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1. Justice and Resilience and Covid 19

Disasters expose injustice.  What are the implications for our response to Covid-19 and 
what can the church do?

2. The Social Science of Justice and Resilience

How are justice and resilience connected?  What if justice is not only something that is 
present in a resilient community, but actually contributes to resilient? How does this apply 
to Covid-19.

3. The Implications for a Justice and Resilience Connection

How might we apply the connection between justice and resilience to relief and 
development? Is there practical guidance for churches and NGOs?



▪ Our discussion today will take the topic of justice and resilience and talk about how 
it applies to Covid-19

▪ What is a disparity as compared to a vulnerability?

▪ Is there a risk to the community in following mitigation guidelines?

▪ The church, community and healthcare partnership

▪ Five actions for reducing disparities and community risk



▪ The paradox of when making healthcare better also makes it worse

▪ Making buildings resilient to climate change widens the gap

▪ Making nursing homes better widens the gap

▪ Making hospitals better widens the gap

▪ What is the gap?

▪ Disparity between groups, one better off than the other

▪ Our main message today:

▪ Disaster response, including the response to Covid-19, can make disparities worse and 
communities less resilient unless we take care in how we do it



▪ Research just starting to see how personal resilience is connected to cultural and 
community values.  

▪ A disaster like Covid occurs in an historical and cultural context.  In Western Africa and 
now in DRC, where there is distrust of government and the West, Ebola was and still is seen 
as an invention created to exploit local populations. 

▪ Mitigation guidelines typically lack awareness of cultural values and community 
characteristics and thus can have a negative impact resilience.

▪ We know that …
▪ People become acutely aware of disparity during a crisis

▪ Anger and resentment about perceived injustice separates people and their anger builds over time 

▪ Anger and separation tear at the fabric of society, damages a sense of unity

▪ In time, as it grows worse, it can lead to civil unrest and violence

▪ Our approach to relief, including public health, can alleviate this sense of injustice, or 
exacerbate it



▪ Poor forced to choose between livelihood and safety

▪ Development favoring the wealthy, displacing the poor

▪ Policies that favor the wealthy, such as building codes

▪ Economic models that create disparities, ignore barriers

▪ Disparities compound vulnerability

▪ Social institutions that protect the vulnerable are being dismantled

▪ Example - access to education, services to the elderly, transportation, healthcare



▪ A disparity is a gap between groups, such as an income gap or health 
gap or education gap

▪ Programs and services often benefit one group more than another, 
typically those with more resources and education benefit more than 
those without

▪ Example – In US, mortality rising, longevity rising for rich, 
decreasing for the poor, largely due to access to healthcare

▪ Lack of access to services impacts ability to recover from disasters

▪ Programs developed in the majority world and transferred to the 
developing world add to disparities



▪ Disparities feed a sense of injustice.  People on the disadvantaged 
side see the community as a place of injustice

▪ Every major revolution in history was sparked by injustice and 
disparity

▪ Guidelines for disease mitigation, improvement, or risk reduction are 
seldom address disparities in resources, access, and more

▪ Anything that separates people, creates distance, or puts one group 
at greater risk, reduces resilience for everyone 



▪ People who are most vulnerable tend to also have the lowest literacy regarding 
health and safety

▪ When health literacy was measured NOT by reading ability but by health comprehension 
and action, people with more vulnerable status had lower comprehension

▪ Economics - those who are less well off trade in their long-term health and safety 
for short-term gain

▪ Decline of Civil Infrastructure – For 500 years society has generally raised people 
out of poverty by building social institutions: healthcare, housing, education, 
transportation.  Last 50 years this process has reversed

▪ Adaptations to climate change accrue first to the rich



▪ Equity of resource distribution

▪ Benefit from relief and other services

▪ Timeliness of relief

▪ Expectation versus reality

▪ Utility of support



▪ Know the signs and symptoms of COVID-19 and what to do if symptomatic: Stay 
home when you are sick Call your health care provider’s office in advance of a visit 
Limit movement in the community 

▪ Consider 2-week supply of prescription and over the counter medications, food 
and other essentials

▪ (Churches) Clean frequently touched surfaces at organization gathering points 
daily. Ensure hand hygiene supplies are readily available in building. 



These churches are in the Kakuma Refugee Camp, a camp of 

200,000 people.  They are regularly swept clean, but they are 

made from mud bricks.  There is no disinfecting these 

buildings.

People in the camp get one gerry can per day for all water 

needs – cooking, drinking, bathing, etc.  Soap is in short 

supply.

Same challenge applies to health facilities made from 

unsealed concrete, lacking cleaning equipment and 

supplies or clean water.



• Disasters do not create impoverished 

communities, they reveal them.

• Generally, in poor communities where 

people lack resources, the community itself 

is an important resource.  
• The destruction of community is more harmful in poor 

communities

• Resources to help people living in poverty need to 

emphasize community based solutions

• The church has a key role as a community hub in 

organizing, advocating, managing resources, and 

bridging to other resources

• But, the church role has been impaired in recent 

decades by the professionalization of physical, 

emotional, and spiritual care (i.e. they require highly 

trained individuals). 



1. Government and health system guidelines are global, disparities are local.  
Churches must become local experts on community vulnerability 

2. The literacy, capacity and support for local groups must be factored in when 
providing education.  Basic health education must be repeated, with an emphasis on 
assessing application.

3. Poor health literacy people more likely to believe their community than 
professionals or science.

4. Healthcare resources for those serving the poor must be scaled to prioritize poor 
communities, leverage community assets.  

5. Communities are an important and necessary adjunct and partner to health systems.



▪ Most recommendations have implied skill or resource requirements that create 
disparity

▪ Churches must become local experts on community vulnerability, disparity and 
injustice

▪ Overcoming all three essential to community resilience

CDC Guideline Application to Church

Know where to find local information 

on COVID-19 and local trends of 

COVID-19 cases. 

Finding information is a skill often 

overlooked by more educated 

people.  This requiers support.

Know about emergency operations 

plans for schools/workplaces of 

household members. 

A church can play a role in 

facilitating action by discussion on 

application, assisting with home 

planning, …

Full document available at https:\\covid19.worldea.org



▪ Basic health education must be repeated, with an emphasis on assessing 
application.

▪ Education depends on trust, culture of learning, respect for professionals.  In some 
countries this is greatly undermined.  For example, climate change deniers tend to 
be covid19 deniers.  This is a culture issue not an education issue.

▪ Aim of education is not knowledge, it is behavior change.  Knowledge alone does 
not change behavior.  Mentoring by trusted partner necessary.

▪ Person who is communicating about health must be seen as a desirable model as 
well as trustworthy

▪ Lessons from smoking cessation campaign.  Negative figure caused smoking to increase



▪ Health literacy is the degree to which individuals have the capacity to obtain, 
process, and understand basic health information and services needed to make 
appropriate health decisions (IOM).

▪ Processing and understanding are social processes

▪ Poor health literacy people more likely to believe their community than 
professionals or science because that is who they process the information with.

▪ Church strategy focuses on a coalition of churches, united in their message, 
implementing culture change practices

▪ Embed target message in every aspect of church and community life

▪ Aim at changing the community discourse



▪ It takes more resources to achieve same level of impact in poor communities when 
the community is impacted

▪ The community is a resource for the poor that facilitates use of other resources

▪ Upper class tend to look to themselves, poorer groups look more to community, unless the 
community is fragmented

▪ Example from Japan

▪ Displaced people severely vulnerable due in part o loss of community

▪ Church can fill the gap, create community around shared faith identity and
commitment to service



▪ When communities have a sense of ownership of a health facility many things 
improve

▪ Health literacy

▪ Health care compliance

▪ Trust in health professionals

▪ Cooperation with infection control, both in facility and in community

▪ “Ownership” occurs when health facility brings the community into decisions and 
planning

▪ Churches are often an important part of that ownership

▪ Integrate spiritual care into healthcare for the community



▪ Finally, remember the church is also a community not a building

▪ Faith community very important to community coping

▪ When people of a shared faith come together spiritual coping is strengthened 
which in turn strengthens emotional and physical coping

▪ Just as we tend to emphasize the individual side of resilience rather than
community side, we do the same with study of spirituality

▪ The global impact of Covid 19 challenges us to remember the entire community as
a unit and as a resource. When we do that, the community become more resilient.
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▪ Covid-19 Health Network

▪ For healthcare, public health, mental health and development professionals.  Focus is on 
health and healthcare guidance for the church

▪ Contact David Boan (dboan@worldea.org) or Michael Soderling

▪ Impoverished Communities Working Group

mailto:dboan@worldea.org

