and Italy are on the Central Mediterranean Migration Route from North Africa, along which many adults and children have lost their lives at sea while seeking refuge (UNICEF, 2017). Greece is the locale of a significant refugee crisis, where social and economic unrest escalated xenophobia and discrimination at individual and structural levels during the pandemic.

At the start of the pandemic, the European Commission financially supported the new, conservative Greek administration to protect the estimated 121,000 migrants and asylum seekers already in camps, over half of whom are women and children. Greece reached a breaking point in the refugee crisis after Turkey, a country that hosted 3.6 million Syrian refugees, announced in February 2020 that it would no longer prevent refugee transit into the European Union (IRC, 2020). In 2019 alone, the Greek Council for Refugees reported receiving 77,289 asylum applications, mostly from Afghanistan, Syria, Pakistan, Iraq, and other conflict zone countries. The overcrowded conditions in Greek refugee camps made physical distancing impossible, alongside inadequate healthcare and poor sanitation including limited access to water, which escalated the risk of exponential spread. From mid-April to June 2020, Greek authorities relocated 3,000 refugees to the mainland but as of the 9th of June, over 31,000 refugees remained on the five Aegean Islands, housing five times the original camp capacity.

In August, a health warning came for the safety of 19,500 refugees living in Moria, the largest camp on the island of Lesbos, with a capacity of 2,800 people, facing dire overcrowded and unsanitary conditions. Queuing for food made physical distancing impossible. The UN and human rights groups raised grave concerns about the conditions for 40,000 people living in reception centres with a capacity of only 6,000 (IRC, 2020). Local politics and the increased stress placed on local citizens due to the decline in tourism, an industry vital to the economy of the Greek islands, escalated discrimination and heightened risks for refugees and asylum seekers in Greece. Locals helping refugees were subjected to harassment within communities and refugees, doing what they could to survive, escalated tensions further.

In early September 2020, a series of fires broke out in Moria, destroying the camp and ousting people from already substandard conditions. The camp's official capacity was 2,800 but was housing nearly 13,000 refugees. The tensions between far-right groups and refugees hit a boiling point as new COVID-19 restrictions were imposed on the camp after 35 people tested positive (Labropoulou et al., 2020). Although it was unclear how the fires started, the result was desperate refugees left with nothing and without a clear path forward. Since the fire, about 2800 people left the island but more than 7,000 people continue to live in Mavrovouni, a camp hastily established as an emergency site for those left homeless following the fire (The Guardian, 2020). The conditions at Mavrovouni raised further concerns about unexploded ammunition as it was built on a disused firing range (Libal et al., 2021). The Greek government were strongly criticised for their neglect of people under their protection.



Case study 3: Rohingya refugees in Bangladesh

The next case study explores the plight of Rohingya refugees, a Muslim, ethnic minority from Myanmar, one of the most discriminated against minority groups in the world subject to what has been described as a slow burning genocide since 1978 (Zarni & Cowley, 2014, p. 683). The challenges faced by the Rohingya can be traced back to at least 1948 when they were partially excluded by law from citizenship rights in their own country, which was further limited in 1962 following a military junta (CFR, 2020). In 1978, the Myanmar military evicted 200,000 Rohingya from their homes, committed widespread human rights violations which caused an influx into Bangladesh. In 1990, following a failed democratic election, 250,000 Rohingya fled, then many again in 1997 (ACAPS, 2017). The pattern of discrimination, violence, and expulsions has worsened since 2012, and more so during the pandemic.

At least one million Rohingyas who fled violence and persecution in Myanmar were in Bangladeshi camps at the onset of the COVID-19 pandemic. These camps had a density population four times that of New York City, where physical distancing, lockdown, handwashing and other measures were impossible due to lack of space and supplies. Although the UN was constructing isolation shelters and quarantine facilities around the camps since late March 2020, international volunteers who were providing basic primary care in the camps were evacuated. The role of refugee volunteers had become critical and conditions worsened for the Rohingya. Monsoonal weather heightened risks of the rapid spread of disease within the camps.

Simulations of the potential impact of COVID-19 on the largest expansion site, Kutupalong-Balukhali, which had a largely young and female population, suggested that the spread of the disease would supersede any preparedness planning and prevention activities (Truelove et al., 2020). Given pre-existing comorbidities (poverty, lack of protective equipment, limited facilities, and health access), the high-spread scenario predicted high mortality numbers (Truelove et al., 2020). In addition to the myriad of risk factors, the internet ban imposed in September 2019 made access to accurate information extremely difficult, leading to rumours and fears of being abducted or killed in isolation centres if healthcare was sought (Barua & Karia, 2020). Although rumours lacked specific evidence, fears led many people to believe them based on decades of experience with persecution and human rights violations.

Prior to the onset of the pandemic, plans were established between the Bangladesh and Myanmar governments to begin the process of repatriation (returning refugees to Myanmar). Human rights groups voiced concerns citing the lack of evidence that Myanmar had addressed the systems in place that led to decades of persecution and violence (Human Rights Watch, 2019). While repatriation is problematic, the one million refugees in Bangladeshi camps face extreme deprivation of basic needs like sanitation and healthcare. The Rohingya have experienced a long-standing history of persecution, forced migration into impoverished neighbouring countries where discrimination continued, and now highly concentrated numbers of people live in confined spaces with scarce food and contaminated water, lack of access to healthcare or basic sanitation making this group incredibly vulnerable to the COVID-19 pandemic.



Case study 4: migrants displaced in India

The social and economic impact of the COVID-19 pandemic affected migration and refugee systems in all host countries. Alongside extreme climate events and other disasters, people on the move and internally displaced persons including migrant workers risked high exposure in dire circumstances which leads us to the situation in India.

India, home to 1.3 billion people, is not a signatory of the 1951 UN Convention Relating to the Status of Refugees. Instead, India follows the Foreigners Act of 1946, which covers tourists, migrant workers, forced migrants, asylum seekers, refugees, and stateless persons together with enormous latitude in how each is treated (World Population Review, 2020). The way India supports refugees is largely based on relationships with the home country, leading to a wide range of inequities (Athray, 2020). There were over 40,000 refugees registered with UNHCR in India, who were hit hard by the pandemic. More than two million people, including internally displaced people, asylum seekers, and stateless persons, were vulnerable due to their status with varied and limited rights (Hussain & Sharma, 2020). Floods, dam and mining development projects, and border conflicts left millions of people internally displaced from their homes and vulnerable to extreme poverty prior to the significant adverse consequences of the COVID-19 health emergency. Johns Hopkins University (2020) reported nearly nine and a half million confirmed cases and more than 137,000 deaths making India one of the fastest growing rates of COVID-19. Although India began surveillance early, testing rates have been low and confirmed cases continued to rise exponentially (Bharali, Kumar & Selvaraj, 2020). UNICEF published a report that estimated the number of children living in extreme poverty could grow from 240 million to 360 million in South Asia by the end of 2020. Food insecurity, health programs on hold, limited access to education, increased domestic violence, and suicide were only a few of the indirect consequences of coronavirus on women and children in South Asia (UNICEF, 2020).

Migrant workers who travelled from far flung villages to find work in cities were suddenly left without a job or means to get home when a three-week lockdown was announced on the 24th of March with little warning. Tens of thousands of migrant workers and their families had no choice but to walk. The journeys were perilous, on highways and railroad tracks. Families, including children, walked hundreds and some thousands of kilometres, and hundreds lost their lives (Pandey, 2020).



Case study 5: detention, family separation, and deportation at the US-Mexico border

People in prisons and prison-like conditions were at high risk of uncontrollable outbreaks given overcrowded, unsanitary conditions in these facilities. The US has the most people per capita in detention centres (which are prison-like environments) in the world and 2.3 million people in prison, with a disproportionate number of African Americans, minority groups and socioeconomically disadvantaged, conditions which worsened under the Trump administration. In one facility alone, the Federal Terminal Island prison in San Pedro, 600 inmates and 14 staff members tested positive for COVID-19 and six people were dead by the 5th of May 2020 (Trevizo, 2020). Immigrants in detention centres across the US faced similar conditions and were under significant threat of COVID-19 spread. The pandemic further jeopardised the safe repatriation or resettlement in a third country, a practice already politicised and even more challenging as it was often forcefully enacted in violation of the principle of non-refoulement (ICRC, 2020). The principle of non-refoulement under international law guarantees “… that no one should be returned to a country where they would face torture, cruel, inhuman or degrading treatment or punishment and other irreparable harm. This principle applies to all migrants at all times, irrespective of migration status” (OHCHR, n.d.).

Detention, family separation and deportation at the US–Mexico border, exemplified how political opportunism during the COVID-19 pandemic severely affected children and their families from the Central American Northern Triangle who crossed the US–Mexico border to seek asylum and found themselves in detention or shelters, families forcibly separated, and eventually deported to unsafe countries (Trevizo, 2020). In 2019, over 43,000 immigrants were held in over 100 US Immigration Customs Enforcement (ICE) run facilities. By August 2020, more than 7,000 minors who travelled alone or were forcibly separated from their families at the US–Mexico border were placed in Office of Refugee Resettlement (ORR) shelters and ICE family detention centres after being declared unaccompanied minors.

Prior to and during the pandemic, families were placed in detention centres where crowded and unsanitary conditions increased the risk of infection, parents deported without their children (later placed under ORR custody), or entire families sent to Mexico whether or not that was their home country. Mounting evidence regarding the continued practice of family separation through force, fraud and coercion triggered legal claims and judicial orders, mostly aimed at improving immigrant conditions and releasing minors, particularly in emergency health conditions (Kassie & Marcolini, 2020; Rotabi & Monico, 2020). These acts breached human rights and especially the Rights of the Child (CRC) further traumatising victims of this system.

Although the Trump administration's 2019 zero tolerance policy was short-lived, it was followed by new practices that undermined the Flores Settlement Agreement, which restricted detention of minors to 20 days and ordered their placement in child-friendly facilities. The same year, Customs and Border Protection (CBP) began expediting the screening of asylum seekers including children and applied the Migrant Protection Protocols, to return applicants to Mexico to await their migration proceedings. On the 20th of March 2020, the Centers for Disease Control and Prevention (CDC) invoked the 1944 Surgeon General's power issuing an order that returns all foreign nationals without entry authorisation to their contiguous or home countries. A combination of these and other executive actions resulted in a drastic drop in border apprehensions and new asylum applications, and the expansion of detention and deportation of asylum seekers through expedited proceedings or during annual immigration follow up appointments.

The ICE became a spreader of COVID-19 within and outside US borders. Despite limiting access to testing for detainees, 3,000 cases of COVID-19 were confirmed among immigrants under custody. Human rights groups and the media documented cases of immigrants suspected or tested positive for COVID-19 moved from one detention centre to another, presumably to place them in isolation. Others were deported to their countries of origin or to third countries while infected. At least 200 deportation flights to eleven countries were confirmed to have transported migrants sick with COVID-19 (Kassie & Marcolini, 2020). Besides overcrowding making physical distancing impossible, immigrant detention facilities were unsanitary and offered no protections. Furthermore, the agencies responsible for the detained migrants’ well-being contributed to their suffering, retraumatisation, and the spread of the virus across international borders. Since the fall of the Trump administration, President Biden is reversing many of Trump's policy decisions made against migrants especially the separation of children from their families and how to manage unaccompanied minors arriving at the border (Krogstad & Gonzalez-Barrera, 2021).



Where to from here?

Governments across the globe have failed to act for the health and safety of people residing within their borders, entitled to basic rights independent of their country of origin or status, especially during a global health crisis. There have been far too few examples of culturally sensitive strategies in the design and delivery of services to migrant and mobile populations and the exclusion of social workers in planning (Smajlovic & Murphy, 2020). Few efforts have addressed discrimination or supported the efforts of the people themselves or governments heeding their concerns. This is particularly challenging in places like Lesbos where friction and tensions have been dangerous for refugees and asylum seekers for a long time. Multi-pronged approaches and models that take environmental factors into account, including population density and mobility, have greater potential to prevent outbreaks and combat COVID-19 more effectively (OECD, 2020). However, some locations were more vulnerable than others due to a combination of contextual factors.

With widely varied approaches to pandemic management, levels of preparedness, second and third waves, and the promise of vaccinations in an ambiguous future, discriminated against groups were at greater risk due to limited access to support. Mobile populations were mostly excluded at all national planning and are likely to be last in line in vaccination distribution. In May of 2020, Orcutt and colleagues published a correspondence in the Lancet calling for three action items at the intersection of the pandemic and migration:


	urgent universal access to health systems


	inclusion of migrant and refugee populations in health responses and


	responsible, transparent, and migrant-inclusive public information strategies (Orcutt et al., 2020)




Under-resourced international and national non-profit organisations to their credit continued to work at meeting unmet need and supporting state efforts by filling the public sector gap while advocating for necessary social investments and funding for public health programs.

As healthcare systems across the world attempted to meet the challenges presented by COVID-19, a light has been shone on the inequality of health outcomes based on legal status, a disproportionate share of the disease burden, and systemic barriers that preclude immigrants and refugees from their right to health, and breaches of the rights of children among others. Exclusion stems from a lack of documentation (e.g. born in a refugee camp without a birth certificate or forced to flee without documentation) to bureaucratic obstacles and outright discrimination (Chuah et al., 2018; Hacker et al., 2015). Both beneficiaries and healthcare providers are often unaware of the entitlements in place, which vary greatly from country to country.

Although migrants are a heterogeneous group with varied vulnerabilities, the process of migration in and of itself is a social determinant of health. Chronic non-communicable diseases such as cancer, chronic respiratory diseases, cardiovascular diseases, and diabetes make up 60% of global causes of death with 80% occurring in low and middle-income countries. Since many immigrants and refugees come from these countries, they will likely experience an additional layer of risk and have worse outcomes from COVID-19 (WHO, 2018). Labour migrants tend to experience poorer working conditions, higher risk jobs, lower pay, few legal protections, and limited access to health systems, resulting in increased use of emergency care and poorer health outcomes. The COVID-19 global pandemic should serve as a wakeup call to align legal protections and the right to health and to reduce these inequities.

Immigrant and refugee populations often find themselves struggling to meet competing basic needs of food, shelter, and safety, and as a result, require special treatment during a pandemic. We argue that integrating migrant populations into health systems and reducing barriers to care through offering legal protections, health literacy education in culturally and linguistically accessible ways, and increasing cultural awareness, sensitivity and cross-cultural efficacy of providers. Lockdowns to contain disease would be more successful if people are provided with the means to protect and feed themselves, provided with the necessary equipment such as PPE and soap, and are included rather than excluded from the rights other people enjoy. Forced migrants are disproportionately impacted by the economic and health consequences of a global pandemic and require specialised support to recover (OECD, 2020). Social workers have a specialised set of skills and an ethical obligation to advocate for the human right of health, equal access to resources, support for mental health needs, and fighting for economic justice on behalf of immigrant and refugee populations.



Implications for social work

Social work is a discipline actively engaged with people on the move in all scenarios and has the potential to make significant contributions at the intersection of health and migration at the macro, mezzo, and micro levels. The profession is guided by ethical shared principles and values of “… social justice, human rights, collective responsibility and respect for diversities …” (IFSW, 2014). Social workers across the globe therefore have professional obligations to meet the challenges of this latest global public health crisis and into the future, particularly the consequences for vulnerable people forced from their homes. Smajlovic and Murphy (2020) critiqued social work's attention to this field, particularly in the US for exerting insufficient pressure on the plight of people on the move and in social work education and suggested a range of interventions from micro through to macro practice.

This public health emergency has illuminated the precariousness and instability of circumstances faced by people on the move and brought with it the realisation that even in privileged parts of the world, pandemics, recessions, persecution, extreme climate events, floods, fires, hurricanes, earthquakes, volcanic eruptions and so on can make all people vulnerable to displacement. It is not about the other but about resources and access to those resources without discrimination. A global pandemic has long been predicted and social work as a profession needs to be actively advocating to include people on the move in preparedness planning to ensure they have food and other supplies to survive essential period of lockdown, have sufficient protective equipment, equal access to healthcare, and adequate and safe housing. Most of all, the forced separation of families as a matter of state policy is one of the greatest breaches of human and child rights.

At this macro level, interventions should include global advocacy related to migration policy reform. This requires developing partnerships with forced migrant communities and supporting their grassroots activist activities. Governments’ social service supports are imperative during lockdowns and social workers can advocate a strong social response on behalf of forced migrants. According to OECD (2020), policy options can include engaging refugee communities in health sector strategies and programming, adjusting border restrictions in a way that respects human rights as well as refugee law (including non-refoulement), and building health system resilience with a focus on fragile contexts of forced migration. As social work professionals, we must continue to develop cultural sensitivity, awareness and cross-cultural efficacy in working with forced migrant communities. The field of social worker must prepare future social work professionals to address systemic barriers to healthcare access.

At the micro level, social workers should be brokers of needed resources between people on the move, families, and communities with needed services as well as attending to trauma. When gaps are identified in these communities and needed services, social workers can raise awareness and work toward filling the gaps. These may include providing culturally and linguistically appropriate information and improving health literacy, linking forced migrants with legal services, and case management services in tracing and reuniting children and adolescents who have been separated from families. In many cases, remote case management will be necessary and may fill a long-standing gap in services that existed before the pandemic (IFSW, 2020).

In times of crisis, social workers must also maintain a longer view of the systems at play. The decisions that are made as a result of this pandemic provide a chance to work as a global community to address the intersection of these two challenges. As Guterres (2020) said, “the COVID-19 crisis is an opportunity to reimagine human mobility …. No country can fight the pandemic or manage migration alone”. In addition to fighting the pandemic and addressing human mobility issues, long-term economic hardship will likely impact forced migrants disproportionately and should be the target of social work intervention. Moreno et al. (2020) identified ways in which the mental health system of care should take advantage of the global pandemic to make important changes in order to reach the most vulnerable populations. Such changes include increased community outreach and education, adjusting settings to prevent the spread of infectious disease, and increasing access to mental health services for healthcare workers and those impacted by the virus. The clinical arm of social work practice should be involved in the research and policy changes enacted to increase mental healthcare access and reduced disparities based on criteria like migration status.


Box 11.2 Reflective Questions


	Select one of the case studies. Imagine you are a person who has been forced to leave their country, endured extreme hardships on your journey and found yourself in a camp or detention centre in this foreign country. You do not speak the language. You have heard rumours of a new disease that is killing people. Consider the following in the context of the circumstances of your migration and the sociopolitical context of the host country:


	What health, legal and social challenges might you face including having your basic needs for sustenance and security met?


	How might you address these challenges considering the resources at your disposal?






	Consider the forced separation of children from their families at the US–Mexico border under the Trump administration.


	What are the developmental, psychological and social impact on children?


	What rights have been violated?


	What actions might social workers take to redress the impact of these policies in macro and micro practice?






	The case studies have highlighted some of the competing values and ethics at play when considering policies aimed at providing access to resources equitably across the entire population of a country. Imagine you are a social worker working for an international organisation in this context. How do you make sense of these competing values and ethics? Unpack these to understand the dilemmas and conflicts in resource poor environments alongside social work values and ethics.
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Figure 12.0 Life changed during the COVID-19 pandemic
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Mental health services in Hong Kong were established prior to the COVID-19 pandemic. Conventional welfare-based mental health social work is provided mainly through different medical settings, hospital-based medical social work and psychiatric outpatient clinics. In 2010, the Hong Kong Social Welfare Department established Integrated Centres for Community Mental Well-being (ICCMWs) to provide a one stop, accessible and integrated community mental health support service. A total of 24 ICCMWs are set up in all 18 districts in Hong Kong (Hong Kong Hospital Authority & Hong Kong Social Welfare Department, 2016; Hong Kong Social Welfare Department, 2021). The target populations are those people with mental health issues or suspected mental illness, their family members and individuals with an interest in promoting their mental well-being (Hong Kong Hospital Authority & Hong Kong Social Welfare Department, 2016). Mental health services cut across different age groups and are handled by different health and social service units – District Elderly Centres, Integrated Family Services Centres, Integrated Children and Youth Centres and ICCMWs, depending on the nature of the clientele and the intensity of the mental health issues.

Social workers are the main service providers in ICCMWs. For individuals with mental disorders, mental health social workers in ICCMWs provide social and rehabilitation services aimed at developing clients’ physical, mental and social capabilities to reach their full potential. The ultimate objective is to help individuals with mental illness re-integrate into the community. Mental health social workers also provide services to support family members in caring for individuals with mental illness. For the general population, ICCMW social workers provide services to promote mental well-being through outreach education activities.


The state of mental health in Hong Kong during the pandemic

The first confirmed case of COVID-19 in Hong Kong was announced on 23 January 2020. Due to the fear of virus spread, physical distancing practices were implemented across Hong Kong. A variety of measures, including quarantine for people entering Hong Kong, school suspensions, work from home arrangements, and the closure of non-essential businesses were adopted to reduce the risk of the virus spread. In February, there was a shortage of surgical masks, food, toilet paper, and other daily necessities which caused hardship for many people. At the beginning of the COVID-19 outbreak, worry about contracting the virus, not being able to work from home, and not having enough surgical masks caused emotional distress at the individual level. Social isolation and disruptions to daily routines were also major contributors to mental health issues (Choi, Hui & Wan, 2020).

As the city has one of the world's highest property prices, the home space of many Hong Kongers is small and compact. The lack of personal space makes physical distancing almost impossible within the family. It not only raises the risk of group contagion within the family, but confined spaces also increases the risk of family conflicts, particularly for double-income parents with children schooling from home especially children with special educational needs, families who care for elderly people with cognitive impairment and people with chronic illness (Lau, Chan & Ng, 2020).

Because of the preventive measures for infection, business hours for beverage, food consumption and entertainment were shortened, travel and holidays almost came to a complete halt, and retail businesses were hardest hit. When special subsidies from the government to businesses ceased, many employees were asked to be on no-pay leave. As a result, the unemployment rate rose dramatically and hit a 16-year high with a rate of 6.6% in the final quarter of 2020 (Yau & Tsang, 2021). The worry about unemployment and joblessness became a strong contributing factor for mental health issues.

A survey conducted in late April 2020 in Hong Kong indicated that the prevalence rates of adults with depression was 19.8% and the anxiety rates was 14.0%. The prevalence rate of having both depression and anxiety was 12.4%. In addition, 25.4% of the respondents reported that their mental health had deteriorated since the COVID-19 pandemic began (Choi, Hui & Wan, 2020). Another biannual survey with more than 1300 respondents found 23% of respondents showed moderate to severe depression. The rate was the highest in the decade with a 30% increase compared to the rate two years ago. Moreover, 65% of the participants followed prevention advice and reduced their social contacts with others. People from a lower working class with less education and income demonstrated a higher stress and depression level, and furthermore, the general picture was that women had significantly poorer mental health than the male subjects (Chan, 2021).

The people of Hong Kong are familiar with the measures they must take to guard against disease due to prior experience with health emergencies including SARS in 2003 and H1N1 in 2009. While saying this, the impact of COVID-19 on mental health cannot be underestimated because it has lasted much longer and killed more people than either SARS or H1N1. Interestingly, the findings of a survey indicated that individuals who had not lived in Hong Kong during the 2003 SARS outbreak were more likely to have depression. Potentially, people in Hong Kong who experienced SARS in 2003 might be more psychologically prepared to fight the current virus outbreak and be more knowledgeable about what they should do to protect themselves. On the other hand, for those who did not live in Hong Kong during 2003 SARS outbreak, the first experience of a pandemic was an extremely stressful and unprepared for event (Choi, Hui & Wan, 2020). Results of the survey also revealed that individuals who were more worried about being infected by COVID-19 were more bothered by not having enough surgical masks, were more bothered by not being able to work from home, and were more likely to have depression, anxiety, or combined depression and anxiety (Choi, Hui & Wan, 2020).



Coexisting political stressors

Hong Kong was a British colony from 1841 to 1997. On 1 July 1997, Hong Kong was returned to China and became a special administrative region. Under the 1984 agreement between China and Britain, Hong Kong should have its own political system and a high degree of autonomy in all matters except for foreign relations and military defence. The joint declaration of China and Britain also specified that Hong Kong maintains its capitalist economic system and the rights and freedoms of Hong Kong people should be guaranteed for at least 50 years after the 1997 handover.

From 26 September to 15 December 2014, the Occupy Central Movement, a civil disobedience campaign, occurred in Hong Kong. There was an ongoing protest led by students against the decision regarding reforms to Hong Kong electoral system issued by China's Standing Committee of the National People's Congress. However, government officials in Hong Kong and in Beijing denounced the occupancy of the central area of Hong Kong as illegal and police tactics against the protesters led more citizens to join.

Starting in June 2019, a series of large-scale demonstrations proceeded in Hong Kong to express concern over the Extradition Bill which would allow the transfer of fugitives to jurisdictions where Hong Kong lacks an extradition deal, including mainland China, Taiwan and Macau, and later in response to the Hong Kong National Security Law in June 2020. Due to concerns about undermining Hong Kong's autonomy and its people's civil rights, a series of protests were organised. From June 2019 to January 2020, there was serious ongoing and large-scale social unrest with escalating levels of violence, assault, arson and vandalism. Subsequent arrests and court convictions severely impacted Hong Kong citizens’ mental health in a time of uncertainty and a diminishing sense of safety (Ng, 2020).

A large-scale longitudinal survey conducted on adults found that during the anti-extradition bill movement in 2019, 11.2% of participants reported probable depression. It was estimated that the prevalence of suspected Post-Traumatic Stress Disorder (PTSD) was 12.8%. In addition, one out of five adults reported either probable major depression or suspected PTSD. The prevalence of probable depression during the 2019 social unrest was substantially higher, compared to around 2% in 2009–2014 before the 2014 Occupy Central Movement, and 6.5% in 2017 after the Occupy Central Movement. The investigation of risk factors found that heavy social media use of two or more hours per day was associated with depression and PTSD. However, family support was a protective factor for depression (Ni et al., 2020). Civil unrest coincided with the COVID-19 pandemic, causing a double jeopardy for the mental health of people in Hong Kong.



Mental health social work during the COVID-19 pandemic

In the early stage of the COVID-19 pandemic, mental health services provided by ICCMW social workers were seriously disrupted due to the requirement for physical distancing. When mental health sites were closed, the majority of mental health services shifted from face-to-face to online delivery. However, the online mode may have compromised the efficacy of some services that relied on human interaction and resonance. For many mental health workers, an online alternative was a new option of which they had little experience and accumulated wisdom even though they were more than willing to try and err. Some situations like the conduct of preliminary psychiatric assessments with unwilling clients or clients who had no access to online means meant it was difficult to determine how these and other crisis interventions could be carried out. The more viable scope of online services included, but were not limited to, information giving, educating clients on self-care during the pandemic and developing strategies to cope with social isolation. In-house facilities were resumed where possible, depending on the current state of the pandemic, to provide clients with opportunities to stay connected. In addition, an online educational kit, such as videos for self-care, were provided for clients.

Since many service users were already disadvantaged before the pandemic, delivering necessities such as surgical masks and used smartphones to enable access to online services and coaching clients how to use the devices, were the main foci of service providers. However, check-up services and emotional support were provided by telephone for those who were not able to access or use mobile devices. As the pandemic was proving difficult to control and became long-lasting, providing emotional support was emphasised in mental health services. In addition to assisting clients’ self-care, listening to clients’ concerns and supporting clients to manage their fears, worries and pandemic-related stress were a major focus for hotlines.

From January to the end of December 2020, there were four major waves of virus spread periods, each lasting between one and three months and, hence, limiting face-to-face services able to be provided during those periods. In between these waves, there were days when zero COVID-19 cases were identified. During COVID-19, limited services were provided at three levels of prevention for health and mental health issues (Constantino & Privitera, 2011; Perlmutter, Vayda & Woodburn, 1976). Increasing psychological resistance to mental health issues related to COVID-19 was one of the important strategies in primary prevention. At the primary intervention level, mental health social workers supported their existing clients to self-care providing information and tangible support. Secondary prevention focussed on reducing the negative impacts of disease and mental health issues that had already manifested. When disease or mental health challenges occurred, secondary prevention aimed to detect and treat disease and mental health problems as early as possible. Also, at the secondary level, mental health social workers provided emotional and psychological support to relieve COVID-19 related anxiety and depression.

Tertiary prevention aimed to alleviate the effects of ongoing illness and complex mental health issues that have long-term impacts, enhance individuals’ abilities to function, increase their life expectancy and improve their quality of life as much as possible. At this tertiary prevention level, mental health social workers provided ongoing, longer-term assistance to help those people with pre-existing, complex mental health issues cope with the impact of anxiety and depression. Although conceptually, mental health social work can take part in all three levels of prevention, services on the ground had to be selective and focussed because a Jack-of-all-trades approach could easily become master of none. In other words, the services would not be able to deliver any service well if they were stretched too far. It is good practice for services to establish their best practice at the three levels of intervention and share what they are good at with service users and community agencies so that service users can choose which service to contact and what to ask for.

In terms of mental health services for the general population, interventions at the primary prevention level were lacking during COVID-19 due to pandemic management constraints. Before the COVID-19 pandemic, mental health services for the general population were provided mainly through community outreach for mental health promotion education and risk identification. Conducting outreach activities in the community was no longer feasible during the COVID-19 outbreak, and so, some mental health social workers stopped delivering services to the general population while others provided online education programs for mental health enhancement. However, how to engage the general population in the use of online services and how to evaluate the outcomes of these services were certainly challenges for the social work profession in the mental health field during this unusual time.



Challenges for mental health social workers during the COVID-19 pandemic

The first and foremost challenge for mental health social workers was to identify groups in the community who were directly or indirectly vulnerable to the negative impact of the pandemic. Pre-existing users of mental health services with psychiatric diagnoses were already known to be vulnerable to general and specific stress related to the pandemic which would further complicate their mental health status. Exaggerated fears and, in some cases, delusional beliefs about contracting the virus had negative mental health outcomes. Injections can be associated with persecutory and involuntary mental health treatment which may have affected people's willingness to receive vaccination against COVID-19. In some cases, clients were at risk of relapse if they were unable to cope with a prolonged stressful environment.

Apart from mental health service users, there are particular groups in the community who suffer more than others. Understaffed private nursing homes used to augment their service by allowing family caregivers to visit and assist with care. During the pandemic, visitors were refused entry to curb community spread which has had a devastating effect on the frail elderly in nursing homes. Family caregivers who were refused visits for months held burning concerns for their loved ones and felt absolutely helpless because they could not do anything at all from outside the nursing home. News of virus transmission to nursing home residents created many fears for family caregivers, affecting their own well-being as well as the devasting impact on older people.

Mental health social workers were also at-risk while doing their work. This was particularly so when medical settings became highly vulnerable places for everyone, especially professional staff. Social workers whose offices were in a clinic or hospital worried whether surgical masks alone were good enough to protect them and their own family members. On the other hand, there were concerns that the efficacy of interventions may have been compromised when they were allowed to work from a home office. In reality, to cope with COVID-19 related anxiety and to protect their own family members, few workers in the human services left home.

As the implementation of online modes of service delivery became unavoidable, learning how to conduct administrative functions smoothly and how to deliver clinical services were urgently needed. Coaching at the institutional level and service sector level was necessary. Equipment and capacity building were necessary supports which should be built into service policy and strategies to realise the goals set for online service delivery.

Although Hong Kong people had experienced SARS and H1N1 pandemic, mental health social workers still faced great challenges during the COVID-19 pandemic. In 2003, mental health social work in the community was still in the development stage in Hong Kong and ICCMWs were not yet established. Hence, very limited services were provided by mental health social workers during the 2003 SARS pandemic, apart from one or two teams of government social workers who were stationed at sites to provide tangible, psychological support. While the 2003 SARS pandemic was resolved in six months, the COVID-19 pandemic has lasted for more than a year and had yet to be resolved at the time of writing this chapter. The conditions for the pandemic and measures announced by the government for virus control has changed over time which led to constant readjustments in service provision. As a result, a major challenge for mental health social workers in Hong Kong was the lack of empirical evidence to support the development of a framework for service provision to guide them through the constantly changing conditions. Social workers had to rely instead on their flexibility, creativity, and responsiveness.

Since ICCMWs are government-funded, usually the service orientation is indisputably guided by the government's vision (Hong Kong Social Welfare Department, 2017). However, during the COVID-19 pandemic, the guidance was mostly practical (for example, opening hours, preventive measures, reporting of cases etc.), and guidance on mental health practices from government was generally unavailable. Social workers were therefore left to rely on their flexibility and skills to deliver the service with the best fit. Although the responses were very much coloured by the implicit problem-based and remedial orientation, it was still the role and challenge for the profession to extend interventions beyond treatment and symptom control to further develop their capacity to intervene.

Although technology was widely used to provide mental health services during the COVID-19 pandemic, many people with pre-existing mental illness, particularly older people, did not have access to smartphones or computers. A recent telephone survey conducted by a local non-governmental organisation in Hong Kong found that among 552 older adult respondents living in the community, only 63% had a smartphone, and 57% had internet access at home (Wong et al., 2020). As a result, those people without a smartphone or internet access received limited service provision.

Although Hong Kongers have experienced multiple stressors including the COVID-19 pandemic and the series of unsettled political conditions, the most recent related to the passing of the Hong Kong National Security Law in June 2020, little attention has been paid to the impact of political unrest on mental health in terms of service provision. Because of physical distancing practices, protests were discontinued. However, when protests did occur, people wore masks to protect themselves as best they could. The public's attention shifted due to the virus outbreak. However, the impact of social unrest potentially makes mental health issues more complicated. As the efforts of mental health social workers were mainly on handling COVID-19 related issues, education on how to address the impact of political conflict on mental health was lacking and perhaps to do so became perilous in Hong Kong in the context of a tightened political control, and so the distress from political conflicts remained unaddressed.



Lessons learned from the COVID-19 pandemic thus far

Five key lessons for social work practice can be gleaned from experiences in Hong Kong thus far.


Lesson 1: using a strengths perspective to build new normal life

It was critical to help clients establish new and changed daily routines for mental health promotion. A social work focus was on supporting clients’ strengths by incorporating those strengths into practice and building rewarding activities into daily planning to build resilience and coping. In daily life planning, helping clients enhance stress management, build on their existing coping skills and supporting new ones, disseminating information and helping people understand that information, were warranted interventions. Although the progress of the pandemic is unpredictable, it is important to help clients develop life goals, maintain working towards their life goals, and to recognise and celebrate what they can achieve during the pandemic.



Lesson 2: strengthening service coordination

COVID-19 related mental health issues were not only confined to personal life adjustment, family issues such as managing the care of children due to school shutdowns, family conflicts due to competing political positions, and potential and actual unemployment each contributed to worsening mental health. As mental health service needs increased, linking clients to organisations that addressed family or financial issues is indicated. In recognition of the lack of experience handling a long-term pandemic and its consequences, information exchanges and sharing practice experiences among organisations providing mental health services is needed. These exchanges along with empirical data would help service providers develop service models for mitigating the impact of health emergencies on mental health and better prepare them for the next pandemic.



Lesson 3: mobilising peer support to address mental health issues

Helping clients connect to social networks made up of community members and peers were critical interventions as disruptions to daily life routines and social connections were known stressors. As face-to-face services provided by social workers became limited, helping clients develop peer networks was an effective strategy to strengthen social supports and to prevent deterioration of mental health from social disconnection. The development of regular peer support facilitated by peer-led online activities would be helpful into the future, particularly during periods of isolation. Involving and supporting volunteers to provide one-on-one emotional support is an important a measure for mental health promotion.



Lesson 4: strengthening primary prevention for mental health in the general population during crisis

While depression and anxiety rates increased during the COVID-19 pandemic are likely to continue in the aftermath, primary prevention for the general population was extremely limited in community mental health services due to the urgency of other demands and COVID-19 restrictions. Services for identifying people with mental health needs and helping high-risk populations including parents who were home schooling their children during the pandemic, those with financial hardship, and the elderly were particularly in need of support to enhance their coping capacities. As not all Hong Kong social workers fully understood or were aware of the three levels of health and mental health prevention, social work education should include concepts of prevention and response to better prepare social workers to promote mental health and well-being in the aftermath of COVID-19 and in future crises.



Lesson 5: enhancing capability in crisis intervention in social work education

Social work education in Hong Kong emphasises crisis intervention at the casework level. Crisis intervention, particularly in the context of natural disasters, pandemics, and political conflict has certain limitations. Moreover, crisis intervention at the community level is lacking. Education on how to mobilise community resources to help individuals and families be more resilient in various crisis situations has become critical in addressing mental health issues during the pandemics. Most importantly, during crisis situations, such as pandemics and social unrest, an emphasis on empowering clients in social work practice would be crucial for building resilience and in mental health promotion.


Box 12.1 Reflective Questions


	What can be done to promote mental health well-being for the general population during pandemics?


	How could mental health social workers engage vulnerable populations, such as the elderly and people in low socioeconomic circumstances with less access to resources, during pandemics?


	How could social workers mobilise community resources to help individuals and families be more resilient in various crisis situations?


	What do mental health social workers need to consider in preparation for the next health emergency?
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Advocates for fair, safe, affordable, and accessible housing – including social workers – have adopted the phrase housing is health. It follows that a lack of safe and stable housing invites vulnerability to a variety of health conditions and even death. Such has proven to be the case for persons experiencing or at risk of homelessness during the COVID-19 pandemic. This chapter will review the ways in which COVID-19 and homelessness are mutually reinforcing and describe the response to homelessness in the United States (US) during the COVID-19 pandemic. We also provide critical reflections on the shortcomings of this response and suggest alternative ways of addressing homelessness and pandemics as intersecting and urgent public health crises.


Background and definitions

In this chapter, we use the word homelessness and related terms (e.g. people experiencing homelessness; unhoused persons) to refer broadly to people in a variety of unsafe and unstable housing situations. Although the US federal government uses strict criteria to define homelessness with regard to eligibility for various assistance programs, we believe it is important to capture the range of conditions that people may experience. This includes staying outdoors or in other places not intended for residential occupancy (e.g. cars, abandoned buildings), as well as in shelters, short-term housing programs, couch-surfing (frequently moving between the residences of other people), and doubling up (staying temporarily with friends, family, or associates).

Because people move frequently between these circumstances and because people may not interact with service providers or even identify as homeless themselves, it is difficult to accurately estimate the true number of people experiencing homelessness in the United States. The US Department of Housing and Urban Development (HUD) provides an official count of the total persons experiencing homelessness on a single night, which was 567,715 in 2019 (National Alliance to End Homelessness [NAEH], 2020a). However, given the challenges in locating unhoused people and the fact that this estimate is based on a definition of homelessness that does not include doubling up or couch-surfing, the actual number of people experiencing homelessness on a given night is much higher. In addition, countless others are at high risk of homelessness, such as those going through the process of eviction or people being discharged from jails or prisons with limited resources – two populations that have increased during the COVID-19 pandemic.



COVID-19 and homelessness: mutually reinforcing problems

We view homelessness and the COVID-19 pandemic as mutually reinforcing: the state of being homeless increases vulnerability to COVID-19, and the COVID-19 pandemic enhances vulnerability to homelessness. In this section, we highlight factors and pathways that contribute to this intersecting vulnerability, including: the link between homelessness and health disparities; demographic factors; the conditions in which unhoused people live; incarceration; and trauma.


Homelessness and health disparities

In the US and in most countries where research on health and homelessness has been conducted, individuals experiencing homelessness are disproportionately affected by a range of chronic health and mental health conditions. Homeless individuals experience elevated prevalence of mental health disorders (Fazel, Geddes & Kushel, 2014; Henwood et al., 2018); substance use disorders (Roncarati et al., 2018; Thompson et al., 2013); cardiovascular disease (Baggett, Liauw & Hwang, 2018); infectious diseases including HIV/AIDS, Hepatitis C, and tuberculosis (Fazel, Geddes & Kushel, 2014); and cancer (Baggett et al., 2015). In addition to increased prevalence, homeless populations also frequently report greater severity related to these conditions (Baggett et al., 2015; Baggett, Liauw & Hwang, 2018; Henwood et al., 2018).

This disproportionate burden of health problems is concerning during the COVID-19 pandemic due to the potential for a variety of chronic conditions to complicate and worsen the course of COVID-19, leading to drastically higher mortality rates (Banerjee et al., 2020). Although cardiovascular disease and diabetes have arguably received the greatest attention as factors contributing to COVID-19 risk, other conditions that affect homeless populations, such as substance use disorders, also enhance COVID-19 vulnerability (López-Pelayo et al., 2020; Mehra et al., 2020). At the same time, the circumstances of the pandemic have made it more difficult to maintain continuity of care for people with chronic physical and behavioural health conditions, potentially worsening outcomes (López-Pelayo et al., 2020; Wagle et al., 2020).



Demographic vulnerability

Overall, the homeless population in the US is disproportionally male, aging, and composed of people of colour including Black Americans, Native Americans, Pacific Islanders, and Americans identifying as Hispanic or Latino/a (NAEH, 2020a). Although the reasons for this are multifaceted, systemic racism and its intersection with socioeconomic disadvantage is a major underlying factor. With research indicating that COVID-19 prevalence, severity, and mortality are elevated in men, older adults, and people of colour (particularly Black Americans), the demographic profile of US homelessness suggests a magnified risk for COVID-19 (Golestaneh et al., 2020). A particular concern is that many homeless people essentially age faster, developing geriatric conditions years before their counterparts who have stable housing (Brown et al., 2017).



Living conditions

Stable housing is widely recognised as a key social determinant of health (Thornton et al., 2016). Without stable housing, it is difficult for people to do basic activities that are critical for staying healthy, such as eating nutritious food and managing medications. During a pandemic of a disease that carries a high risk of airborne transmission, the living conditions of people who are homeless present heightened concerns. Physical distancing is a challenge and likely an impossibility for many homeless people – particularly in dense urban areas – including those who are unsheltered and staying on the street as well as people using emergency shelters or doubled up with friends or family. Similarly, basic hygiene practices such as frequent handwashing may not be accessible.

Furthermore, the conditions instigated by pandemic, in terms of shutdowns and stay-at-home orders enacted in many US states and municipalities, pose a unique threat to the day-to-day survival of unhoused people. Many people experiencing homelessness rely on institutions such as public libraries, stores, and coffeeshops as safe places to sleep, get water, use the bathroom, make social connections, and meet other basic needs (Giesler, 2019). With many of these places closed or operating on reduced hours and/or under new guidelines in response to the pandemic, unhoused people have fewer reliable and safe places to go to meet their survival needs.



Incarceration

Incarceration presents an acute source of COVID-19 vulnerability. The US is the highest incarcerator in the world per capita, and incarceration rates are particularly high among Black men and women who are also disproportionately likely to be homeless (Sawyer & Wagner, 2020). Homelessness itself serves as a risk factor for incarceration as unsheltered homeless people are frequently criminalised for actions including sleeping outdoors, loitering, or begging in public, as well as substance-related charges (Bauman et al., 2014; Greenberg & Rosenheck, 2008). As jails and prisons quickly emerged as hotspots for COVID-19 transmission in the US and elsewhere, unhoused people were rendered more vulnerable to COVID-19 through their direct contacts with the criminal justice system, as well as through indirect contact via close proximity to persons recently released from jail or prison (Akiyama, Spaulding & Rich, 2020).



Trauma

The overall health of people who are homeless is often shaped by histories of severe trauma. Traumatic life events frequently play a role in people becoming homeless, and trauma is perpetuated by the high rates of physical and sexual violence that homeless individuals experience, along with state-sanctioned violence in the form of criminalisation and incarceration (Bauman et al., 2014). One study conducted in Vancouver, Canada, found that homeless adults reported an average of 3.9 adverse childhood experiences (such as physical or sexual abuse and parental incarceration) on a standardised measure, and that the number of such experiences was associated with the likelihood of various physical and behavioural health problems in adulthood (Patterson, Moniruzzaman & Somers, 2014).

Trauma histories may complicate efforts to prevent and treat COVID-19 in homeless populations, as homeless people who have endured trauma may not trust or feel safe with outreach workers and health care personnel who seek to administer testing, treatment, or emergency housing programs during the pandemic. Collin-Vézina, Brend and Beeman (2020) argue that principles of trauma-informed care – such as enhancing safety and providing opportunities for meaningful collaboration – should be integrated into COVID-19 responses with and for vulnerable children and families, a notion that we believe should extend to engagement with people experiencing homelessness during the pandemic.




The US response to COVID-19 and homelessness

In the following section, we describe the US response to homelessness during the COVID-19 pandemic in 2020. We begin by highlighting how people experiencing homelessness and service providers were impacted by this unprecedented situation. Next, we discuss responses at federal, state, and local levels, followed by a case study of the Project Roomkey/Project Homekey program in the state of California. We conclude with early evaluations of the overall homelessness response and the unique roles and perspectives of social workers.


Onset of the pandemic

As COVID-19 and information about it began to spread in March 2020, the US Centers for Disease Control and Prevention (CDC) released recommendations meant to guide the public, including physical distancing, urging people to stay at home as much as possible, and suggesting quarantine if exposed to the disease (Culhane et al., 2020). For homeless people and the organisations that serve them, these orders were challenging – if not impossible – to follow. Providers quickly realised that in addition to the usual risks their clients faced, many could find themselves in life-or-death scenarios. An analysis by Culhane and colleagues (2020) predicted that due to their intersecting vulnerabilities and lack of services, homeless individuals infected with COVID-19 would be twice as likely to be hospitalised, two to four times as likely to require critical care, and two to three times as likely to die, when compared to the general population. They stated that to avoid such outcomes, an additional $11.5 billion for shelter alone was needed for 2020.

In March 2020, NAEH captured the concerns of 785 direct service providers, organisation leaders, advocates, and those with lived homelessness experience from across the country. In a survey, these respondents expressed worries about the lack of shelter space, limitations in capacity and services due to safety guidelines, a dearth of supplies, and challenges because of reduced supportive services (NAEH, 2020b). To meet these needs, NAEH called for leadership from local, state, and federal partners, expansion of temporary shelter options, increased investment in staff, funding to provide rapid rehousing, and improvement of health and safety within existing programs.



The federal government's response

The response to the COVID-19 pandemic, both in its immediate onset and throughout, was a patchwork effort by federal, state, and local governments, as well as private and public organisations. This is reflective of how homelessness is generally approached in the US. In March 2020, the US Congress passed the Coronavirus Aid, Relief, and Economic Security (CARES) Act. While providing small business loans, aid to unemployed Americans, and other funding, this act also included $4 billion in Emergency Services Grants for Homeless Assistance, defined as street outreach, rapid rehousing, homelessness prevention, shelter operations, and administration. Of that amount, up to $2 billion was set aside to be given to current grant recipients, with HUD allocating the remaining amount to state, local, and territorial governments based on need.

This influx of funding, while still far short of the investment needed to end homelessness, provided local governments across the country with opportunities for improvement and innovation. To help service organisations strategically use this federal funding, a coalition of organisations – the Center on Budget and Policy Priorities, National Low Income Housing Coalition, National Health Care for the Homeless Council, Center on Budget and Policy Priorities, and Urban Institute – came together to create the Framework for an Equitable COVID-19 Homelessness Response (The National Alliance to End Homelessness, 2020c). The framework's resources and tools focussed on five action areas–unsheltered people, shelters, housing, diversion and prevention, and strengthening systems for the future–with recommendations for how to implement and strengthen immediate and future responses to each, as well as how to strategically make use of related funding streams.

Recognising that the increase in unemployment could make many Americans unable to pay their rent or mortgage, the CARES Act also included a moratorium on evictions and foreclosures for many properties for 120 days starting on 18 March 2020. The CDC then extended this national eviction moratorium, drawing on a 1944 public health law created to curb the spread of a pandemic. In their Agency Order, the CDC disallowed landlords from evicting tenants who didn't pay rent until at least 31 December 2020.

Forthcoming research will show the extent to which the orders helped to prevent or slow incidents of homelessness, or perhaps failed to do so. Many advocates and researchers have predicted that these protections will have limited benefits, as “they do little to address a renter's underlying financial distress, and do nothing to help prevent even more renters from falling behind” (Walter, 2020). In an analysis of Americans’ checking accounts, economist Peter Ganong found that unemployed Americans, and the overall US economy, were “living off the exhaust fumes of the CARES Act heading into the fall”, leaving many Americans struggling to pay rent and afford day-to-day necessities (Badger & Bui, 2020). Early analyses also indicated that evictions continued to be filed in many US cities, such as Houston, Texas and Phoenix, Arizona, despite the CDC moratorium (Eviction Lab, 2020).



State and local responses

Cities and states’ responses for addressing COVID-19 and its impacts varied greatly, and each place's treatment of individuals experiencing homelessness, or those at risk of homelessness, was no exception. While individual states had numerous options, including extending their own eviction moratoriums, barring utility shut offs, and offering rent relief programs, most did not consistently offer such aid or protection, placing many of the nation's 43 million rental households in precarity (Walter, 2020).

When it came to approaching those already experiencing homelessness, many state governors and city mayors publicly recognised homeless people as a population at risk and in need during the COVID-19 pandemic, sometimes backing up this commitment with policy. In Virginia, for example, the governor announced $2.5 million in funding for temporary housing, including hotel and medical vouchers (Office of the Governor, 2020). Another example is Connecticut, which in June 2020 rolled out a comprehensive plan to mitigate housing issues (NBC Connecticut, 2020). This plan included allocating $4 million in rapid rehousing funds for security deposits and initial rent for people to exit homelessness to housing, and providing $1.8 million in funding for housing for people being released from prison, an oft-neglected population in both policy and practice.



Case study: Project Roomkey/Project Homekey

Perhaps no state was as vigorous in its homelessness response during COVID-19 than California, where, as of 2019, an estimated 27% of the entire US homeless population lived (Gabriel & Ciudad-Real, 2020). Perhaps most concerning, between 2017 and 2018, homelessness in California increased by 16.4%, far outpacing the national increase of 2.7%. In April 2020, Governor Gavin Newsom spearheaded an innovative program that paired social services and the hospitality industry, called Project Roomkey. For the initiative, the state secured Federal Emergency Management Agency funding, at 75% cost share reimbursement, to rent isolation rooms in hotels and motels for people experiencing homelessness. Project Roomkey had an initial goal of securing 15,000 rooms with the purposes of protecting the medically vulnerable, reducing the shelter population to allow for physical distancing, and slowing the spread of COVID-19 (Office of Governor Gavin Newsom, 2020a). Although this number was far short of housing California's more than 150,000 homeless people (US Interagency Council on Homelessness [USICH], 2019), the project was still regarded as ambitious.

The $100 million program prioritised three groups within the homeless population: 1) individuals who were asymptomatic but at high risk (such as those over 65 or with underlying health conditions); 2) individuals exposed to COVID-19 and requiring isolation; and 3) individuals suffering from COVID-19 but who did not require hospitalisation (Office of Governor Gavin Newsom, 2020a). The vision was for support teams in California counties to identify shelter clients or encampment residents in particular need and then transport them to hotels for intake. These local teams also worked to identify hotels and negotiate agreements, coordinate wraparound services (such as custodial, laundry, security, and support staff) at each site, and keep the records necessary for federal reimbursement.

In August 2020, Project Roomkey wrapped up. Governor Newsom stated that it had housed more than 22,300 homeless individuals, and had met the goal of acquiring over 16,000 hotel rooms (Office of Governor Gavin Newsom, 2020c). However, implementation and follow-through of the program varied greatly by county and, according to The Los Angeles Times, had not reached 50% occupancy statewide in June (Smith & Oreskes, 2020). Key challenges that contributed to the program's shortfall on local levels were: initially securing hotels to participate in the program, hotels being located far from the usual areas of homeless services, quickly identifying individuals to participate, and offering the flexibility homeless people needed (Zahniser & Alpert Reyes, 2020). In addition, some local programs ended abruptly, returning people to precarious health and safety situations (Paoli & Sparling, 2020).

In July 2020, Governor Newsom announced Project Homekey, the next phase in the state's response to protecting Californians experiencing homelessness who are particularly vulnerable to COVID-19 (California Department of Housing and Community Development, 2020). Under the $600 million Project Homekey program, the state buys and converts properties, such as hotels and vacant apartment buildings, into permanent housing for Californians experiencing or at risk of homelessness (Office of Governor Gavin Newsom, 2020b).



Evaluations of the US homelessness response during the pandemic

A report by USICH evaluating homelessness service efforts and outcomes from 1 January through 30 June 2020, stated that COVID-19 cases and fatalities had been significantly lower than original projections. According to data from the CDC, among the homeless population there had been 4,845 positive COVID-19 cases and 130 deaths as of June 30th (USICH, 2020). However, a report by the Howard Center for Investigative Journalism, looking at just six cities and counties with significant homeless populations, found 153 deaths (Bohannon et al., 2020). Considering the difficulties in estimating and tracking the number of people who are homeless in the US at any given time, it is not surprising that data measuring the impact of the coronavirus on this population is unreliable.

The extent to which the federal funding was actually allocated was another point of concern. The Howard Center found that, as of early August 2020, HUD had given communities under one-third of the $4 billion provided by the CARES Act (Surma, 2020). Homeless service providers were only able to access funds after HUD had finalised grant agreements, which they had done for only about 29% of the funds. As a result of lag and uncertainty, many municipalities and organisations found themselves unable to meet needs and fulfil promises, such as that of transitioning vulnerable people into permanent housing.

These issues were representative of the American political climate at the time, showing the existing tension between approaches that offer housing assistance conditionally and those meant to make housing access easier, such as the Housing First model which emphasises helping homeless people obtain permanent housing and supportive services as quickly as possible (Padgett, Henwood & Tsemberis, 2016). Shortly after beginning his appointment in December of 2019, Robert Marbut, a former housing consultant and the then-head of USICH, criticised existing American housing policy including Housing First, blaming it for the US’ high rates of homelessness. As a result, during the pandemic, Marbut advocated for meeting the population's needs through group shelters, as opposed to hotels and motels, a position criticised by his three predecessors. “What I've seen is those services [hotels and motels] are organised and that people are so much more able, in a less chaotic environment, to engage in services”, said Laura Zeilinger, former USICH Executive Director during the Obama administration and Washington, DC's current Director of Department of Human Services (Surma, 2020).



Role of social workers in responding to COVID-19 and homelessness

American social workers in a range of practice settings, from schools to post-incarceration reentry programs, have long confronted the intersecting issues that have historically surrounded housing, including housing affordability, racial discrimination in lending and housing access, and homelessness. Both prior to and during the pandemic, social workers have worked in direct service roles as providers and advocates for those experiencing homelessness, as well as in organisational leadership and public policy capacities. Social workers are also all too aware of homelessness as a symptom of the US’ lack of prioritisation of an effective and equitable social safety net, particularly from the 1980s onwards. As Canadian social work scholars Wu and Karabanow (2020) put it, “the real enemies are not the different types of hazards … the real enemies are the long-time existing societal vulnerabilities, such as poverty, discrimination, stigma, and marginalization, that corrode citizens’ coping capacities and convert various hazards into catastrophic disaster events. Homeless populations suffer from these vulnerabilities during non-emergency settings. During disaster cycles, vulnerabilities worsen already traumatized situations”.

An example of social work advocacy on homelessness and housing during the COVID-19 pandemic is a 2020 opinion piece authored by social work researchers Thomas Hugh Byrne and Benjamin F. Henwood and real estate scholar Anthony W. Orlando. They write, “as scholars of social work and real estate, we have opined for years that homelessness is a public health emergency and deserves to be treated as such. Instead, policymakers have bowed to the status quo, allowing local regulations, bureaucratic delays and NIMBY [Not in My Back Yard] vetoes to stymie their efforts to acquire sites and build affordably” (Byrne, Henwood & Orlando, 2020). They note with hope, however, that the federal government's emergency response to the coronavirus, and the associated funding available, positions the US – for the first time in its history – to meet the homelessness crisis with the response it has always deserved.




Discussion

Beneath the fragmented but hurried efforts to address homelessness in the United States during the COVID-19 pandemic lies a critical truth: that people living in unsheltered and unsafe conditions – particularly in a country of vast wealth and resources – is a perpetual emergency. As such, we believe that homelessness requires urgent attention, irrespective of COVID-19, future pandemics, or other public health threats. In this discussion section, we describe alternative solutions and directions for addressing homelessness and health equity and articulate directions for ongoing social work practice.


Homelessness and health equity: long-term solutions

COVID-19 taught the US a lesson that it should have already learned: that the outbreak of infectious disease is too late to begin addressing homelessness as a pressing and solvable problem. People who are homeless are generally more vulnerable to infectious diseases, as decades of research on tuberculosis, HIV/AIDS and Hepatitis B and C demonstrates (Fazel, Geddes & Kushel, 2014). Thus, the intersection of homelessness and infectious disease poses a constant risk to the health of unhoused people, as well as to the health of the broader communities in which people experiencing homelessness live, work, and engage.

We are wary, though, of presenting public health as the singular rationale for addressing homelessness. We believe that housing is a human right – and with this approach, a public health rationale remains salient, but not required. Human beings have a right to housing that is safe, stable, and affordable. It is our belief that the welfare of society at large would be better off if this right was reflected in US housing policy. Treating housing as a human right implies that housing assistance should be an entitlement benefit, for example, a benefit that all eligible persons are entitled to receive. In contrast to other benefits such as food assistance, housing assistance – including rental subsidies, public housing, and permanent supportive housing for persons experiencing homelessness – has never been designated an entitlement at the federal level in the US. As a result, Scally et al. (2018) estimate that only one in five US households that is eligible for federal rental assistance actually receives it. Codifying housing as a human right, as Canada did in 2019, and guaranteeing entitlement to a range of forms of housing assistance is a long-term solution that would be an investment in the health of the millions of Americans who are and will be vulnerable to homelessness before, during, and after the COVID-19 crisis.

The COVID-19 pandemic is also a potent reminder that achieving health equity for people who are homeless will require more than just housing access. One macro-level policy solution to rampant poverty is universal basic income, which shifts the focus from self-responsibility to recognising the dignity and value of every human being. In the US, universal basic income would ultimately redirect government spending away from the current ineffective and insufficient responses of the criminal justice system and emergency services. A stable financial base is the necessary foundation from which people can establish stability and, importantly, engage with the services that enable a transition to and maintenance of permanent housing.

Furthermore, access to mental health and substance use treatment, as well as comprehensive medical care, should be treated as a right of all people, including those experiencing homelessness. Along with many other shifts, the COVID-19 pandemic forced a reworking of how treatment services of all kinds are delivered. For instance, the widespread use of telehealth eliminated some of the barriers that have posed significant challenges to both service providers and their clients. Not having to travel to service sites, as well as not having to meet in person, provided flexibility at a lower cost. In Seattle, Washington, an investment of only $12,000 in technology devices enabled clients based in a hotel sheltering program to attend appointments with their mental health specialists and doctors (Garg & Fields, 2020). In addition, in response to the pandemic, most American insurance companies eased their stringent restrictions around telehealth, expanding options and making it more easily billable.

In some areas, substance use treatment was approached more expansively during the pandemic, showcasing the potential of embracing a harm reduction model. In San Francisco, California, service providers gave homeless people with substance use disorders small, measured doses of alcohol and nicotine to curb potentially deadly withdrawal symptoms and encourage them to stay in quarantine in hotel housing (Garg & Fields, 2020). Nationally, the US Drug Enforcement Administration made it easier for doctors to prescribe opioid treatments such as buprenorphine. While in New York City, methadone, another opioid treatment, was allowed to be delivered directly to homeless isolation sites (Garg & Fields, 2020). In sum, the pandemic provided opportunities for service providers to test innovative solutions, some of which they had been sceptical of working with their clients. We believe that many of these service innovations are commendable and warrant further implementation and dissemination, well beyond the context of the COVID-19 pandemic.

Lastly, with the pandemic came increased attention about how we go about public life. For the thousands of Americans experiencing homelessness, the distinction between private and public life that many people take for granted simply has not existed – and never has this reality been laid so bare as during the pandemic. While others sought protection indoors, homeless people remained in a variety of unstable settings, including on the streets and in encampments, where they remained vulnerable to the virus as well as the criminalisation that comes with being unhoused. Visiting the US in 2017, Philip Alston, United Nations Special Rapporteur on extreme poverty and human rights, noted the reverberating and cyclical ways that the US punishes people for simply not having shelter: “sleeping rough, sitting in public places, panhandling, public urination (in cities that provide almost zero public toilets) and myriad other offenses have been devised to attack the ‘blight’ of homelessness” (Alston, 2017). He went on to write, “homelessness on this scale is far from inevitable and again reflects political choices to see law enforcement rather than low cost housing, medical treatment, psychological counselling, and job training as the solutions”. We concur that health equity will not be achieved without ending the criminalisation of homelessness and reallocating resources accordingly.



Directions for micro, organisational, and structural social work practice

As Farkas and Romaniuk (2020) note, social workers have an ethical imperative to continue providing competent services to vulnerable individuals and groups, even and perhaps especially during public health emergencies. At a micro level, we acknowledge and commend the countless social workers in direct practice roles across the globe who have taken considerable risks to continue providing services to people experiencing homelessness during the COVID-19 pandemic (Wasilewska-Ostrowska, 2020; Wu & Karabanow, 2020). From an organisational perspective, we believe that social workers have a mandate to leverage organisational resources and policies to minimise potential harm to both social service workforces and clientele during and beyond the pandemic. In addition, we believe it is the duty of social workers to never waste a crisis and use the COVID-19 pandemic to advocate for structural change to advance housing and health equity at a macro level. Social workers in various settings can take direct and indirect steps to advocate for local, state, and federal policies that expand housing assistance, ensure housing as a human right, and provide access to the trauma-informed services and resources required as a foundation for health equity.




Conclusion

As in past epidemics and public health crises, COVID-19 has presented particular vulnerabilities to people who are homeless or at risk of becoming homeless, further threatening what is, for many, an already precarious existence. When and if the COVID-19 pandemic wanes, we urge social workers not to lose sight of the urgent need for advocacy to protect both public health and human rights. After all, as Shah (2016) has warned, the sparks that will ignite the next pandemic are already lurking somewhere in our cells, cities, and forests. Given this reality, we urge social workers and their allies and partners to advocate for policy choices that will reverse the seeming inevitability of homelessness, with the ultimate vision that homelessness would become a rarity instead of a common occurrence throughout the world.


Box 13.1 Reflective Questions


	What factors (structural, familial, individual, and otherwise) make homeless people more vulnerable to COVID-19, and what factors lead to a rise in homelessness in global health emergencies such as COVID-19?


	The authors show that the COVID-19 pandemic forced many service providers to quickly experiment with different methods of service delivery for people experiencing homelessness, including telehealth and expanded substance use treatment.


	What barriers have social workers faced when trying to implement more accessible and innovative treatment approaches for this population in the past?


	What other novel interventions could surface as a result of increased funding and attention on homelessness in light of the pandemic?






	In the US, advocates struggle not only with securing policy adoption and funding for addressing homelessness but also with generating support from the public. For example, neighbourhood residents may oppose the building of a shelter or service site, business owners and others may discriminate against homeless people, and, as shown during COVID-19, hotels might resist participating in funded housing programs. However, many advocates are cautiously hopeful that the pandemic has created opportunities to help more people obtain housing, as well as to shift the narrative on homelessness from an individual failing to one of collective responsibility.


	What valuable and unique training, perspectives, and connections do social workers have to offer when it comes to engaging with communities and organisations that may have competing interests and beliefs?


	How might social workers use these strengths to engage with, gather support from, and work together with others on solutions for homelessness?
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Health emergencies are ecosocial crises of well-being. While this has been obvious to many oppressed and marginalised people throughout the world, the COVID-19 pandemic has brought this understanding to the fore, wreaking havoc through intersecting health, social, cultural, economic, political and ecological factors causing spiritual stress, trauma, death and grief throughout the world (Kaifie et al., 2020; Broughton, 2005; Rulli et al., 2017; Tao et al., 2013). The pandemic has exposed environmental destruction, poverty and classism, racism and xenophobia, and emergent eco-fascism (Clissold et al., 2020; Garcia, 2020; Gomez et al., 2020; Human Rights Watch, 2020; Nguyen, 2020; Parolin et al., 2020; Villarreal, 2020; Weal, 2020; Yam, 2020). Lawton (2019, p. 24) describes eco-facism as a “fusion of white nationalism and environmentalism”, the core tenets of which connect environmental problems to anti-immigration and racist sentiment. People have become disconnected from neighbours and communities. Many overwork for low wages, and food waste and pollution have worsened alongside other systemic inequalities and inequities built-in to our global state, social, cultural, and economic systems (Briggs, 2020; Cohen, 2020; Corkery & Yaffe-Bellany, 2020; Covert, 2020; Fuller, 2020; Izlar, 2020a; Jervis et al., 2020; Kassam, 2020; Ogen, 2020).

Inequalities and inequities present challenges to primary, secondary, and tertiary responses to pandemics and highlight how the COVID-19 crisis is deeply connected to the destruction of the natural world, and that the destruction of our natural world is rooted in social problems (Carrington, 2020; Zimmer, 2019). In other words, how we treat nature is a reflection of how we treat one another and other species. Ecosocial crises are exacerbated by speciesism, or “the unjustified disadvantageous consideration or treatment of those who are not classified as belonging to one or more particular species”, a position which enables further environmental destruction by devaluing the importance of ecosystem diversity (Horta, 2009, p. 2). A good example is deforestation that leads to encroachment on natural habitats and livelihoods (Platto et al., 2020; Poudel, 2020). The interdependent ecological roots of our health and social problems must be addressed to break the cycle of compounding disadvantage.

Social workers were presented with opportunities during ecosocial crises to shift from an “anthropocentric focus to an eco-centric focus” to meet the needs of the most vulnerable which includes humans, other species and ecologies, while prefiguring a new, healthy, just, and peaceful society based on mutual support and community – the idea that our current actions should embody the future world (Powers, Schmitz & Beckwith Moritz, 2019). As ecosocial crises worsen, there will be more pandemics, unstable ecosystems, erratic economies and state institutions (Carrington, 2020; Tollefson, 2020; Vilenica et al., 2020). As well as ecological systems, eco-austerity policies will fail to protect and meet the needs of the vulnerable, marginalised, and oppressed, creating an endless feedback loop of destruction and precarity. Given these possibilities, social workers should be prepared to organise resilient community projects and counter-institutions which offer alternatives to failing or unstable infrastructures and ecosocial systems, and embrace practices that reflect the shared realities of social welfare and social work in the 21st century (Pentaraki, 2016, p. 2).

This chapter focusses on community work and organising within the US during the COVID-19 pandemic. Community workers and organisers can draw lessons from the experience to build future community projects and counter-institutions that concurrently operate as forms of ecosocial protest, meeting need through mutual aid, social services, community work, organising and direct action in ways that support resilience, and building hope. The differences between community organising and organising community are examined and the feminist model is suggested as more appropriate for organising community in ecosocial crises which are understood within a glocalised context. Glocalisation is a concept that describes both local and global forces of interaction where the actions of one community may immediately affect another (and vice versa). The concepts of mutual aid, social welfare, and new social services are discussed as ways of addressing multiple problems, and examples of community responses to COVID-19 are reviewed. This chapter closes with challenges to organising and implications for social work and thoughts for the future.


What is community organising?

Community organising is hard to define as it means different things to different people such as:


	canvassing neighbourhoods, knocking on doors and asking people to complete surveys


	participating in a public protest to shame a business into paying better wages


	attending a local government meeting to speak up about neighbourhood pollution


	building a local grassroots organisation to run multiple pressure campaigns for incremental change over time


	getting together for a potluck (a communal gathering to share various dishes) that meets several times a week to save money, prevent food waste and to get to know neighbours


	developing a mutual support group with those experiencing the same problems


	starting a breakfast program for youth left out of school programs


	opening a shelter for (and with) those who have been shut out of mainstream shelter systems


	running a community technology centre to protest electronic waste and to provide computers to people that need them


	volunteering at a community garden to harvest healthy food, protest the industrialised food system and get to know one another




To put simply, community organising is the act of people getting together to make positive change in their lives and the lives of others with a shared understanding that they are mutually dependent.

In the West, the most common understanding of community organising is the Alinsky tradition, named after the 20th-century American community organiser Saul Alinsky (Alinsky, 1971; Hamington, 2010; Slayton, 1988). In this model, organising local neighbourhood associations that target public sphere institutions through short-term pressure campaigns intends to build power and resilience through campaign successes over time. The model's strengths lie in its ability to publicly draw attention to wide-ranging structural issues that agitate for immediate change and create fervour and empowerment from battles and wins that feed back into organising. These actions should complement one another, creating a strong, centralised organisation that is able to fight back against and speak truth to structures of power making a more uplifted, empowered, and self-determined community. However, the model has been criticised for its masculinist tendencies and focus on conflict, its failure to address racism and sexism within its organising, its lack of a long-term vision, a failure to build local capacity and leadership, and the focus on individualism and self-interest (Eichler, 2007; Martinson & Su, 2012, p. 64; Ohmer & DeMasi, 2009).

The tradition of organising community is from the north American, feminist, private sphere, women-centred model of community organising (Stall & Stoecker, 1998). In contrast to the Alinsky model, no singular individual, organisation, or movement can be credited with its beginnings, lending itself to being more adaptable and inclusive. While its history likely predates the written record, it can be traced back to three movements.


	Black women who organised safe havens of community under the brutality of 19th-century slavery in the United States (Stall & Stoecker, 1998). Safe havens recognise and resist domination and provided safety, health, community, resilience, and survival (Stall & Stoecker, 1998, p. 736).


	Black women of the late 19th century, such as Ida B. Wells, who organised campaigns against sexual violence and lynching, and local community social services that formed as structures of resistance and social care.


	Privileged White women community workers of the late 19th and early 20th centuries, such as Jane Addams and Ellen Gates Starr of the Settlement House Movement organised ecosocial community projects that operated as social services and a means to organise community (Addams, 1910).




In this long history, other peoples, struggles and organising practices cannot be ignored, for example, organising by Indigenous women and non-neurotypical/neurodivergent people (Gilio-Whitaker, 2020; Nelson et al., 2006), Throughout the 20th and 21st centuries, this model has had progressive to radical orientations in organising and maintaining discourses related to “civil rights, gay liberation, transgender, reproductive rights, AIDS, harm reduction, and global justice movements” (Shepard, 2010, p. 36). At its best, these connections show that the model is reflective and meet the unique and nuanced needs and experiences of people and social climates such as moving beyond viewing women and others as constituenc[ies] in organising and transcending ideas of genderism and binarism to entirely new forms of social relations and existence in everyday life (Hyde, 2005, p. 361).

In organising community, rather than pressuring structures of power to change through short-term, public sphere campaigns through singular neighbourhood associations, co-power and resilience are built outside of structures of power through organic counter-institutions and community projects that meet need and function as forms of protest. The basis of organising community is through building new and nurturing existing private sphere relationships, inclusive networking and community building, consensus-based decision making, and the rejection of centralised leadership. The principles of care, direct democracy, mutuality, empowerment, popular education (meaning of the people and rooted in ideas of class struggles, oppression and transformation), direct action, and the full participation and inclusion of people are central to organising. Ideally, these practices provide safe and nurturing free spaces (i.e. intimate spaces where smaller groups of people can get to know each other), empower individuals, build skills and confidence, support (self)-understanding, positive self-esteem and confidence, and create a more critical worldview resulting in the “cultivation of individual and collective skills and resources for social and political action” through repetitive cycles of process and reflection (Stall & Stoecker, 1998, p. 741).



The “emergency of now”


Organising ecosocial communities in a glocalised context

Ecosocial problems are glocalised. These affects are intersectional, interdependent, and massively accelerated in the COVID-19 pandemic. The progress and consequences of the pandemic presented opportunities to make radical change while meeting need. Organising communities in these contexts had the potential to provide deeper connections to ourselves and our communities, and to provide a global access that connects us to our planet, other communities, ecologies, and the repercussions of our collective behaviours on one another and nature (Gamble & Weil, 2010, p. 6). Like the intimate free space of a living room, organising can build glocal free spaces that empower individuals and communities to meet organising goals through reflections upon the interconnectedness between ourselves and our planet, each other, and our behaviours and their repercussions. The COVID-19 pandemic has brought the world together in ways not experienced in generations and has shown that single-issue organising is now multi-issue organising and vice versa. Despite divisions and unrest, many communities reflect the interconnectedness of ecosocial problems and their causes, responding through social services as organising, and organising as social services.



Mutual aid, organising community, and the new social services

Like community organising, mutual aid is hard to characterise. Before the pandemic, mutual aid as it is currently popularly understood, was mostly practised within Western, radical leftist circles whose philosophical roots can be traced to European social anarchism (Izlar, 2019b; Kropotkin, 1902).

Mutual aid is:


	a theory and practice of organising community to implement anti-authoritarian forms of social welfare


	a voluntary and complementary exchange of goods, resources and/or services for mutual welfare or “people giv[ing] what they can and get[ting] what they need” (Shepard, 2014, p. 166)


	based upon the shared understanding that official systems of power often fail to effectively, quickly, equitably, and justly meet the needs of communities, and that these needs can be better addressed through direct action outside of official structures of power (Izlar, 2020b)


	a horizontal practice that differs from charity or pathologised helping as it seeks to maintain no moralistic, scientific, or professional hierarchy of giver over receiver, organiser over organised, or helper over helped. Even so, forms of hierarchy may develop in mutual aid projects through conscious and unconscious power differentials within groups (Izlar, 2019a, 2019b). Unaddressed power differentials open the possibility for mutual aid projects to quickly devolve into radical charities or affinity groups characterised by hyper-individualism, insularity, exclusivity, poor organisation, a short-term focus, and social category homogeneity




Many governments and private institutions bungled responses to the COVID-19 health emergency, most notably the US under Trump, which led to an unprecedented explosion of mutual aid organisations and networks with many examples throughout the world, see Chapter 2 (Mutual Aid Disaster Relief, 2020). Mutual aid has gone public and its principles accurately (and inaccurately) are popularised by mainstream politicians, celebrities, influencers, journalists, bloggers, websites and news outlets. In a sense, mutual aid is now understood in broader discourses as long ignored traditions are voiced, expanding its scope and challenging its Eurocentrism and whiteness. These developments are connected with the “broad-based universalising dialogue[s]” of the global justice movements and the new community organising which emphasises the fusion of public and private spheres, the building of community projects and counter-institutions, and the rejection of social hierarchies (Shepard, 2005, 2010, p. 36).

If there is anything that uniquely characterises social welfare today, it is the new public recognition and acceptance of community organising through the lens of ecosocially focussed, glocalised, solidaric mutual support, or broadly speaking, a new social services that is concurrently guided by the principles of anti-authoritarianism and collectivism as well as the unique and diverse traditions and understandings of mutual support and community by marginalised and oppressed peoples. People have stepped in where institutions have failed them. However, brief this public legitimacy by a White, cis-heteropatriarchal society may be, it will continue to be practised as it has always been especially in the face of new ecosocial crises. Given this, it is important to examine practices during COVID-19 in order to prepare for the future.




COVID-19 organising

Organising during the COVID-19 pandemic has been multifaceted, nuanced and diverse reflecting unique needs, cultures, realities, experiences, and demands of peoples and communities outlined in the following examples. In the US, a significant portion of organising has revolved around projects aimed at promoting health, well-being, social welfare, community, solidarity, resilience, resistance, and self-determination.


Indigenous organising

Indigenous peoples, specifically the Diné (Navajo), have been one of the country's hardest hit communities with 575 lives lost and over 11,400 people infected (Navajo Department of Health & Navajo Epidemiology Center, 2020). According to Begay (2020a), the pandemic and its related effects on the Diné have further contributed to a blood memory, which is,


“An embodied remembrance passed down from generation to generation … that we pass down in our familial lineages, experiences and memories. Sometimes they are good and joyful and sometimes they are traumatic and rooted in grief”.



For the Diné and other Indigenous peoples in the US, the challenges of the pandemic have been opportunities to build upon collective community strengths to “decolonize from individualism and reconnect with ways of community care” through a grounding in spiritual traditions, medicine, and knowledge as well as the building of community in ways that reject individualism and rampant capitalism (Begay, 2020b). The ideas, principles and strategies by the Diné manifested as resilient community projects that operated as ways to meet need while connecting with traditions that protested ecosocial injustice and government failures to protect Indigenous lives, cultures, traditions, and self-determination.

Predominantly led and organised by women, projects traversed the 43,000 square kilometre reservation, a construct forced upon Indigenous people by the US government through genocide (Santilli, 2020). Projects filling the gap left by failures of power structures focussed on fundraising, collectively making their own PPE, delivering water, food and medicine, educating about COVID-19 in their own language, and providing internet access (Cheetham, 2020; Grantham-Philips, 2020; Sottile, 2020; Wagner & Grantham-Philips, 2020; Woods, 2020). Not without its challenges, these efforts harnessed strengths and protected the health and well-being of the community through building upon tradition and community organising to address ecosocial issues such as long-standing food and water access, digital inequality, access to PPE, education and other protective measures while strengthening human connection, belonging, self-determination and autonomy.



Pollution, waste, and organising indirect community

Throughout the pandemic, many governments imposed lockdowns that showed immediate albeit, in some cases, temporary impacts to visible nature. Skies in chronically polluted cities were clear for the first time in decades, air quality improved and birds inundated with the stress of noise pollution changed their songs (Ellis-Petersen et al., 2020; Derryberry et al., 2020; Landrigan, Bernstein & Binagwaho, 2020; Picheta, 2020). Studies found correlations with pollution and high mortality rates of COVID-19 highlighting the importance of understanding ecosocial interconnectedness between humans, health and the environment which in turn creates conditions in which viruses thrive while unjust structures fail to adequately respond (Ogen, 2020; Petroni et al., 2020). While the Earth was able to take a momentary breath, environmentalism was captured by eco-fascist narratives creating a dark side that shifted blame from ecosocial systems of oppression to humans. It has been argued that focussing on short-term positives such as momentary dips in pollution may divert attention away from long-term strategies to address ecosocial crises such as global warming (Hijazi, 2020). Narratives such as these also drew attention away from new ecosocial problems, such as medical waste created by non-recyclable and single-use PPE and food thrown out while the hardest hit communities faced hunger (Corkery & Yaffe-Bellany, 2020; Kassam, 2020).

The pandemic impacted on organising in other ways. It was harder to conduct face-to-face interaction, generally considered to be the most effective form of organising. Nonetheless, indirect community are ways to address issues and organise community that may translate to forms of direct community. Little Free Libraries, geocaching (leaving a needed item where a person can find it via GPS), tool libraries (community tool sheds), time banking (a public ledger to record volunteer time), and community fridges are some examples of community projects that can meet ecosocial needs and build community while creating points of contact.

Community fridges offer a good example of how community organising continued despite the necessary limitations imposed to contain the pandemic. Community fridges are simply refrigerators set up in locations convenient to local people that provide free food and other supplies that a community needs and are monitored for safety by groups of volunteers. Before the pandemic, mutual aid-branded food fridges were mostly practised in predominantly White, radical leftist circles. Like the broad concept of mutual aid itself, free food fridges have spread throughout the US to meet the food needs of communities while diverting food waste from landfills. Many free food fridges have moved beyond just supplying food and goods to reflect the creativity, culture, and sense of place and community, for example, through elaborate and intricate art on refrigerators, elements that can be linked to improved health and well-being (Short, 2020; Stuckey & Nobel, 2010).

While relatively new, the community fridge movement is moving beyond its traditional roots in whiteness as many community fridges in the US are by women of colour (Short, 2020). So far, indirect community and socially distanced connections have not stalled the ability to organise community. Creative connections are inspiring. The pandemic has exposed waste in the face of mass hunger and capitalist surplus, for example, access to healthy food especially related to racialised and class inequities and how communities are responding to these problems on their own terms. Many people are reconnecting with their neighbours through art and other means of indirect sharing and collaboration which supports community empowerment, reinforces a sense of community and connection with ecosocial issues.



Organising under digital surveillance

The pandemic has made it harder to conduct in-person interaction, so digital organisation has become a central way to make on the ground organising happen, particularly those projects that aim to meet need while organising structural change. Digital interaction has proven to be effective for organising indirect community projects such as the community fridge movement and providing funds raised directly to people in need. It avoids face-to-face interaction while still helping others and maintaining a sense of community and connection. Facebook, Twitter, Instagram, Zoom, TikTok, GoFundMe, Venmo, and other proprietary social media platforms have been used to quickly and efficiently organise many community projects. However, the use of these platforms may perpetuate the very systems of domination that these community projects seek to undermine, namely surveillance capitalism (a form of capitalism based upon the commodification of personal data), digital centralisation, community factionalisation, digital inequality, and ecological destruction caused by disposal of technological equipment.

Those privileged enough to have consistent, affordable, understandable, and regular access to information and communications technologies (ICTs) can participate in the digital organising of community which assumes, among other things, that they have a regular, safe location to shelter-in-place. Those people unable to participate due to language barriers or disability, or simply refuse to participate to avoid state surveillance or the potential of being stalked by someone, are left out. ICTs also negatively influence how we view our communities and our very selves. In addition to our social identities, roles and titles, we are defined by our posts, messages, likes, comments, shares, blogs, vlogs, links, follows and followers, and during health emergencies how we should be coping. The use of ICTs that are not digitally just and their use in tandem with online organising are new challenges to consider in the ecosocial organising of community.

The global surveillance disclosures that began in 2013 reveal large-scale, illegal surveillance of private citizens by corporations such as Facebook and Microsoft. The sharing of data with governments such as the US and the UK has accelerated during the pandemic with the use of tracing apps (Gellman & Poitras, 2013; Newman, 2020). This is cause for concern for organising community projects that seek to work outside and against systems of power, particularly those projects that are seen as a threat to the established order such as how the Black Panther Party's survival programs were viewed during the Black Power movement (Hoover, 1969). Big Tech suggests that these alternatives should be embraced, although they increasingly play a role in developing algorithms of inequality that refer to the role of large technology corporations in state surveillance that disproportionately targets Black, Indigenous peoples of colour and other marginalised groups,.

Taking this further, the network effect describes the social phenomenon where the value of a service comes from how many people are using that service, for example, how many of your friends use a certain social media platform influences whether or not you join that platform. Given the strength of this effect and the already stressed and fractured state of communities, it is difficult for many to imagine the use of non-proprietary and non-centralised alternatives to platforms such as Facebook or Instagram. However, social movements such as Black Lives Matter and aspects of the free fridge movement are showing that the use of non-proprietary programs such as Signal are needed to organise more justly and effectively (Nierenberg, 2020; Short, 2020). Decentralised alternatives on the Fediverse, a large, interconnected network of independent servers such as Mastodon and PeerTube that can be used for blogging, social networking, media hosting, streaming, etc. hold promise as ecotechnologies that can be used to glocally organise communities and place the infrastructures of that technology into the community that owns it.

This autonomy over communications and infrastructure has the potential to allow a community to fill the gaps of digital inequality that centralised and proprietary platforms foster through popular education and the creation of free spaces that draw people into organising. The use of such non-proprietary, decentralised ecotechnologies may also make an impact on the carbon emissions of the dirty cloud created by web services that use very little clean energy inherent in centralised technologies that have become overburdened during the pandemic (Condon, 2020; Walsh, 2014).




Implications and conclusion

This chapter will never be completed, as COVID-19 is not the last ecosocial crisis. Because there will be more crises, constraints and complications in organising to meet need while addressing the structural problems that cause them will resurface. A common thread in community work during the COVID-19 health emergency has been the creativity and hope found in the unforeseen challenges of meeting need while protesting injustice during seemingly insurmountable odds. Survival and self-determination are forms of resistance and community building ways to reconnect with tradition and culture while protesting state failures. Harnessing food waste to organise indirect community, meet need, and protest food waste and food racism, and the emergent use of non-proprietary technologies provide the means to connect with one another to organise social movements and indirect community projects. In other words, communities have come together in ways not seen in generations by organising community. This is why it is important for social workers to view community work as an essential aspect of social work and those doing community work as doing vital work. Social workers who are doing community work have increasingly come to identify with service users, and that service users have increasingly come to identify as doing social work blurring traditional distinctions between the professional and service user (Izlar, 2019a; Pentaraki, 2016). The COVID-19 ecosocial crisis has flattened hierarchies between helper and helped, organiser and organised, giver and receiver, and now, social worker and service user, as we are interdependent in shared catastrophe. This brings forth numerous implications for practice.

As a narrative of a new social services has achieved greater legitimacy in the public eye in pandemic conditions, and as more people who would traditionally be seen as service users are publicly recognised for doing social work in their own communities, the legitimacy and credentialed boundaries of mainstream social work that claims a sharp division between social worker and client is increasingly called into question, a challenging notion for many (Ferguson & Lavalette, 2013; Fronek & Chester, 2016). Within an ecosocial context, new questions are raised concerning credentialism and professional protectionism versus social justice. It also brings forth additional questions for those that practice mainstream social work as to what constitutes social work itself and how to include community work and community organising which have become legitimate forms of practice in the US and many parts of the world where governments have failed to meet the needs of people (Rothman, 2013; Fogel & Ersing, 2016). Under cycles of crises and healing, social work has an opportunity to be democratised and transformed into a vehicle for human and ecological growth and liberation.

While crises will not stop occurring, the bluntness of their initial impacts do, as do their periods of clean-up and healing which allow for deeper reflection. Burnout, loneliness, and fear are all too common in new social services work and especially disaster-response mutual aid projects which have notoriously short lifespans, some of which are already showing signs of dissolution (Gathright, 2020). This has added to the tensions caused by failing infrastructures, poor funding, fractured communities, hate and violence toward human difference and so on, which make it difficult to even consider where reflection starts and actions begin or vice versa. However, the organising that occurred during the pandemic should be a point of inspiration for what is possible regarding building new social services for a new ecosocial society. In a world of uncertainty, one thing is certain, the new normal is that we are likely not going back to the old normal which gives us the opportunity to make the new, better.


Box 14.1 Reflective Questions


	If you were to imagine a social work that meets need while addressing structural problems, how would it look to you?


	In your view, how, and in what ways, do ecological problems relate to social problems? How can communities best address these interlinking challenges during ecosocial health emergencies and prevent future ones from happening? How do you see yourself in this work?


	Think of a social problem or a group of people that you have worked with or would like to work with. Now, place this social problem or group within an ecosocial context. How do you see yourself working with these people to address these social problems in this new context?
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By March 2020, the COVID-19 pandemic had precipitated the greatest crisis in higher education since the Great Depression of the 1930s (Tija et al., 2020). Efforts to contain the virus, especially during lockdown or shelter-in-place orders, significantly impacted on higher education especially for students undertaking field education. A QS Quacquarelli Symonds (2020) survey of universities globally found that 50% of 400 university respondents moved courses online in response to COVID-19, 19% reported delayed starts, 17% changed application dates, 16% changed acceptance dates, 13% deferred 2020 offers, and 8% conducted their own English language tests. In the US, for example, most universities had moved to online delivery by March 2020. Enrolments declined at community colleges by 9.4% but rose by 3% at for-profit colleges in 2020 suggesting that students’ access to material and social resources as well as access to alternative modes of delivery could play a role in students’ capacity to pursue their education in pandemic conditions (National Student Clearinghouse Research Centre, 2020).

COVID-19 is not the first health emergency universities and students have faced. During the Severe Acute Respiratory Syndrome (SARS) pandemic in 2003 and the H1N1 (swine flu) pandemic in 2009, universities in affected regions learned the importance of leadership, communication with students, and keeping students safe. In Hong Kong, 17 medical students placed at the Prince of Wales Teaching Hospital were infected in the first two weeks of the outbreak. Wong, Gao and Tam et al. (2007) examined student anxiety and found high levels among the medical students, whereas anxiety was comparatively lower for students from other disciplines, especially for those not placed in hospital settings. These researchers suggested that while knowledge about the disease reduced anxiety and fear of discrimination, an inadequate understanding of SARS may have heightened anxiety. In China, during the HINI pandemic, female students were more fearful and at higher risk of post-traumatic stress if they had HINI symptoms or someone in their family had the disease (Xu et al., 2011). As the COVID-19 pandemic unfolded around the world in 2020, concerns emerged about student mental health, mainly related to health risks, online study, social isolation, and changed financial conditions (de Oliveira Araújo et al., 2020).

This chapter focuses on field education, an essential and compulsory aspect of social work education where students integrate their theoretical learnings with practice in agency settings. The impact of the pandemic on students undertaking field education was considerable, and the response varied. Issues in field education and the impact of COVID-19 on universities and students are examined, and how field education academics responded using examples from Australia, New Zealand and the United States.


Issues in field education

Before COVID-19, field education had changed little in terms of how it was delivered. A key issue for universities is that social work programs are required to follow the accrediting bodies’ standards in each country. Failure to comply with recommended guidelines would jeopardise the accreditation of programs as well as compromising students.

Field education academics in social work programs report increasing competition and the subsequent difficulties they face when attempting to locate suitable placements, find social work supervisors, manage the logistics of placing large numbers of students, and resourcing those placements appropriately (Craik, 2019; Hay, 2018). Placements rely on the voluntary contributions of social workers in agencies to supervise students while in placement, professional functions that are undertaken without sufficient recognition of the significant impact this has on practitioners’ usual workloads (Egan, 2005). The increasing pressure on practitioners to host students has resulted in a lack of alignment between the expectations of accrediting bodies and the capacity of agencies to deliver quality placements. Subsequently, this sometimes leads to diminished learning experiences for students (Bogo et al., 2017; Domakin, 2019).

A further issue is the increasing number of students who, through necessity, are employed and request part-time placements to avoid compromising their employment and undermining their capacity to meet placement requirements (McInnis, James & Hartley, 2000; Morley & Dunstan, 2013). These constraints have made it increasingly difficult for field education teams to place these students as agencies tend to prefer students to start and end placements around the same time. Although an increased number of schools are developing flexible placement arrangements such as part-time or after-hours placements in some settings and novel placements in new contexts. For example, in New Zealand, students are undertaking placement in cyber support assisting people affected by identity theft and other cybercrimes. In the US, public libraries have become placement agencies providing innovative ways to serve the homeless (Wahler et al., 2019).

Through field education, social work students learn professional skills by practising them in real-life settings in health and welfare agencies. Experiential learning in the field enables students to apply the knowledge taught in the classroom in real terms and provides opportunities to demonstrate their achievement of core competencies in professional skills. As Dewey (1933, 1938) and Smith (2001) noted, the idea that students learn from both classroom teaching and through practice experience is not new. While classroom education shapes the learning, reflection on practical experiences is an essential part of that learning. Fortune, Lee & Cavazos (2007) also argue that experience is a well-established social work education principle. Most accrediting bodies state that field placements must be in-person for a specified number of hours or days of supervised practice before the degree can be awarded. For these reasons, offering virtual field practice opportunities was not necessarily an option prior to COVID-19.

Several authors have noted that many social work programs have been particularly slow to adopt online delivery, perhaps resistant due to the interpersonal and in-person nature of social work practice alongside scepticism about whether the necessary skills can be effectively taught in a virtual classroom, a concern particularly relevant to field placement and other skill-based courses (Lee, Hernandez & Marshall, 2019; McAllister, 2013; Smoyer, O'Brien & Rodriguez-Keyes, 2020). It has been reported that social work students studying course work remotely were more anxious about their readiness for placement than on-campus students (Afrouz & Crisp, 2020; Cummings, Chaffin & Cockerham, 2015). It is fair to say that students generally experience anxiety and excitement pre-placement particularly before their first placements, yet little difference in skill outcomes have been found and sometimes online students actually performed better (Afrouz & Crisp, 2020; Beddoe et al., 2018; Cummings, Chaffin & Cockerham, 2015). Taking all these issues into consideration, COVID-19 brought opportunities and challenges in relation to providing field education experiences that enabled students to meet and demonstrate core competencies when they were unable to engage in in-person practice.

Prior to the pandemic and as a result of it, many agencies and universities had experienced shrinking resources that limited their capacity to host placements and made the provision of rich learning environments for students increasingly difficult. In academia, field education programs are already marginalised and seen as cost-intensive activities, a situation further exacerbated by the economic fallout of the COVID-19 pandemic (Craik, 2019). In many countries, the point had been reached where universities as providers of higher education needed to press governments to properly finance social work education as producers of a key and essential workforce, and to ensure meaningful dialogue with professional bodies to review accreditation guidelines and standards to consider different ways in which field education could be offered in the 21st century without compromising quality, skill development or student livelihoods. As Ayala et al. (2018, p. 59) suggested, the development of new sustainable field education models and partnerships require responsiveness to current contextual realities at the micro, mezzo, and macro levels.

By the time a student is eligible for field placement, both the student and the university will have made a significant investment in their education. However, field placements are a pivotal juncture for social work students as they often face personal and institutional challenges prior to, during, and after field placement. Studies have found that social work students juggle mandatory field placements with work, family responsibilities, and other study requirements (McInnis, James & Hartley, 2000; Maidment, 2003; Morley & Dunstan, 2013). Johnstone et al. (2016) and Baglow and Gair (2018) found that unpaid social work placements, in particular, create considerable financial stress for students. Many students in these studies expressed how the limited flexibility in requirements imposed by professional bodies and universities on field placements was a key contributor to financial hardship, often resulting in a need to sacrifice their employment, which in turn, leads to either considerable financial stress or working extensive hours, all while undergoing a full-time field placement. For many students, the stress of managing personal responsibilities with mandated placement hours is challenging (Petra, Tripepi & Guardiola, 2020). COVID-19 related stressors were superimposed on these pre-existing trepidations and challenges in very uncertain and extended situations.



The impact of COVID-19 on field education

In many countries, universities stayed open until measures to control COVID-19 meant campuses had to close (Harper, 2020). On reopening, some universities introduced COVID-19 testing, encouraged physical distancing and other measures, and some found themselves in a cycle of opening and closing, particularly where clusters erupted in the student populations and lecturers fell ill (Andersen et al., 2020; Cheng et al., 2020; Malosh & Masters, 2020). In other countries students experienced disruption to their education while others, for example, California State University System's 23 campuses, ultimately moved to remote teaching for the foreseeable future.

In countries where lockdowns or shelter-in-place conditions were imposed, closures of universities and the majority of agencies occurred with little warning (Blackwell, 2020). Given field education has been mainly achieved during practice-based learning opportunities, immediate concerns were about how to respond to the extended COVID-19 situation where placements were not available or were seriously disrupted. Social work schools, field placement academics and students were confronted by uncertainty about when agencies would reopen and had to plan accordingly. Some students who were placed in hospitals, prisons, and child welfare agencies were expected to continue in-person while adhering to strict COVID-19 safety protocols. During this period, students were anxious about their health in high-risk environments and the health of their families. Students in agencies that closed were also concerned about their progress through their program and the well-being of their clients in lockdown conditions. Agencies had to adapt and introduce different ways of connecting and practising with clients, all of which reduced their capacity to support students. Likewise, students who were able to continue their placements had to grasp tele-social work and connecting virtually in supervision and with the university.

The closure of placements exacerbated existing tensions for students around their studies and created new concerns about their ability to progress through their programs and graduate. COVID-19 impacted student employment, often insecure, rendering some students homeless as they had no income to pay rent or buy food. International students, for example, in Australia, were the most affected and disadvantaged students. Many were already struggling with new environments and cultures and were among the most financially and materially disadvantaged because in Australia the government did not provide support packages for international students (Fronek & Briggs, 2020; Gallagher, Doherty & Obonyo 2020). While many domestic students could return to their parental homes, it was a very different situation for international students who were unable to return to their countries of origin due to international flight cancellations and closed borders (Bilecen, 2020; Fronek et al., 2021a; Harper, 2020). As a result, many international students were left on empty campuses and in locked-down cities without a home base, jobs or financial means of support. Many had no way of paying for reliable internet services, and therefore could not connect with online courses which effectively disrupted their studies further. Anxious for themselves and concerned for fellow students, students also worried about their families living in countries where the pandemic was raging. In addition to being forced to navigate disruption to course work and field placements, the closures of childcare and schools meant that students with school-age children were also tasked with teaching them at home (Bacher-Hicks, Goodman & Mulhern, 2020). Financial and other hardships negatively affected the mental health of many students.

During the pandemic, social work schools were faced with tremendous challenges in supporting students and organising ongoing and effective field education opportunities that allowed students to graduate with social work degrees that met professional requirements. It is well recognised that the need to review and revise how field education is offered is long overdue. The pandemic gave higher education providers and professional bodies a push towards moving more quickly than previously envisaged to different models that allowed students to engage in practice and meet the requirements of their degree.



Innovative social work responses

Lessons learned from previous pandemics and other natural and human disasters provided clues to how social work would respond to this worldwide health emergency. As a discipline, social work has demonstrated its capacity to adapt quickly in significantly changed environmental and social conditions (Maher & Maidment, 2013). The ability of social workers to work effectively within ill-defined changing contexts, such as that presented by the global spread of the COVID-19, while at the same time sitting comfortably with uncertainty, are key attributes needed for contemporary practice environment (Hickson & Lehmann, 2014; Mason, 2011).


How professional social work bodies responded in Australia, the US and New Zealand

In response to the uncertainties caused by the COVID-19 pandemic, most professional social work bodies were flexible in how education standards could be met and made recommendations as to how accredited programs could exercise this flexibility to enable completion of social work placements. Some accrediting bodies, for example, the Australian Association of Social Workers (AASW) and the Council of Social Work Education (CSWE) in the United States, also allowed for flexibility in the minimum number of placement hours required to complete a social work degree. These concessions, although temporary, relieved pressure on students under duress and enabled many to fulfil placement requirements in difficult circumstances.

Another major adjustment was conditions required for work-based placements. Pre-COVID-19 conditions in Australia and the United States meant a student's placement and field education supervisor had to be different to that in their usual role and students were required to demonstrate that they were carrying out a social work student role different to their usual duties. This change allowed students to complete work-based placements with the same supervisor or to conduct both placements in their workplace. In New Zealand, students had previously been able to complete a placement in their usual role provided new learning could be demonstrated pre-pandemic. As a concession during the pandemic, students were able to complete both placements in their workplace.

Worldwide, the social work profession had not prepared for pandemic conditions, but the profession responded nimbly and swiftly to the changed environment. Social work programs across the United States, Australia and New Zealand shared resources and ideas on how to provide creative learning tasks while at the same time ensuring the integrity and rigour of programs. For example, National organisations such as the CSWE and the North American Network of Field Educators and Directors (NANFED) created repositories specific to field education during COVID-19 which was accessible to members.



Innovation in field education

The uncertain context created by the necessary efforts to control the pandemic – lockdowns and physical distancing – alongside diminished resources and risks to health affected practice while at the same time provided opportunities for transformative thinking and creativity to meet these challenges, especially in the field education space. Chappell Deckert and Koenig (2019) describe engaging with uncertainty as the in-between space between a perplexed state and transformation. In that space they insist that uncertainty must be recognised and honoured. Drawing on the core elements of the process described by Chappell Deckert and Koenig (2019, p. 164-165), Table 15.1 shows how these elements of perplexity linked to experiences in social work field education during the COVID-19 pandemic and provides a framework to understand the transformational process for students and social work schools.


Table 15.1 Perplexity and uncertainty and social work field education in the COVID-19 pandemic


	5 essential elements of perplexity (Chappell Deckert & Koenig, 2019, pp. 164–165)


	Social work field education in the COVID-19 pandemic







	Exposure and immersion into an unfamiliar context


	COVID-19 and public health measures – uncertainty linked to health and safety, lockdowns, campus closures, virtual learning – a different world





	A critical perspective that examines privilege and power in collaborative relationships


	Reflections on working in new ways with self and others; and on macro influences and how the macro impacts the micro





	An experience of dissonance or discomfort


	Anxiety and stress about life, health, family, work, study, and the future, plus new and unfamiliar modes of learning





	Patience and persistence in not knowing


	Acknowledging and honouring uncertainty – developing emotional self-regulation and purpose





	Transformation of prior understandings by which growth and change occur


	Innovation – new ways of thinking, adaptation, professional growth and new approaches







These were the exact conditions that field education academics, agency practitioners and students found themselves in as they grappled with new challenges and opportunities. In field education, responses were needed to support students and address their concerns, to ensure placements could progress albeit in modified and flexible forms, and to prepare educational solutions that would ensure student learning and skill development in different modes of practice and changed conditions.

Within the radically changed educational landscape of the pandemic, agencies and students still offering services, either from the office or from home, turned to tele-social work to assist clients (Reamer, 2020). Although not a new means of service delivery, the profession generally has been reluctant to fully engage with technological tools. Social workers and clients may lack the necessary skills and some clients may have limited access to technology. Social workers have also been concerned about ethical issues such as privacy and confidentiality (Banks et al., 2020; Reamer, 2020). For example, having a family member within earshot is of particular concern in family violence or child abuse situations.

The announcement of shelter-in-place and the subsequent suspension of placements and changes to service delivery in California meant all in-person placements were suspended. Alongside the flexibility shown by the CSWE, field education academics at California State University Monterey Bay worked with agencies to provide alternative learning opportunities and assessment items that would enable students to meet competencies. Special attention was given to critically reflective learning that focused on the impact of the pandemic on social work and its practice, structural inequality and the skills and insights needed to manage uncertainty at personal and professional levels (Fronek et al. 2021b).

After the implementation of lockdown in New Zealand, placement experiences varied. Maintaining student safety was a key concern, as well as the safety in organisations, and of practitioners and other staff and clients. While some students were able to continue placement by working from home, other placements were immediately suspended. These different arrangements led to inequity across student cohorts which education providers and regulatory bodies sought to mitigate by instigating flexible arrangements (Zachary et al., 2020). Examples from Massey University and the University of Canterbury included developing virtual placements or projects, reducing the number of placement hours required each week or for the entire placement, and allowing students to be situated in more than one learning environment across the placement duration. Despite these measures, a level of inequity was unavoidable, further exacerbating uncertainty for some students.

To address the diversity of placement closures and non-closure placements at Griffith university, four placement combinations were developed ranging from full attendance at an agency, to mixed virtual learning and agency work to full project placements on topics directly related to the agency. Each were designed around the competency standards required (Fronek et al., 2021b). The rapid development of an online alternative placement course allowed students to practice and demonstrate the achievement of core competencies by participating in social work practice using simulated activities and other technological tools in a virtual learning environment. Experiential and simulated learning modules developed provided a safe and effective learning environment for those students unable to attend placement or worked from home. Course content consisted of a series of modules that contained specific topics based on real-life practice encounters. Experiential situations for teaching and learning purposes were created for students to work through in tutor facilitated discussion groups. Two days of weekly placement time were allocated to online interactions over ten weeks. This allowed time for students to undertake the activities in preparation for their virtual tutorial and to complete the simulated and experiential work, research, reading, and reflection. Following each virtual tutorial, the students’ submitted their written material to their practice supervisors for discussion in supervision. On the other two days, the students either undertook projects related to their placement agencies or remote client work.




Emergent observations

The COVID-19 pandemic shone a spotlight on key issues such as developing student capacities for managing uncertainty, emotional self-regulation, ethical considerations and bringing fresh emphases on structural disadvantage. Adaptability and creativity in field education escalated issues already under professional scrutiny including what actually constitutes in-person practice in an age of virtual connectivity, the place of alternative placement models in contemporary higher education, and how virtual learning and tele-social work can be viable inclusions in higher education and practice, especially in relation to contemporary challenges in locating suitable placements, and this and future health emergencies.

Simulated learning in virtual environments has certain advantages over opportunistic learning as events can be scheduled, observed, and repeated to consolidate learning. A simulated learning environment also facilitates deliberate practice, enhances transfer of theoretical knowledge to the practice context, and does assist in making the transition from study into the workforce by achieving the required competencies. Social work education has always emphasised in-person learning. However, COVID-19 has changed many aspects of how the world functions and has fast-tracked innovation and the adaptation of technology on many levels. Given the stressors experienced by students in placement semesters and the fiscal position of corporate universities and many agencies, perhaps it is time to revisit the concept of in-person in environments increasingly dependent on technologies and to properly evaluate the effectiveness of alternative models.

Examples from Australia, the United States and New Zealand show how educating and supporting students to manage and respond appropriately to uncertainty and adapt quickly to new conditions in crisis situations are components of professional literacy and, indeed, transformational. Students in these examples were highly anxious when agencies first closed. With support, the self-regulation of emotion became a necessary skill as students experienced frustration, anger, worry, and fear, particularly for those students in the US where the pandemic spread exponentially with dire consequences. Student anxiety about their studies eased somewhat with support and when concrete alternatives to completing placements were in place.

Although many students continued to experience personal hardship during the pandemic and beyond, opportunities for students to identify and further develop practice skills in different ways became protective factors which strengthened their capacity to manage in the health emergency. It was helpful for students to carefully consider their own risk and protective factors in response to the evolving situation while being meaningfully engaged whether in continuing placements or educational alternatives. Because COVID-19 lockdowns caused considerable uncertainty and precipitated negative emotions in some people such as stress, boredom, frustration and anger, self-care and the concept of self-compassion as essential components of the social work curriculum became even more important (Pfefferbaum, 2020; Neff, 2003). This permission giving meant many students working from home were able to manage issues such as the blurred boundaries between work and homelife. Taking time to focus on activities that would enhance well-being facilitated boundary setting as they were not always at-work and provided the conditions to process the impact on self.

As Chappell, Deckert and Koenig (2019) suggested maintaining a critical perspective that examines privilege and power especially when experiencing dissonance or discomfort can be transformational. For students who are often primarily interested in interpersonal work, turning this lens onto the pandemic environment illuminated causal factors of social problems at the macro level, for example, access to technologies, health and wealth disparities and of racial injustices. Student reflections on these matters in alternative learning situations provided the space for them to delve more deeply into macro level practice and its relationship with micro practice in the amplified context in which students were living and studying (Walter-McCabe, 2020). In California, for example, macro practice became very real as students actively engaged in resource mapping, non-partisan voter registration drives pre-election, and disseminated information about financial and medical resources.

In terms of practice experience, engagement with different forms of service delivery provided opportunities for students in placements to strengthen the skills and attributes needed to respond with flexibility, quickly adapting to diverse digital methods for working with clients as well as undertaking different methods of learning (Zachary et al., 2020). While many students and academics extended their digital literacy skills, others remained challenged by accessibility issues. This was particularly so if the placement organisation did not provide appropriate technology, computers or internet connections (Groton & Spadola, 2020). Communication skills became critical as students needed to interpret and respond to organisational communications and advocate for their own needs and placement requirements.

The rapidly increasing use of tele-social work brings greater awareness of ethical considerations, the skills needed for technological-assisted counselling and other interventions, remote professional supervision, and their inclusion in social work curriculums. Even though many professional associations now provide guidance on technologically enhanced practice and communication and in codes of ethics, these practices are still making their way into curriculums and many social workers have uncomfortable relationships with technology (Banks et al., 2020; Fronek & Chester, 2016; Reamer 2020). A focus on technology invites further in-depth discussion around the particular ethical and boundary issues that come with online practices particularly when engaging with certain vulnerable groups.



Conclusion

The COVID-19 pandemic created new scenarios in higher education and opened avenues for research and evaluation that focuses on sudden transformative shifts, educational needs and future practices. Social work academics and students responded with flexibility and creativity drawing on experiences from prior disasters and health emergencies and acted quickly. Pandemic conditions brought existing debates into greater focus demanding a rethink on contemporary field education practices. A key issue remains in terms of harnessing the lessons learned from this pandemic and how social work professional bodies and higher education institutions should prepare for the next health emergency and the contribution social workers can make to high level preparedness planning with government and educational institutions, and collaborations with agencies in the field.


Box 15.1 Reflective Questions


	What is your experience of learning skills online?


	What are some of the differences between tele-social work and working face-to-face?


	Are there any ethical issues working remotely with clients who have;


	been subjected to family violence


	their computer in the family room


	few technological skills and limited access to technology






	Are there personal challenges affecting you that you may need to negotiate when conducting tele-social work?
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Figure 16.0 The first drive-through for mass testing in the world established on 23 February 2020, South Korea

Source: Photograph provided by Kyungpook National University Chilgok Hospital



The COVID-19 pandemic has resulted in a crisis of enormous proportions that has a multidimensional and long-lasting impact on global society. The consequences include increasing poverty levels in countries that already had a low GDP and were suffering multiple problems including high levels of hunger and illiteracy. The pandemic caused disruptions in food production processes, global, domestic and local food supply chains that resulted in huge numbers of people unable to access food (Farzad et al., 2020). This exacerbated health problems, security risks and tensions in many countries (World Bank, 2020). The pandemic also complicated access to educational resources for students globally as regular in-person school dynamics were replaced with online learning. In underdeveloped countries where access to Internet connectivity is a luxury, large swathes of students were excluded from access to education (Farzad et al., 2020). Apart from access to food and education, this pandemic has impacted on many other dimensions of human lives, including health, employment and safety. Creative, new ways of thinking were needed.

While there is still a lot to learn about the spread of the COVID-19 virus and its effective containment among other aspects and impacts of the disease, the incongruity between the successes and failures of different countries in arresting the spread of the virus and reducing deaths go beyond the epidemiological, medical or technical details (Acharya, 2020). Changes in lifestyle were imminent across the globe, and life was undoubtedly going to be different than it was before the pandemic. As COVID-19 continued to devastate society, existing traditional modalities of responding to human needs were unlikely to create a sustainable impact that ensured the well-being of society. Nandan, Bent-Goodley and Mandayam (2019) highlighted that a response to such wicked problems, in this case a worrisome and frustrating pandemic, called for a socially innovative approach. Given the inability of traditional approaches to fully address emerging and constantly changing needs and issues caused by the pandemic, the creation of solutions that integrated a social innovation framework in order to achieve sustainable impact is crucial.

Although there is no universal definition of social innovation, Berzin, Pitt-Catsouphes and Gaitan-Rossi (2015) delineate it as the creation and application of new solutions that are more efficient, highly effective and enjoy long-term sustainability as compared to existing solutions that address social problems. These authors identified four distinct themes of social innovation that are innovation and creativity, social entrepreneurship, collaborative partnerships, and the use of technology as exemplified in the following two case examples of India and Kenya. Social innovations from around the globe range from resource rich and high-end technological solutions to resource constrained and low-end technology solutions. Examples include the first drive through testing centre in South Korea, robots in Japan that allow graduating students to experience the graduation ceremony, and community organising in developed and developing countries to meet immediate need.

Such socially innovative approaches have the potential to tackle much of the fallout of this public health crisis efficiently and effectively as they spontaneously create multisectoral partnerships which rapidly bring together government, civil society, and the private sector to not only address pandemic related healthcare concerns, but also address other related societal needs for housing, education, employment, community, civic engagement and safety (Gegenhuber, 2020). The culmination of such an approach produces viable and useful technical and social solutions through the empowerment of stakeholders to take action, learn, and create alongside others.

Historically, global society has struggled to eliminate infectious diseases with country specific modalities of dealing with such diseases as well as strategies promoted by the World Health Organization (WHO). However, the discovery and global diffusion of robust, innovative, scientific solutions that benefit humanity such as the polio vaccine have had significant impact on global well-being. By 2000, 36 Western Pacific countries, including Australia, declared themselves to be polio-free. Europe followed soon after and today, polio is only found in a handful of countries. Dr Jonas Salk developed the first polio vaccine, changing the global landscape of polio disease. Salk's technique remains relevant today, for example, the Chinese COVID vaccine is based on Salk's technique which chemically inactivates the virus (Doherty, 2020). Salk's impact on science, health and society is wide ranging and cannot be underestimated.

It is notable and important that Dr Salk refused to sell or seek profit from his vaccine and instead made it available for free for the benefit of humanity. Medical and scientific innovation has advanced at a rapid pace during the COVID-19 pandemic in efforts to develop vaccines to prevent the disease and effective treatments to treat it. The speed and success of these efforts have relied on private and public cross-sector and expert multidisciplinary collaborations to bring about resultant innovations. Such collaborations have helped address previous struggles in terms of timely responses.

However, not all have followed Salk's example. Deals have been struck and richer countries are paying less than poorer countries. Some vaccine manufacturers are making enormous profits and controlling distribution, while others are charging cost of manufacture only. By mid-2021, the rich were able to purchase vaccinations in countries deprived of adequate supplies or travel to the US to be vaccinated. Over 100 countries supported the unprecedented move of suspending vaccine patents to allow local manufacture in response to the dire situation that developed in India. From the outset, China was manufacturing its own vaccine. Russia's Sputnik-V was released prior to the completion of clinical trials and at that time lacked testing rigour and therefore the safety record of the top contenders approved by January 2021 in richer countries were Oxford AstraZeneca, Moderna and Pfizer BioNTech among some others. Many countries took an emergency approach to vaccination given escalating numbers. In the face of vaccine nationalism, the WHO's COVAX Plan for equitable distribution between countries aimed to ensure the availability of a suite of vaccinations to poorer countries by combining buying power (WHO, 2021). Even these positive advancements highlighted inequities and disadvantages especially in vaccine distribution or, in other words, people's access to innovation. High-tech solutions (vaccine development) and low-tech solutions (local distribution in rural communities) and vice versa must work together.

Utilising a social innovation approach has proven useful in addressing multifaceted societal challenges as stakeholders representing varied sectors including governmental, business, non-governmental organisations (NGOs) and communities jointly examine the challenges through diverse viewpoints before arriving at a comprehensive solution. Cross-sectoral partnerships between government, private and nonprofit organisations can collectively enable the creation of solutions that exemplify the concepts of collective impact and shared value in order to solve complex problems caused by a public health crisis. This emphasises the connectivity that social innovation can bring at multiple levels in planning and response and the important role social workers can play in addressing issues of disadvantage and access. Two very different local and national innovations in India and Kenya that emerged during the pandemic are explored next.


The case of India

India provides a striking example of socially innovative strategies for dealing with the COVID-19 crisis. Although, the nationwide lockdown helped the country to initially arrest the spread of cases, most places in India continued the lockdown scenario in spurts thereafter. The government of India divided the geographic locations across the country into red, orange, and green zones based on the number of cases, with green being the minimum level of cases. The government began to ease restrictions in green zones, while requiring physical distancing to help economic recovery. This was based on the premise that over the course of time, more zones were likely to become COVID-19 free and likely to see a reduction in cases, which would enable people to return to leading a normal routine in daily life. However, the sudden lockdown was not without its failings as the government did not include mechanisms to address how people would cope and comply without access to employment and food during lockdown conditions. Nonetheless, social innovation sought to address these gaps and examples of social innovation should be noted.

Several socially and culturally relevant innovative strategies to address need and build healthcare infrastructure to achieve the goals of reducing mortality and spread of disease were adopted in the country. Strategies to address the problems caused by the pandemic ranged from low-tech interventions grounded in the Indian cultural ethos to high-end technology interventions. Although low-tech solutions may appear simple on the surface, they still require building new collaborations between peoples and sectors to achieve and put innovations into place in a timely way especially in highly bureaucratic societies.

To meet dire need, religious institutions from the Hindu, Sikh, Buddhist, Dawoodi Bohra Muslim and Christian communities volunteered locally to help with providing food, medicines, and temporary shelter to vulnerable communities in urban slum areas that were high contagion areas. (Livemint, 2020). The National Rural Livelihoods Mission (NRLM), a government partnership program, enabled women's self-help groups (SHGs) to produce facemasks and personal protection equipment for hospitals and medical outreach entities, running community kitchens, delivering essential food supplies, educating people about health and hygiene, as well as providing doorstep financial services to people in far-flung communities.  

Children's education was abruptly interrupted. With school closures, nonprofit organisations partnered with local communities in remote, rural areas with erratic electricity supply, poor telecom infrastructure and no Internet connectivity to provide basic education for children through the use of loudspeakers, radio and SMS text messaging services on non-smart cell phones.

A revival of the historic Indian way of greeting using the folded hand gesture of Namaste for welcoming people and the ritualistic ablutions of washing hands and taking a bath when coming from outside, in particular, after visiting the crematorium/burial ground, regained importance in daily life.

Other low-tech innovations included police officers and other officials in rural and smaller towns wearing the costume of Yamaraja, the Hindu god of death, to promote awareness about the dangers of the disease and to enforce the use of protective gear like masks and gloves. Indian Railways converted 20,000 passenger coaches into isolation wards that included key intensive care facilities such as ventilators, as well as bathrooms and other basic facilities to treat COVID-19 patients, to address hospital bed shortages when there was an overflow of patients needing such emergency medical attention. The Indian Government planned for converting hotels, stadiums and open public arenas into quarantine and hospital facilities in metropolitan areas like Mumbai and New Delhi, if needed to create more quarantine facilities and treatment centres.

Several technology intensive innovations were developed to tackle this public health crisis in a population close to 1.3 billion where poverty is rife and people's access to health resources is limited. Prana-Vayu (translating to breath of air), a low-cost ventilator, was developed by the Indian Institute of Technology (IIT) Roorkee, a premier technology institute in India. A portable ultraviolet sanitiser device used to sanitise currency notes and gadgets and chemical formulations for disinfecting public spaces were developed by Aqoza Technologies (Kumar, 2020).

The National Informatics Centre of the Indian government's Ministry of Electronics and Information Technology developed a mobile technology application called Aarogya Setu (translates to mean “bridge to liberation from the disease”) that could be easily downloaded to telephones or any other personal electronic device to identify COVID-19 clusters so that medical services could be targeted to vulnerable communities and monitor the spread of the disease. In the slums of Dharavi in metropolitan Mumbai, the local police force deployed high tech drones that had built-in megaphones connected to the cell phones of police officers stationed near the slums who could dial in and make announcements to communicate with slum dwellers urging them to stay indoors, wear masks and wash their hands frequently.

Indian society experienced considerable psychological and external impacts such as loss of employment during the initial phase of COVID-19 (Varshney et al., 2020). This ushered a sense of urgency among policymakers to consider the psychological and behavioural responses of people while making pandemic-related policies. Furthermore, considering the most affected sections of Indian society – children, women and elderly populations – special counselling and other innovative ways of delivering mental health interventions such as telemental health were planned as outreach to these population groups to address the post-pandemic psychological impact and improve emotional well-being and mental health.

Several innovative approaches to address pandemic-related societal issues in the future were being deliberated by the Indian government by the end of 2020. These included simulation-based medical education with the periodic conduct of effective and continuous surveillance studies particularly in arenas where people dealt with animals or worked with viruses in research environments, and the integration of blockchain technology utilisation into healthcare. Aside from these, the government of India also planned to implement a systematic social and digital marketing effort to ensure the proper flow of healthcare information from central to state governments through to rural areas via the village governance structures, timely educational camps or pandemic awareness camps at the village level, and national-level and state-level pandemic exercises or drills. Policies related to internal as well as international migration in the post-COVID era such as online services and working from home as validated by social scientists were being deliberated by the Indian government to help with effective management of the disease and for preparedness for any future pandemic.

Today, there is an urgent need for collective global responsibility as only one individual's intentional or unintentional carelessness can increase the threat to many lives. Yet, beginning in 2020, when the world faced the COVID-19 pandemic, there was an overt focus between the scientific community with other sectors to rapidly develop solutions to address the pandemic, while at the same time, there seemed to be a severe lack in understanding the perceptions, behaviours and needs of individual citizens necessary to bring positive societal change. Advanced research on this aspect may assist with encouraging people to opt for adaptive behaviours in socially innovative ways which meet their needs and are crucial for controlling the severity of public health crisis situations. Towards this end, the Prime Minister's Citizen Assistance and Relief in Emergency Situations Fund (PM CARES Fund), a public charitable trust under the name of the Indian Prime Minister, was set up with the primary objective of being prepared to deal with any kind of future emergency and to provide relief to the affected. This fund also aimed to upgrade healthcare, pharmaceutical facilities and other necessary infrastructure along with funding relevant research and other types of support. As seen in this India example, the novelty of the Sars-CoV-2 virus and the pandemic it caused created unique challenges that underscored the need for socially innovative solutions and strategies to combat this public health crisis.

Next, we turn to Kenya to look closely at a very different innovation, the training of social workers and the social service workforce during the pandemic, with an emphasis on child protection as risks to children worsened in pandemic conditions.



The case of Kenya

As discussed in Chapter 2, Kenya confirmed its first COVID-19 case on 13 March 2020 (Aluga, 2020). The Government of Kenya took proactive action and ordered the closure of Kenya's international airports, introduced a nightly curfew, closed schools and recommended that those who could work from home do so. As the numbers of confirmed COVID-19 cases continued to grow, children were inevitably impacted. The disruption of the education system increased children's exposure to a host of abuses and to psychological impacts. Disruptions to families, friendships, daily routines, schooling and community engagement had negative consequences on children's well-being, development and protection (Odula, 2020; Simba et al., 2020).

Measures to prevent and control the spread of COVID-19 exposed children to protection risks (The Alliance for Child Protection in Humanitarian Action, 2020). Home-based quarantine and isolation measures, while critical to slow the spread of the virus, negatively impacted children and their families in different ways, including limitations around family visits to children in alternative care, court delays, and the rapid and hurried reunification of children in residential institutions with their families (Better Care Network et al., 2020; Goldman et al., 2020; The Alliance for Child Protection in Humanitarian Action, 2020; Wilke, Howard & Goldman, 2020). Children and families who were already living in overcrowded settings, otherwise socially or economically excluded, faced heightened protection and care risks. With schools closed and children at home, tensions within households rose, sometimes resulting in increased levels of harsh discipline and even violence, abuse or neglect against or witnessed by children. COVID-19-related impacts increased risks of child labour, teen pregnancy, and exploitation, documented in the press and increasingly evidenced in global research (Odula, 2020; Peterman & O'Donnell, 2020; World Vision International, 2020). The increased risks to children due to COVID-19 restrictions, posed new challenges for child protection workers in Kenya. While acknowledging the risks that the pandemic brought to children, families and communities, it was important to balance these with concerted efforts to recognise, build upon and leverage the inherent strengths and resilience of children, families and communities.


The response

Recognizing the need for those working with vulnerable children to stay informed about increased risks and reduced safeguards that can and do occur during an emergency, a WhatsApp group for a multiagency COVID-19 response team was formed by Government Children's Officers to share information and ideas to support and protect children and families. As practitioners were unable to report to an office for work, anecdotal stories from the field included workers meeting in open air offices to address child protection issues. In response, the Department of Children's Services (DCS) acted so that professionals mandated with child protection responsibilities within the DCS, Charitable Children's Institutions and Statutory Children's Institutions, Probation Hostels, Social Development Officers and Child Protection volunteers could access knowledge and develop the skills necessary to keep children and families safe and respond to child protection issues exacerbated by the requirements in place to manage the pandemic.

Kenya had been investing in strengthening the social service workforce for child protection before the onset of COVID-19. In 2019, the DCS and the Kenya School of Government with the technical support from UNICEF and Maestral International developed a standardised child protection training course for child protection professionals. In December 2019, the first training was implemented at the Kenya School of Government with the intention of further scaling out the professional training through Master Trainers. The training for the second cohort of trainers took place during the pandemic in December 2020 which required new approaches to training and support.

DCS and UNICEF, together with Maestral International, were proactive in designing and delivering a series of 12 webinars that provided child protection practitioners with critical knowledge, information and skills related to child protection practice through the lens of COVID-19. Webinars were delivered in one-hour sessions on Zoom and had two main objectives. Webinars provided up-to-date information on COVID-19 prevention, response and psychosocial support, information about child protection prevention, and response activities relevant to the situation faced by children and families in Kenya in the context of COVID-19. A second objective of the webinars was to facilitate the exchange of experiences and provide a virtual community of practice where child protection professionals could discuss, share, and identify gaps, challenges, practical solutions and action plans in responding to COVID-19 and to debrief about related child protection concerns. These discussions aimed to provide important engagement and online supportive connections with colleagues, which is an important part of self-care.

Each webinar included an average of 447 participants. Five group sessions of the same content were delivered twice weekly, with an average of 89 participants in each session. Two presenters were present for each session. One managed content and the other managed the platform, including the chat function, questions and technology. Given problems with connectivity and lack of familiarity with the virtual platform, challenges with technology did occur and some Zoom fatigue was noted towards the end of the 12 sessions. It became clear to facilitators after the first webinar, that participants were eager to connect with colleagues and catch up on work or other topics. To meet this need, an additional 15 minutes was added at the end of each session for a virtual tea break. The facilitators left the webinar open but did not participate nor listen. Anonymous evaluations were provided after each webinar as well as a final evaluation. County Coordinators were of the view that this was the best virtual training they had participated in and that their minds opened to new technical expertise that they needed in response to the pandemic and to where their expertise was most required.

To further extend the core information to communities in which the webinar participants worked, Maestral International drafted a series of 16 short information messages, to be delivered through the Viamo platform direct to the phones of Child Protection volunteers, Chiefs, and other community leaders such as Community Health Workers, religious leaders and Nyumba Kumi (informal community policing) leaders. Through the Viamo platform, an audio script could be sent to ordinary phones. This platform was selected by UNICEF and the DCS in consideration of the level of education of the target audience and limited access to equipment such as smart phones and computers. Internet connectivity would often be an issue.

Each three-minute script was drafted in simple English (to be delivered in English or Kiswahili), introducing the topic and why it was important, describing two to three key messages about the issue, and then ending with a simple quiz that involved answering a Yes/No question on the phone keypad and receiving the response providing the correct answer. The 16 topics focused on the role of community-based actors in sharing information about COVID-19, raising awareness and giving guidance about referrals for child protection and family violence risks, especially for children with disabilities and other vulnerable children, practical guidance on parenting and online safety, stressing the importance of family-based care and prevention of separation and placement into residential care, and including components on mental health and practical tips for managing stress.



Key learnings for policy, programming or workforce response development

One of the key lessons learned from the virtual training, as a social innovation, was the importance of collaboration, planning and coordination for its success. Participation and inclusion in the planning stage and selection of the webinar topics was important to ensure the relevance of topics and a sense of ownership among participants.

Communication from one central place was a key. The DCS established a support team from its headquarters and county level staff provided leadership and support to ensure the smooth running of training and break-out sessions. A database of all participants was developed to ensure a systematic distribution of invitation with zoom links and presentations from the national level. The webinars were successful in mainstreaming the build back better concept to ensure the relevance of learning beyond the pandemic. After the first six webinar sessions, all participants were asked to complete action points based on the learning, including a timeline, methods and outputs. These action points were submitted to respective supervisors – County Children's Coordinators – to ensure consolidation at sub-national level. A coordinated approach to action planning at county level was key in making action points more accountable.

Two key challenges were encountered during the webinar series. First, there was a risk that some participants might not fully participate due to multi-tasking during virtual training. This was mitigated by the frequent use of chat box and break-out sessions, as ways to promote continued engagement in the training. Participants were grouped by geographical locations to allow a certain level of monitoring by supervisors. Other challenges related to the fact that officers and most participants were working from home and therefore limited equipment, data bundles and connectivity had to be addressed before the start of the training. UNICEF provided support for airtime of participating officers.

Virtual training is feasible and will continue to be an important learning platform, especially for a professional cadre who has access to the internet and technologies such as computers and smartphones. Since the 12 webinars, which were the first virtual training on child protection for DCS officers, participants have become much more comfortable with virtual learning platforms. Subsequent online trainings have been implemented and have run much more smoothly based on the experiences and learning from the webinar series.

What could be useful in future is to develop a blended or hybrid model which combines the benefits and strength of both virtual and in-person platforms, based on their comparative advantages. Virtual training enables savings in financial and time resources and can reach a much greater number of participants at one time. If the recording of virtual training is made available, it would further increase the reach of the training. At the same time, the advantages of in-person training cannot be dismissed. In-person training offers experiential learning where participants learn by completing activities such as role plays, a mode of delivery more familiar to participants and therefore more comfortable. Human connections and networking which contributed to developing a community of practice are usually created and continued more easily through in-person training. It may, therefore, be useful to explore a blended model where feasible post-pandemic.

Learning from the successful delivery of a series of 12 webinars in Kenya, the Ministry of Gender, Labour and Social Development in Uganda has partnered with UNICEF Uganda to implement a virtual training programme for the child protection workforce, including social service workforce, justice actors, and health providers and counsellors. Adaptions have been made to develop and implement a Training of Trainers designed for key government officials with content and participation decided by a taskforce led by the Ministry of Gender, Labour and Social Development. The Ministry worked closely with the COVID-19 Response Sub-Committee on Gender Based Violence and Violence Against Children to ensure the virtual training programme was coordinated and informed by an overall COVID-19 response.




Conclusion

The social work profession mandates moral and ethical obligations to safeguard the most vulnerable and disenfranchised in society, and therefore deploying timely interventions in the fight against the COVID-19 pandemic and be better prepared for future health emergencies are important to fulfilling these obligations. Social workers are increasingly required to innovate in the midst of complex societal challenges such as health emergencies while adhering to professional values, ethics and commitment towards social justice. Research in social work has underscored the importance of interdisciplinary and cross-sector collaborations, a key feature of social innovation, that enable the creation and implementation of innovative models of practice capable of addressing complex social problems and to ensure more sustainable positive social change (Flynn, 2017).

Social innovations, especially in resource poor environments, are therefore essential in responses to public health emergencies like the COVID-19 pandemic. Some innovations are simple adaptations, while others are more sophisticated and technical with emerging technologies as key. A variety of innovations in two very different contexts with local and national innovations in India and a close look at a national project on the ground in Kenya have been presented. These examples are offered to stimulate thinking on social innovation as responses to human problems in challenging conditions, the key features of which are interdisciplinarity, cross-sectoral and merging the technological and social as essential elements of responses to pandemics and other health emergencies.
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Box 16.1 Reflective Questions


	Why is it important for social workers to understand the importance of social innovation, and to engage in disruptive thinking for the purpose of creating sustainable interventions to address the impact of health emergencies?


	How do we encourage social service organisations across the world to embrace a culture of creative problem-solving and to engage in interdisciplinary practice to better prepare for future health emergencies?


	What were some of the innovations that were undertaken in your community to address quality of life and prevention of the consequences of health emergencies and what features were necessary to develop and action these innovations?


	What is the significance of diversity and culture in developing innovative solutions to help communities grapple with health emergencies?
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Figure 17.0 A child with smallpox in Bangladesh in 1975. Smallpox is the only human disease now eradicated

Source: CDC Public Health Image Library (ID #3266)



Scientists knew a global pandemic was coming but many governments failed to take the warnings seriously enough and the already vulnerable suffered most. As discussed in the bonus chapter with Dr Alan Franklin, the state of the planet is directly linked to the emergence of new diseases. Providing misinformation on climate change is an issue that has been falsely presented in right-wing media as providing a balanced debate when the science is actually very clear. COVID-19 will not be the last novel virus, nor will the next pandemic be 100 years away. In the past 100 years alone, we have seen SARS, MERS, H1N1 and HIV/AIDS alongside dangerous epidemics and outbreaks such as Ebola and Bubonic Plague, and of course seasonal influenza which has seen the lowest rates of infection ever recorded during the COVID-19 pandemic due to mask-wearing and other measures. For some years, the World Health Organization's (WHO's) Pandemic Influenza Preparedness Plan has offered guidance to members to prepare national plans and to harmonise national and international plans. In 2020, the 2019 Novel C (2019-nCoV): Strategic Preparedness and Response Plan was published providing public health measures to support the international community in relation to COVID-19 with regular updates thereafter (WHO, 2020). Plans focus on those measures essential to containing a disease.

Among other documents, Guidance for All-of-Society Pandemic Readiness (WHO, 2009) provided guidance at all levels of operation – readiness, response and recovery at local, national, regional and global levels – especially across critical interdependencies such as providers of essential services being equipped with what they need to do their jobs. This guidance went beyond critical healthcare necessitating the importance of issues such as access to food, water, transportation and other issues affecting the well-being of people with particular attention to refugees, migrants, people with disabilities, prisoners and other vulnerable groups, as well as crucial psychosocial support for workers. These attentions were neglected in many countries during the COVID-19 response, and these are the very issues which provide critical junctures with social work practice across multiple fields. Social work is in a unique position to intervene at micro, mezzo and macro levels to address the social determinants of health that are amplified in health emergencies.

In November 2020, The Global Preparedness Monitoring Board (GPMB) published a report that stressed the urgency of global prevention, preparedness and response for the next pandemic as well as learning from the failures highlighted during COVID-19, especially with regards to national, political leadership. The report highlights the link to climate devastation, ongoing inequalities and how those inequalities were exploited during COVID-19, as “there is no health security without social security” for everyone (GPMB, 2020, p. 3).


Preparedness planning

Social workers everywhere responded to human need during COVID-19. Yet, few countries included social work in national or local planning or even consulted with social work professional bodies about the needs of communities, overlooking crucial expertise in readiness, response and recovery. Social workers were responsive to human need in all world regions throughout the pandemic, see Chapter 2. For example, social workers were actively involved in national planning as well as on the ground in Lebanon and throughout Africa in primary, secondary and tertiary roles (Agwu & Okoye, 2021). The WHO guidance specifically highlighted the need for collaboration with civil society and community-based organisations.

Social work is uniquely placed due to intimate practice experience in the daily lives of people and in the organisations that provide services, to forecast practical and psychosocial issues in communities – strengths, risks and vulnerabilities, the complex and often unintended consequences of certain actions, and in identifying where resources will be most needed and to whom they should be distributed. For example, in its simplest form, people must eat. Therefore, a failure to provide food and distribution paths during lockdown to people who must work to eat will invariably mean lockdowns will be breached, and disease will spread in communities. The needs of older people living alone or in institutions, people living in overcrowded and resource-depleted conditions, people with mental illness or disabilities were sorely neglected in many countries during COVID-19. The needs of the vulnerable must be planned for such as in family violence and child protection service delivery to name a few from the many examples explored in this book. Social work in community organising and disaster practice holds knowledge of how communities rally to support each other, their resilience and self-reliance in tragic times, and the supports communities request to strengthen and heal themselves.

Social planning and how to respond is a missing element in many country responses because social work is generally absent from the interdisciplinary planning table. It is our view that social work should have a place at that table, at global, national and local levels. As the co-chairs of GPMB, H. E. Gro Harlem Brundtland and Elhadj As Sy, said “learning without action is pointless” (GPMB, 2020, p. 4). As well as preparing the profession and ourselves, this view poses a significant challenge for the profession in lobbying for inclusion, especially at global and national levels, Pandemic preparedness and response also requires global agreement and commitment to action in social work. The Inclusion of leadership goals and global agreement related to health emergencies in the developing framework for the Global Agenda for Social Work and Social Development 2020–2030 to be further discussed in October 2021, would be an important step (IAASW, ICSW & IFSW, 2020).


Preparing ourselves

Social workers and the profession must also prepare themselves for the larger picture as well as individually. There are gaps in knowledge and preparing for the future highlights a greater need for scientific literacy and including public health social work in professional development and in social work program curriculums. On an individual level, social workers need to understand self-protections, how to protect their client groups and how to stem the spread of a multitude of diseases that negatively affect the health of children, adults and communities. Historically, this knowledge is often designated to social workers working in health or community sectors. However, this pandemic has taught us that all sectors and fields of practice are interconnected with health and affected in health emergencies.

There is another and perhaps more controversial issue that is often left unaddressed in social work. The profession legitimately embraces multiple perspectives and lived experiences in the body of knowledge. However, we often fail to address anti-vax sentiment and, currently, mask-wearing resistance in the ranks of the profession, rare though it may be. Other perspectives such as racism and sexism are rejected as they oppose the profession's value base. Neglecting what needs to be done during COVID-19 does do harm to others which in our view outweighs any tensions with other values. Scientific knowledge comes with certain facts about disease and prevention. Vaccination is part of this story. Conspiracy theories, misinformation and anti-vax sentiments are no longer acceptable in today's world, and we must address these where they exist in our own ranks while acknowledging medical exceptions. Vaccine hesitancy is different. People may be hesitant for a number of reasons which can be addressed by trustworthy and accurate information.

Social work must grapple with ethical dilemmas such as self-determination versus do no harm. Our ethical and value base and even definitions of social work are clear about our obligations to community well-being rather the rampant individualism displayed in many parts of the world today. An ethical decision-making process can grapple with tensions between self-determination, individual rights and human dignity, respect for life and commitments to all people, locally and globally. Although many people may experience little adverse effects from COVID-19, it can certainly kill others or leave them with chronic illness, and future variants could prove to be more contagious and more virulent. For social work, this should indicate a clear position. See Figure 17.1 for a record of some vaccinations Patricia Fronek has received over time.
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Figure 17.1 Some of Patricia Fronek's vaccinations – against polio, smallpox and H1N1. The editors have had their COVID-19 vaccinations



There are several levels of preparedness planning including: participation in global, national and local interdisciplinary forums; planning and action by professional bodies including driving social work agenda forward; addressing issues of practitioner safety and status during emergencies; preparation of the social work workforce; identifying best practices in fields of practice during health emergencies, particularly lessons learned; and inclusion in social work education. Key questions important in planning are:


	Do we understand the sociopolitical environment and how a health emergency might be managed?


	Have we critically examined past experiences and learnt key lessons?


	Who are the vulnerable in the community and what are their needs in an emergency?


	Have the community and specific vulnerable groups been included in planning?


	Are there any cultural and diversity issues that should be considered?


	How can we continue to deliver services and what training do we need to undertake, offer, and how often?


	Will there be new vulnerabilities created in this emergency?


	What can go wrong and how likely is that risk?


	What are the consequences of possible adverse outcomes and what do we need to do to address them?


	How can we ensure adequate human, material, technological and knowledge resources and with whom do we need to partner to do so?


	Are plans prepared and tailored to specific fields of practice?


	What support might we need in the aftermath for client groups and social workers?


	How might we position ourselves at all planning tables?


	What research has been conducted and how do we disseminate and leverage social work research?




The risks are that memory fades once the crisis is over and when risk seems abstract to individuals or communities, preparedness falls to the wayside (GPMB, 2020). If not directly experienced or seems long ago or far away, the sense of urgency lessens and behaviours are shaped accordingly. Indigenous knowledge offers a lot here, understood through traditional story-telling that keeps cumulative knowledge alive over many, many generations, for example, the prevention and management of bushfires in Australia. Also, as with all disaster training there must be practise exercises and ongoing training. New Zealand and Japan, prone to earthquakes conduct population-wide disaster preparedness training including in schools. Workplaces have fire drills even when there are no fires. Yet, we forget about infectious disease when it abates. It will be especially challenging for social work to maintain attention on health emergencies in those countries that emerged relatively well from the pandemic or experience fewer outbreaks of disease.




Social work as an essential service

As discussed in Chapter 2, the Lebanese Social Workers Syndicate was involved in national planning and response instigating a wide range of prevention and interventions strategies in a resource poor environment. Social workers in many places adapted to new roles such as US social workers undertaking contact tracing roles (Singh, 2020). The flexibility of social work and the profession's capacity to adapt to new roles and changed conditions was discussed in the chapter on hospital social work, social work adaptations in Spain, France, Italy, Romania, Latin America, and many in other regions, as well as the many examples of moving to online service provision.

Social work has a strong and long history in supporting communities in disaster recovery and are often among the first responders in disasters (Harms et al., 2018; Harms et al., 2020; Manning et al., 2007; Plummer et al., 2008: Rowlands, 2013). Pandemic planning and responding share features with other disasters such as the acquired impact of trauma and loss of life, the extended psychosocial and economic aftermath, and the disproportionate impact on the disenfranchised and vulnerable. However, health emergencies, particularly global pandemics, have some key differences. Taking COVID-19 as the example, these relate primarily to five aspects:


	The crisis is extended with little confirmation about when, how and if, it would end combined with the recurring cycle of subsequent waves of infection.


	The social isolation that comes with necessary public health measures such as lockdown and quarantine impede community connectedness and survival capacities that arise in communities in other disasters, especially when communities move in and out of lockdowns and other measures.


	The nature of global emergencies means countries, regions and communities are more reliant on their own resources as neighbouring and allied countries, also affected, are in a lesser position to offer aid, and health and other systems can become overwhelmed for extended periods of time.


	The co-occurrence of natural and other disasters with the pandemic multiplies ill effects and lessens capacities for shorter recoveries.


	The contemporary sociopolitical environment characterised by global inequalities, hypercapitalism, the prioritisation of global economies over lives in many instances, the resurgence of far-right and maverick politics, media monopolies, and the proliferation of conspiracy theories and other populist discourse – aspects that worsened during the COVID-19 pandemic and also occurred historically. Although these issues are present in other kinds of disasters, the status quo is more affected in extended global or wide-spread health emergencies such as COVID-19 due to ongoing economic disruptions and discontent.




These factors suggest that existing disaster planning in social work needs revision to include and address these differences as well as developing strategies to address concurrent disasters such as the hurricanes and fires that occurred during the COVID-19 pandemic. These key differences challenge every layer of the ecological model presented in Chapter 1, disrupting the usual relationships within systems. These disruptions create a marked divergence from how people expect life to be. On top of risks to health and life, people are dramatically affected in different ways depending on privilege or disadvantage as identified in previous chapters which, in turn, affect both positive and negative behaviours.

Hobfoll and colleagues (2007) posed five essential elements of responding to immediate and mid-term trauma events. These are to promote safety, calming, a sense of self and collective efficacy, connectedness and hope. When considering these aspects and how social work responded to COVID-19, these aspects were present and core to many interventions. In terms of safety, there was an information vacuum in the initial stages of the COVID-19 pandemic in many countries and in many cases contradictory and confusing information. The WHO can also be critiqued regarding safety. Instead of erring on the side of caution, precautionary measure such as recommending mask-wearing only eventuated as evidence emerged. A difficult decision at the time and easy to critique in hindsight. However, in future perhaps caution should be exercised immediately as research evidence takes time and might be better served to inform the easing of restrictions.

Social workers and professional bodies took to social media, listservs, websites, blogs and other platforms taking the lead in disseminating information about experiences, safety and social work practices in COVID environments. One example from Spain was the toll-free hotline established to provide social workers with information and emotional support discussed in Chapter 2. Another example was the “Social Workers Helping Each Other” initiative offering personal and professional support to social workers in Italy, a country also impacted badly by COVID-19 (Cabiati, 2021). In July 2020, the Australian Association of Social Workers (AASW) published on the role of social workers in the COVID-19 pandemic (AASW, 2020). Many associations, for example, the AASW, the British Association of Social Workers (BASW) and the National Association of Social Workers (NASW) in the US, provided updates and resources during the pandemic. In other examples, information about end-of-life care, on-line interventions, cancer treatment and family violence were shared.

Calming and self-efficacy, particularly in relation to resilience and coping featured in interpersonal work, while building community support and communities rallying for mutual support featured in many country reports. Engendering hope, even in the midst of loss and bereavement, is one of the many important aspects of helping people manage the enduring nature of pandemics, their psychological responses such as anger or fear, and to counter adverse behavioural responses such as refusal to comply with health measures such as mask-wearing, which should be differentiated from breaking curfews or lockdowns to earn money to provide for families in the absence of adequate safety nets. Truthful and accurate information is important to managing anxiety, and emotional and psychological distress related to the unknown.

During MERS, it was reported that rumours and false information heightened community fears and anxieties (Sim, 2016). The same happened in India during the Bubonic plague in the late 1800s as described by Matthew Ward in Chapter 3. Social isolation and discrimination worsen the impact, and so how social workers address these issues during today's pandemics requires creativity and innovation in developing informal or formal communities of support. When it comes to hope, people generally adapt to adversity and when their goals are thwarted, most people tend to readjust and set new achievable goals within their resources to maintain hope for future outcomes (Snyder, 1994). Shared agency in communities and the mutual support it provides, strongly supports adjustment (and survival) in difficult circumstances even when organised differently such as connecting online. Specific interventions such as Psychological First Aid are useful for concurrent disasters and acute distress; however, at this stage, little is known about its application during a prolonged health emergency (Everly, Barnett & Links, 2012; Saltzman, Hansel & Bordnick, 2020). As well as supporting strengths, coping and resilience, other approaches such as demoralisation in the COVID-19 context should be further explored (Briggs & Fronek, 2019, 2020).

All these factors are important in building trust, an essential goal in transformative leadership during health emergencies.



Social work leadership

The profession will go through a process of evaluating responses to COVID-19 which will be reconsidered, contextualised and revised with the flexibility inherent in the profession. Evaluating what worked well, what didn't and identifying gaps will lead the profession into the future.

Social work leadership is particularly important in this endeavour “given the economic and political influences on how services in health and welfare are actually delivered … especially in increasingly market-driven and politicised environments”, issues that COVID-19 has laid bare (Fronek, Fowler & Clark, 2011, p. 36). Jonathan Dicken's “Dimensions of State Responses” in Chapter 1 provides a framework to analyse sociopolitical environments and their relationship to health emergency response and its impact that can underscore leveraging activities.

Leadership is an attribute required for all social workers, not just those in particular organisational positions. It's simply about a mental shift that the ability to inspire and empower is part of the social work skill set and not delegated to positional power alone. Leadership drives agenda forward within the profession, interprofessionally and in leveraging governments.

Adapted from a piece by Wilson's (2020) article in the Conversation, Figure 17.2 outlines key leadership practices for planning and response which are framed by the values and principles of the profession to build trust in the expertise and contribution of social work. Four columns are depicted – led by evidence, leverage influence, mobilise collective influence, and support coping – each of which guides social work leadership in health emergencies. The first column highlights the need for scientific literacy and evidence-informed practice relevant to scientific knowledge in addition to best practices in social work. Developing public health social work in health emergencies as a new field of practice requires leadership by professional bodies, universities, practitioners and educators to recognise its importance and its inclusion in all fields of practice and to develop best practices based on critical reviews of unique experiences during COVID-19 and other pandemics. Although the resources to manage its consequences differed, COVID-19 affected everyone regardless of nationality, social status or wealth. Leveraging influence and interprofessional working is a challenging and important aspect of leadership and one where the profession is well versed.
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Figure 17.2 Social work in a health emergency



The obvious challenge on which to exert influence is the recognition of social work as an essential service where practitioners and students work on the frontline with people directly affected by disease and are exposed to considerable personal risk at the same time. Although social workers have always been well aware of being frontline workers and with many examples of such in the preceding chapters, many governments have failed to recognise this reality, often holding outdated perceptions of social work as charity workers (Healy, 2008; Walter-McCabe, 2020). Alongside the expansion of neoliberalism, how social work is perceived seems to have declined in recent years in some in some places. For example, one of the editors worked in hospitals during SARS in 2003 and H1N1 in 2009. At that time, social workers were considered frontline and valued members of response teams. All social workers were properly fitted and supplied with masks. In 2020, anecdotal stories emerged that some hospital social workers, even those in emergency departments, were advised mask-wearing was not needed while medical practitioners around them wore the protective equipment needed. In other settings, social workers were given the same consideration as other practitioners and so the picture was mixed. It is not unfair to say in community settings and in many countries, social workers were not provided with what they needed to do their jobs. However, social workers, whether in hospitals, communities or other settings must be recognised, valued and provided the resources to protect themselves, their families and the people with whom they work. Challenges are more profound in those countries with sparse resources.

It is crucial for social work to secure its place at interdisciplinary global, national and local planning tables (as well as in micro, mezzo and macro levels of practice) to share expertise about vulnerabilities, needs and responses for people who have more limited access to resources to weather pandemics and recover from them. We have unique expertise to contribute and improve preparedness and response internal and external to the profession. Such activities also require skills in media engagement as social workers are far from representative in the media especially in discussions about their fields of expertise. These skills are generally missing in social work education.

Mobilising community influence centres on how to engage others, build a shared vision and managing resistance. These leads us to the communication skills and strategies needed to address misinformation or the infodemic which commonly occurs in health crises and have done so throughout history whether they were attributed to the gods, a curse or a group of people (WHO, 2018, p. 26). There are many theories relating to misinformation and false beliefs linked to disorders, low level thinking, religiosity or political leanings. One recent study of 660 people in the US, found a more complex and mixed picture (Agly & Xiao, 2020). A key finding was that trust in science and scientists lowered the likelihood of a person accepting misinformation which has implications for planning in terms of addressing misinformation in others whether that be with policymakers, colleagues, in higher education or in practice with client groups. This also means that social workers need to stay abreast of the science and looming risks, for example, accessing trusted websites such as the Global Outbreak Alert and Response Network (GOARN) https://extranet.who.int/​goarn/​

The final column addresses, issues in practice and the delivery of services, including health promotion and community education, building community and supporting coping rather than a focus on individual deficit. While not ignoring the needs of the particularly vulnerable and access to services, human beings with the right support and interventions are on most occasions able to draw on their own personal resources and do cope even in pandemic conditions. However, when psychosocial and material supports are not there, people do suffer unnecessarily. Mental health can deteriorate when influences are external and outside loci of control and interventions are not properly geared towards need. Natural leaders do emerge in communities as we saw in Chapter 14 in the new social service and Chapter 15 where natural leadership emerged in the community of international students.

Planning for the next pandemic should feature as one of the most significant challenges of this century as consequences for individuals intersects with other social work concerns such as poverty, the climate emergency, inequality, racism and discrimination, and social justice and human rights. Social work must be prepared for the next health emergency, whenever and wherever it next appears.


Box 17.1 Group Discussion

In small groups


	Unpack and discuss what issues social workers and professional bodies need to consider in preparedness planning.


	What do we need to do, individually and collectively, to prepare for the next health emergency?


	Consider how influence can be leveraged and what strategies could be utilised?


	How might you address misinformation?
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Figure 18.0 Living the new normal

Source: Photograph by TheOtherKev



As we conclude this book in mid-2021, the COVID-19 pandemic is far from over and the more infectious Delta variant (B.1.617.2) is dominating, found in 111 countries. The worst-affected countries by the end of June 2021 are the US, India, and Brazil. Globally, over 180,000,000 confirmed cases and almost four million deaths are recorded but likely to be significantly under-estimated (Johns Hopkins Resource Center). Indonesia along with other countries is experiencing escalating numbers worsening the disaster already experienced. One person in ten is left with Long COVID, the chronic conditions that remain (European Observatory on Health Systems and Policies, 2021). Europe, Asia, Oceania, Africa and the Americas remain at risk of more waves of illness. In Europe alone, nine out of ten new infections are predicted to be from the Delta variant by the end of August 2021 (ECDPC, 2021). Although variants are known by a number, they were for a long time called by the country where the virus was first detected. Referring to variants in this way, for example, Trump's China virus, incited violence and discrimination against groups of people, therefore variants are now commonly known by the Greek alphabet, for example, Alpha (UK), Beta (South Africa), Gamma (Brazil) and so on (Feil, 2021). Let us hope we don't get to Omega.

People everywhere are expected to adapt to living with this ever-changing virus in what has been called the new normal, a term coined long before there was any clarity about what this new normal would actually look like. Working from home is expected to continue in many industries, and new tools such as COVID passports to verify vaccination status are likely to be required into the future. Elimination is no longer possible, and goals to suppress have been dismissed by many governments in a largely unvaccinated world. Tragically, the release of a report by the Independent Panel for Pandemic Preparedness and Response in May 2021 confirmed that the pandemic could have been prevented if world leaders had listened to the science and acted early in the interests of health (The Independent Panel, 2021). The World Health Organization (WHO) predicted that the impact of the pandemic would be worse in 2021, not better, a forecast proving to be correct.

Our analysis identified the successful formula for early containment of SARS-CoV-2 included each of the following mandated actions – immediate, hard lockdowns with the provision of practical support to sustain the population (food and housing), extensive tracing and testing, safe quarantine, physical distancing and hygiene measures – predicated on heeding the science and followed later by the rapid rollout of vaccinations once available. Missing one of these measures at the pandemic's onset led to the unnecessary further spread of the virus, second and third waves, new variants and repeated lockdowns which sorely tested populations creating the environment to abandon elimination and suppression. Virologist, Ian Mackay, applied the Swiss Cheese model, a well-known model of risk management, to COVID-19 explaining how a virus can escape through multiple holes or flaws in the system (Mackay, 2020).

Herd immunity and sufficient vaccination rates in particular have not been reached globally. India is reporting record daily deaths of over 4,000 people, many of whom did not need to die but were faced with few available hospital beds, oxygen and other treatments. Argentina introduced urgent lockdown measures for the first time in response to recording 35,000 cases a day. Indonesia is experiencing yet another wave, worse than the last. The richest US suburbs had quick access to vaccination, while the story was very different for African Americans, Latino and Hispanic populations and other people of colour. People around the world are struggling to breathe and the disease can no longer be kept at bay across Asia and Africa where cases are doubling every three weeks. With the exception of South Africa, Africa's spread was always mooted to be a slow burn and has indeed proved to be so but has ultimately been unable to escape the pandemic. Everywhere the poor remain at highest risk. Unvaccinated populations, vaccine nationalism (countries hoarding vaccines for their population only) and a commitment of some vaccine manufacturers to excessive profit over distribution has ensured new variants, and denial politics continue to override health, dignity and community concerns in many countries.

Children becoming vectors of community transmission have become of more concern with the rise of new variants. In Israel, for example, 85% of the adult population has been vaccinated, and the majority of new cases are under 16 years of age (Mallapaty, 2021). Younger people are now receiving the vaccine. As we noted in Chapter 1, children have always been able to spread the virus but were more likely to be asymptomatic. Concerns remain that children will carry the burden of disease into the future (Mallapaty, 2021).

What is certain is that societal impacts and future changes will necessitate new responses, adaptations and innovations from the social work profession which build on the practice responses and knowledge developed during the pandemic. This brings us to social work in health emergencies and practices that span across theoretical approaches, fields of social work practice and interdisciplinary collaborations.


Public health social work

Public health social work is a relatively new field of practice. As proposed in this book, this field of practice continues to be shaped by the social determinants of health and responses to infectious and other diseases, fitting snugly into the wider transdisciplinary field of public health. Gauffin and Dunlavy (2021, p. 131) define the transdisciplinary nature of public health as the “integration of approaches and the creation of new conceptual frameworks, hypotheses and research strategies”, opportunities presented by the COVID-19 pandemic. Conceptually, social work has a dual focus on practice informed by theory and research and the development of theory and knowledge derived from practice, and, as a practice, responds to its environment. Rapid social work responses to human need during COVID-19 thus far have laid the groundwork for new theoretical explanations, research agendas and practice initiatives. Public health social work connects traditional fields of social work practice by rejecting artificial silos. Health cannot be separated from other fields if one considers the social determinants of health and health emergencies. Public health social work also connects practice with other disciplinary knowledges found in health promotion, epidemiology, medicine, and biological and environmental sciences which are explored further in the two bonus chapters.

Social work knowledge has expanded since December 2019 providing opportunities to reflect on what has passed and the path forward for the profession and the people we serve, and to consider the next pandemic. The COVID-19 pandemic has taught us much, or at least reminded us, about how humans behave, and the dangers of segregating human dignity and community responsibility from policy, politics and health strategies. From the beginnings of the social work profession, the impact of inequalities on health including the social, political and ecological factors that play out at a macro level are core to social work's knowledge base. People previously in vulnerable social circumstances suffered more during this and historical pandemics, for example, people living in institutions of all types, people on the move, and those living in poverty. Vulnerable families and those previously at risk of violence and abuse became more vulnerable. Children were at greater risk of all forms of abuse and exploitation and having their rights breached from lack of safety to loss of identity when, for example, parents die or when children are born in a refugee camp without a birth certificate as Justin Lee and Carmen Monico highlighted in Chapter 11.

There was no doubt there would be winners and losers from the start. In our journey through fields of practice, it was evident that older people were considered more disposable based on age, frailty and perceived quality of life. People with disabilities were oft ignored and others such as the poor and victims of all forms of abuse were placed in intractable positions. From the start, social workers everywhere acted to mitigate the crisis, responding to immediate need while navigating drastically changed conditions to support individuals and communities, even at personal risk to themselves and their families. As we read in Section 2, all fields of practice were affected, and although all people were equally affected by disease, inequality and inequities affected access to vaccines, treatment and capacities to isolate safely.

As documented in this book, social workers continue to respond to the needs of communities supporting hope, innovation and strengths with the resources available to them. The chapter on the new social service, where social workers are indelibly embedded in their communities stressed the importance of mobilising communities, and when supported, communities create their own innovative solutions. In all our chapters, social workers recognised the importance of understanding a person in their ecological context and building on strengths and coping capacities. As in other emergency situations, communities do rally together and support each other in antithesis to increased civil conflicts, scapegoating, the politicisation of health, and widening inequalities in health and wealth experienced during COVID-19, also issues documented in pandemic history (Drury, 2018). Most of the world breathed a sigh of relief when Trump lost the US election, aghast but not entirely surprised when his followers were incited to a lethal infiltration of Congress, and watched as Trump faced his second impeachment, a historical event. Civil unrest made news in the US, throughout Europe, Africa and Asia. The Far Right and white supremacy rallies were held but these groups were reported to also lose political ground. As we read in Matthew Ward's chapter on the history of pandemics, much of our COVID-19 experience has happened before – misinformation, unhelpful behaviours, greed, conflict and civil unrest alongside adaptation, innovation and community strengthening. The need for additional roles especially in the macro social work sphere and in pandemic preparedness and planning have become apparent, especially related to addressing the devastating socioeconomic consequences and social injustices that were, in our view, predictable, and accentuated during the COVID-19 pandemic.

In those areas that had access to technology, working virtually proved to be a significant learning curve for many social workers whether that be in education or service delivery across all fields. Although educating future social workers and delivering social work services remotely poses challenges, a greater focus on technology's utility in serving hard-to-reach populations is required beyond the current health emergency, including how remote practice fits with the future of work. As Pink, Ferguson and Kelly (2021) also highlight such a shift may be as inevitable as it is necessary. An adaptive and reflexive hybrid model of in-person and digital social work has been proposed in child protection practice (Ferguson, Kelly & Pink, 2021), but as we have read in Chapter 6 on child protection in Botswana, the digital divide, access to technology and the skills to confidently use technology cannot be assumed. However, as Chapter 16 on innovation identified, there are many emerging and promising practices that rely on technology for problem solving including digital learning strategies that are relevant to social workers around the world and necessary to engage in public health social work. Technology also presents opportunities to assess novel approaches in higher education as explored in Chapter 15.



Politics and leadership

Political discourse and media reporting have glossed over the substantial holes in social protections left by decades of neoliberalism, hypercapitalism, individualism and consumerism in liberal or neoliberal capitalist economies that are influential on the world stage. Over time inequalities have increased between the disadvantaged and the wealthy in these countries as social protections have decreased or remain underdeveloped. Decades of erosive and divisive ideologies ensured the world fell victim to the perfect storm of pandemic, politics and the planet. Countries that prioritised economies in the first six months of the pandemic tended to accept greater risks to their population's health and later, opening borders too soon.

Low- and middle-income countries that relied mainly on tourism were in difficult positions as food security became a greater issue for the population. It is clear that countries whether rich or poor needed to take measures to ensure all citizens and non-citizens could eat and be housed when lockdowns are imposed. Decisions and human behaviour at extreme ends of a continuum were shaped by either survival in contexts of poverty and desperation or strong senses of individualism and entitlement, both resulting in further spread of disease. As discussed in Chapter 1, historical analysis and analysis conducted during COVID-19 indicates that prioritising of health is ultimately better for economies which then make better and swifter recoveries. The wait-and-see approaches adopted by some governments served to escalate the emergency to a global pandemic. Few leaders with a softer approach to health measures such as lockdowns or vaccine distribution shifted from their original position even in the face of exponential spread of disease.

The actions of political leaders and the ideologies that informed those actions have probably been the most important influences on how this pandemic impacted humanity. Abbasi (2021) wrote a powerful commentary on social murder committed by political leaders who wilfully ignored health advice, the social determinants of health and premeditated the acceptability of lives cut short for the sake of political expediency and economic gain which resulted in millions of global deaths. The concept of social murder, first coined by Engels, refers to the structural advantage the privileged have over the poor. It was older people and people with disabilities who were neglected around the world. As Tarek Zidan highlighted in Chapter 9, families of people with learning disabilities in the UK received “do not resuscitate letters”, a concerning state of affairs with a decidedly eugenics flavour. Abbasi (2021) called for accountability and redress for social murder committed during COVID-19 and the role institutions such as the media had in truth telling and critiques.

Alarmingly by mid-2021, political and business discourse especially in industries such as airline travel, tourism and sport, had turned without conscience, to urging the public to make decisions about the number of deaths relatively unvaccinated countries such as Australia would find acceptable for the sake of economic stimulus. Boris Johnson took the lead by experimenting with people's lives by planning to cease all restrictions in July in the face of only two thirds of adults being fully vaccinated and rising numbers of cases infected with the Delta virus. This move has been tagged as the Big Gamble, particularly disturbing for the world given the inequities and failures of vaccination distribution, the risk of developing more variants in the UK, unvaccinated children and the global number of deaths, especially in those groups discriminated against or considered expendable. Time will tell if this and other gambles have been successful and the cost in lives not great. Ignoring health experts, Japan pushed on with the 2021 Olympics and was forced to declare a state of emergency prior to the opening of the games. Many governments have also failed to address gender issues which had previously compromised responses to Ebola and Zika outbreaks in Africa and South America (Wenham & Davies, 2021). It is important to consider outcomes comparing epidemiological modelling about safe opening of activities and borders at the appropriate time which is subject to changed conditions and pressure to open in a predominantly unvaccinated world.

Governments in countries like France, Hungary, and the Czech Republic suffered from the arrogance of thinking that somehow the impact of the pandemic could be avoided. The leaders in countries such as the US under Trump, Brazil, Belarus and Mexico held complete disregard for their citizens. The damage these leaders caused went beyond endangering the population from allowing large gatherings to actively causing harm by campaigning against mask-wearing, spreading misinformation and false cures. The science was there but many governments chose to ignore the reality until it became obvious that things were out of control. Countries, especially in Europe, allowed porous borders. Other countries that had closed International borders eventually experimented with safe country travel bubbles. Countries such as New Zealand that did well dealt with imported infections and focussed on managing outbreaks quickly and efficiently.

Taiwan, an early success story with a total of just over 1,000 infections, felt the consequences of opening too soon. Easing border restrictions when populations are largely unvaccinated meant that even countries once successful in managing COVID-19, experienced an explosion of disease and potentially the development of new variants. Countries that are successfully vaccinating their population have seen a dramatic decrease in illness, hospitalisations and death. Australia with a very low vaccine rate, far below that of comparable countries, left thousands of Australians stranded overseas while allowing many more thousands of unvaccinated non-citizens into the country every month with attendance at a business meeting being the only requirement. Inevitably, the Delta variant entered the country and spread given inadequate federal attention to quarantine facilities and acquiring an adequate number and range of vaccines early. The race to vaccinate sufficient numbers of the world population was on.



Vaccinating the world

Scientists made astounding progress developing effective vaccines within 12 months, work which built on years of previous scientific endeavours. The WHO reported that 246 vaccine projects had been underway from January 2020 and over 50 clinical trials being conducted (VFA, 2021). Vaccines against new variants can be developed quickly but take longer to be approved. Clinical trials with experimental and control groups should be conducted for safety and efficacy on any new vaccine. For example, a new vaccine is tested on a small group of consenting participants in Stage 1. It is then tested on a larger, more diverse group, for example, people with other conditions or older in Stage 2. Finally, a large number of people are vaccinated in Stage 3. Approval by each country's regulatory body follows. Clinical trials are ceased if there are adverse effects attributed to the vaccine. Barriers were broken down to fast track bureaucratic approval of the first vaccines as much as possible while still ensuring scientific efficacy and safety. Laureate Professor Peter Doherty tells us more about vaccination in the last Q&A chapter of this book.

Richer countries were able to obtain more vaccines leaving many poorer countries with very little access. Vaccine nationalism was strongly criticised by the WHO for reasons of equity and world health because as long as the virus was allowed to spread, new variants would arise which could prove to be more deadly, more contagious and be resistant to vaccines (WHO, 2021). In contrast, vaccine altruism recognises that ensuring vaccine access for poorer neighbours protects the world and benefits everyone. In June 2021, the number of people who had received both vaccinations in Australia was 9%, the same percentage of people in low-income countries who had received one vaccination. Planning for vulnerable groups such as older people, people with disabilities and First Australians continued to lag in Australia. In stark contrast, after a devastating start under Trump, the US established a rapid vaccine rollout program under the Biden administration and committed to donating 25 million doses of vaccine mostly through the United Nations’ COVAX program and to assist others in targeted donations, for example, in the South Americas, Yemen, Palestine and South Korea. Both countries manufactured vaccines in the country. Access to vaccination remains a global problem. Unfortunately, poorer nations and others lagging are not expected to be sufficiently vaccinated until 2023.

Countries that have thus far done well vaccinating their populations are the Seychelles, Israel, United Arab Emirates, Bahrain, Chile, Uruguay, Mongolia, Serbia and Iceland. Much of Africa remains unvaccinated or data are unavailable. Israel managed to vaccinate half its population with at least one dose in six weeks by the 1st of February except for members of Orthodox communities who opposed vaccinations. Despite the spread of disease in orthodox communities, there is a high trust in medicine and a political commitment to ensuring future generations. Unlike Australia, Israel took early steps to obtain a supply of the vaccine and were willing to pay for it.

The rich can now pay for vaccination or travel to the US to get vaccinated. While this raises very real issues of inequality, others suggest that the more people that get vaccinated the better regardless of how this occurs. Stimulus measures are being used to counter growing vaccine hesitancy such as multimillion-dollar lotteries in some US states. As well as the COVAX program, the Lancet COVID-19 Commission published a statement in February 2021 calling for global cooperation and multi-lateral suppression strategies including rapid and equitable vaccine distribution and the International Federation of Social Workers (IFSW) published an urgent call for vaccine equity in June 2021 (IFSW, 2021; The lancet COVID-19 Commission, 2021).



Behaviour and well-being

The yoyo effect of multiple lockdowns had a significant impact on behaviour especially for people needing to work or were less concerned about their health, especially in countries that had early success in containing the virus but missed one health measure such as early hard lockdowns and in countries where people had less personal experiences of illness. As side effects of vaccines became known and where government messaging was confusing or deceitful, vaccine hesitancy increased, further jeopardising the health of the global population. Leaders such as Trump and Bolsonaro and commentators using alternative broadcasts and other internet tools fuelled the infodemic and conspiracy theories that feed on pre-existing beliefs such as anti-vaccination and anti-government.

As identified in Chapter 2, significant and almost inevitable risks to mental health were touted from the outset of the pandemic. There was a marked focus on deficit rather than strengths, suggesting from the beginning that people were not going to cope. Funding psychological services became the go-to for some politicians as a concrete display of action during the pandemic. This is not to minimise the impact of the pandemic on many people especially those with pre-existing conditions. The compromised well-being of people already marginalised due to loss of life or capacities to earn a living, limited or no access to external resources and healthcare are influences which are not attributable to internal, individual deficits.

As discussed in the previous chapter, a UK study of 14,210,507 primary care found between April and September 2020, they found significant reductions of incidents of depression (43%), self-harm (37.6%) and anxiety (47.8) during lockdown and were one third less by September 2020 (Carr et al., 2021). Another study of 3,342 adults in Scotland found a range of benefits during the 9- to 12-week lockdown which included better sleep, more time with family engaging in new hobbies, and more physical activity (Williams et al., 2021). Although the countries in these studies are comparatively well resourced, they experienced large numbers of infection and deaths. In Chapter 12, Chang and Chiu wrote about the factors that impacted on people's vulnerabilities in Hong Kong and the responses needed from social workers. People with unresolved issues found they resurfaced during COVID-19 and they again sought out assistance including concerns about increases in drug and alcohol use (UN Office on Drugs and Crime, 2021). The resurfacing of unresolved issues was also identified by social workers in Ontario presented in Chapter 5. In Chapter 8, Gabriela Misca, Jan Walker and Gemma Thornton noted that younger people, students, the unemployed and single parents were at greater risk of loneliness during lockdown as well as the marginalised and disadvantaged.

A study by Pirkis et al. (2021) found that many reports in the media of increased suicides due to COVID-19 were not substantiated as in most countries with some exceptions, suicide rates did not change or decreased. A critical perspective would pose questions about distinguishing the range of possible human responses to life-threatening illness and disorders which would require different interventions, similar to differences between grief and depression or depression and demoralisation. Understanding concepts such as demoralisation, emptiness and the normalisation of grief and loss in overwhelming circumstances has relevance to social work practice in conditions of prolonged hardships such as the COVID-19 pandemic (Fronek & Briggs, 2020; Herron & Sani, 2021). As Dorado Barbé and colleagues (2021) reported from Spain, a country badly affected by COVID-19, not all stress-related conditions are pathological. In their study of professionals, they sought to identify the variables that enhanced resilience. They found higher emotional well-being was correlated with greater resilience and stressed the importance of social workers developing psychosocial interventions that improve well-being suggesting a positive psychology focus, adaptability and self-efficacy, skills that should enhance resilience. The authors quote Guo and Tsui (2010) and Breda and Adrian (2019) who assert that strengths and ecological approaches at multiple levels increase the capacity of people to cope with adversity.

Interestingly, a US study of the electronic health records of 69 million people found associations between pre-existing mental health conditions treated in the preceding 12 months and contracting COVID-19 (Taquet et al., 2021). It should be noted that people with mental illness may also be more likely to live in economically deprived circumstances or other life conditions that puts them at greater physical risk for coronavirus infection. Previous studies of pneumonia found associated risks for people with previously diagnosed ADHD, bipolar disorders, depression and schizophrenia, an association not found in the South Korean context. As the authors point out, there are also cultural aspects of health beliefs to consider. They found first diagnoses especially anxiety, insomnia and dementia were common in 14–90 days after contracting COVID-19, a trend also noted previously in SARs and MERs (Taquet et al., 2021). Public health is now drawing attention to the syndemic pandemic, a term first used during the HIV/AIDS pandemic and is now being applied to COVID-19. The syndemic pandemic describes the interactional effects of biological, social and psychological factors that result in two or more diseases clustering together (Bambra et al, 2020; Mendenhall, 2017).

Certainly, stress on individuals and families was exacerbated in lockdown conditions and the chapter on mental health in Hong Kong highlighted multiple factors such as the coexisting crises of political unrest and democratic protests which complicated the well-being of communities. Much is still to be learned about systemic responses to well-being in pandemic conditions. In many places, people were exposed to natural and man-made disasters during the pandemic. Concurrent disasters and loss of life also affected some of the authors in this book such as the experience in Lebanon documented in Chapter 2. The mental and physical well-being of social workers along with other frontline workers should not be neglected and is an area of focus as the world recovers from this latest pandemic. Reporting on research from ground zero during the second wave of the pandemic in Canada, Chapter 5 stressed the importance of support for hospital social workers and developing pandemic guidelines from this experience at multiple levels of governance to prepare for the next health emergency.



The planet

The ecological framework presented in Chapter 1 allows for an understanding of the relationships that connects the three Ps – pandemic, politics and planet. COVID-19 has reinforced what is already taught in social work that people and their social, economic, physical and natural environment are interconnected in mutual influence. Environmental degradation and the present climate emergency provide the conditions for zoonoses and health emergencies as well as natural disasters. For example, the Amazon jungle, vital to cleansing the planet by absorbing carbon, is no longer able to do its job due to deforestation and climate change (Gatti et al., 2021). In the bonus chapter, Alan B Franklin points to human-caused deforestation, agricultural intensification and changed distribution of species and their interconnectedness with disease. The emergence of viruses like SARS-CoV-2 are not a one-hundred-year event and as the natural environment deteriorates, risks of new disease increases hence the prediction that the next pandemic which may be worse than COVID-19 and is not far away. While gains have been made towards addressing the climate emergency, action has not been widely accepted nor adopted at the pace required and the wildlife population continues to be devastated as discussed in Franklin's bonus chapter. As with all aspect of health emergencies, it is those people, particularly women, affected by socioeconomic disadvantage that are most impacted by climate change within and between countries. Environmental and Green social work practice becomes even more important in public health social work.

Dibley, Wetzer and Hepburn (2021) point to the impact of climate change on developing countries’ capacities to repay debt totalling 130 billion dollars owed by 100 low- and middle-income countries which they described as a debt tsunami. They highlighted the lack of transparency by lenders and “as of early March 2021, around half of the COVID-19 stimulus funding that wealthy G20 countries had paid to the energy sector – roughly US$250 billion – had gone towards fossil fuels, rather than to cleaner energy sources” (Dibley, Wetzer & Hepburn, 2021, p 184). The short- and long-term impact of the economic and health impact of climate change on people, particularly the poor, has meant even more emphasis is needed in this core area of concern for social workers, particularly in relation to community work and innovation and macro social work to address injustices. In Chapter 14, Joel Izlar poses a radical approach to community organising to address ecosocial crises such as the COVID-19 pandemic.

Actual numbers of COVID cases have been underestimated worldwide and scientific debates about the origin of the virus and how long it has actually been circulating continue while also being weaponised in political arenas. Although considered a zoonotic process the intermediary animal has not been identified and for some, this unanswered question fuels doubt.



What next?

Issues raised in this book stress the need for reflexive social work practice and emphasise the need for transdisciplinary practice. In this global story of practice and innovation, we have presented social work, and indeed public health social work, as having an important contribution to make in policy development, planning and preparedness, practice, research and education alongside colleagues in interconnected disciplines. Today's pandemic had the advantage of cumulative scientific knowledge and the advancement of technology but other lessons such as addressing the climate emergency, the needs of the poor, prioritising health and apolitical leadership were not carried forward, indicating a disconnect from the values social workers hold. Human dignity, social justice and human rights became more important than ever during this historic era.

Privileging economies over people has once again proven wrong-headed with dire social consequences. Even if we put morals and ethics aside and ignore the unwarranted deaths of people, this approach has not worked. It has fuelled a pandemic, prolonged lockdowns, caused yoyo effects and not helped national or global economies – halfway does not cut it. COVID-19 has almost been a social experiment about what not to do. Missteps have also been taken in vaccine distribution. In one experiment, Indonesia badly affected by COVID-19 chose to vaccinate younger people first to ensure the economy thrived which placed people vulnerable to disease at risk of death and illness. Sweden's experiment of relying on herd immunity also resulted in unnecessary deaths.

The WHO has been criticised earning some of those criticisms such as naming a pandemic and recommending mask-wearing a few weeks later than it should. The reality was that global cooperation did not eventuate thanks to politicians like Trump. Trump withdrew US funding from the WHO which Biden later reinstated and rejoined. Without the cooperation of world leaders and a universal approach to pandemic management, no global organisation can fully meet its aims. Even within countries, there were different approaches informed by political ideologies which also determined to what extent health advice was accepted or rejected. Regional cooperation proved important such as the activities of the Association of Southeast Asian Nations (ASEAN) for countries across Asia (Amaya & De Lombaerde, 2021).

We presented examples of social work practice in different fields. None, as it turns out, can function in pandemic conditions without due attention to health and scientific knowledge. It is humans that are destroying our fragile ecosystem, setting the scene for future pandemics and hurting each other. Critical positioning is more important than ever as is the question how can social work raise the global conscience and work with others to do so. Our journey through these terrible times is historic and offers fruitful ground for the advancement of social work and continuing our work towards levelling the playing field by addressing social justice concerns. Teti, Schatz and Liebenberg (2020) pointed out that COVID-19 is not just a medical issue instead it is a phenomenon that has disrupted the social order. They go on to say that what is missing in many disciplines is the social and suggests the importance of qualitative research to ensure the social is not overlooked. Social work has an opportunity to ensure this gap is filled. It is clear that social workers everywhere need to share what worked and what didn't, prepare to deal with COVID-19’s aftermath and for the next pandemic, and act at all levels of practice and influence.


Box 18.1 Reflection


	What elements of my practice experience and framework might be helpful to understanding and responding to human need in a health emergency?


	How would understanding the perspective of key stakeholders including policy and decision makers enrich or confound my understanding of events that unfold in a health emergency?


	What knowledge will be critical to understanding the next health emergency? Will I have access to this knowledge? If not, how will I gain access to it?


	What resources and opportunities does my practice context, including the institutional environment, offer in responding to a health emergency?
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Figure 19.0 Viruses can be transferred from wild and domestic animals to humans in a process called zoonosis

Source: Photograph by Johannes Giez on Unsplash



Welcome Dr Franklin and thank you for joining us to help social workers increase their knowledge about the interconnectedness of humans, other mammals and the environment. Let's begin with zoonosis.

Can you explain zoonosis to us and the process that leads to diseases like COVID-19?

Zoonosis is where a disease-causing pathogen is transmitted naturally between vertebrate animals and humans (adapted from Botzler & Brown, 2014; Wobeser 2006). Botzler and Brown (2014) further partition the definition of zoonoses into zooanthroponoses (pathogens are transmitted to humans where humans are a dead-end host) and anthropozoonoses (pathogens are transmitted from humans to non-humans where the nonhumans are a dead-end host). In both cases, dead-end hosts are where a species serves as a host for the pathogen but does not serve as a source of the pathogen for another host (Botzler & Brown, 2014).

Two types of hosts are of concern in zoonotic pathogen transmission: maintenance and bridge host. Maintenance, or reservoir, hosts are one or more epidemiologically connected populations where a pathogen is permanently maintained (Haydon et al., 2002). Bridge hosts provide a link between maintenance hosts and target hosts, where the target hosts can be human populations in the case of zoonoses. To be considered a bridge host, a species must be competent for the pathogen to replicate within it and it must have infectious contacts with the target host (Caron et al., 2015). Bridge hosts cannot maintain pathogen persistence without additional inputs from maintenance hosts and, therefore, must overlap in time and space with both maintenance hosts and target hosts to effectively link the two. Interspecies transmission from a maintenance host to a non-maintenance host, such as a bridge host, is referred to as spillover transmission, and the recipients or secondary hosts as spillover hosts. Such spillover can play important roles in pathogen dynamics (Power & Mitchell 2004) and non-maintenance hosts can ultimately become maintenance hosts if the pathogen evolves within the new host. Nugent (2011) also used the term spillback to describe transmission from non-maintenance to maintenance hosts but acknowledged that maintenance transmission in one set of circumstances might be defined as either spillover or spillback, depending on the situation.

There are 1,145 known infectious organisms that are pathogenic to humans, which include viruses, prions, bacteria, fungi, protozoans, and helminths (Taylor et al., 2001). Of these, 61% are zoonotic infectious diseases, making up most of the diseases affecting humans. Of the novel pathogens that have emerged since the 1940s, 75% have been zoonotic and most have emerged from wildlife (Jones et al., 2008). Oftentimes, the pathogens that cause diseases are relatively benign and do not cause disease in their natural hosts. However, when the pathogens jump to another species, these pathogens can become much more virulent in the new host, causing disease that can sometimes have devastating consequences.

What do we know so far about the origins of SARS-CoV-2?

In January 2021, the World Health Organization (WHO) convened a team of scientists to examine the origins of SARS-CoV-2. This team recently released their report (WHO, 2020), which examined four plausible scenarios. These scenarios were:


	Direct zoonotic transmission where there was transmission of SARS-CoV-2 (or a closely related progenitor) from an animal reservoir host to humans, which was followed by direct person-to-person transmission.


	Introduction of SARS-CoV-2 from an animal reservoir host to an intermediate animal host, where it then spread among the intermediate host, which was then followed by zoonotic transmission to humans.


	Similar to scenario 1 or 2 above, BUT introduction of SARS-CoV-2 to humans is through the cold/food chain; cold chain food products serve as the vehicle of introduction and transmission among humans.


	SARS-CoV-2 is introduced to humans through a laboratory accident where release of the virus is from an accidental infection of laboratory staff by SARS-CoV-2.




Of these scenarios, only scenarios 1 and 2 were considered to be likely, with scenario 2 being assessed as likely to very likely while scenario 1 was considered possible to likely. The other two scenarios were considered to be possible (scenario 3) to extremely unlikely (scenario 4) by the WHO team (WHO-China Study Team, 2021).

Under scenario 1, viruses very closely related to SARS-CoV-2 have been found in insectivorous bats of the genus Rhinolophus in China, where COVID-19 was first detected (Lau et al., 2020). However, other wild animal reservoir hosts have been implicated such as the Malayan pangolin (Manis javanica) or a member of the weasel family (Mustelidae). The latter potential host is based on the susceptibility of farm-raised mink (Neovison vison) to SARS-CoV-2 and their ability to transmit the virus to humans (Oude Munnink et al., 2021).

Scenario 2 also involves a wild animal host but genetic evidence suggested that an intermediate animal host may have been involved because the evolutionary distance between the viruses found in bats and SARS-CoV-2 was estimated to be several decades (Lau et al., 2020). This scenario, where there has been an intermediate amplifying host has been seen in other emerging viruses, such as the original SARS-CoV, MERS-CoV, and Hepinaviruses (Cui, Chen & Fan, 2017). Candidate species for the role of intermediate host include the Malayan pangolin, mustelids and cat (felid) species, which could have been from wild animal farms that supply wet markets in China (WHO-China Study Team, 2021).

Although most agree that SARS-CoV-2 had a wildlife origin, there is some dispute whether it came from direct animal to human transmission or whether a laboratory accident was involved (Bloom et al., 2021). The dispute centres around the Wuhan Institute of Virology, where virologists worked on bat viruses with genetic similarity to SARS-CoV-2. In addition, the Wuhan Centre for Disease Control (CDC) laboratory moved to a new location near the Huanan Market in Wuhan, China, where SARS-CoV-2 was first detected. Bloom et al. (2021) argue that the scenario of an accidental release from a laboratory (scenario 4 above) should have been investigated more heavily by the WHO team and was discounted too readily. Regardless, evidence suggests that SARS-CoV-2 came from wild animals, most likely bats, but how it entered the human population is still largely conjectural and unknown. From the perspective of public health officials, however, understanding how the virus entered the human population is still critical information because it defines how mitigation measures would be shaped to deal with future pandemics.

It seems the process is rather circular, as people have also infected other animals with SARS-CoV-2 – lions in zoos, orangutans in Sumatra, and in mink farms, and we've even infected our pets – but it is said that pets can't give us the virus back? What is the explanation for these transmission paths?

The evidence for spillover of SARS-CoV-2 from humans into novel animal hosts has become increasingly well-documented. For example, whole genome sequencing identified similar strains of SARS-CoV-2 in farmed mink and human workers on those farms, indicating that transmission occurred and the initial introduction from a human worker to the farmed mink was suspected. Human workers on these captive mink farms were subsequently infected from mink carrying SARS-CoV-2 (Oude Munnink et al., 2021).

Spillback of the virus from animals, such as domestic pets, has not been well-documented but could be likely depending on the pet. Such infections will probably be few and very localised because most pets are isolated from others outside their households and would not likely serve as dominant sources of infection other than within their households. For example, the likely scenario is that an infected owner might transmit SARS-CoV-2 to their pet but would also serve as the source of infection to other human members of the household. Thus, pets would serve a very minor role in SARS-CoV-2 infections because the human sources of the infection would infect everyone else within a given household. Therefore, humans would play the dominant role as SARS-CoV-2 sources of infection and household pets serving a minor role. One exception to this would be where pets congregate, such as pet shops, animal shelters and veterinary clinics, where an infected pet can infect other pets from different households and subsequently spread the virus. This may partly explain why one-way transmission from humans to domestic dogs and cats is mostly observed. In coronaviruses similar to SARS-CoV-2, transmission from domestic dogs to humans was recently documented (Vlasova et al., 2021). However, SARS-CoV-2 appears to replicate poorly in domestic dogs, while domestic cats appear to be competent hosts for the virus and are also susceptible to airborne transmission of the virus (Shi et al., 2020). Thus, Burkholz et al. (2021) and Sharun et al. (2021) argue that viral transfer from humans to farm animals and pets needs to be closely monitored to prevent the establishment of novel viral reservoirs for potential future zoonotic transfer.

Is it true that we can never prevent zoonotic infection and a better focus is on addressing the earliest pathway of transmission?

I am not sure we can never predict zoonotic infection with known pathogens but predictions for most future events are difficult. Nils Bohr, the pioneering physicist, jokingly commented “Prediction is difficult – especially about the future” (Petticrew et al., 2007, p. 106). Especially with unknown pathogens, such as ones that have never been discovered in wild animal hosts, there is a high degree of unpredictability in when, where, and how a zoonotic infection of humans will occur. Pathogen discovery alone will not solve the problem because understanding the host dynamics for those pathogens is critical to assess risk of spillover. Some have developed systems that follow a probabilistic framework to assess the risk of zoonotic spillover for emerging pathogens. For example, Grange et al. (2021) developed a risk assessment framework for 887 wildlife viruses in terms of their potential for spillover into humans. Although imperfect, such a framework can be revised and adjusted as new information becomes available. In addition, such frameworks identify lack of knowledge and can guide where focussed research is needed. However, others argue, and demonstrate to a certain degree, that zoonotic risk assessments are largely inaccurate because of the paucity of data, the uncertainties around current data, and biases in focussing on certain wildlife and domestic animal species (Wille, Geoghegan & Holmes, 2021). For example, ferrets (Mustela putorius furo) were found to be competent hosts of SARS-CoV-2 based on experimental inoculations with the virus (Shi et al., 2020). However, there may be genetic barriers for transmission of SARS-CoV-2 from infected humans to ferret (Sawatzki et al., 2021). These contradictory lines of evidence make it difficult to rely solely on studies of host competency but also require transmission studies to develop a complete picture of the process.

Wille, Geoghegan and Holmes (2021) argue that pathogen surveillance of people is required at the human-animal interface, such as people working with raising and slaughtering domestic animals, hunting animals such as bushmeat, to better assess zoonotic transmission. This is similar to focussing on the earliest pathway of transmission from animals to humans. I argue that both approaches have merit and the combination of both would provide increased prevention coverage than each approach considered separately. In addition, surveillance for pathogens of concern in wildlife populations are possible, given political will and financial commitment. An example of large-scale surveillance of wildlife pathogens affecting human and agricultural health is under the National Wildlife Disease Program in the United States (https://www.aphis.usda.gov/​aphis/​ourfocus/​wildlifedamage/​programs/​nwdp); avian influenza viruses in waterfowl are tracked through a targeted, designed surveillance program that covers the entire US (Bevins et al., 2014).

Thus, it is unlikely that a single approach will prevent future zoonotic pandemics but a combination of approaches in a unified framework will mitigate, but probably not eliminate, the unpredictability of zoonotic outbreaks and pandemics. In all of these and other approaches, the COVID-19 pandemic has spotlighted the need for multi-disciplinary approaches that require collaboration among the human, animal, and environmental sectors (Belay et al., 2017).

A lot of waste goes into sewerage systems including prescribed and illegal drugs. Sewage analysis has been used to detect diseases such as polio or COVID-19. Does this in turn affect marine life and other wildlife?

Even in the most modern countries with sophisticated wastewater treatment plants (WWTP), there are issues with pathogen pollution from sewage. This is more of a problem in developing countries where raw sewage from municipalities is often dumped directly into natural waterways. One example of pathogens from sewage affecting wildlife is infection of southern sea otters (Enhydra lutris nereis) with the Toxoplasma gondii parasite originating from domestic cat faeces in cat litter that was flushed down toilets, passed through WWTP, and was discharged into the ocean where it subsequently infected sea otter populations (Jessup & Miller, 2011). Avian influenza viruses and some coronaviruses can be detected in effluent from WWTP that is being discharged into the environment (Wigginton, Ye & Ellenberg, 2015). Global surveillance for SARS-CoV-2 in municipalities now includes monitoring of sewage for SARS-CoV-2 RNA, where COVID-19 outbreaks are often detected prior to reports in human individuals (Medema et al., 2020). The basis for this surveillance is that infection with SARS-CoV-2 in humans also causes gastrointestinal symptoms, and the virus is passed through in faeces, which is subsequently detected in wastewater (Kitajima et al., 2020). Based on this, Franklin and Bevins (2020) hypothesised that SARS-CoV-2 released from WWTP had the potential to spillover into wild mammals using aquatic habitats near where WWTP effluent was discharged into the environment. One issue with this hypothesis is whether SARS-CoV-2 remains infective after undergoing the wastewater treatment process. However, a substantial amount of raw sewage is discharged into the environment through accidental spills or when WWTP are overwhelmed during natural disasters, such as hurricanes and floods (Franklin & Bevins, 2020). Such events have the potential to release infective SARS-CoV-2 and other pathogens into the environment where they can theoretically become established in wildlife hosts.

How do changes in climate such as drought and global warming, deforestation, agricultural practices and eco-tourism affect zoonotic transmission from wildlife?

This is a very broad area of interest with some specific examples that all of these factors have contributed to transmission of zoonotic pathogens and increased geographic spread of zoonotic pathogens. For example, climate change has been implicated in the northward geographic expansion of tick-borne zoonotic Borrelia burgdorferi, the pathogen causing Lyme disease (Brownstein, Holford & Fish 2005), deforestation has been implicated in decreasing wild mammalian species diversity and increasing the prevalence of the zoonotic parasite causing Chagas disease in the remaining small mammal hosts (Vaz, D'Andrea & Jansen 2007), and changes in agricultural practices were considered responsible for the emergence of Nipah virus in human populations (Epstein et al., 2006). A classic example of emergence of a novel zoonotic pathogen in response to anthropogenic changes is with Nipah virus in Malaysia (Epstein et al., 2006). The emergence of Nipah virus from fruit bats (Pteropus spp.) coincided with agricultural intensification (Pulliam et al., 2012) that included combining fruit trees with pig farms and where bats feeding on fruits in trees above pig pens dropped partially eaten fruit contaminated with infected saliva into the pig pens (Epstein et al., 2006). Pigs became infected after consuming the virus-contaminated fruit and subsequently infected workers on the farm and in slaughterhouses (Epstein et al., 2006).

In a review of 305 scientific articles, Gottdenker et al. (2014) found that over 56% of the studies documented increased pathogen prevalence and/or transmission in response to human-caused changes. Most of the positive responses were from viral and protozoan pathogens and the principal land use changes associated with those responses were deforestation, agricultural development, and urbanisation. Most of the studies were observational with only seven experimental studies. Thus, inferences about cause and effect were not possible in most cases. However, proposed mechanisms included modified niches for pathogens and/or hosts, changes in host community composition, altered spatial distribution of species, and socioeconomic factors that altered human exposure and risk of pathogen transmission. Land use-induced spillover of zoonotic pathogens is considered vitally important to understanding zoonotic disease pandemics (Plowright et al., 2021).

How might we include a planetary health perspective to prevent the emergence and spread of infectious disease and what do we humans need to do differently?

We need to better understand the systems that spawn zoonotic pathogens, such as SARS-CoV-2. Currently, we focus on understanding what species zoonotic pathogens emerge from but pay scant attention to the ecological systems from where these pathogens emerged. This bias is probably because medical and veterinarian scientists initially promoted the concept of One Health, which focussed primarily at zoonotic diseases at the human-domestic animal interface. It has since expanded more broadly to include wildlife ecology, with a more encompassing definition for One Health as “… a worldwide strategy for expanding interdisciplinary collaborations and communications in all aspects of health care for people, animals and the environment” and “A collaborative, multisectoral, and transdisciplinary approach (working at the local, regional, national, and global levels) with the goal of achieving optimal health outcomes recognizing the interconnection between people, animals, plants, and their shared environment” (Gibbs, 2014). Thus, One Health attempts to tie together the disparate disciplines that deal with zoonotic diseases into a single collaborative framework. Currently, there is a large effort to incorporate One Health into global programs under the WHO, the Food and Agriculture Organization of the United Nations (see www.fao.org/​one-health/​en/​).

Alan B. Franklin (1 June 2021)
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Figure 20.0 Drive-through testing in Goyang City, South Korea
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Welcome Professor Doherty and thank you for joining us to help social workers increase their knowledge about the COVID-19 pandemic.

Professor Doherty, what is SARS-CoV-2 and should we be concerned about new variants?

The SARS-CoV-2 coronavirus has likely long been maintained in nature in one or other species of bat and has recently crossed over into us, perhaps via an intermediate host. This virus causes the severe, acute respiratory (SARS) disease we call COVID-19. The initial suspicion was that a pangolin had been infected with SARS-CoV-2 by contact with bat droppings or by eating, say, fruit that had been partly consumed by bats. Then, the virus transmitted from pangolins to people in, perhaps, one of the Asian live animal markets that sell wild animals for human consumption and possible use in traditional medicines. That idea was based on the confirmed transmission scenario for the related SARS-CoV-1 virus from 2002–2003 that had gone from bats, to Himalayan civet cats to humans. However, though closely related viruses have been found in bats, SARS-CoV-2 has not been recovered from them, so there is no final proof of this speculation. Also, though SARS-CoV-2 was first detected in Wuhan, and the “Seafood Market” – which also sells wild mammals captured in nature – was an early focus of virus dissemination, the moist, humid conditions and crowding at that site could simply have contributed to the spread of a virus that was already circulating between humans.

What is a coronavirus? Up to the year 2000, two coronaviruses that cause common colds and croup had been circulating in people across the planet since first detected, and named – by Scottish electron microscopist June Almeida – in the 1960s. After 2000, five more have crossed (likely from bats) into humans. The original SARS/CoV-1 in 2002 – that virus burnt out and is no longer infecting people – two more common cold CoVs in 2004 (one in the Netherlands, and one in Hong Kong), the MERS virus in 2012 (bats, to camels, to people), and SARS-CoV-2 in 2019. The last four viruses are still circulating in human populations, MERS in the Middle East and parts of Asia, and the other three across the planet.

The coronaviruses have a complex RNA genome – the influenza (‘flu) viruses and HIV are also RNA viruses – which, with 30,000 base pairs, is two to three times larger than either the ‘flu viruses or HIV. With an inbuilt proof reading mechanism, the CoVs throw off many fewer mutants than either ‘flu or HIV but, with so many people across the planet infected, mutants are slowly emerging. So far, the main antibody escape mutant (vaccines work by promoting a very specific antibody response) of concern – generally referred to as the South African variant – is at least partly controlled by vaccination. Also, it will be an easy matter to reformulate the current vaccines (which will need little further testing) to deal with this. That will, though, require additional shots. Considering the current ‘flu vaccines, which are a mix of separate vaccines specific for three or four different viruses, it is possible that, if SARS-CoV-2 continues to circulate beyond 2021, we may be jabbed with a vaccine that covers a range of mutants.

Given what we now know about SARS-CoV-2, why is washing hands, physical distancing and mask wearing so important for practitioners like social workers who are also engaged on the frontline in institutions and communities with vulnerable people and the sick?

The original SARS-CoV-1 virus was shown to survive very well on surfaces (called fomites by public health doctors) like door handles and lift buttons and, under experimental conditions, infectious SARS-CoV-2 can still be found on refrigerated plastic (e.g., food wrapping) for more than 48 hours. Still, there's little evidence that SARS-CoV-2 has infected people in this way, though there have been suspicions (in both China and NZ) of import on frozen foods. Mainly, though, the hand washing requirement reflect that, generally without being conscious of doing so, we constantly touch our faces, and nose picking is not unknown! That could, for instance, lead to an infected person who is blowing out infected mucus (snot) unconsciously transmitting the disease to someone else by shaking hands.

Physical distancing and masking reflects that the main means of transmission (beyond hand to face) is thought to be due to the inhalation of microdroplets of mucus containing infectious virus that have been coughed, spluttered or just breathed out by others. Whether we call this aerosol or droplet spread is of little relevance to most of us and, no doubt of interest to social workers, it's intriguing that respiratory physicians and aerosol engineers use these terms differently. The doctors were describing fine particle mucus clouds comprised of droplets less than five microns (one 200,000th of a metre) in diametre as aerosols, while the engineers were referring to those less than 50 microns as aerosols – two science subcultures divided by a common language.

What the infectious disease physicians have been finding to be particularly encouraging is that the implementation of these measures to limit COVID-19 has also led to a big drop in the incidence of ‘flu and other respiratory virus infections. So long as pre-schools were shut, that also applied to the endemic sniffles and croups suffered by infants that they generally pass onto their parents who, after the passage of the years, are no longer immune as a consequence of their own childhood exposure. With the end of lockdowns in Melbourne, my impression from talking with younger colleagues is that this is pretty much gone back to normal!

There has been a lot written about immunity and its decline after recovering from COVID-19. Can you explain this decline and the role of the body in developing its own immunity and can it sometimes go into overdrive?

Immunology, along with neuroscience, is perhaps the most complex of all the laboratory-based (versus behavioural) sciences. If you want a more detailed understanding of how immunity works, go to my Setting it Straight articles on the Peter Doherty Institute website. Basically, after infection or vaccination (the terms vaccination and immunisation are interchangeable), we would, after about 10–12 days, expect to start finding highly specific, protective (neutralising) antibodies (also called immunoglobulins, Igs) in the blood. The vaccines mimic infection but, unlike the virus, they don't go on to infect other cells or other people and do minimal damage to us. They can, though, reproducing what we would normally expect for the early stage of any developing immune response, make us feel drowsy and a bit off for a day or two.

That's due to the production of molecules, called cytokines and chemokines, that are characteristic of the early, non-specific innate immune response. These natural chemicals spill over into the blood and can affect the brain directly. And they are important for setting up the lymph nodes (the axillary lymph nodes, e.g., are the glands under your armpit) as the nurturing microenvironments where the virus-specific, adaptive immune response develops. Called a reactogenic response, I'll be happy to endure that transient discomfort if it occurs when I am eventually vaccinated, as it will tell me that I am responding.

When people talk about the immune response going into dangerous overdrive, what's generally being referred to is the cytokine storm effect that was first identified for severe influenza and can emerge late in the course of disease when people fail to make a strong virus-specific adaptive response, the virus is not eliminated and these innate – and rather toxic molecules (they cause vascular leakage for example) – are massively overproduced as part of a compensatory mechanism. The intensive care physicians have been countering this in COVID-19 by treating with the old, and cheap, drug dexamethasone. Some patients have also benefitted from dosing with monoclonal antibodies that block the action of the cytokine IL-6, with the difference that this is very expensive therapy!

With regard to waning immunity we know that, after a single encounter, people can be circulating protective antibodies to yellow fever virus (following immunisation) or a particular influenza virus variant (following infection) for as long as 50 years. The doctors don't rely on that for yellow fever, though, and recommend a ten-yearly booster shot for those who are travelling to regions where they might be exposed to infected mosquitoes. On the other hand, kids infected with a particular parainfluenza virus (another RNA virus) can be reinfected with the same virus in subsequent years, with less severe symptoms every year. Then, when they grow up and become parents, they can be infected again. We suspect that the common cold CoVs may be a bit like this, but we have no idea how vaccines would behave in this regard. The reason: the common colds and croups are caused by more than 100 different viruses, people recover anyway, and it has been too daunting a task to contemplate immunisation. With SARS-CoV-2, time has been short, and we are just beginning what will be a very comprehensive experiment!

Scientists have been exploring why some populations appear to have more resistance to COVID-19, looking at factors like previous exposure to other diseases, previous vaccinations and even Neanderthal genes. Do we have any firm findings that shed light on this question?

The neanderthal gene hypothesis is intriguing and, once we have the disease under control and are at a less pressing stage regarding the science associated with that, we will no doubt be doing detailed genomic studies on large numbers of people who have had diverse clinical outcomes. These cohorts are currently being setup and approved for human experimentation (likely just taking blood samples from time to time) by various university and research institute ethics committees.

Otherwise, it is clear that some of the molecular structures (epitopes) recognised by killer T lymphocytes (their job is to search and destroy the virus-producing cellular factories) are shared between SARS-CoV-2 and some of the common cold CoVs (Setting it Straight for November 2020). These primed killers aren't immediately available following infection but, if we do have immune memory in that population, they will turn on fast and eliminate the virus more quickly. This may be part of the explanation for the extremely varied disease course with COVID-19.

Apart from such biological considerations, it's also important to take into account the mean age of human populations (African societies tend to have more young people), cultural factors that influence, e.g., compliance with social distancing and masking, and the status of local public health systems. Some well-organised, but poorer societies, have long emphasised preventive medicine via good public health practices, and may have done well with COVID-19 as a consequence. Then there's also the issue of how people define case numbers. In Australia, we count everyone who has tested positive by PCR, and we have been testing just about everyone with a sniffle in times when the virus is circulating. In other countries, they may only be counting people who present to a doctor with significant symptoms. This is one reason why death rates relative to diagnosed cases can be greatly divergent.

Currently there are three main available vaccines – Oxford-AstraZeneca, Moderna and BioNTech-Pfizer. What are the differences, do differences matter and how do we know which one to have?

They all target the SARs-CoV-2 spike protein and deliver the gene sequences that make the protein that, expressed on the surface of an invading virus particle, is the target of the protective antibody response. In the case of the Pfizer and Moderna vaccines, the product is mRNA – the RNA form that stays in the cytoplasm and is translated to make protein. Both are encased in a protective layer of lipid (fat) which, when injected, is taken up (pinocytosed) by our cells. Prior to inoculation, the Pfizer vaccine is very temperature sensitive and requires a −70°C cold chain though, once thawed, it can be held in an ordinary chest or fridge freezer for a day or two.

With the AstraZeneca product, the SARS-CoV-2 RNA is copied to DNA (using a reverse transcriptase) which is then incorporated into the incomplete DNA of a replication-defective, chimpanzee adenovirus (ChAd9). The packaging ChAd9 vector infects our cells, the virus particle breaks down and the DNA is released to enter the cell nucleus. There it is transcribed by the cell's molecular machinery to make mRNA, which in turn goes to the cytoplasm and makes protein. Neither product can be transmitted to other cells, be copied into our genomes, or in any way revert to an infectious form (see Setting it Straight for February/March 2021). In practice, recent results from public Health Scotland and Public Health England have been showing that both types of vaccines are working well, in fact, better than expected from the clinical trials. Enormous numbers of people have now been given these vaccines, including 50 million Americans (and half the population of Israel) who have received the mRNA product.

Will we have an evolution-proof vaccine in the future?

Maybe, but unlikely: we have been trying to make such vaccines against both ‘flu and HIV for several decades. Still, it's always possible that there will be a breakthrough.

What is your perspective on the challenges and ethical considerations of vaccine distribution?

Ethics, apart from the ethics of experimentation, is hardly my field, and I expect that most social workers would be more familiar with the nuances than I am. My thinking on this reflects the over-simplification typical of most laboratory scientists, who have full control of an experimental system.

My perception is that what the Australian authorities are doing re vaccination is both correct and ethical in every sense. Everyone will have access to free vaccine, with those at greatest risk, or in frontline healthcare and quarantine roles being vaccinated first. While I don't think government-mandated vaccination for all citizens is either workable or a good idea, I do think that employers running aged care facilities, hospitals and so forth should be able to require that all staff with any level of patient or public contact must either be vaccinated or find employment in some other setting. That should also be true for airlines and cruise ships when it comes to carrying passengers. In addition, any customer at a hotel, bar or store should have the right to know that anyone they contact in those settings has been vaccinated. The rights in this matter are, in my opinion, weighted towards the collective interests of society at large and not solely applicable to those who refuse vaccination.

Vaccines may not prevent all transmission, but it is likely true that those who are vaccinated will both be less likely to transmit and at a much lower risk of contracting infection that spreads beyond the upper airways. This is war. To date (March 2021), more American have died of COVID-19 than in all wars during the 20th century. To my mind, vaccination is a collective responsibility.

It seems most countries first waited for evidence (which takes time) before instigating cautionary measures. One wonders how events would have unfolded if caution had come first, and the easing of restrictions followed the evidence as it emerged. In a hypothetical world and given the speed and volume of human movement around the globe, what would have happened if the world had universally and immediately instituted a hard lockdown for a few weeks (and ensured people had food and maintained their housing), conducted extensive and effective testing, contact tracing and quarantine, and mandated physical distancing, mask-wearing and other protective measures?

We have already learned a great deal from this pandemic, especially as we have seen different experiments unfold in different countries. There are now, as a consequence, a spectrum of varied data sets from a diversity of approaches that should provide an extraordinary resource for (among others) further analysis by public health doctors, medical scientists, economists, policy wonks and those in the behavioural sciences. We know what works in this type of setting, but are we capable of acting on that information? Personally, unless we modify our profiles of international air travel and immediate public health responsiveness across the planet, my perception is that we will face further and worse pandemics in the not too distant future.

As a specific recommendation, my widely-stated position is that all nations need to agree that, whenever we see a repeat of an outbreak like the one that happened in Wuhan, we have prior global agreements that we will immediately stop all passenger air travel out of that local region and, perhaps, from that Nation State until the situation is resolved. Though expensive, that would be infinitely less economically and socially damaging than what has happened with COVID-19.

My second recommendation stems from the fact that any vaccine must be very specific for the pathogen in question and, though we can start making product very quickly, the need for careful safety and efficacy trials means that there will be at least a 12-month delay before we start to roll-out these preventives. As a consequence, I am arguing that we need a massive, global initiative to produce and trial specific antiviral drugs against all classes of viruses that are potential pandemic threats. We already have these for all the influenza viruses (they have to be used very early in the infection) and for the HIV type viruses – these drugs are stopping massive numbers of people from progressing to AIDS. We need comparable products for the coronaviruses, the henipaviruses (Nipah and Hendra), the filoviruses (Marburg and Ebola) and the arenaviruses (Lassa and Junin), at least. Most of these names may be unfamiliar to you, but they are all bad pathogens that are lurking out there. And, to avoid the emergence of drug-resistant mutants, we need two of these drugs (therapeutics) that target different molecular pathways for each virus class. How would we use them? As soon as the cause of an outbreak is identified, anyone who tests positive would be treated immediately. That would likely save their lives and prevent the ongoing spread of the pathogen.

The third point is that we need to do a much better job of educating people. Many, including a number of reporters in the Australian media initially, at least, seemed to be ignorant of the difference between a drug (an introduced therapeutic, or treatment that acts immediately) and a vaccine, which stimulates our own immune response to prevent, or limit, an infection and is delayed (3–4 weeks) in effect. Having grown up in a distant era – I was a small child during WW2- It is my deep conviction that we must return to a societal perception that emphasises collective responsibility and shared fates. Even philosophers like Hume did not endorse the idea that individual freedom overrides all else! As a species, we triumphed through evolution by acting together to solve big problems. A hole in the bottom of a boat in the ocean is not solely the responsibility for the people at that end of the boat! And we also need people to stretch their minds a little and grasp the linked ideas of probability and relative risk.

What is your advice on what social workers need to know to prepare for the next health emergency?

We know how to protect ourselves and have discussed some of that above. One area where we all need your help is when it comes to countering the ready acceptance of disinformation in some communities, along with the distrust of advice from those who know what they are talking about. Clearly, the medical and public health communities have a lot to learn about effective messaging.

What do you think a post-COVID world will look like?

Your guess is as good as mine. There is enormous potential for learning from what happened here, but are we capable of taking advantage of that? With challenge comes opportunity! As professionals, the more that we explore those opportunities, then take what we learn and incorporate it in both practice and in general awareness, the greater the potential for human wellbeing. And we should all bear in mind that humanity, in fact life on this planet, faces an even greater challenge, anthropogenic climate change. In some senses, COVID-19 has been a trial run for what is to come. Can we learn?

Peter C. Doherty (5 March 2021)
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