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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 a framework and practical guidance for churches and NGOs?  



▪ How are disparity and justice linked

▪ What actions can a church take to build resilience, and what ways are unique to 
churches

▪ Case studies in resilience that illustrate the five recommendations

▪ A framework for resilience



▪ Vulnerability

▪ Disparity

▪ Sensitivity to injustice

▪ Five recommendations

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.



▪ In US, Covid hospitalizations and deaths are disproportionately Africa-American
▪ In Chicago, 15% of city is African-American, but 30% of Covid deaths

▪ Due to a range of factors
▪ Distrust of health system, including public health

▪ Poverty and disparity itself

▪ Environment

▪ Disparity in quality

▪ Low-income communities are more likely to be exposed to the virus, have higher 
mortality rates, and suffer economically.*

▪ https://www.hrw.org/news/2020/03/19/us-address-impact-covid-19-poor#

https://www.hrw.org/news/2020/03/19/us-address-impact-covid-19-poor


▪ This problem is not unique to covid-19

▪ US has the highest amenable mortality rate (1)
▪ Amenable mortality is mortality that is amenable or preventable by basic healthcare, i.e. people dying from any of 

32 illnesses people need not die from. (2)

▪ Disparity greater for people in US under 65 than over 65.  

▪ Preventable deaths are also disproportionately among poor and racial minorities
▪ US has highest amenable mortality rate among 15 cohort countries

▪ South Korea had greatest improvement in amenable mortality (77%)

▪ While overall global health is improving, disparity in amenable mortality is increasing

▪ No data (yet) on amenable mortality and Covid-19, but apparent anecdotal connection

1. Healthcare Access and Quality Index based on mortality from causes amenable to personal health care in 195 countries and territories, 1990–2015: a novel analysis from the Global 
Burden of Disease Study 2015 https://www.thelancet.com/action/showPdf?pii=S0140-6736%2817%2930818-8

2. Such as tetanus, measles, kidney disease, diabetes, whooping cough, etc.

https://www.thelancet.com/action/showPdf?pii=S0140-6736%2817%2930818-8


▪ As wealth goes down  so does health

▪ Recent research suggests that disparity is not only correlated with but also causal of poor health

▪ American Public Health Assoc calls disparity an injustice

▪ BUT, disparities also exist in countries that have universal access, and exist between groups at 
upper income levels
▪ People at lower income levels live in lower quality environments, have poorer diets, access poorer quality 

services com[pared to wealthy

▪ Prejudice, stigma and racism also have health consequences

▪ Problem must be approached more broadly than simply a matter of giving people more access.

▪ Suggests that a host of societal issues can impact health and resilience, leading to a more wholistic 
view of how we improve resilience

▪ *https://www.apa.org/monitor/oct01/wealthhealth

https://www.apa.org/monitor/oct01/wealthhealth


▪ Well established connection between vulnerability and disaster impact

▪ The pattern for Covid-19 is just unfolding, but appears to also be true

▪ For example, Germany (83) ranks fifth in amenable mortality compared to US 15th (112)

▪ South Korea improved its rate to 84 for men and 41 for women, which would put it in the 
top 10

▪ Disparity undermines resilience

▪ This has implications for how Covid-19 may unfold if we look at amenable mortality 
and access to care as a predictor (next slide map)
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▪ Build trust

▪ Reduce barriers and disparity

▪ Reduce loss, improve access to resources

▪ Build infrastructure (social capital)

▪ But, if you want to serve the community during a crisis you must serve before the 
crisis

▪ Big question post-Covid – Do we have a moral responsibility to reduce disparity, and 
if so, does that responsibility extend globally? The church must answer that question 
for itself before it can act globally, at least to the extent required by this pandemic.



▪ Concept promoted by Matthew Thomas (Micah) and WEA

▪ Church community fills gaps in healthcare by providing home support

▪ Can be backed up by health system, if available

▪ Can provide a variety of assistance:

▪ Detection and support of the vulnerable, isolated, and infected

▪ Detect gaps in medical support, access to medicine, or lack of access to food and water

▪ Liaison with health system

▪ Works best where there is a system of partnership and cooperation across 
community and with health authorities



▪ Began working on leprosy three years ago.  

▪ Created inter-faith community team in each of 25 districts

▪ Built trusting relationships with government and Muslim community

▪ Engaged young people in fighting online stigma against leprosy

▪ Community teams focus on 3 resource types:

▪ Distribution of national resources provided by government

▪ Identifying and distributing local community resources

▪ Be a caring and kind neighbor

▪ Building sustainable resources through garden plots



▪ Built a network to address Ebola, then pivoted to Covid-19

▪ Five part strategy:

1. Provide sanitation supplies

2. Create community teams

3. Provide education, reinforced by churches

4. Counter rumor

5. Use community coordinator to locate who else is in the 

community and create cooperative relationship

Results – Approached by government to coordinate on

response;  Built an infrastructure that sets the stage to

pivot to peace and reconciliation in the future 



▪ Where there is a structure in place, the country is better able to respond to a crisis,

▪ Especially where that structure:

▪ Works across national and local barriers

▪ Inter-faith

▪ Structure creates mechanism for volunteer effort

▪ Builds social capital

▪ Creating partnerships reduces disparity because it improves access to resources 
and reduces disparity inherent in some programs and policies



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

▪ Each example employed local leaders to be community leaders who understood local community needs

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.

▪ Using local leaders allows for recognizing how the context will support or counter mitigation strategies

3. Poor health literacy people more likely to believe their community than professionals or science.
▪ Using members of local community means the message has a greater inherent trustworthiness

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

▪ Seen in the consequences of lockdown for day laborers and poor in general

5. Communities are an important and necessary adjunct and partner to health systems
▪ Health authorities more successful when they partner

▪ But does all of this improve justice as well as resilience?



▪ Build social capital

▪ Recruit volunteers, support active missional service, learn to be advocates

▪ Create trusted relationships across community groups, faiths, and government

▪ Create a health, government and community partnership

▪ Before there is a crisis, form a network and target injustice, vulnerability and disparity 
in the community

▪ Don’t create a crisis team and then wait for the crisis, work constantly on justice

▪ Advocate for disadvantaged people whenever there is a policy, program or service that 
contributes to disparity

▪ All programs make assumptions and have skill or asset requirements that put some at a 
disadvantage.  Use you local expertise to see and change this disparity



▪ What are the challenges and opportunities of using this framework in your 
community?
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