INFOCUS

Vulnerability – solidarity – resilience
Experience and insights
from the coronavirus crisis

Publishing details
Publisher
Copyright 2021 Swiss Red Cross
Headquarters
Rainmattstrasse 10, 3011 Bern
Coordination and editing
Hildegard Hungerbühler, Corinna Bisegger,
Ursula Luder, Jutta Engelhardt, Carole Berthoud
Translation
Translation department of the Swiss Red Cross
Layout
Graphic Print, SRC, Sonja Wespi
Download
www.redcross.ch/specialistpublication2021
This publication is also available in German
and French.

INFOCUS
IN FOCUS – specialist contributions from the humanitarian
perspective of the Swiss Red Cross (publisher)
2021, volume 1

2

Editorial5
Corinna Bisegger and Hildegard Hungerbühler
Introduction6
Guest op-ed by Ueli Mäder
Solidarity and resilience

11

Brigitte Ruckstuhl and Elisabeth Ryter
Pandemics as seismometers of inequality

13

Jolanda Jäggi
Impact of the coronavirus pandemic on
mental health 

24

Manuel Tettamanti and Joëlle Darwiche
Developing family resilience despite greater
vulnerability

34

Pasqualina Perrig-Chiello
Intergenerational relations: between tension
and solidarity

43

Eva Spiritus-Beerden, An Verelst, Morten Skovdal,
Nina Langer Primdahl and Ilse Derluyn
Living conditions of refugees and migrants
during the COVID-19 pandemic

49

Hildegard Hungerbühler
Humanitarian work in the fragile context of
the pandemic

60

3

4

Editorial
Dear readers
Welcome to the first issue of a new series of publications entitled “IN FOCUS – specialist contributions
from the humanitarian perspective of the Swiss Red Cross”. In 2020, just as we were considering the
topics we would cover in 2021, the global COVID-19 pandemic changed all our lives in a very short time.
None of us suspected at the time just how far-reaching and long-lasting this change would be. However,
COVID-19 quickly developed from a health crisis into a full-blown humanitarian crisis that affected the
whole world, including Switzerland. COVID-19 disrupted societies and the way they work, and impacted
negatively on the health, social integration and economic security of a large number of people. Vulnerable people, who were already struggling with existential challenges before the pandemic, have been
and continue to be particularly hard hit. They are also the primary target group of the SRC’s humanitarian work both in Switzerland and abroad. Since we are a globally operating humanitarian organization, COVID-19 therefore also confronted us with entirely new challenges, not only in the international
context, where managing humanitarian disasters and supporting their victims is one of our core activities, but now also in a national context that has likewise been made fragile by COVID-19 and its consequences. Like a lot of other organizations, we were unable to continue to work as normal. Faced with an
environment of growing insecurity, we had to try out new ways of providing aid and support.
With the topic still current, we therefore decided to devote the first issue of this new series of publications to “vulnerability, solidarity and resilience in crisis situations using the example of COVID-19”.
This issue examines in both an international and a national context how a crisis on the scale of COVID-19
impacts the vulnerability and resilience of societies and the people who live in them, how this challenges
social solidarity and how social solidarity can rebuild from the challenge. The content focuses on the situation facing vulnerable people. While the virus is a threat to everyone, regardless of their origins, socio-economic status, age, gender or world views, it would fall a long way short of the mark to state that
“the pandemic makes everyone equal”.
In fact, COVID-19 has simply magnified the disparities in health and social conditions that existed before the pandemic and done so not only on an individual level, but also on a structural level within society. For example, studies carried out in Switzerland have shown that poor people are twice as likely to
end up in intensive care as a result of their socio-economic situation as rich people. There are similar differences in infection and death rates. People who are obliged to secure their existence in a workplace
where they may be exposed to infection and cannot protect themselves by working from home are at
greater risk of contracting COVID-19. Similarly, anyone who lives with a large number of other people
in cramped conditions is more at risk during a pandemic.
However, we are aware that COVID-19 has also exposed new groups to vulnerability after suddenly robbing them of what they had always regarded as a secure livelihood. This publication sheds light on how
vulnerable individuals or groups of people have been affected by the pandemic and how they have dealt
with it. In addition to their greater vulnerability and specific problems, however, it also highlights the
resources available to them and their resilience. One of the goals the SRC has committed to in its new
Strategy 2030 is to strengthen people, communities and the resilience of both through its humanitarian work. I hope that our experience of the pandemic will teach us, as a society, important lessons for
the future. As far as the SRC is concerned, I hope that our experience and the challenges we have overcome will equip us to provide even better and more targeted support to people and their communities
both nationally and internationally in the course of our future humanitarian work and to bolster their
resources and thus enhance their resilience.
Markus Mader, Director of the SRC
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Introduction

As the framework for humanitarian work, developments in
society are of major interest to the Swiss Red Cross (SRC).
Conversely, the SRC’s humanitarian contributions have been
part of the solidarity-based support that the organization
provides to vulnerable people for over 150 years. In view of
this, the SRC has consistently incorporated specialist knowledge into its work and invited experts to share their view of
important issues. In keeping with this tradition, SRC headquarters has launched a new series of publications entitled
“IN FOCUS – specialist contributions from the humanitarian
perspective of the Swiss Red Cross”.
The series gives the SRC an opportunity to address current
social and humanitarian issues that are relevant to the implementation of its Strategy 2030 in its three areas of action
– health, integration and rescue. It thus focuses on the interface between scientific issues and findings on the one hand
and real-world implementation and experience on the other.
Furthermore, it will shed light on and discuss little-researched
issues and problems that arise during real-world work with
people in vulnerable situations. The SRC’s specialist publications will offer a humanitarian perspective on findings from
its work in Switzerland and abroad. At the same time, the series will provide a forum for expert discussion between researchers and practitioners from inside and outside the SRC
on issues in which the organization is involved through its
commitment to vulnerable people and where it possesses relevant expertise.
The new series of publications targets a broad readership,
including individuals and organizations working in research
and practice in the fields of health, integration and rescue in
Switzerland and abroad. We will be delighted if it appeals to
key partners of the SRC too, for example federal and cantonal
authorities, parliamentarians, external partner organizations at home and abroad and, last but not least, civil society
and the organizations and networks for vulnerable people
that exist in it. However, the publications are also intended
to encourage intra-organizational dialogue at national and
international level between the various SRC member organizations, between its employees and volunteers and, importantly, within the International Red Cross and Red Crescent
Movement.
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Vulnerability, solidarity and resilience in crisis situations using the example of COVID-19
“Vulnerability, solidarity and resilience in crisis situations” using – of all things – the example of the coronavirus pandemic
that even in its second year is still headline news in all media and which has been extensively researched and written
about both in Switzerland and internationally. So why has
the SRC now decided to address the topic too? There are two
reasons for doing so: Firstly, the current pandemic is a crisis
that has presented a huge challenge for the everyday work
of the SRC as a globally operating humanitarian organization,
and continues to do so. Secondly, the example of COVID-19
is a very effective way of highlighting phenomena that are
key in the context of its humanitarian work in Switzerland
and abroad. Vulnerability, solidarity and resilience are also
important elements of the SRC’s Strategy 2030. Moreover,
since COVID-19 is a highly infectious virus that can have longterm after-effects, it not only attacks and damages the health
of individuals and entire societies, it also threatens or even
destroys their social integration and economic welfare.
The overall picture associated with the coronavirus pandemic
is a gloomy one. Both nationally and internationally, it is apparent that the pandemic continues to make certain people and groups of people ever more vulnerable. Those who
were not in a good position before the pandemic started are
particularly hard hit. Social and health-related inequalities
have been and are being exacerbated within Switzerland,
and, at a global level, the gulf between rich and poor countries is growing. Where solidarity-based support is effective
though, it is apparent that the people affected can successfully utilize, maintain or even strengthen their resources. This
publication intersperses more academic contributions with
interviews and profiles, giving SRC employees, volunteers and
beneficiaries an opportunity to paint a vivid verbal picture
of their own experiences during the pandemic. They make
it clear that solidarity-based action by volunteers helps not
only vulnerable people’s resilience, but also the volunteers’
own resilience. Though opposites in many ways, vulnerability and resilience are also closely related concepts. For example, it is noticeable that migrants – many of whom have had
to contend with repression, discrimination, persecution, violence, trauma, fleeing their home country and the challenges
of integrating into the countries they pass through and their
final destination – are much more resilient in the current pandemic than people who have always been used to a life of
security and prosperity. The experience of having already survived other crises in life, even if those crises have left their
mark, always affects the way people marshal their own resources and leverage their own resilience. Migrants have already had to overcome many different challenges and have
been forced to develop strategies to deal with or manage cri-

ses and the existential uncertainties they bring with them. If
they have done so successfully, the effects on their resilience
can be positive, since they possess the appropriate experience and thus also the resources and potential to take action.
A similar phenomenon can be observed among people in crisis-torn – yet as a result crisis-resilient – countries and regions.
None of this is intended in any way to trivialize the extent
and intensity of the way the coronavirus pandemic has fundamentally changed the lives of many people and countries
for the worse. And we should by no means idealize the resilience of those affected, who are attempting to come to terms
with the critical living conditions caused by the pandemic.
Instead, we must pay careful attention to ensure that the
discussion on the issue of resilience is not hijacked by arguments inspired by neoliberal ideas (see the article by Mäder in
this publication) of the type we have seen in one of the various trends in health promotion or old-age provision. People
should assume responsibility for managing how they optimize their health or their ageing process themselves and by
so doing reduce the health risks they face. One of the principal reasons for propagating this idea is that it helps save the
cost to the public purse. Anyone who just takes good enough
care of their health and demonstrates they are health-literate will stay healthy. Conversely, it is clear that people must
also take the blame if they fall ill. This simplistic perspective
can also be applied to behaviour during the coronavirus pandemic: Anyone who protects themselves properly and complies with government rules will not get infected. This idea
is based on people living in privileged circumstances and
bears no resemblance to the reality of all those people who
are struggling to make a living or even just subsist. In other
words, people in situations of vulnerability who have to expose themselves to high risks at work in order to feed themselves and their families or who live in cramped conditions,
such as overcrowded asylum centres, refugee camps or slums.
This perspective places individual behaviour (behavioural
prevention) above social parameters (structural prevention),
although the latter are characterized by lack of equality not
only in Switzerland, but worldwide. Responsibility for health
is thus unilaterally assigned to the individual, while the economic and social determinants of health that are both structural in nature and defined by society are ignored. However,
using the example of the current pandemic, the reality of
which is graphically illustrated by the articles in this publication, it is possible to effectively demonstrate the link between the socio-economic conditions in which people live
and the extent to which they are affected by COVID-19 and
its consequences.

Federal Councillor Alain Berset referred to this link in his Twitter message to the Swiss population on 1 May 20211:
“Although the coronavirus pandemic is a once-in-a-lifetime event, the one thing it shares with any other crisis is
the fact that the weakest suffer most. Not only in terms of
health, but also in terms of the economic consequences.
Inequality looks set to increase further at the expense of
equality of opportunity. Low-paid jobs are at particular
risk. Hardest hit, though, are women. Hundreds of millions of women worldwide have lost their jobs. Even in
Switzerland, they are severely affected. Unemployment
affects young women most. And women represent the
majority of the workforce in the key occupations that
keep society running and in which working from home is
not an option – care services, hospitals and shops.”
COVID-19 is thus cementing and intensifying the complete
lack or lack of adequate equality between genders, highlighting the gender gap that already exists in Switzerland and
throughout the world. Crises such as the current pandemic
not only make people whose health is already compromised
even more vulnerable, they do the same to socially and economically disadvantaged groups. In other words, the more
vulnerable people were before the pandemic, the more the
pandemic and its consequences will amplify that vulnerability. The effects can be physical, mental, social and economic.
However, they do not immediately have an existential impact
on everyone. Even in situations of vulnerability, people can
draw on various options and resources. While some are able
to maintain or reacquire their resilience, especially if they receive specific third-party aid and support, others experience
a cumulation of personal and structural disadvantage, which
in turn increases their risk of becoming vulnerable. The International Federation of Red Cross and Red Crescent Societies
has this to say about the “most vulnerable”:
“The most vulnerable are those who are most exposed
to situations that threaten their survival or their ability to
live in conditions of minimum social and material security
and human dignity.”2

1

@alain_berset, 1 May 2021, Twitter

2

Swiss Red Cross. (2013). Simplified access to the services of the Swiss Red Cross for vulnerable
people: principles and real-world examples. (Approved by the National Conference of the
Cantonal Red Cross Associations on 14 September 2013.)
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For the SRC, vulnerability occurs when several health-related, economic or social risk factors combine to produce a
negative impact. The resources available to the people affected are then no longer sufficient to enable them to overcome such onerous situations or circumstances by themselves
and without assistance. Here, the SRC distinguishes between
structural and individual factors that increase the risk of vulnerability. Structural factors result in people being disadvantaged or discriminated against in their access to society’s
resources and include such things as reduced educational opportunities or financial insecurity. By contrast, individual factors manifest in personal limitations such as health-related
restrictions. The risk of becoming vulnerable increases with
the number of structural and individual factors that occur simultaneously and amplify each other. The portraits of the
beneficiaries of the SRC’s “coronavirus emergency aid fund”
in this publication provide a good illustration of this mechanism. At-risk or impaired health can lead to poverty and vice
versa. It can also influence the extent of an individual’s vulnerability. The more structural and individual risk factors coincide, the greater the stress situation, and thus vulnerability.
At this point, the SRC talks about “most vulnerable” people.
The SRC’s humanitarian work aims firstly to provide individual support to people in vulnerable situations, to strengthen
their resources and enhance their resilience. Secondly, however, the SRC also attaches great importance to promoting
and strengthening collective-level structures that reinforce
the resilience of entire groups of people or communities, and
to preventing or reducing vulnerability wherever it is possible
to do so. It advocates equal access for all to testing and vaccination. Finally, but no less importantly, the SRC wants to increase the visibility of vulnerable people’s living conditions
– particularly the most vulnerable in Switzerland and abroad
– and give them a voice. It is particularly important in the current pandemic, which has to be regarded as one of the biggest humanitarian disasters in the globalized world, that we
act as advocates for vulnerable people and ensure that no
one is left behind or, in the words of the Federal Councillor:
“People are talking more about solidarity than ever before. It is up to us all to ensure that the words translate
into action. Now, and even more so when the pandemic
is over and we are still feeling the economic fallout. However great the crisis is, our solidarity is greater.”3
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An overview of the articles
In his critical guest op-ed, Ueli Mäder explores the issue of
what level of normality we want to return to in society once
the pandemic is over. Do we want to return to an economy-driven lifestyle in which everything revolves around
business profitability and there is little room for socially marginalized people except in jobs with little security? The author makes the case for a solidarity-driven resilience that
motivates people and society to pursue their aims in such a
way that everyone benefits from societal cooperation, particularly the vulnerable and socially disadvantaged.
By way of introduction, Brigitte Ruckstuhl and Elisabeth Ryter
situate the coronavirus pandemic in the context of structurally determined health and social inequality in our society.
They then insert this context into an historical perspective,
revealing a certain continuity across various epochs. The example of COVID-19 is used to illustrate why it is important
to analyse social inequality and why it needs to be made visible so that it can be understood. The two authors work on
the premise that COVID-19 is not an “equalizer”, as had been
assumed at the start of the pandemic. Social and health inequality is not a new phenomenon, but one that has consistently manifested in different forms depending on the
historical context. Initial research results would appear to
confirm that the pandemic is making these inequalities more
visible and intensifying them like a magnifying glass. Ruckstuhl and Ryter claim that even if the crisis created by the
coronavirus pandemic can be overcome, disadvantaged people will experience its consequences for much longer, and
that these consequences will influence their health throughout the entire further course of their life. This will require appropriate action from public health and social welfare policy
makers as well as from civil society players such as non-governmental organizations.
In the second article, Jolanda Jäggi explores the impact of the
COVID-19 pandemic on the mental health of the Swiss population. The majority of Switzerland’s population survived the
first wave of the coronavirus without any significant problems. However, the mental health of certain groups of people
has been more significantly impacted than that of others. The
pandemic seems to be intensifying established tendencies in
inequality and existing burdens. For example, people with
existing mental illnesses, children and young people, socially
disadvantaged people, people at an elevated risk of exposure
or infection and lonely, socially isolated people are exposed
to particular burdens during a pandemic. If they do not have
the personal resources and protective factors or if established
and reliable stress management strategies are nullified by the
pandemic, the result can be psychological distress. In order
to keep the mental suffering caused by the coronavirus pandemic in check, it is important to strengthen the key protective factor of social support and prevent the key risk factors
of loneliness and isolation. The author points out that civil

society players that support people living alone, for example, or help out with care for children or relatives or maintain
contact with people who are isolating or in quarantine have
a pivotal role to play in this context.
The article by Manuel Tettamanti and Joëlle Darwiche examines the issue of how the pandemic is specifically affecting
family systems and the factors that help families contain their
vulnerability and develop strategies to maintain and enhance
their resilience. They find that the current pandemic and its
economic and social consequences are increasing the burden
on families who are already in greatest danger. The increased
or accumulated stress that becomes a hallmark of everyday life
can harm family relationships as well as representing a risk factor for mental disorders or triggering relapses. The likelihood
of greater intra-family conflict and violence also increases. Empirical research into family dynamics in stress situations shows
that families’ resilience needs to be enhanced in these special
contexts. The article provides a short overview of the key burdens affecting the most vulnerable families during the pandemic and how they can negatively impact the dynamics of
their relationships. Ways of managing these burdens are suggested and the article explains that it is not sufficient merely to
strengthen the resilience of families who are at risk by mobilizing their internal resources. In addition, it requires efforts to
intervene specifically in the social systems that are the source
of accumulated stress, inequality and injustice.
In her article, Pasqualina Perrig-Chiello examines inter-generational relationships amid the tensions created by crisis situations. According to the author, one of the characteristics
of crises is that they regularly spark discussions around the
subject of generational conflict. Looking at the current pandemic, she explains how COVID-19 affects inter-generational
relationships. Does it strengthen inter-generational solidarity through the shared experience of being affected or does
it instead tend to weaken it? This article identifies negative
images of age within society and the generations’ ignorance
of each other as the primary causes of inter-generational
tension. Ultimately, however, it concludes that despite all the
media debates, there was considerable tangible inter-generational solidarity at family level and between neighbours. It
questions the official definition of the 65-and-over age limit
as a criterion for assigning people of pensionable age to risk
groups and the concept of “vulnerability”. Finally, it addresses
the question of why the coronavirus pandemic represents an
important opportunity to improve mutual understanding and
increase solidarity in inter-generational relationships throughout our society.
One important group of people who have been additionally
impacted by the coronavirus pandemic and who generally live
in a situation of vulnerability are refugees and migrants, including those known as sans papiers. Eva Spiritus-Beerden, An
Verelst, Morten Skovdal, Nina Langer Primdahl and Ilse Derluyn,
all members of a European research team, were commissioned

by the WHO to investigate their situation during the pandemic. They concluded that the lives of refugees and migrants
are often dominated by a range of stressors, including discrimination, poor living conditions and an elevated risk of mental
illness. These disadvantages make them particularly vulnerable during the COVID-19 pandemic since health and welfare
systems are overstretched and understaffed. The study aims to
highlight the effects of COVID-19 on the day-to-day living conditions of refugees and migrants in Europe. In pursuit of this
aim, the researchers conducted a quantitative survey of more
than 8,000 people between April and October 2020. The majority of respondents reported that their financial status, access to work and feeling of security had deteriorated since the
pandemic. The groups who are at greater risk of deteriorating
day-to-day living conditions since COVID-19 are the homeless,
those with no permanent accommodation and people with
no official residence status. The results illustrate just how important it is to make specific allowance for these at-risk groups
in COVID-19 strategies. Efforts must be made to improve their
living conditions and ensure continued service provision at all
times, but particularly during a pandemic.
It is in the nature of things that most humanitarian work undertaken as part of international cooperation takes place in
fragile contexts. The fact that humanitarian work in Switzerland has also had to take place – and in some cases is still taking place – in a less stable context than usual is a result of the
coronavirus pandemic, which has had, and continues to have,
a major impact on the SRC’s domestic work for the first time.
The article by Hildegard Hungerbühler, which takes the form
of a conversation with Christine Kopp and Thomas Gurtner,
discusses how the global pandemic has changed the conditions in which the SRC’s humanitarian work in Switzerland and
abroad takes place, outlines the new challenges and attempts
to derive conclusions for working with people living in a situation of vulnerability going forward. The article also compares perspectives for crisis management in Switzerland and
abroad and addresses the issue of whether beneficial experience-sharing that has yielded fresh synergies has become a
reality, particularly with the aim of enhancing vulnerable people’s resilience, intercepting and reducing vulnerability and
strengthening public solidarity.
These seven articles are bookended by discussions with and
profiles of people in Switzerland and abroad who have received aid and support from the SRC or from services co-financed by the SRC during the pandemic. However, it is also
important to hear from volunteers and employees at the SRC
and other Red Cross and Red Crescent Societies that have
made a committed effort to support vulnerable people affected by the crisis. The aim is to document the perspectives
and personal experiences of a variety of people in a range
of roles, life situations and environments in a bid to complement the more academic items by presenting the diversity
and breadth of human experience during the coronavirus
pandemic.
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Solidarity and resilience

The COVID-19 pandemic is lasting longer than we expected
and is impeding us in our daily lives. Financially secure people are better equipped to deal with this state of affairs. The
crisis is both highlighting and concealing social inequality.
It can also enhance resilience, as well as willingness to provide greater support to people who have few resources and
are socially disadvantaged. In this publication, the Swiss Red
Cross (SRC) addresses the issue of what consequences the
current crisis is having and how solidarity can be encouraged.
When it first emerged, the coronavirus was a long way away.
Some people were heard to say that the pandemic was all the
fault of those affected by it. We watched curiously and possibly with a certain amount of morbid fascination until the virus got closer, made us feel threatened and suppressed our
secret sense of superiority. Questions were asked. How could
the virus spread so quickly? Even in a country so renowned
for cleanliness? The media brought disturbing images of coffins in Bergamo straight into our cosy living rooms. They put
faces to statistics that were otherwise difficult to comprehend. Then our friends and relatives began to catch the virus
too. Stories of cases in personal circles were particularly moving. Who can forget the daughter who took her own life after infecting her aged father?
During the first wave, I was impressed by people’s willingness
to accept restrictions as a way of protecting at-risk groups.
The assumption that the crisis would soon be overcome no
doubt helped here. The Federal Council assumed a lot of responsibility, ordering a lockdown that severely curbed key areas of our daily lives. This was a notable step, not least in the
light of the economic interests that dominate our society.
As restrictions continued, there were increasing calls for
greater mobility and flexibility. The government turned to a
strategy of greater personal responsibility coupled with cantonal powers. However, it was not long before rising case
numbers made stricter measures necessary. The instruction
to stay at home was now urgent once again, but met with
varying responses. Young people volunteered to go to the
shops for old people, while children left home-made biscuits
outside elderly neighbours’ front doors. A driver who suddenly pulled up next to a retired couple who were out with
their shopping bag responded somewhat differently, angrily
accusing the pair of endangering themselves and others by
leaving home unnecessarily. Although cracks obviously appeared from time to time, social cohesion was largely maintained. The public sector was a key contributor, with its
financial reserves and compensation for short-time working. Meanwhile, social disparities among marginal workers
and the socially disadvantaged were amplified. One of the
reasons for this was our social security system’s bias, despite
more rapidly increasing wealth, towards gainful employment

and conventional employment histories, both of which have
become rare in individualized societies.
In Switzerland, 300 already rich individuals increased their
wealth to 707 billion francs during 2020. A small number
of private taxpayers own an ever-greater proportion of net
wealth. Almost half is in the hands of just one percent; a
quarter have absolutely no reserves whatsoever. For a long
time, broad sections of the population were enjoying an improvement in material living conditions. Social inequality was
declining. Since the 1980s, however, capital has been more
aggressively pumped into areas where the returns are highest. This financially driven philosophy makes no allowance for
social equilibrium. Nevertheless, maternity insurance benefits were introduced in 2004. Since then, social welfare expenditure has remained consistently at around one fifth of
gross domestic product, despite a huge rise in contributions.
Unemployment and disability benefits have even fallen in
real terms. The same applies to income support, which has
had to contend with more emergencies as a result of corona
virus. The pandemic has also increased the number of cases
of depression. The rise merely illustrates something that has
long been known: the lower people’s income, the greater
the health-related impairments they face. A lot of children
and young people are affected, becoming victims through
no fault of their own. This is especially true if their parents do
not have jobs and living conditions are cramped.
Economising on living conditions further excludes the socially disadvantaged. Some of them become despondent
and withdraw into themselves. They blame themselves for
problems that are partly society’s fault. People who are marginalized and socially isolated tend to feel that they are the
architects of their own predicaments. For example, a single-parent shop worker might attribute her inadequate income to her own actions, reproaching herself for not having
paid more attention at school. Depending on circumstances,
resignation can mutate into indignation. This can occur, for
example, when injustices are not concealed or subject to taboos, but brought to light. Anger can then prompt people
to fight their own cause or to latch on to populist simplifications. What is needed are social certainties that strengthen
people structurally, culturally and personally, say by means
of guaranteed minimum wages and supplementary benefits
that protect the livelihoods of all households. An awareness
that circumstances can be changed is also helpful. Specific
experience of successful real-life examples bolsters people’s
confidence in their own abilities.
The European Forum Alpbach discussed the coronavirus pandemic as a training ground for resilience in autumn 2020.
One of the findings was that agility and flexibility are extremely important in a crisis. This finding appears to support
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a perception of resilience that follows market-driven principles by setting out to optimize cost-efficiency against security of supply. A similar viewpoint can be found in ambivalent
social reforms that endeavour to stimulate human behaviour primarily by means of financial incentives. Thus rational
self-management can be used to husband people’s relationship with themselves. This premise is based on a simple calculation. People who “overcome” their problems themselves
will make fewer demands. People who individualize their predicaments simplify them. The concept fits with self-help literature that reduces the social to the private and propagates an
entrepreneurial self that adapts to existing circumstances. By
contrast, a different type of resilience aims to critically question circumstances. It aims to develop an introspective self
that engages with humane goals in a respectful, socially interconnected way.
Current debates about the coronavirus are hallmarked
by similar controversies. Some people want to reopen
everything as quickly as possible and restore the old normality. They regard society as mechanical machinery that is
permanently striving to perfect its own efficiency. Their conception of their fellow beings is driven by utility, using material incentives to generate prosperity and consumption.
Enough is never enough. As a result, social beings are reduced to simple commodities. A different attitude asks how
normal this normality is and what is genuinely expedient. It
uses the coronavirus pandemic to illustrate just how helpful
simple actions are, and does so irrespective of whether they
are regarded as official or systemically relevant. It provides a
foundation that can be built on.
Our society is dependent on the socially responsible behaviour of countless numbers of people, despite their financially
driven lifestyles. Humanitarian organizations such as the SRC
and courageous civil society players are contributors to this
behaviour, advocating a living and creative culture of exploration and debate. It is also important to have a democratic
state that guarantees reliable public service and a secure existence. This commitment is conducive to a type of resilience
that does not set out to resolve the problems it has helped
to cause by citing agile flexibility. Solidarity-backed resilience of this kind cannot be appropriated. It motivates people and communities to pursue their aims in such a way that
everyone benefits from societal cooperation, particularly vulnerable and socially disadvantaged people. From the SRC’s
perspective, resilience is a participatory approach. It promotes equitable participation in important resources such
as employment, training and health.

12

Brigitte Ruckstuhl and Elisabeth Ryter

Pandemics as seismometers of inequality

Introduction

Historical insights: missed opportunities

The images that appeared in the media in March 2020 have
etched themselves into our memories: convoys of trucks carrying dead bodies in northern Italy, hospitals overcrowded
with seriously ill people lying on their stomachs and hooked
up to ventilators, medical staff with the task of deciding
who received what treatment; images from Geneva of long
queues of people waiting for free food. The COVID-19 pandemic took us all by surprise. None of the generations currently alive in Europe had ever experienced anything similar.
While infectious diseases such as SARS (2003) or swine flu
(2009) came close, their effects on us as events were isolated.

Inequality in the distribution of health and disease has been
observed right from the early days of modern public health.
The expression “poverty is the mother of all diseases” (Frank,
1790, 150) was coined by Johann Peter Frank (1745–1821),
who published one of the first comprehensive treatises on
the subject at the end of the 18th century. The emergence of
the hygiene movement in France around 1830 and the rampant cholera epidemic of the time gave added momentum to
the development of medical statistics. It was hoped that statistics would provide an insight into the causes and transmission patterns of cholera and other infectious diseases: Lack
of equality in the face of disease and death became a measurable reality. Genevan physician Marc d’Espine (1806–1860),
who had analysed deaths in the city between 1838 and 1843,
summed up the situation as follows:

At the start of the COVID-19 pandemic there was a widespread perception that the virus could affect anyone and
everyone. It was referred to as an “equalizer”. The longer the
pandemic lasted, however, the clearer it became that people of lower socio-economic status are not only harder hit
by the social and economic effects of the pandemic, they are
also more frequently and more severely affected by the virus. A large number of studies corroborate this finding. The
first publications came from the USA and United Kingdom.
In the meantime, we now also have data from other European countries and Switzerland. The pandemic is encountering existing structures, problems, discussions and cultures
and accentuating or amplifying them. The crisis is acting like
a magnifying glass by making certain aspects more plainly
visible (Lessenich, 2020). The social and health inequalities in
question are not a new phenomenon. However, they became
manifest in different forms depending on the historical context and are perceived in different ways.
Below we describe how the “relationship between social inequality on the one hand and health status and health-promoting or harmful factors on the other” (Mielck, 2001, 805)
is addressed and interpreted. The aim of this article is to raise
awareness of these relationships and to describe the public-health tasks that arise from them. In the first section, we
show the distribution of disease and death for cholera, tuberculosis and Spanish flu – all infectious diseases – in the 19th
and early 20 th centuries. After that, we turn our attention to
the current pandemic. How is it impacting inequalities in real
life and how is society dealing with them? Finally, we set out
the challenges that government and public health will face
in the future and suggest possible ways of addressing them.

“Affluence reduces natural mortality among a population and increases its average and likely lifespan. […] Poverty, by contrast, increases mortality and reduces likely
lifespan and average age. […] In short: prosperity extends
life, while poverty shortens it” (d’Espine, 1846, 52).

Cholera – the 19 th century pandemic: In the 19 th century, most diseases were infectious in nature. Typhoid, dysentery, typhus fever, smallpox, measles and scarlet fever
were endemic – i.e. native – and broke out profusely at irregular intervals. The shock was great when cholera, which
was widespread in Asia, approached Europe in the 1830s and
even reached Switzerland. People were poorly prepared for
it. However, Switzerland was less heavily affected than other
regions. The largest number of cases occurred in Zurich during the third wave of the pandemic in 1867. Within just over
three months, there had been 684 cases of illness and 581
deaths. The majority of the victims were people living in the
poorer areas of the city. A number of scientists, for example
Anton Biermer (1827–1892), head of the medical clinic at Zurich’s university hospital, made the link with their living conditions:
“The social afflictions and disadvantageous living conditions of certain classes of people are often just as important in the spread of epidemics as the actual pathogens
themselves” (Condrau, 1993, 93).
Factors that facilitated the spread of both cholera and endemic typhoid were suspected to include an inadequate diet,
the lower classes’ poor living conditions, dirt and open sewers. These conditions were the ideal breeding ground for infectious diseases, especially in the rapidly growing cities.
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Classic containment methods such as quarantining and isolation were used. Zurich had to resort to putting people who
could not isolate because their homes were too small in segregation houses or emergency accommodation. In addition
to isolation, preventive action was taken by distributing flyers advocating an “orderly” lifestyle. This involved eating
and drinking in moderation, cleanliness and avoiding all excesses. Ultimately it was a bourgeois education campaign for
the lower classes. Nevertheless, there were still a small number of critics who claimed that it was not sufficient just to
tell people what was healthy and what was not: action was
needed to prevent malnutrition and hunger. Aid in these crises was provided primarily by private schemes.
Improvements in public hygiene began to attract increasing
attention as a more sustainable response. Cholera in particular had increased pressure in Zurich. Sanitation of cities advanced with the expansion of drinking water supplies and
sewage systems in the second half of the 19th century. While
these innovative engineering-based infrastructure solutions,
which originated in the UK and France, doubtlessly brought
about tremendous progress, they did little to change structural inequalities.

The social medicine approach: A second approach to combating common diseases also existed around the middle of
the 19 th century (Ruckstuhl & Ryter, 2021). It was closely associated in German-speaking countries with Salomon Neumann (1819−1908) and Rudolf Virchow (1821−1902) and was
known as social medicine. The two German physicians felt
there was a close link between disease and social conditions.
Neumann believed that the main causes of disease and death
did not have “natural” origins, but were primarily the result
of social conditions (Neumann, 1847, 84). Both responded to
the growing social distress brought about by industrialization
by urging the state to improve conditions.
“A democratic state is committed to the welfare of all its
citizens since it recognizes that all have an equal entitlement […]. However, welfare requires health and education, and it is therefore the duty of the state to provide
[…] the resources needed to maintain and propagate
health and education to the greatest possible extent.
[…] The state must […] assist everyone in such a way that
they enjoy a healthy existence” (Die medicinische Reform,
1848, 22).
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The approach failed to gain traction: In the 1860s and 1870s,
the science-driven hygiene approach became established,
helping the engineering-based solution of sanitation make
headway. It developed as a branch of medicine and addressed health and diseases among the population, an area
we now know as public health. It experienced an unparalleled upsurge from the 1880s onwards thanks to the emer-

gence of bacteriology, but continued to upstage efforts to
address the social issues.

Tuberculosis – the disease of the poor: The links between
disease and the conditions in which people lived began to attract more attention again around 1900 as problems stemming from the second phase of industrialization emerged.
The approach adopted to dealing with tuberculosis as a
chronic infectious disease is an impressive illustration of this
(Ruckstuhl & Ryter, 2017).
Around the turn of the century, tuberculosis was the commonest cause of death in Switzerland, primarily affecting
women and men of working age. As early as the 1880s, when
luxurious sanatoriums were being built for the well heeled,
some experts were pointing out that the disease was most
prevalent among blue-collar workers in trade and industry.
Towards the end of the 19 th century, however, calls to take
urgent action to protect these groups gathered momentum.
In 1894, Jakob Laurenz Sonderegger (1825–1896), one of the
most influential Swiss health politicians of the last third of the
19th century, summed the situation up as follows:
“The impoverished make up the majority of the population. […] They cannot wait until they and their worthy fellow citizens have felicitously resolved the social issues”
(Sonderegger, 1894, 29).
The cantons subsequently began to build one public sanatorium after another. Bacteriology provided scientific support
for this strategy since it got people out of their cramped accommodation and prevented further infections. It was also
hoped that in-patient treatment would provide an opportunity to teach poorer people a “hygienic way of living”. This
aim was given additional emphasis by a rigid, strictly regulated daily routine. Since infectious sputum was regarded as
the primary source of infection, close attention was paid to
spitting correctly and to cleanliness in general.
However, it was not long until doubts arose about the effectiveness of sanatoriums. Under the influence of social hygiene, there was a growing conviction that there was little
point in sending people to a sanatorium if they only returned
to the environment that had made them ill in the first place.
Following the recommendations of international conferences, local welfare centres began to appear from 1906 onwards, at first set up by middle-class women’s associations.
They focused on prevention and early detection and forged
a close link between medical and welfare work. Centres were
led by physicians, who were responsible for diagnoses, while
the welfare workers focused on social tasks. In addition to
providing material support, the centres focused on teaching
a middle-class lifestyle. Structural improvements to conditions were not an issue, or at most a peripheral one.

Even the new discipline of inequality research, which began
to emerge before the First World War on the back of the influential work Krankheit und Soziale Lage (Disease and Social
Station) by Max Mosse (1873–1936) and Gustav Tugendreich
(1876–1948), failed to change matters in any meaningful way.
The two researchers collected extensive data to demonstrate
the uneven distribution of health and disease. Picking up
from Virchow and Neumann, they denounced current conditions and demanded appropriate action from the government:
“Poverty condemns the majority of civilized humanity to
an unhygienic way of life that has deadly consequences.
This is now an established fact. […] Today social politicians, economists and doctors are familiar with the link.
It is a reality that imposes a major and serious obligation
on society. The aim is to enable the poor to enjoy an existence that is satisfactorily hygienic, and by so doing to
gradually even out the huge differences between the life
expectancy of the rich and that of the poor” (Mosse &
Tugendreich, 1913 [reprinted 1981], 21).
The discussions on the Federal Act on Measures to Combat Tuberculosis of 1928 are illustrative of the political approach to
the structural associations between the socio-economic and
health situations. The Federal Council’s dispatch clearly cited
inadequate living conditions as an aggravating factor in the
fight against tuberculosis. This was reflected in the draft legislation, which contained several articles intended to create
a minimum level of social equilibrium. These included free
sputum examinations and housing disinfection for people
on lower incomes, or financial compensation for people who
were unable to work owing to tuberculosis. However, parliament refused to countenance the Federal Council’s proposals. There was no appetite for a “general humanitarian law”
stated the spokesman of the Council of States’ preliminary
consultation committee; instead a law with measures to combat the disease was wanted (Ruckstuhl & Ryter, 2017, 149 ff.).
This simply meant primarily restricting the response to medical factors on the grounds that financial resources would not
stretch far enough to include social aspects. As a result, medical interventions such as imaging-based investigations and
vaccinations continued to rise while cooperation between
medicine and welfare organizations began to fall apart.

Spanish flu – the biggest disease-related demographic disaster of the 20th century: As the First World War was reaching its
conclusion in summer 1918, the world was taken by surprise
by the biggest influenza epidemic it had seen to date. Spanish flu, as it was called, spread rapidly, claiming between 50
and 100 million lives worldwide. Switzerland was not spared.
A lot of people were suffering the effects of war-related inflation and food shortages and slipped into poverty. Hundreds
of thousands were reliant on state or private aid (Kury, 2018).

Around 25,000 out of a total population of just under four
million died during the summer and autumn waves. The majority of victims were aged 18 to 40 (BFS, 2018). Researchers
estimate that the infection rate was around 50% (Sonderegger & Tscherrig, 2016).
The country was anything but prepared. The government
and armed forces were preoccupied with war-related problems. In summer 1918, the Federal Council banned all gatherings and empowered the cantons to impose measures (Kury,
2018). Switzerland’s federal structure impeded a coherent
strategy. Not only was there no agreement between the cantons on what measures to take, there was no coordination either. The Berner Tachwacht was critical:
“As far as the spread of the epidemic is concerned, there is
no point in the City and Canton of Bern closing churches,
theatres, cinemas, etc. […] if Zurich keeps performing,
playing and preaching. […] Travellers come and go, and
carry the germs of the disease from one place to another”
(Kury, 2018, 397).
The cantons’ experience of poor cooperation may have been
one of the key factors behind the founding of the Swiss Conference of the Cantonal Ministers of Public Health in autumn
1919 (Ruckstuhl & Ryter, 2017).
Historical researchers only began to show interest in the
Spanish flu in the 1990s (Sonderegger & Tscherrig, 2016).
While it is not possible to comment on the socio-economic
background of the people who died of the disease because
the data do not exist, an analysis of statistics for the City of
Bern show a significantly higher mortality rate in the poorer
districts (Staub et al., 2021). However, research has revealed
a further discrepancy. At the time, the media discussion of
the flu in Switzerland was restricted almost entirely to the
armed forces and general strike. The soldiers were regarded
as the victims. The fact that more than 20,000 civilians died
was barely mentioned and concealed the lack of equality in
the disease’s impact (Sonderegger & Tscherrig, 2016; Kury,
2018). US economist and statistician Edgar Sydenstricker
(1881–1936) first cast doubt on the assumption that the flu
affected everyone equally in 1931. Sydenstricker’s theories
have since been confirmed internationally (Bambra et al.,
2020; Wachtler et al., 2020).
These examples from history show that the links between social status and health were known and discussed. In practice,
however, measures were restricted to epidemic control, engineering and educational measures and individual aid offerings. The crucial factor was the dominance of science-driven
medicine in public health since the mid-19 th century. It dictated the way disease was interpreted and emphasized an
individual, physiological perspective.
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International realignment: Since 1851 there had been attempts to establish international rules governing countries’
approaches to pandemic management, particularly cholera.
A first, modest result was the 1893 convention on quarantining ships (Howard-Jones, 1975). However, the two World
Wars put a stop to any further initiatives of this type. It was
not until the World Health Organization (WHO) was founded
in 1948 that disease control became a topic for international
discussion once more. Despite the holistic view of health set
out by the WHO when it was founded, the status of biomedicine was further enhanced during the therapeutic revolution
of the post-war years.
During the 1970s and 1980s, the transformation undergone by society brought about a change in mindset as regards public health. The WHO played an important role in
this change, incorporating the empowerment- and participation-based concerns of social movements, developing new
strategies and formulating the Health for All by the Year 2000
vision. The Declaration of Alma-Ata of 1978 and the Ottawa
Charter of 1986 put the uneven distribution of resources,
health and disease back on the agenda. The focus shifted to
a salutogenic – i.e. health-centred – perspective. Health was
regarded as the result of complex interactions between living
conditions, everyday life and people’s actions and therefore
as something that required an intersectoral policy.
The issue of health inequality was given a major boost by
the publication of the Black Report (Report of the Working
Group, 1980) in London in 1980. This startling study found
that class-specific differences in morbidity and mortality had
increased since the 1930s. The Black Report and subsequent
studies also drew attention to the social gradient, a metric that describes a linear relationship between socio-economic status and mortality as well as the majority of diseases.
The more financial resources a person has, the better their
chance of good health and a longer life. The change of perspective brought about by research and health-policy discussions found expression in new explanatory models. The best
known of these is the “rainbow” model developed by Göran
Dahlgren and Margaret Whitehead (1991) (see figure 1). It
emphasizes the significance of social, material and cultural
conditions, which, aggregated over the course of an individual’s life, contribute to health inequality. The model provides
the basis for the WHO’s concept of social determinants of
health, which is used in public health research and practice
(WHO, 2008). It makes it possible to carry out comprehensive analyses, heightens perception of inequalities and provides points of reference for the Health in All Policies strategy
developed from it, which was introduced to the European
Union by Finland in 2006 and disseminated worldwide following the WHO’s Helsinki Conference in 2013.
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Health inequality in the context of the COVID-19 pandemic
The COVID-19 pandemic struck a society in which social and
health inequality was rife. The statement “poor people fall
sick more often and die earlier” is still valid in the early 21st
century (Knöchelmann & Richter, 2021). Never before has
there been as much data or knowledge at both national and
international level to confirm this fact. The tendency shows
that inequality has even increased in recent years (Maron &
Mielck, 2015).
Not long after the pandemic broke out, it became clear that
infection rates, serious cases and mortality were much higher
among people of lower economic status, ethnic minorities
and refugees (Bambra et al., 2020). Initial studies from the
USA suggested that hospitalization rates among ethnic minorities were four to five times higher. A similar trend was observed in the UK (Huang, 2020), and studies from continental
Europe confirmed a comparable pattern there. A review by
the Robert Koch Institute of the international situation as regards health inequality and COVID-19 proved that people of
low socio-economic status were more severely affected overall (Wachtler et al., 2020).
What explains this inequality? Bambra et al. (2020) describe
the pandemic as a syndemic. A syndemic, or synergistic epidemic, occurs when risk factors interactively combine to produce an aggregate effect that amplifies the negative effects
that exist prior to the pandemic breaking out. For example, chronic diseases that are responsible for severe cases of
COVID-19 are exacerbated because the pandemic intensifies
the negative social determinants.
Different infection rates are the result of unequal living and
working conditions. Many of the people working in essential
jobs have a higher contact rate (Wachtler et al., 2020; Heisig
& König, 2020). Shop assistants, carers and daycare centre
staff earn a low to moderate income and tend to be more
reliant on public transport and live in smaller flats (Knöchelmann & Richter, 2021). By contrast, working from home is the
preserve of people in higher-income professions.
Serious cases and elevated mortality are primarily linked to
advanced age and pre-existing conditions. However, risk factors such as smoking or obesity can also have a detrimental
effect on the course of the disease. These are in turn linked
to a social gradient – i.e. they affect socially disadvantaged
people disproportionately (McNamara et al., 2017). Inequality also manifests in restricted access to medical care and
social support services, particularly among sans papiers,
asylum seekers and sex workers (Wahrendorf et al., 2020).
This uneven distribution of resources and risks, structural,
health-related, behavioural and psychosocial factors results
in increased vulnerability among certain groups (Burström &
Tao, 2020; Wachtler et al., 2020).
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Figure 1: Model of determinants of health according to Dahlgren & Whitehead (1991)

The situation in Switzerland: Switzerland is among the coronavirus has changed little for a large proportion of the
world’s wealthiest
andGesundheitsdeterminanten
has an excellent healthcare
groups
such as recipients of social welfare, since
Abbildungcountries
1: Modell der
nach Dahlgren
undidentified,
Whitehead (1991)
system. Recently published studies confirm that the mech- they continue to receive regular aid. Other groups, however,
1. inequality and described such as sex workers or sans papiers, have experienced an inanisms and Abbildung
patterns underlying
above apply here too. De Ridder et al. (2021) investigated crease in precariousness, having lost all or a proportion of
the persistence of SARS-CoV-2 clusters over two months in their income.
different districts of Geneva. They determined that 85% of
clusters remained in districts with low, 70% in those with me- Sans papiers face special problems by virtue of their irregular
dium and 30% in districts with high quality of life. The inter- residence status, which deprives them of any entitlement to
pretation of these results points clearly to social determinants state aid. A research group is examining the problems they
of health: low incomes, low old-age pensions, high unem- are facing in Geneva (Burton-Jeangros et al., 2020b). Of the
ployment and a high proportion of migrants. The latest data 10,000 to 15,000 sans papiers living in the city, a large profrom a preprint confirm these results (Riou et al., 2021). While portion work in private homes. Many were given notice betest rates are lower in less privileged districts than privileged cause their employers either took charge of housework and
ones, the likelihood of testing positive is greater. Coupled childcare themselves during lockdown or were worried about
with that is an elevated risk of needing hospital treatment, their employees infecting them. The financial straits resulting
experiencing a severe form of the disease or even death. The from loss of employment are increasing uncertainty about
phenomenon is explained by similar factors to those in Ge- assured accommodation and food. Some of those surveyed
neva: greater unprotected contact, no option to work from even said they were going hungry. The sans papiers shy away
home, cramped living space and more frequent chronic dis- from seeking medical and social assistance for fear of being
eases.
deported. They frequently do not have essential information
about services available outside the state framework, not
The media and reports have already pointed out the impact least owing to language problems. Both the Geneva and Zuof the pandemic on mental health on several occasions (Bur- rich studies point out just how heavily this group’s behaviour
ton-Jeangros et al., 2020a; Kessler & Guggenbühl, 2021), and is influenced by the fear of being discovered.
this is an area where the Swiss Corona Stress Study provides
information (de Quervin, 2020). Almost half the people sur- The socio-economic data analysed by the Swiss Economic
veyed experienced higher stress levels than before lockdown. Institute KOF support the results of the studies cited above
The incidence of moderately severe or severe symptoms of (Martinez et al., 2021). The pivotal issues concern working
depression rose in people who were already affected by the conditions and available income. The data prove that peocondition before coronavirus. The key stress factors cited in- ple living in low-income households are more frequently afclude changes at work, living alone and fears about the fu- fected by downturns in the employment situation and that
ture.
they suffer the biggest drop in income. One third of the lowest income group (less than 4,000 francs a month) experiA study carried out on behalf of the City of Zurich’s social af- enced a reduction of 20%. The equivalent figure for the top
fairs department examined the situation of particularly vul- income group (over 16,000 francs) was 8%. While the top innerable groups (Götzö et al., 2021). It investigated which come group were able to increase their savings, 39% of the
groups of people are being forced by the pandemic to make lowest had to withdraw money from theirs. One person in
use of free meals, food banks and vouchers. It found that the nine among this group even ran into debt. This being so, the
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results for their subjective assessment of their own wellbeing
do not come as a surprise. The gradient shows that the less
income a person has, the lower their assessment of their own
well-being is.

Political and social responses: With the imposition of protective measures and the first lockdown in March 2020, state
agencies took action to break chains of infection and cushion the impact of major economic downturns. The established tool of short-time working was intended to prevent
redundancies and the associated large-scale unemployment,
while non-repayable contributions, loans, sureties and guarantees were intended to allow companies and the self-employed to bridge coronavirus-related liquidity problems and
compensate for lost earnings at least to a certain extent. The
aim of these economic measures is to avoid a large-scale social crisis. Whether they will be sufficient to prevent a further
increase in social inequality remains to be seen and investigated.
In addition to state measures, civil society and its numerous NGOs also assume key functions. Relief organizations,
churches and private initiatives provide aid in crises to reduce
social distress and hardship. By doing so, they fill an important gap in Switzerland’s social system because they are frequently able to respond faster and more directly. They also
take care of particularly vulnerable groups, such as the “invisible” sans papiers. Swiss Solidarity, for example, raised almost
65 million francs for national and international aid organizations in 2020. The pandemic is expanding the number of
organizations it supports to over 100, each operating at national, regional or local level. These donate money and food
to people who were generally already living in precarious circumstances prior to the pandemic (www.glueckskette.ch, accessed on 10 May 2021).

Challenges

18

The COVID-19 pandemic shows how quickly infectious diseases, with the enormous health-related, social and economic consequences they entail, can spread across the world
in today’s mobile society. Even though the current pandemic
will be overcome, the structural, social and health inequalities will remain or intensify (Quinn & Kumar, 2014). The task
of public health is to create a framework that promotes the
health of all in equal measure. This means influencing social
determinants and extends to critical analyses of political and
economic conditions (Wachtler & Rakowitz, 2021). A situation in which social conditions cause shorter life expectancy
or poorer health also stands in opposition to the concept of
what a welfare state should be (Lampert et al., 2019). There
is a need for a public debate to establish how problem areas

are perceived and interpreted and how the challenges that
arise should be addressed.
The global nature of the pandemic shows clearly that it can
only be overcome by adopting global solutions. For this reason, public health will have to adopt and advocate a global
perspective to a much greater extent going forward. This is
because any epidemic, regardless of where it breaks out, can
quickly escalate into a pandemic. While this sounds plausible, it is still a major challenge, and one that is currently most
visible in the situation regarding vaccine distribution. Even
before vaccines were available, the wealthier countries had
secured sufficient doses, while others, particularly those in
the southern hemisphere, face a long wait until they will be
able to vaccinate their populations.
In terms of implementation, the One Health movement provides a template (Ruckert et al., 2020). One Health is a multisectoral, transdisciplinary approach that acknowledges the
links between humans, animals, plants and the conditions in
which they live. These include global issues such as food security, sustainable development and global warming, which are
all closely linked to social and health inequality (Quinn & Kumar, 2014; Zeeb, 2020). The primary drivers are the UN’s Sustainable Development Goals in its 2030 Agenda, published in
2015, which espouse equitable access to healthcare.
One key challenge that is also relevant at national level is reducing health inequalities (Wachtler & Rakowitz, 2021). Such
inequalities arise as a result of complex mechanisms that
encompass economic, environmental and social systems.
Change is unlikely to occur unless action is taken to address
structural framework conditions. The Health in All Policies
approach offers a concrete way of doing so, taking systematic account of the effects of political decisions on health
and promoting health equity through its effects on social
determinants (Geene et al., 2020; Dragano & Conte, 2020).
These concepts have been a subject of discussion since the
1980s and are being adopted primarily in the Nordic countries (Brown et al., 2019). While they are being discussed in
Switzerland and are also being applied in individual projects
(BAG, 2019; Weber & Hösli, 2020), a national, intersectoral
policy that involves cooperation between various players
in the health, education and business sectors in pursuit of
shared goals and incorporates NGOs and civil society initiatives is still a long way down the road.
The foundation for such a policy involves a further challenge, that of introducing comprehensive monitoring that
links socio-economic data with health data. Overall, greater
knowledge of the underlying mechanisms and more political attention are required. Monitoring will supply knowledge,
create transparency and legitimize actions. This knowledge
also has to be channelled into national pandemic planning,
which should define in greater detail how priorities will be
set and social consequences cushioned (Quinn & Kumar,

2014). Support in doing so can be obtained from the WHO
Regional Office for Europe, which is currently developing indicators for monitoring pandemic-related health inequalities
(Wahrendorf et al., 2020).
Finally, there will have to be a public discussion on how
health should be interpreted and evaluated. Health is currently viewed primarily as a personal asset that people are responsible for managing themselves. This view is driven by a
huge market and a health system that is still focused on individual health provision, and obscures the fact that health and
disease are also determined by structural and social inequality. Public health, in the form of an integrating, interdisciplinary field of action and knowledge that considers the global
and national health of the entire population and their social,
economic and health environment, needs to be strengthened. Health is a social asset; it is essential for participation
in society and for achieving life goals (Morabia, 2020).
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Portrait

Interview by Julia Zurfluh, Swiss Red Cross

Carla catches up

My name’s Carla, and I’ve been a volunteer with
the Geneva Junior Red Cross for some time, tutoring asylum-seekers. School closures in March 2020
highlighted inequalities. Some children, who already relied on help, fell completely by the wayside. When they switched to online learning, they
couldn’t all count on additional care and support.
Even getting access to the technical infrastructure
they needed was a challenge. I immediately noticed that many of ’my’ pupils were falling behind.

“I didn’t do anything during lockdown”,
said one pupil I tutor, and dropped a huge
pile of school worksheets on the table
in front of me. Boom! So, we just sat
ourselves down and got started on them.
We had to get through over two months
of material.

Now that the numbers are going up sharply (October 2020), the children are anxious. They regularly ask whether we will still tutor them. They are
extremely worried that the tutoring might be suddenly interrupted like last spring and that they will
lose the routine they enjoy. I try to reassure them,
but I don’t know what the future holds either.
I thought it was so great how much solidarity
there was at the start of the health crisis. It was
really noticeable. People have really pulled together. I hope we will remember this once things
start getting better, because many people will be
suffering from the fallout from the pandemic for a
long time to come.

Fortunately, schools opened back up again just before the summer holidays, so at least some of the
material was caught up on and they could socialize again. Of course, now we need to follow more
rules and have developed a strict system of protective measures. So, we wear masks during every
lesson, regularly disinfect our hands, and the children have to remain seated to maintain social distancing. It took some getting used to. Before the
pandemic, the children always wanted to be close
to each other and sit together at the same table.
And we can’t have that any more.
We need to remind the children about the rules
from time to time, though on the whole they follow them. They’re also very resourceful. They
know they mustn’t pass any pens or other materials to each other. “But if I disinfect the pen first,
can I...?”
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Interview by Tobias Bischoff, Swiss Red Cross

I found the most important thing – more than ever before –
was to make them feel secure
Cornelia Anderegg, Head of Healthcare Provision
for sans papiers at SRC headquarters, on how work
changed during coronavirus
Coronavirus has had a wide variety of impacts on
our work in providing healthcare for sans papiers.
The first was obviously the impact on patients, but
the setting in which we carry out our work has
also been affected.

Sans papiers are an extremely
vulnerable group. They were the first
to be affected by the pandemic,
losing their jobs and able to afford
even less than before.
And they could not simply get tested if they
thought they were infected. This raised a lot of
questions that had to be resolved on a case-bycase basis.
At first it was difficult to see patients without an
appointment. Sometimes it was like being on a
hotline here. That was challenging, partly because
the working environment was simply unclear,
partly because we had yet to receive personal protective and test equipment. We had to resolve a
lot of issues. But that was the same everywhere, of
course, we weren’t alone in that. Once lockdown
was lifted, we were inundated. A lot of sans papiers came to us with problems that they should actually have consulted us about much earlier. For
example, we had a few emergency dental cases
that were obviously the result of coronavirus-related restrictions.

And then the conditions under which we operated became an issue: Are we now working with
masks? Are we issuing them to people? And much
more. As you see, we immediately faced various
challenges in maintaining services. To the extent
that we could, we did our medical work. However,
we obviously had to postpone a lot of special investigations because the units to which we refer
sans papiers for this purpose were unable to see
them because of the virus. That meant we had to
deal with a lot ourselves. We also had a specific
coronavirus credit that we were able to use to support our patients in paying health insurance. Other
than that, we’re just trying to issue masks and disinfectants, and we’re also paying for lots of tests.1
One challenge was dealing with the general lack
of security and trying to give our clients something
to hold on to. And to keep saying to ourselves,
we’re going to do it like this now because that
seems to make sense. One particular challenge
arose from the fact that we work with volunteer
doctors, many of whom are over 65 and in the atrisk age group. That was a massive problem for us
in spring 2020 because they suddenly all stayed at
home. At first, we didn’t even know what we could
and couldn’t do in this area. Being forced to adapt,
we created the possibility for over-65s to voluntarily expose themselves to the risk and come in nevertheless. As a result, the support we provided to
volunteers was significantly intensified.
Our extensive experience of healthcare certainly
helped us here. That meant we were able to categorize a lot of things to a certain extent and stay
calm ourselves. Our long-established, effective
network of partners, which includes hospitals, was
a further help, for example in referring patients for
tests.

1
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The interview took place in December 2020. At that time, people in
Switzerland still had to pay for tests themselves unless they had COVID-19
symptoms. Today, testing and vaccines are free for everyone, including sans
papiers. (summer 2021)

At the moment, we notice that patients need advice and support even more than ever. We offer
those things already, of course, but the coronavirus pandemic means there are just even more
questions to answer and various options to highlight in connection with difficult situations. I found
the most important thing – more than ever before
– was to make them feel secure. All in all, the crisis just made it clear to us how the needs that our
sans papiers patients already have are being amplified. For example, they come to us with unpaid
bills, reminders or official demands that they generally do not understand because they do not
speak the language.
And we are also constantly dealing with complex
symptoms that sometimes result in the people affected losing their jobs and livelihoods. Coronavirus conditions frequently aggravate their situation,
robbing them of any prospects. This is where our
basic medical services provision reaches its limits
because in such cases, patients need a much wider
range of assistance.
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Impact of the coronavirus pandemic on mental health

Introduction
While the majority of Switzerland’s population survived the
first wave of coronavirus without any significant problems,
the mental health of certain groups of people has been more
substantially impacted than that of other groups. The pandemic seems to be intensifying established tendencies in
inequality and existing stresses. For example, people with
existing mental illnesses, children and young people, socially
disadvantaged people, people at an elevated risk of exposure
or infection and lonely, socially isolated people have been exposed to particular stresses during the pandemic. If they do
not have the necessary personal resources and protective factors or if normal stress management strategies are nullified
by the pandemic, the result can be psychological distress. This
is demonstrated by certain results of a survey study of the
effects of the first wave of the pandemic on mental health.

Mental health in times of crisis
Mental health is not a state, but the result of diverse dynamic
interactions between resources and stressors. Both the intensity and frequency of stressors and the resources available
to overcome stress situations (protective factors) play a role
here (Blaser & Amstad, 2016). The COVID-19 pandemic has
the potential to disrupt the equilibrium between resources
and stressors, exacerbating existing mental distress or creating fresh distress. In addition to virus-related anxiety and
worries, the measures taken to combat it can amplify social
vulnerability factors and stressors in everyday life (e.g. financial concerns, unemployment, loneliness or family conflicts).
At the same time, established stress management strategies
(e.g. talking to friends, exercise and leisure-time activities)
become unavailable and the risk of adopting more harmful
coping strategies (e.g. alcohol consumption) increases. However, certain aspects of the coronavirus crisis can be a positive
experience and strengthen mental health protective factors
(e.g. feelings of gratitude, reduced workload or closer social
relationships). While stress symptoms such as fear, exhaustion, depressed mood, sleep disorders or aggression are a
natural reaction to crisis situations, persistent stress and
chronic stress reactions increase the risk of clinically relevant
symptoms of mental illness developing (Benoy, 2020; Wolff
& Walter, 2020; Holmes et al., 2020).
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A study commissioned by the Federal Office of Public Health
(FOPH) is investigating how the coronavirus pandemic is impacting the mental health of the Swiss population and how
care provision for mentally distressed people is developing
during the crisis. The analysis below is based on the first interim report, which reflects research carried out in the period
up to October 2020 and thus focuses primarily on the effects
of the first wave (Stocker et al., 2020). Research into the impact of the ongoing pandemic situation on mental health is
still in progress. There are indicators to show when an elevated level of psychological stress can be expected (de Quervain et al., 2020b).
Findings from previous pandemics and the first results of
studies of the COVID-19 pandemic demonstrate that there
is no uniform pattern of reaction to the crisis. While some
people’s mental stress symptoms increase dramatically, others report that the first lockdown in spring 2020 had beneficial emotional effects. There are also people who notice no
change in their stress levels, mental health or general quality
of life. The majority of the Swiss population appears to have
coped well with the first months of the crisis. However, mental stress and disease symptoms are unevenly distributed and
affect certain groups disproportionately. The coronavirus crisis acts as a “magnifying glass” or “catalyst” in this situation,
amplifying existing stresses and inequalities.
The first part of this article provides a general discussion of
the risk and protective factors that determine mental health
in the pandemic. It then depicts the specific vulnerabilities
and resources of three population groups: health professionals, children and young people and people in precarious socio-economic circumstances.

The study data: This article reflects the status of research
in October 2020 as it was submitted to the FOPH in the first
interim report (Stocker et al., 2020). In addition to the first
empirical results of studies in Switzerland covering the first
wave of the pandemic, international research was also reviewed. A substantial number of findings are based on experiences from previous pandemics and crisis situations. This
article does not depict the effects of the ongoing pandemic
or the restrictions associated with it.

Certain methodical limitations must be borne in mind when
interpreting the results of the studies:

However, socio-economic factors and the effects of protective measures on daily routines and life are also key:

1. Many of them are based on convenience samples, i.e. they
are generally not representative and therefore poorly
suited to estimating proportions within the overall population (e.g. the proportion of young people with symptoms
of depression). However, convenience samples can be used
to verify links (e.g. the effect of various stress factors on the
subjective experience of stress).

— Threats to livelihood (e.g. job insecurity, unemployment,
loss of income)

2. Information on pre-crisis mental health is essential for investigating the effects of the pandemic. Measuring the
changes caused by COVID-19 is associated with specific
challenges (e.g. the reliability of information from retrospective surveys, comparability with the results of other
surveys).
3. The start of the pandemic quickly saw a proliferation of
research projects that were published on preprint servers
without going through the peer review quality assurance
process used by specialist journals.

Risk and protective factors
Identifying people at elevated risk of mental distress as a result of the pandemic involves examining the various vulnerability and protective factors relevant to the development of
mental illness – or also psychological resilience – during the
crisis.
Risk factors: The internal stress factors cited in the international literature as being particularly important to mental
health in the context of the pandemic include social isolation
and loneliness as well as traumatic experiences and critical
life events during the crisis (e.g. domestic violence or death
of close relatives1).
External vulnerabilities include health factors such as pre-existing mental illness, elevated risk of exposure to the virus
(e.g. certain professional groups such as health professionals
and retail staff) or COVID patients and their families.

1

Virus control measures (bans on hospital visiting, restricted attendance at funerals) impeded
the farewell rituals that are important for the psychological process of coming to terms with a
loss (Benoy, 2020).

— Dual pressure of working from home and home schooling (particularly for single parents and families with children under 12)
— Loss of daily structures in activity and integration programmes
— Stress experienced by (care-giving) family members owing
to limited visiting options at care homes and hospitals and
loss of respite services.

Protective factors: To help them manage stress situations, people can draw on internal resources inside themselves. These are personality traits such as emotional stability,
self-confidence, self-efficacy 2 and coping strategies. However, external resources such as autonomy or social support
are also crucial. These factors also play a role in the pandemic: Positive thinking and mental flexibility as well as subjective emotional and other support from family, friends,
employers, etc. have a muting effect on worries, feelings of
loneliness and stress (Wissmath et al., 2020; Gloster et al.,
2020; Ehrler et al., 2020). Physical activity, practising hobbies
and pursuing personal projects are additional resources that
help attenuate feelings of stress and depression associated
with the coronavirus pandemic (de Quervain et al., 2020a).
While many people experience working from home as something positive since it gives them greater autonomy and they
do not have to commute, it can also be associated with specific stressors such as lack of social contact or work-life balance issues (see Fritschi & Fischer, 2020; Brauchli, 2020).

The situation of certain groups within the population
Healthcare professionals: Experience from previous pandemics and the first results from the current pandemic show that
anxiety disorders, depression, emotional exhaustion, sleep
disorders, burnout, traumatic stress symptoms and alcohol
abuse are more prevalent among healthcare professionals (Benoy, 2020; Weilenmann et al., 2021).3 Their workload,
lack of breaks and social restrictions arising from virus control measures reduce their ability to use resources such as so-

2

A person’s belief in their own ability to succeed when carrying out a particular task or
endeavouring to resolve problems (see also Blaser & Amstad, 2016, 17).

3

However, due to a lack of comparative data, the extent to which the coronavirus pandemic
caused an increase here cannot be determined.
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cial support in their personal and professional environments
to compensate for the stress they experience. In light of the
way the COVID crisis has developed and the ongoing stress
it has caused for healthcare professionals, experts are concerned that concomitant mental illness and work absences
could increase, which would in turn impact the reliable provision of psychiatric and psychotherapeutic care services (see
also NCS-TF, 2020b).
Studies of healthcare professionals’ mental health in the context of the SARS epidemic (Brooks et al., 2018) and Swiss research projects into COVID-19 (Weilenmann et al., 2021;
Spiller et al., 2020) highlight the key role played by support
from employers: Where such support is not forthcoming,
the risk of depression, anxiety disorders and symptoms of
burnout increases. Clear written risk assessments and control measures are an important component of employer
support, as is the provision of adequate personal protective
equipment. To prevent mental stress, measures to promote
social and psychological support for employees (by line managers or within teams) and the provision of support services
for mentally stressed employees is recommended (NCS-TF,
2020b; Benoy, 2020).

Socially disadvantaged people: Low socio-economic status is a risk factor for mental health regardless of the pandemic situation (Blaser & Amstad, 2016). It is also assumed
that the crisis is capable of accentuating existing inequalities
(Huber et al., 2020; Holmes et al., 2020). Firstly, socially disadvantaged groups are particularly affected by measures to
contain the virus because they are more likely to be employed
in sectors where there is a risk of exposure or in precarious or
informal conditions (Wolff & Walter, 2020; FRB, 2020). Financial worries and the threat to livelihoods resulting from lack
of job security4 or lost income are a huge source of stress and
can lead to mental illness (Benoy, 2020; Tettamanti & Darwiche, 2020; Brooks et al., 2020). The Service for Combating
Racism (Fachstelle für Rassismusbekämpfung, FRB, 2020) assumes that people from a migration background are particularly affected by these factors compared with the majority of
the population.

ifications imposed more severe restrictions on themselves
(left the house less frequently) and were less physically active during lockdown. This group was also more severely affected by feelings of loneliness (Höglinger, 2020).5 The results
of a special survey by the Swiss Household Panel (SHP) show
that people in better educated, higher income groups felt
their stress levels had declined in the pandemic, while unemployment and a deterioration in financial circumstances were
associated with a reduction in satisfaction with life (Kuhn et
al., 2020).
Various studies have pointed out the inequalities caused by
living conditions in conjunction with the social dimensions
of the coronavirus crisis (e.g. FRB, 2020). Working from home
and home schooling are always easier if appropriate premises are available. Not only can restricted living conditions
increase the risk of infection, they can also contribute to a
deterioration in the emotional climate in the family and increased mental stress or violence within the family (Tettamanti & Darwiche, 2020; Krüger and Caviezel Schmitz,
2020). However, empirical findings on the importance of living conditions for mental health during the pandemic are
equivocal. The “Leben zu Corona-Zeiten” (Life in the coronavirus age) survey shows that having open spaces in particular, such as a garden, terrace or balcony, had a positive
effect on family atmosphere and was associated with fewer
tensions and conflicts and less violence (Krüger & Caviezel
Schmitz, 2020). By contrast, the Swiss Corona Stress Study (de
Quervain et al., 2020a) and analyses carried out by the Swiss
Household Panel (Kuhn et al., 2020) did not find living conditions to be a relevant influencing factor.
A survey of social assistance recipients (Steger, 2021) recorded the indicators and factors that influence well-being
during the pandemic. The pandemic is also impacting the
victims of poverty in different ways. A good third of those
surveyed reported that their well-being had deteriorated as
a result of the coronavirus pandemic, while around 15% reported that it had improved. The results make particular reference to the key role played by self-efficacy as an internal
protective factor in the crisis. However, autonomy and social
integration are associated with reduced negative effects on
well-being.

There is still virtually no empirical data on the effects of the
pandemic on the mental health of people in precarious socio-economic conditions, partly because population surveys
have difficulty reaching these groups. However, the majority of initial results from Switzerland confirm that socio-economic factors, such as education, income and employment
situation, are relevant to mental health. For example, results
of the COVID-19 Social Monitor show that there are differences linked to educational level: People with poorer qual5
4
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In the case of migrants from third-party states, lack of job security is compounded by the fear
of losing residence rights, since these are frequently linked to employment (FRB, 2020).

In contrast, the Swiss Corona Stress Study (de Quervain et al., 2020a) has identified no
connection between educational level and pandemic-related changes in subjective stress or
depressive symptoms. International research also fails to produce a clear picture (Brooks et al.,
2020).

Children and young people: From a development psychology perspective, the fact that children and young people are
classified as risk groups for psychological effects of the COVID
crisis is linked with this phase of life, which is particularly sensitive and formative. In addition to the direct short-term effects of the pandemic to which children and young people
are susceptible in the same way as adults (e.g. anxiety, frustration and stress), there are fears that this age group may be
prone to medium- and longer-term consequences: Changes
in social interactions and restrictions on contact may have
greater, longer-lasting effects on the relationship and bonding behaviour of young people than on that of adults, whose
behavioural patterns are already established (Benoy, 2020;
NCS-TF, 2020a; Stadler, 2020). Empirical research work confirms younger people’s greater vulnerability: Compared with
the older generations, younger people exhibit greater mental
stress as a result of the coronavirus pandemic (de Quervain et
al., 2020a; Moser et al., 2020; Wissmath et al., 2020; Krüger &
Caviezel Schmitz, 2020). Measures to contain the virus, particularly by restricting social contact, seem to have a greater
overall impact on the younger generations.
However, children and young people are just like the population as a whole in that their response patterns to the pandemic are not uniform: While some exhibit elevated levels of
stress, fear, emotional problems or concentration disorders,
lockdown and school closures have improved the well-being
of others (less school-related stress, less psychosocial pressure from their peer group, better mood and more time for
themselves: see, for example, Stoecklin & Richner, 2020; Werling et al., in review). The positive side effects of lockdown (reduced alcohol and drug consumption among young people,
less cyber bullying; see Baier & Kamenoswki, 2020) are also
mentioned. However, loss of peer contact is a major stress
factor for young people, as is demonstrated by the requests
for advice on the platforms operated by the Pro Juventute
charity (Stocker et al., 2020, 35).
Family situation is an important influencing factor of mental health: Children and young people from disadvantaged
or stressed families (few financial resources, unemployment,
single-parent families) tended to be more severely affected
by the negative impact of the pandemic. However, parents’
well-being and stress resilience6 are also crucial, as is their
ability to give their children security and guidance in crisis
situations and to demonstrate suitable emotional regulation
strategies (Stadler, 2020). Factors that are relevant to parents’ stress resilience are the social support provided in their
private environment or by their neighbours, and their employers’ willingness to accommodate them (by permitting
flexible working hours). Being able to spend time outdoors
is also regarded as key to well-being and to the atmosphere
within the family (Lannen et al., 2020). Among children and

6

Experts assume there are interactions between (coronavirus-related) conspicuous behaviour
among children and the stress level of the people caring for them (Caviezel Schmitz and
Krüger, 2020).

young people themselves, perceptions of positive aspects of
the pandemic situation and maintaining social contact with
family friends and other reference people play a role in coping well with the crisis (Jenkel et al., 2020).

Scope for action
Strengthening the population’s mental health and counteracting the negative consequences of the pandemic requires
not only early detection, early intervention and support
measures for people suffering with mental stress and disease. Because financial insecurities and job loss or the threat
of redundancy are key stressors with medium- or longer-term
implications for mental health, measures to prevent unemployment and financial assistance to cushion loss of income
are essential not only to safeguard livelihoods but also for
mental health. Against this background, counteracting the
crisis-related exacerbation of socio-economic inequalities
and combating poverty in general becomes a significant factor (Campion et al., 2020).
Risks to mental health can also be reduced if the authorities
systematically factor general stress and protective factors
into crisis management and the development of protective
measures. The need for autonomy and the ability to maintain social contact and take exercise in the fresh air play a
significant role. Where restrictions are necessary to protect
physical health, these must be based on sound reasons and
the reasons must be communicated effectively.7 Experts feel
it is essential for the authorities to demonstrate that they are
not only taking the risks of infection and disease seriously
and addressing them, but also doing the same for the mental consequences of the protective measures they impose. It is
important that communications not only include pointers to
support services, but also focus on what is possible and what
is important for well-being despite the restrictions in place
(e.g. fulfilling pastimes, planning ahead, keeping in touch, going outside).
To cushion the mental impact of the coronavirus pandemic,
it is important to strengthen social support (as a key protective factor) and to prevent loneliness and isolation (as key risk
factors). This is an area where civil society players that support people living alone, for example, or help out with care
for children or relatives or maintain contact with people who
are isolating or in quarantine have a particular role to play.

7

The importance of reliable, understandable information and clear crisis communication to
prevent stress and uncertainty is well known from previous pandemics (Brooks et al., 2020).
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In terms of early detection, early intervention and support
measures for people suffering with mental stress and disease,
it is important to promote low-threshold access to psychosocial advice through a variety of channels and in a variety of
languages. On the other hand, it is important to address the
issue of lack of supply that existed even before the COVID-19
pandemic and which currently appears to be worsening, particularly in child and adolescent psychiatry (NCS-TF, 2021). Access barriers and lack of supply could also be addressed by
safeguarding financing for telemedical consultations and intermediary services (day clinics, mobile teams) and the development of digital services. In terms of the latter, however,
care must be taken to ensure that people with no Internet access, smartphone, etc. (e.g. the elderly and marginalized) still
have access to treatment.
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Portrait

Interview by Sarafina Vilušiç, Swiss Red Cross

Surviving muscular dystrophy during war and the pandemic

My name is Nada Stuhli and I was born in 1952 in
Doboj, a region of Republika Srpska in Bosnia &
Herzegovina. My name Nada means a belief in a
positive outcome of events and circumstances in
life. I grew up in a big, happy family. At the age of
22, I was a young and attractive girl who married
a lovely man. Some time later, in January 1975, I
gave birth to a beautiful healthy baby girl. I had a
great future ahead of me and I enjoyed every moment of my life.
Not long after my daughter’s first birthday I
started to feel strange and had difficulty walking. Somewhere deep inside of me, I started to
panic. After many medical examinations, I was finally diagnosed with muscular dystrophy and over
the next four years, my disease got progressively
worse. By the age of 28, even walking up stairs
had become a major challenge for me. I had to
give up work.
My health impacted on my marriage. Suddenly,
I was struggling with my disease alone, without
my lovely husband. Alongside my personal tragedy, my country, Yugoslavia as it was then, started
to disintegrate. It was painful to hear the bombs
fall on my town day after day. I was living with my
daughter and my illness, without drinking water and electricity. I thought the wartime was the
hardest, but when that period came to an end,
I was faced with a difficult economic situation. I
knew that I had to make changes. I was thinking,
“Our individual battles were judged as failures, but
we could do a lot more if we joined together.” So, I
set up a regional association for people with muscular dystrophy and gradually life improved for my
daughter and me.

30

Now, I live alone in my apartment. My quality of
life has improved a great deal since the Red Cross
in Doboj started to provide me with assistance at
home. In my town, the Red Cross home based care
is a unique service for elderly people and people
dependent on care and help in the home. The staff
are committed, well educated and very professional. This service needs to be extended and sustainable. Despite the difficulties that age and illness
can cause, the Red Cross home based care helps
give people a decent life, and I’m grateful for it.

Just like for everyone else, the pandemic
came as a shock, but especially for those of
us living with a handicap and old age, for
everyone who counts on the support of
others in their daily routine. For me, what
I feared most during the restrictions, was
what might happen to me if the Red Cross
had to stop providing its services.
The lady who was providing my personal hygiene services in the evening called to cancel her
visits. Luckily, the first shift provided by the Red
Cross was able to continue. And my daughter lives
nearby, but she had trouble getting a permit to
visit me during the curfew hours, even though
it was obvious I needed continuous support.
The police issued permits for one day at time, and
every day was a nightmare, because the permit
needed to be extended. Based on this experience,
we at the association launched the idea that one
member of the crisis management board should
represent people with disabilities.

Another thing I noticed during the
pandemic is that the job of auxiliary
nurses has not been valued as much as it
should be. Just like registered medical
staff, auxiliary nurses have also been
exposed to the pandemic, but have not
been rewarded. This is demotivating
for them: they are also essential workers
and should be equally valued in crisis
situations.
Challenges are ever present, and one consequence
of the health crisis is that people are really keeping away from others because they are still afraid.
They will need help to renew their social ties.
It is a tough decision to know whether to have the
vaccine or not. This whole situation is exhausting
us psychologically, bombarding us with too much
information. I thought it would not affect me so
much because my illness has kept me prisoner in
my home for the past seven years. But it is very different when someone tells you not to go out, even
though you could and you need to.

Positive energy comes from positive people who
are constantly working to improve themselves. As
a person with a disability, I think that we are very
often the victims of negative people, who complain all the time. We need to find angels that
lift us up. I try to overcome the gloom by reading
books in the park by the church and escaping to
other worlds. Even though modern technology
might have some negative effects on people and
cause addictions, it has a positive side, because it
gives me the opportunity to listen to e-books.
I’m not a pessimist, but I am afraid of the economic crisis and how it will affect the social welfare system. Will the system be able to respond?
I’m afraid that what has been achieved by humanity could easily take a step or two backwards. The
support we would really need is in the form of
electric wheelchairs and beds. If they were avail
able, we would manage to find a way to pay for
the transport costs and customs duties.
We are heroes, but for the further struggle we
need to be assured that we are not alone!

I’m afraid that if I do catch COVID-19, I will be
taken into hospital because the care I need won’t
be possible at home. As a person with a disability,
I may even need extra care from the hospital, because I can’t do it all myself.
On the other hand, the pandemic has made it possible to receive full services from the Red Cross,
and the decision to introduce a second shift is very
welcome. I’m very happy about that, but what
would be really nice would be to have Red Cross
auxiliary nurses on duty over the weekend.
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Portrait

Interview by Adrian Buga, CASMED1

Loneliness is the worst disease

My name is Osoianu Ana Grigorevna. I’m 89 and
live in Horești, in the Fălești district of Moldova.
I worked as a primary school teacher for almost
40 years. I had some wonderful pupils, God bless
them. I used to play with them, they were smart,
well-behaved, and respectful. I never had any misunderstandings with them, they never skipped
school, and they listened to the teachers. I don’t
know how to tell you this, it is hard for me, extremely hard for a teacher. I used to have 22 pupils,
all with excellent grades. I was proud of them and
of how I raised them. They became teachers, doctors, engineers, almost anything they wanted.1
It used to be an easy life, even though we didn’t
have a lot of money. Our biggest treasure was the
school, the children and the teachers. We were not
stressed, did our work properly, and received our
wages on time. I was lucky to have a good husband. I was sick many years, but because he was
good, extremely good, I lived a golden life. We
were both poor – I was from a family of 12. I had a
good life, I can’t even explain, a wonderful life. My
husband never insulted me when I was late home
from school, if I didn’t manage to cook the dinner or to feed our children. We often went to bed
hungry because we were poor and didn’t have
enough to eat. My parents were from another city,
and they could not help us. I started off little by
little, living on my salary. My husband worked on
a Soviet collective farm as a day labourer and he
wasn’t paid until the end of the month, so we lived
on my teacher’s pay. We never fought about one
of us getting paid and the other not. One day we
had food, so we ate, the next day we had nothing
so we just drank water, living hand to mouth. The
most important thing was for us to get along. Now
the world is driven by daily challenges. We used to
have them back in the day as well. Our little house
was made of clay. Initially we did not even have a
foundation; my husband built that later on. Now
that I am 89 years old, I always tell the younger
generation that the secret is understanding and
indulgence.
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CASMED is an NGO, through which the SRC runs its ageing and health
project in Moldova.

I have two children, a boy and a girl, about five or
six grandchildren and eight great-grandchildren.
Only my daughter still lives in my village. Everyone
else has left and I miss them.

My son works in Chișinău, the capital,
as an electrician at a rehabilitation
hospital. My granddaughter is in Baia
Mare in Romania, another one lives
in France and I have more in Italy. All of
them say they’re fine, that they’re
healthy, but with the pandemic I’m
worried for them. I miss them, they are
precious to me. I want to hug all of them,
to hold them tight in my arms.
The children think of me and call me
sometimes, and that helps me to keep
going.
I cannot get out of the house; firstly, because I am
afraid, so afraid. I would like to live more, to see
my grandchildren and great-grandchildren, but
this time spent in the house is so much of a burden on me. I can’t go anywhere beyond the front
gate. I look up and down the street. My daughter
visits me sometimes. Until this year I used to cook
my own food, but now I am afraid of the gas canister. I mean, I have a good memory, I close and unplug everything, but when I heard of an explosion
in a nearby village, I did not even cook that night
and just ate whatever I had.

I don’t even have any neighbours. The ones that
lived next door have all died.

A neighbour further down the road
is a paramedic, so I’m afraid to ask her
to come over, for fear of COVID-19.
Besides that, I have no one to go to. I’m afraid to
visit my friend. I hope at least her daughter will get
better by the time the vaccine is available. Loneliness is hard. The worst disease is loneliness. It’s
very hard to be alone when you have no one to
talk to. I have some pet birds and talk to them
sometimes, and to the flowers as well. I have nowhere to go and there is no one to visit me. I’m
thankful I can still stand on my feet. I used to have
a teacher friend, but she died. We used to talk all
the time and that made me feel better, but now
I have no one to talk to. It’s hard with this pandemic. When it gets tough, I think about other
people that live alone in the village, who live alone
just like me. What can we do? I listen to the radio
sometimes to hear more lies and I take care of myself. I’m sorry for my daughter; she’s sick too. I pray
for her and for her health, but it is what it is.
I want to thank everyone and those who still take
care of me and those who still ask how I’m doing!
I just received help from the local council to pay
for the heating, and I’m grateful for that. It is important for us, elderly people, to be warm. I thank
you for the help you gave us. When I tried to lift
the box, I couldn’t manage: it was too heavy. It had
everything in it. I am thankful to everyone who still
helps us, the elderly. And believe me when I tell
you that’s how it was; at such an old age, I can’t
even remember how to lie.
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Manuel Tettamanti and Joëlle Darwiche

Developing family resilience despite greater vulnerability1

Introduction
The current health crisis and its economic and social consequences are causing a great deal of stress for the most vulnerable families. This heightened or accumulated stress can
cause family relationships to deteriorate and can be a risk factor in the emergence or recurrence of mental health issues
in some family members. There is also a greater likelihood
of more conflicts and violence within households. Empirical
research into family dynamics in situations of stress makes it
possible to suggest ways to promote family resilience in these
specific circumstances.1
In this paper, we briefly review the major stress triggers associated with the pandemic that affect the most vulnerable
families and can have a negative impact on their relationships. We also put forward some suggestions for building resilience.

Family stress triggers associated with the pandemic
The COVID-19 pandemic, its consequences and the measures
taken to combat it are all major sources of stress but experienced in very different ways from family to family (Platt &
Warwick, 2020).
These stressors are shared by all families and create a sustained climate of anxiety around health concerns, the insecurity of the general economic situation and mobility
constraints that lead to fewer social contacts. For the most
vulnerable families, an accumulation of these stressors will
lead to even greater vulnerability.

Sustained climate of anxiety. First, families are subject to a
sustained climate of anxiety, characterized by worries about
the health of their members, especially the fear of infecting
them (Brooks et al., 2020). In some circumstances, these worries are realized, and a family member does actually catch
COVID-19, and may even die a brutal death. Social distancing
measures can amplify these worries and reduce the benefits
of emotional support in easing anxiety, for example when
funerals cannot be held as the families would like (Walsh,
2020).
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This paper is adapted from ’Vulnérabilité familiale en période de confinement: quelles pistes
de résilience?’ published by LIVESImpact, special issue N°2, Crise Covid-19, July 2020.

Socio-economic pressures. Families are subject to the
stress of socio-economic pressures and the fear of not being able to afford to cover their basic needs (Brooks et al.,
2020). Various studies carried out around the world into the
economic impact of the pandemic already highlight pauperization, job insecurity and increased unemployment, all of
which affect the most vulnerable families to an even greater
extent (Sumner et al., 2020). In fact, it can be observed that
occupational stress tends to increase for certain family members during this crisis (Brooks et al., 2020). This is the case for
those working in the catering or cultural sectors, for example, which are both heavily impacted by the measures taken
to combat the pandemic.
One study in Italy during the lockdown shows that the quality of family relations was negatively impacted by the level of
the parents’ stress, which was largely influenced by financial
difficulties (Spinelli et al., 2020). These results are in line with
other studies conducted during previous crises that highlight the consequences on families of the stress from financial difficulties or from facing major economic disadvantages.
High levels of economic stress are found to increase the parents’ risk of emotional stress, such as depression and anxiety.
Higher levels of emotional stress, in turn, prevent the marital relationship from thriving and increase the risk of conflict
(Massarik & Conger, 2017). This situation then reduces the
parents’ ability to look after their children, which is a risk to
their proper development (Massarik & Conger, 2017). Parents
who are preoccupied by their personal problems and their
marital troubles are often more irritable, less affectionate towards their children and less involved in their children’s dayto-day activities (Massarik & Conger, 2017)2.

Mobility restrictions and social isolation. In families in
which some members are undergoing periods of significant
restrictions to their mobility, for example lockdown or quarantine, the nature of the living environment (a small home
or a lack of daylight, private areas and exteriors) and the
surroundings, such as the neighbourhood, become crucial
and can have a major impact on the mental health (JonesRounds et al., 2014) and family relationships. A small living
space may have an effect on two levels. First of all, it may encourage the spread of the virus throughout the poorer housing areas (De Ridder et al., 2021). Then, it may prevent certain
family members in the greatest need of seclusion from retreating to somewhere safe or restful when the atmosphere
is strained. Finally, studies have shown that living in a disadvantaged neighbourhood (frequent violence, high poverty

2

It should be noted that the negative impact of this source of stress on family relationships
largely depends on the social policies from country to country.

or unemployment levels) and lacking social support might increase the likelihood of domestic violence (Hardesty & Ogolsky, 2020), in particular towards women and girls, who are
the most at risk (Humphrey et al., 2020). School closures have
also increased the isolation of these families that live in exposed neighbourhoods. In particular, schools have no longer
played their role of safety net, as places where parental violence against children can be detected (van Gelder et al.,
2020).
The various social distancing measures have therefore contributed to family isolation (Loades et al., 2020). This restriction to the openness of the family system to the outside
world (for example, through friend networks) may have aggravated emotional tensions by offering fewer opportunities for escape when that became necessary (Peterman et
al., 2020). Social isolation can therefore exacerbate individual and collective vulnerability, while limiting the usual opportunities for support, especially in situations of domestic
violence (van Gelder et al., 2020).
In conclusion to this section on stress factors associated
with the pandemic, we can emphasize that these various
types of contextual stress contribute to what we call family
stress (Henry et al., 2015). This experience of stressors and responses to them are both unique to each family and common
to others. They will depend on aspects linked to the individuals, families, the community and broader systems, as they
influence each other (Walsh, 2020). Understanding a family’s experience of adversity therefore requires us to examine the combination of stressors it is facing, its perception of
them and the resilience resources it might be able to apply
(Henry et al., 2015). Of course, these resilience resources will
be harder to mobilize when the stressors from the pandemic
affect families in which tension and relationship problems already existed (Walsh, 2020).
Finally, it should be noted that the research into families conducted during the pandemic indicates that the amount of
stress is greater for those families in precarious socio-economic circumstances (Platt & Warwick, 2020). In this respect,
some studies have found major inequalities in homeschooling during lockdown (Bayrakdar & Guveli, 2020). Some families are thus exposed to major amounts of stress, which is a
high mental and emotional burden on their members (Spi
nelli et al., 2020). Furthermore, these same families are those
the most affected by the virus and COVID-19 (De Ridder et
al., 2021). Finally, differences also exist within families themselves, with women more impacted by certain stress factors.
Single mothers are for example overrepresented among disadvantaged families: they are therefore likely to be more
vulnerable and particularly affected by the socio-economic
consequences of the pandemic (Mikolai et al., 2020).

Building family resilience
The pandemic requires families to be flexible and able to
adapt. As we have seen, not all families are equal in the
way they experience stress, because the number and type
of stressors (economic, social and psychological) vary from
family to family. Moreover, the experience of stress itself, and
thus the family’s resilience, also varies: it will depend on how
the family perceives the stressors and on pre-existing vulnerabilities and resources (Henry et al., 2015). Research into
family assessment and interventions enables us to offer some
suggestions and tools for boosting family resilience, defined
as the “system’s ability to resist and bounce back in the face
of adversity, strengthened and more resourceful” (Walsh,
2016, p. 617). The opportunities for family resilience will depend on the family’s relationship with other social systems,
such as peer groups, community resources and the school
or work environment, which nourish and reinforce resilience
(Walsh, 2016). Although some are more vulnerable or affected by others, families have the potential to reinforce their
resilience and overcome their difficulties (Walsh, 2016). Resilience can be boosted in three ways: having a shared belief
system, organized family roles and social ties, and good-quality communication within the family.

Shared belief system. Sharing a belief system enables a
family to make sense of what happens to it; this will depend
on the family’s socio-cultural context (Henry et al., 2015).
The ability to make sense of adversity while accepting and
integrating the realities of the health crisis will be important when it comes to reinforcing resilience (Walsh, 2016).
To do this, a certain level of family cohesion is needed (Prime
et al., 2020). So, the opportunity to ’make sense of events’
together can serve to give strength and hope in the face of
losses and adversity (Prime et al., 2020). A family’s collective
understanding that protective measures, social distancing
and other restrictions help to support the healthcare system
and protect the most vulnerable members of society is an example of a shared belief system. The pandemic encourages
families to integrate these new experiences into their belief
system. This is important, because we know that having a
shared belief system within a family promotes the children’s
socio-emotional adjustment (Prime et al., 2020).

Maintaining organized family roles and social ties. One
of the key roles of parents is to maintain, or re-establish,
a certain degree of stability during this period of change,
by imposing family routines, rituals and rules that make it
possible to make sense and develop a feeling of well-being
(Walsh, 2016). Rituals and routines have been identified as
key aspects of family resilience in times of stress (Prime et
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al., 2020). For example, it has been proved that establishing
rituals that make sense for everyone improves the well-being of families faced with the illness of a family member.
This is explained by the fact that sharing these rituals reinforces the feeling of family cohesion and hope for the future (Prime et al., 2020). This organization also contributes
to maintaining stability, which helps children in particular to
regulate their emotions (Prime et al., 2020). The studies also
underscore all the adjustment needed depending on how
the situation and the needs of each family member evolve.
For example, by holding weekly family meetings to adjust
the family’s rules during lockdown. Adjusting the family’s organization to the new situation will largely depend on the
family’s context of financial and economic stress or stability (Walsh, 2020). Compared to single-parent families, financial situations in which two family members have a fixed
income are more conducive to resilience (Platt & Warwick,
2020). Once again, a degree of family cohesion is important:
for example, strong support within the couple reduces the
connection between economic pressure and the individuals’
emotional distress. In addition, the ability to resolve marital issues protects the relationship between the partners
(Masarik & Conger, 2017).
Community resources and social ties are also key elements in
family resilience (Walsh, 2020). Enjoying good-quality social
relationships within a community appears to play a protective role against stress (Marmot, 2015). Moreover, social ties
are of fundamental importance to a person’s resilience and
mental health (Zammit et al., 2010). For example, a study in
Sweden showed that an environment characterized by social
cohesion limited the risk of severe mental disorders, such as
psychoses (Zammit et al., 2010).

Experiencing quality communication within a family.
Good-quality communication helps to regulate the emotional climate within a family and improves their ability to resolve issues in a collaborative way. In this sense, parents play
a role in helping children to regulate their emotions (Spinelli
et al., 2020), but also in encouraging them to openly share
emotions, whether in relation to the painful or positive aspects of the situation (Walsh, 2016). When it proves difficult
to regulate emotions, parents are advised to seek support,
either among extended family or friends or from professionals. Being able to rely on others for support can help restore
the ability to regulate the emotions (Humphreys et al., 2020).
The resilience tools that enable families to explore and possibly change the way they communicate include the emotional
map of the home (Sallay et al., 2019; Tettamanti & Darwiche,
2020) that can be used in research into the family or in a clinical setting. On a practical level, the family emotional climate
is investigated by asking each family member to draw a map
of the home, identify the various rooms and associate emo36

tions with them. This tool has proved very useful in our clinical practice, especially during periods of lockdown. It is based
on the idea that the living environment can be used as a way
to regulate the emotions of the various family members (Sallay et al., 2019).

Conclusion
The most vulnerable families are also those most likely to be
impacted by the COVID-19 health crisis. Resilience can be
achieved by mobilizing family resources. However, in the ecological perspective of the research mentioned in this text, the
family system is seen as being interwoven with other social
systems, such as peer groups, the community or the school
and work environments. These contexts can be seen as possible and complementary entry points for promoting the resilience of vulnerable families. From this perspective, it is not
sufficient to improve the resilience of the most vulnerable
families by mobilizing their internal resources. It is also necessary to intervene in the social systems that are the source
of accumulated stress, inequality and injustice.
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Nada Stuhli , Bosnia-Herzegovina

Isabel Uehlinger, Switzerland

Oihane Olaetxea, Haiti

Thomas Okollah-Oyugi, Ghana

Milena Qocharyan, Armenia

Portrait

Maya Helwan, Syria
Woman who fled from Syria with her
daughter in North Macedonia

Ana Osoianu, Moldova
Ellen Glatzl, Switzerland
Jusuf Musić, Bosnia-Herzegovina

Due to space constraints, we have had to
limit ourselves to a selection of portraits in
this publication. The full collection from
the national and international context can
be seen at the following link:
www.redcross.ch/specialistpublication2021
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Portrait

Evelyne Monnay and Katrin Schöni, Swiss Red Cross

Locally – SRC emergency assistance in Switzerland*

Céline Gay**, 52,
single mother, loss of income

Ana García**, 40,
laid off by her employer

Céline Gay lives alone with her four children.
When Céline Gay talks about herself, numbers
play an important role. Like when she talks about
her everyday life in the three years since she separated from her husband: “We weren’t rich before,
and the separation only made things worse.” The
child support payments do not arrive and her diploma as a sales assistant became outdated in all
the years she spent taking care of the children. After a year on social benefits, she found a job 16
hours a week in a department store.

Ana García has been living in Geneva as a
sans-papiers with her 11-year-old son and 61-yearold mother, a cancer patient, since 2009. “My
mother had an operation in Spain, but she still
needs treatment and medication.” By working as
a nanny for a family in Versoix and as a night carer
for an elderly person, she managed to pay the dayto-day bills. On 19 March, the family informed her
that they would no longer need her services while
they were at home during the lockdown. She had
no employment contract.

“They weren’t able to offer me more
hours. Then because of the pandemic,
they made budget cuts and I was
made redundant.”
The single mother ran a small nail studio on the
side, but she had to close it down as well. As a result, all she has left is 80% of a 16-hour-a-week
salary. When a friend told her about the emergency aid from the Red Cross, she really could not
believe it. Then she received the promise from the
Red Cross. “I was able to pay a couple of bills that
were lying around,” she says, not without irony,
before bursting into tears and listing the few
things she was able to pay. “The last two of my
daughter’s dentist appointments and the electricity bill for two months!” That gave her some
breathing space: “We always live from hand to
mouth, so 1,000 francs can make all the difference.
It can even be a question of survival.”
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“I lost one of my wages completely
and the other was cut from about
1,000 francs to 600–700 francs.”
A friend told her about the Geneva
Red Cross.
They listened to me and they quickly covered my
May rent that I hadn’t been able to pay.“ Ana
García can stay in her flat. She also received 100
francs’ worth of food vouchers. “That helped me a
lot, because food’s expensive!” Not to mention her
mother’s medication. And her own. “I have back
and knee problems. I need an operation, but I’m
waiting until I get my residence permit. Who else is
going to pay the rent? I’m the only one in this family with a job.” The emergency financial assistance
ought to relieve this burden slightly.

*

The portraits are taken from: Monnay, E. and Schöni, K. (3/2020). Für Sie da
– Weil Lebenskosten keinen Lockdown kennen. Swiss Red Cross, Humanité,
pp 12–13.

**

All names have been changed to protect these individuals’ privacy.
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Interview by Tobias Bischoff, Swiss Red Cross

My father can’t see us smiling at him

Yvonne Röthlin looks after her 93-year-old father
two days a week. The supplementary care provided by the Swiss Red Cross (SRC) and the Spitex
home care organization means that he can continue to live at home. The coronavirus pandemic
was a challenge that she approached with respect
but without fear.
I had decided that my father would receive care
at home and I knew that would mean me getting
actively involved too. I’m eternally grateful that I
chose this path and that my father can be at home.
And I’m eternally grateful for the care he gets from
the SRC and Spitex because it would be simply impossible for me to be with him non-stop.

When coronavirus kicked off, I said
to myself, either you stand back and get
scared or you just deal with the situation.
None of us really knew what to expect,
of course.
I have to be honest and say that I was genuinely
scared at first. I’m actually a positive person and
am very healthy myself. I was concerned about my
father and scared of possibly giving him the virus.
But then I was in touch with Spitex and the SRC
and we also received letters. Everything worked
brilliantly. I knew how their people work and they
always stuck to the hygiene rules, of course. As
soon as people had to wear masks, I obviously
wore one too so that I could protect my father.
For myself, I went further in this situation – not out
of fear, but out of respect. From my perspective,
things continued almost as normal until the summer, the only difference being that we washed our
hands more and tried to maintain a safe distance.

And his limitations make having to keep our distance now even harder.
But to be honest, he doesn’t let it get to him. He
does sometimes comment about his carers visiting
other people and always going from one place to
another. When he does that, my reply is yes, that’s
why everyone has a mask and washes their hands.
I genuinely have complete trust in the carers. One
thing is clear though: however much you protect
yourself, you can never be entirely sure that you’re
not taking the virus with you. Now a few months
have passed though, and we’ve got through the
crisis really well and we’re continuing on the same
path. And I know that things will get better again,
that this is just a phase we’re going through. There
will probably now be another phase that will be a
challenge for us all again, too. The most important
thing though is still to maintain social distancing
and hygiene and to keep wearing a mask. And if
someone falls ill or has symptoms now, then they
obviously won’t attend to my father. It would go
without saying that I wouldn’t visit my father either if I had a sore throat or temperature myself.
But then I’d be lucky because I could approach the
SRC at any time and ask them if they could send
someone. So far I’ve been healthy, thank goodness.
My biggest worry would be if there were another wave now and half the carers fell ill. Then
we might have a problem. I could try to step in for
a short while, but I’ve got other things on the go
too, of course. But you can’t think like that, we always manage somehow. We have to stay positive
that we will come through this crisis too.

The thing I find hardest is having to work
with a mask. My father doesn’t hear
very well and has to lip-read a lot of the
time. It does change things: My father
can’t see us smiling at him.
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Interview by Julia Zurfluh, Swiss Red Cross

Sabine gets to know her neighbour

I’d just accepted a new job and moved into my first
flat of my own. Then the coronavirus arrived. After
just eight days in my new job, the entire workforce
went over to working from home. That meant I
spent a lot of time in my new flat – on my own.
I kept in contact with family and friends through
video calls, which made me feel less lonely. I was
aware that not everyone was as fortunate as me
and that people could need my help. I had to get
out and do something. My usual volunteer activity with the Geneva Red Cross – I give tuition at
an asylum centre – was put on ice indefinitely. I
looked into what else I could do, and that’s how
I got involved in the “plan de solidarité COVID-19”
(COVID-19 solidarity scheme).
Geneva is an impersonal city, where people often don’t know their own neighbours. Who can
at-risk groups turn to when they need help with
their shopping, going to the post office or getting
medication?

People from the at-risk group contacted
the Red Cross, which organized support
for them. I was assigned an elderly
gentleman from my street and asked to
get his shopping for him. I had never met
this neighbour before the pandemic,
even though we live close to each other.
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I went shopping for him twice a week. Before I
went to the shops, we would speak to each other
on the phone and he would dictate his shopping
list to me. However, it was not always easy to find
everything on his list or suitable alternatives, particularly at first when a lot of products were regularly sold out. If there was no Vaudois sausage,
would Fribourg sausage do instead? Not an easy
decision if, like me, you’re a vegetarian! The very
first time we spoke, he asked me to call him before
I put his shopping outside his door. He wanted to
see my face. Well of course I could! From then
on, we had a short doorstep chat – always making sure we were socially distanced, of course. As
the weeks went by, I think he started to trust me.
On one occasion, he asked me to post a letter for
him. I often wondered whether he was lonely and
whether he had someone he could have a longer
chat with. Sooner or later, I realized that he had a
wife, which reassured me.

Once the epidemiological situation had improved
somewhat again, I was called back to the office. I
was also able to resume my teaching at the asylum
centre, which meant I had to stop volunteering for
the “plan de solidarité COVID-19”. My neighbour
thanked me very much and gave me a handwritten letter and some chocolate, which was a very
touching gesture. Unfortunately, I never met him
again afterwards. Geneva has slipped back into
impersonality to a certain extent.

I was already aware that there were
people living in poverty in Geneva, but I
was alarmed at the number of people
who need help and queue for hours for a
few groceries. Coronavirus will continue
to affect a lot of people for a long time to
come. I would like to think that at least
a bit of the solidarity we saw at the start
of the pandemic is still there.

Pasqualina Perrig-Chiello

Intergenerational relations: between tension and solidarity

Introduction
In times of crisis, there is more and more talk about conflict
between the generations. This is also true during the pandemic, when the ‘older generation’ are repeatedly labelled in
certain media as the cause of the lockdown and its high social cost. This article identifies negative images of ageing and
the lack of knowledge the different generations have of each
other as the primary causes of this. It also takes a critical look
at the official retirement age of 65 as the cut-off point for defining the high-risk group and the concept of vulnerability.
It will also shed light on the fact that, despite all the media
claims, considerable intergenerational solidarity was found at
the family and neighbourhood levels during the health crisis.
Finally, it focuses on the issue of why the pandemic provides
an opportunity for improving intergenerational relations in
our society, in the sense of a better understanding and increased solidarity.

The pandemic highlights the tensions between the
generations
The COVID-19 pandemic marks a watershed that turned our
lives upside down, regardless of age or generation. The lockdown in the spring of 2020 was a massive encroachment on
personal freedom, which is difficult to accept, causing us to
become stressed. No sooner had we realized what the effects
of this lockdown would be on a private, professional and economic level, than the search started for someone to blame.
And the culprits were quickly identified – at least according
to the media: the elderly! This referred to people aged 65
plus, who were classified by the Swiss federal authorities as
a high-risk group, as they were most vulnerable and therefore in need of special protection. Well-intentioned as it was,
this decision quickly had unexpected and undesirable consequences – both for those directly concerned and their relatives and for society at large.
Many of those over 65, who comprise almost a fifth of the
whole Swiss population, suddenly faced various discrimination. Seen as those responsible for the massive economic consequences of the lockdown, they were asked by the media
to make a solidarity sacrifice. Owing to concerns about the
high costs of the lockdown and the “wilful acceptance of the
destruction of the economy”, various well-received newspaper articles were published on the topic of “Do you want to
live forever?” (e.g. Bindschedler, NZZ, 17.04.2020). One sociology professor even said in an article that those claimed to
be victims of the pandemic had basically simply died of old
age. And that dying was a natural process that, while individually painful for those involved, “viewed from a distance,

makes room for new life” (Gill, Spiegel, 13.04.2020). Older
people were also often faced with hostility in everyday life.
Instead of staying at home and being grateful that they were
being protected from the virus at a cost of great sacrifice,
they would go out shopping or for a walk without a care in
the world.
Current research findings show that these are not just regrettable isolated incidents. For example, a Spanish survey
of 840 people of various age groups revealed the strongly
negative stereotyping of old people (ageism) in connection
with the pandemic. This opinion was most pronounced in
the under-35 age group (Garcia Soler et al., 2020). Another
study examined 35 newspapers and magazines from the
USA, Australia and the UK for ageist discrimination during
the lockdown. According to the results, regardless of the different national pandemic strategies, most highlighted ‘older
people’ as a problem and responsible for the lockdown (Lichtenstein, 2020). The question then arises as to why the intergenerational relationships could get so out of hand and to
what extent this reflects the everyday reality of generations
living together during the health crisis.
Intergenerational relations – what they are and what they
ought to be – have been an enduring theme throughout history. There have always been conflicts of interest between
the generations, accompanied by a lack of understanding.
Intergenerational relationships are not naturally harmonious,
and have to be constantly redefined and renegotiated. The
distinction between the parent or older generation and one’s
own identity is an intrinsic part of individual and social development. However, defining and negotiating a relationship
of solidarity has become increasingly complex and difficult
due to social change. For example, longer life spans and a simultaneous decline in birth rates have led to a fundamental
change in the relationship between the generations. Never
before have so many generations shared such a long lifetime
together as they do today. Besides demographic changes,
cultural change has also played a role, radically calling traditional values such as authority, a sense of community and
responsibility into question. What is important to one generation seems to be secondary to another. It is precisely this
development that is repeatedly perceived as a threat in the
public debate, and is reflected in the current discussion of
generational differences, which has reached a high point. The
terminology alone – the Golf generation, or generation X, Y
or Z – is intended to highlight differences. The debates are
often polarized and the respective generations are regarded
as homogeneous groups with different interests and behaviour. This is in contrast to the fact that, on the one hand, the
shared lifespan and its associated social conditions shape a
generation, but on the other, there are also major intragenerational differences, for example due to personality, education
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and social situation. The overgeneralization often associated
with the use of generational labels results not only from an
ignorance of these differences, but also from the need to simplify complex issues and draw clear boundaries when they
are quite clearly fading more and more.

Reasons for the increase in intergenerational tensions
during the pandemic
Intergenerational relationships reflect social realities. Significantly, social crises that bring intergenerational differences
into sharper focus, such as the Vietnam War in the 1960s or
the current COVID-19 pandemic, can lead to open conflicts.
The media debate on the lockdown was also characterized by
a blatant provocation of intergenerational conflict between
young and old. Even if it was mainly ‘older people’ who were
pilloried, once pubs and bars reopened, the public’s anger
was often willingly directed against ‘younger people’ who
would become infected by partying in these places without
maintaining social distancing and would therefore endanger
other people.
Placing the blame solely on the media for this mutual hostility
is an oversimplification. Society’s handling of the pandemic
reveals not only a lack of knowledge of intergenerational relationships but also deeply rooted negative ageist stereotypes, as has been documented in the research for decades
(Perrig-Chiello, 2017). This was also shown in a representative
survey in Switzerland in October 2020. When asked how the
pandemic is likely to affect intergenerational relationships,
more than half of the respondents either answered that they
could not judge or that they had no particular opinion on the
matter. Another 32% of the respondents assessed the consequences as negative and only 16% as positive (Bühler et al.,
2020). In other words, the majority do not care about this issue and those who have an opinion see a rather negative development.
Obviously, there are very few points of social contact between the generations and no culture of dialogue and interaction. An absence of knowledge is an excellent breeding
ground for social anxieties. However, we know from research
that wherever the different generations come face to face –
either as family or friends – the relationships are mostly good
(Bühlmann et al., 2012). The more closely we look, the more
we notice nuance in the knowledge and opinions about
shared concerns and the strengths and weaknesses of the
other group. We know more about how to communicate
with each other, what to avoid and how to provide support.
The protective and soothing effects of intergenerational and
family contacts on anxiety levels and ageist experiences of
elderly people during the COVID-19 pandemic was clearly
shown in a study by Cohen-Schwarz and Ayalon (2020).
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In fact, contrary to the contentious rhetoric about conflict
during and after the lockdown, there was considerable intergenerational solidarity, both within families and outside
them (Pro Senectute Schweiz, 2020). Younger people looked
after their elderly neighbours and offered them help with errands and grocery shopping that was on the whole gratefully
accepted. Various non-governmental organizations (NGOs),
such as the Swiss Red Cross, Pro Senectute and many others, quickly set up straightforward help and support, such as
home delivery services, telephone contacts and communication platforms. Many people of all ages signed up as volunteers. In short, although at a societal level intergenerational
relations may have become more tense, at individual, family
and neighbourhood levels, relations became more relaxed,
or even closer. Those in charge of handling the pandemic at
federal level could have played a decisive role in resolving this
paradox. However, as the federal authorities underestimated
or even ignored intergenerational relationships, they simply
aggravated the already tense discussions of generational differences. The following two pandemic measures, in particular, while justified from a medical viewpoint, caused collateral
damage at societal and individual levels.

The blanket labelling of one particular age group as vulnerable: Those over 65 were classified as a vulnerable highrisk group. The label ‘vulnerable’, which was supposed to
mean ‘worthy of protection’, is not uncontroversial. ‘Vulnerability’ is a term used in various sectors – such as psychology,
medicine, ethics, environmental sciences, sociology – and in
a wide variety of contexts. This multidisciplinary use of the
term makes it difficult to apply a standard and binding definition, added to which – especially due to its vagueness – the
term’s usefulness is often disputed both in academia and in
practice (Perrig-Chiello, 2015). This issue was also evident
during lockdown.
1. The measures only took account of medical vulnerability.
This is in clear contrast to the World Health Organization’s
holistic definition of health. Social and mental health remained fatally disregarded during the lockdown, and
this made many people – especially those with pre-existing conditions – prone to collateral psychosocial damage,
even though they were protected from infection. The social isolation, loneliness and mental health issues of elderly
people proliferated (despondency, depression, sleeplessness; see Röhr et al., 2020; Seifert and Hassler, 2020). In
those already suffering from mental health problems, the
risk factors (depression, suicidal thoughts, higher mortality) increased (Wand et al., 2020).

2. Even labelling people or groups as ‘vulnerable’ demonstrably carries the risk of marginalizing them, even giving rise
to discrimination rather than protection (Danis and Patrick, 2002). The term ‘vulnerable’ is also associated with
the more or less implicit assumption that vulnerability is a
stable, enduring condition, which in turn entails perpetuating a negative status. This concern became true during
the lockdown and all the more so by the officially imposed
age threshold of 65+ for the high-risk group.

The blanket labelling of a high-risk group based on their
age: Research shows that individual differences in health and
performance increase with age, mainly due to lifestyle, gender and education. With the lockdown, people over 65 collectively mutated into a single medical risk group overnight.
However, this group includes people with a difference in age
of more than 30 years. Added to which, the 65+ group comprises two generations that are quite different. The majority
of the so-called ‘young old’, aged between 60 and 80, enjoy
good health. People in old age (80+), on the other hand, are
affected by a large increase in multimorbidity (two or more
chronic conditions) and dementia. However, it is not only in
terms of health that the two age groups differ, but also in
terms of their lifestyle, activities and values. The situation
during the lockdown was critical for many very old people, as
they mostly live alone and often have no access to digital media. They were the actual risk group, who were massively hindered in their daily activities (e.g. shopping, household tasks,
care) and were faced with issues such as loneliness, fear and
helplessness.
The younger seniors (65 years and older), who are generally
healthier and mostly comfortable in the digital environment,
had more opportunities to stay connected with others, to act
and find ample information. However, this group, who do
most of the informal volunteering and caring for relatives in
our society, saw themselves condemned to inactivity. Grandparents were no longer allowed to look after their grandchildren, and this had a negative impact, particularly on the
younger generation of mothers, who were suddenly forced
to contend with the dual task of working from home and
home schooling their children. In addition, this further exacerbated the gender gap and the return to traditional gender roles seen during the pandemic. It is not surprising that
the generation of the younger seniors, the baby boomers, resisted the paternalistic welfare provided by the authorities.
It is probably the first generation of older people who, due
to their higher level of education and political commitment,
want to define their own lives in old age. And they were successful. The 65+ age group as a criterion for being allocated
to a high-risk group was subsequently deleted from the new
COVID-19 Act.

The pandemic and its potential to boost intergenerational solidarity
Like all crises, the pandemic has the potential to bring about
both negative and positive changes. This is also true for intergenerational relations in our society, which underwent a severe stress test during the health crisis.
Even though there was considerable intergenerational solidarity at family and neighbourhood levels, there was noticeable tension between young and old at the societal level. A
great deal of ambivalence was also observed between solidarity and tension. On the one hand, older people reported
that they received a lot of support during the crisis. However,
a large majority is not sure whether the relationship between
young and old will suffer in the longer term as a result of the
pandemic (Pro Senectute Schweiz, 2020). So, does this mean
bleak prospects for the future coexistence of the generations? I don’t believe it does, for the following reasons.
1. Tensions and ambivalence are an intrinsic part of intergenerational relationships. The pandemic only highlighted
these aspects of our present-day four-generation society.
The main reasons for this – as presented here – are a lack
of knowledge of each other, scarce contact and a lack of
awareness of this tension and ambivalence. The intergenerational stress test caused by the crisis is nevertheless an
opportunity for the different generations to get closer to
each other and to get to know each other better.
2. Secondly, the pandemic is still showing us how dangerous
it is to put social problems solely down to age and generation. Not only are the very old in need of protection and
support, but so are other high-risk groups, such as the socially, psychologically and economically vulnerable, e.g. single parents, job seekers and those living on the poverty
line. The demographization of social problems not only
distracts from the real issue, but unnecessarily creates new
areas of tension and hinders innovative solutions.
And ultimately, the pandemic shows to what extent we, both
old and young, are interdependent and need each other. The
health crisis will most likely be described, in history books and
biographies, as a turning point with a ‘before’ and an ‘after’.
We can but hope that the ‘after’ will be characterized by the
awareness that, despite all progress, we as individuals and
as a society are very vulnerable and dependent on solidarity.
This experience can be the cornerstone for greater resilience
at personal, family and social levels, because people and systems show resilient behaviour not only despite adverse circumstances, but primarily because of them. The strengths of
many people and groups often only surface when they experience extreme stress. This is associated with the opportunity
to become aware of our own strengths, intensify our relationships with others, have greater empathy towards others and
set new priorities.
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Intergenerational solidarity does not come about by itself
and is not self-evident. It needs to be constantly discussed
and brokered and for that requires possible solutions beyond
conflictual debates. The large number of solidarity projects
during the pandemic, especially on the part of civil society,
can be interpreted as renewed awareness of the need for intergenerational cohesion. However, there is still a lot more
we can do. And all sectors of society – families, businesses,
churches, politics, administration, the state, cantons, municipalities – need to take responsibility to build a four-generation society based on solidarity supported by innovative
ideas.
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Alexander takes the wheel

The lockdown in March 2020 came like a punch
in the face. I’m a driving instructor for cars and
motorcycles and two years ago, I started my own
business. Then, all of a sudden – from one day to
the next – I wasn’t allowed to work, and at the
most inconvenient time of the year! The springtime is the peak season for motorcycle lessons. So,
existential fears surfaced, as I had a lot of ongoing
expenses to cover. Fortunately, I’m an optimist and
tried to make the best of a bad situation. It was
nice to suddenly be able to spend more time with
my children. We went hiking a lot, spent time outdoors and did handicrafts. But gradually it started
to affect my morale.
Shortly after that, a colleague posted a message
in the driving instructor chat group about the
Swiss Red Cross the canton of Schwyz looking
for volunteer drivers. Most of their volunteers belonged to the high-risk group and had to stop. So,
I thought, if I’m not allowed to work and I’m just
sitting around at home, then at least I can make
myself useful. I’ve got a car and I have the time.
So, I didn’t think twice and immediately called the
Schwyz SRC. The very next day, I stuck the magnetic sign to the side of my car, to show I was an
SRC driver.

Once my profession was allowed to start working
again, I stopped volunteering. When I brought the
sign back to the SRC, I told them I’d immediately
be available if there was a second lockdown.

It made me a bit nostalgic that I couldn’t
help out any more. The feedback from my
customers was good. They thought it was
a pity that the ‘young lad’ was no longer
there. I was flattered and it touched me.
It does you good to help out.
Many things have changed during this health crisis, but somehow everything’s the same. It’s a
tough time. I’ve become more careful now. Not
that I’m afraid for my own health, but I do worry
about my parents and my wife. I hope it’ll all be
over soon.

The customers were a little surprised to see ‘such
a young lad’ in the car. My profession was an icebreaker: “Ah, so you must be a good driver. I’ve
got nothing to be afraid of then!” I’d tell them
that normally I’m the one in the passenger seat,
because I’m not so good behind the wheel. The clients always had a story to tell. It was always entertaining and instructive to chat with them.
I especially remember one encounter when I was
driving a client back to her care home from the
spa. She was inconsolable and close to tears, because no one in her family was able or wanted
to drive her. I just don’t understand that; I’d have
done anything for my parents. After all, they raised
me and I owe them a lot.
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Aargau Red Cross’s youth group hits the ground running – a report by Flora
The phones were ringing off the hook, the inbox
was overflowing. Since the start of lockdown in
March 2020, more than 700 people had come forward as new volunteers for the Swiss Red Cross
(SRC) in the canton of Aargau. Everybody wanted
to help. There was – and still is – enormous solidarity.
No, we were not prepared for this crisis. Everything
happened so fast. The SRC in the canton of Aargau
immediately pulled out all the stops. Our online
neighbourhood help platform was up and running
just a few days after lockdown started. Anyone
who needed or was offering help with shopping,
paying bills or walking the dog could sign up on
the platform. Our youth group took over the running of this coronavirus project. We are used to
spontaneous volunteers and are flexible, creative
and responsive.
It was not long before it became clear that more
people were offering help on the platform than
were requesting it. Is there a digital divide? Do
people have inhibitions about accepting or even
asking for help? But then more people in need of
help started phoning the SRC in Aargau. I was very
pleased about this. Obviously, our message was
getting through – “We’re here for you”. We were
able to give support to everyone who asked for
it. That’s something I’m very proud of. SRC youth
group volunteers whose activities had been put on
hold filled the gaps in areas where there were insufficient volunteers.
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Even the youth group’s “normal” volunteer activities required a certain amount of improvisation at
the start of the crisis. Unfortunately, some of the
activities, such as entertainment afternoons at
old people’s homes, had to be stopped. When it
came to other projects though, we got innovative.
Wherever we could, we switched projects over to
a digital environment. That’s largely working very
well for our free extra tuition service for children
and young people from disadvantaged families.
The volunteers gave the children their lessons over
video chat. However, the mentoring project, under
which young volunteers regularly meet a young
person with a migration background to help them
integrate, ran into a number of obstacles: The first
were technical issues. Some of the young people
being mentored did not have a suitable device
or Internet access. Secondly, some of the recipients were reluctant to use the digital tools, either

because their language skills were not yet good
enough or because they had yet to build up a relationship of trust with the volunteers.
In spring we heard that a lot of apprenticeships
had yet to be filled. We were aware that many of
the young people we had worked with in youth
section projects were looking for a training position. That’s how our digital apprenticeship coaching service for people from a refugee background
came about. The coaching pairs worked together
to write CVs and application letters or simulate interviews. And the project paid off because some
of the people who took part found an apprenticeship or internship. Since the service has got off to
such a successful start, we intend to continue it in
the future.
While digital meetings are no substitute for personal contact, we have recognized that they still
have benefits. They provide a straightforward
way for volunteers and beneficiaries throughout
the canton to get together and talk without having to travel.

We were all able to expand our digital
skills throughout this period and learn to
use new online tools. For this reason,
part of our activities will be digitally
supported in the future.
Towards the end of lockdown in spring, the situation eased again somewhat. We sent a thank you
letter to all the spontaneous volunteers, including
those we did not use, explaining how they could
continue to get involved.
We were better prepared for the second wave.
Protective measures were already in place and we
were able to adapt them where necessary. Some
of the technical barriers were overcome in that
asylum centres were fitted with WiFi, for example, and we were able to issue devices to some of
the people we work with. All the information was
ready and we were able to communicate quickly.
2020 was a full-on and challenging year during
which an awful lot happened. I am pleased that
our services were in demand and that we were
able to play our part and make a difference.

Eva Spiritus-Beerden, An Verelst, Morten Skovdal, Nina Langer Primdahl and Ilse Derluyn1

Living conditions of refugees and migrants during the COVID-19 pandemic

Summary
Refugees’ and migrants’ lives are often characterized by numerous stressors, such as discrimination, poor living conditions and increased risk of mental disorders, which make
them especially vulnerable during the COVID-19 pandemic, as
health care and protective systems are overwhelmed, understaffed and underequipped. This study therefore examines
the impact of COVID-19 on the living conditions of refugees
and migrants throughout Europe. Quantitative data was collected from more than 8,000 respondents between April
and October 2020, the majority of whom reported a deterioration in their financial status, access to work and feelings
of safety since the outbreak. Groups that are particularly at
risk of a deterioration in their living conditions since the pandemic started are those living on the streets or in insecure accommodation or those who are undocumented. The results
clearly underscore the importance of including vulnerable
groups in COVID-19 policy responses. Efforts are needed to
improve their living conditions and continue to provide services even during a pandemic.1

Just like anyone else, refugees and migrants have also been
impacted by the pandemic. Yet, these groups are often already faced with numerous stressors in their day-to-day lives
(Miller & Rasmussen, 2010) and these may be aggravated by
the pandemic. Refugees and migrants often rely on social
services or non-governmental organizations (NGOs), which
were forced to limit or interrupt their services, sometimes
resulting in even greater barriers to accessing support organizations for these groups (Banks et al., 2020). The pandemic has impacted a range of human rights, such as access
to healthcare, and basic needs are disproportionally jeopardized in vulnerable populations (Forman & Kohler, 2020;
Shadmi et al., 2020).
While the consequences of the pandemic on the general population has been extensively documented, little is
known about how it specifically impacts migrant and refugee
groups. The ApartTogether survey therefore aims to discover
the impact on refugees’ and migrants’ living conditions. We
also look into whether there are differences between groups
according to certain socio-demographic characteristics, such
as residence status, gender and housing.

Introduction
Since early 2020, novel coronavirus disease COVID-19 has
been dominating the world, severely disrupting the everyday lives of many. In an effort to prevent the further spread
of the virus, governments around the world have taken restrictive measures, such as closing restaurants and schools,
imposing face masks and limiting social encounters. These
measures have, of course, had serious consequences, such as
a sharp increase in the unemployment rate worldwide (Kawohl & Nordt, 2020). Despite a well-developed healthcare
network in most European countries, the unexpected crisis has greatly impacted the system (Buheji et al., 2020), and
healthcare institutions, social support organizations and caregivers are increasingly under pressure (Carter et al., 2020;
Khanna et al., 2020). A preliminary survey in the United States
revealed that COVID -19 had already created food insecurity
in the first months after the outbreak (Bauer, 2020)
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The survey
The ApartTogether study launched an online survey in a collaboration between a large European consortium of academics and, from June 2020, the World Health Organization. The
survey ran from March to November 2020 and was available
in 37 languages. It covered the following topics:
– Participants’ socio-demographic characteristics: gender;
age; education; country of residence; country of origin; time
living in the current country of residence; residence status
(citizen, residence permit, temporary documents, undocumented, other); housing situation (asylum centre, house,
refugee camp, street, other); family composition and size;
and employment situation;
– COVID -19: infection status; understanding of measures (social distancing, hand-washing, masks, etc.); and the ability
to follow preventative measures;
–D
 ifficult living conditions: impact of COVID -19 and related
measures on daily lives, (i.e. ‘housing situation’, ‘accessing
work’, ‘feelings of safety’, ‘food’, ‘clothes’, ‘financial means’,
‘support from NGOs and other organizations’, ‘accessing
medical care’, ‘health situation’, ‘relationship with my partner’, ‘relationship with my children’), with possible ratings

49

Living conditions of refugees and migrants during the COVID-19 pandemic Eva Spiritus-Beerden, An Verelst, Morten Skovdal,
Nina Langer Primdahl and Ilse Derluyn

being (1) worse than before, (2) same as before, (3) better
than before, and (4) not applicable;
– Psychological well-being: symptoms of anxiety and depression and substance abuse;
– Social well-being: sense of connectedness with people they
are living with, with people in their country of origin and
with the broader society they live among; stressors in the
family/domestic violence; experiences of discrimination;
sense of belonging/solidarity; and support systems/coping
mechanisms.
Participants on the European continent were mainly recruited
through the networks of the researchers, organizations and
individuals working or associated with the target population, and through an extensive recruitment campaign on
Facebook, Twitter and WhatsApp. Participation in the survey was entirely voluntary. Informed consent, indicating the
aims and conditions of the survey, needed to be obtained at
the start. At the end of the survey, respondents were given
the research team’s contact details together with a link to the
WHO website to find out more about COVID -19.
A total of 8,297 people from 162 different countries across
the world but currently living in a country that is part of continental Europe completed the survey. Table 1 shows the top
10 countries of origin. Respondents did not necessarily complete all items, as they were allowed to stop the survey at
any time.
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Table 1: Countries of origin with the top 10 highest number of participants

Country

N

Percentage [%]

Bangladesh

978

12.1

Philippines

546

6.7

Tajikistan

388

4.8

Syria

365

4.5

Afghanistan

263

3.2

Belgium

167

2.1

Iran

135

1.7

Poland

132

1.6

Portugal

124

1.5

Italy

118

1.5

Turkey

117

1.4

Participants’ ages ranged from 16 to 100 years, with an average age of almost 35 years. Slightly more female than male
respondents took part. At the time of participation, the majority of respondents were working normally or remotely, and
lived in a house or apartment. The majority of respondents
indicated that they had temporary residence documents.
Over 9% of the participants were undocumented at the time
they completed the survey (Figures 1a to d).

Figure 1: E
 xperiences of refugees and migrants during the pandemic –
a) Gender; b) Housing situation; c) Reference documents; d) Work situation

a)

c)

Gender

Residence documents

51.2%

48.6%
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b)

d)
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Temporary
documents

No documents

47.6%

21.2%
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House/
apartment

Asylum
centre

3.2%
Refugee
camp

2.1%
On the street
– in insecure
accommodation

5.1%
Essential
worker

15.1%

6.8%
Working
normallyremotely

Already unemployed
or irregular work

4.2%

Unemployment
benefit

Student
or on leave

Unpaid furlough
or made redundant
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First, respondents were asked to rate how much the government health measures had an impact on their lives on a scale
from 0 (not at all) to 10 (extreme). An average of 7.4 was reported by refugees and migrants in Europe, indicating that
the measures had a major impact on their lives.

Their relationships with their partners or children had stayed
relatively stable, with the majority of respondents reporting
no change since before the pandemic (Figure 2).
Lastly, respondents were asked how likely it would be for
them to seek medical care in case of COVID -19 symptoms.
The majority (93.2%) reported that they would seek medical
care if they had symptoms. The remaining 6.8% were asked
why they would not seek medical care if they suspected they
were ill. The most common reasons were lack of financial resources (25.3%), lack of capacity at medical facilities (14.3%),
no entitlement to healthcare (14.3%) and fear of deportation (14.7%).

In terms of their experiences of specific aspects of the pandemic, two items stood out: access to work and feelings of
safety, which were reported as being ‘worse than before’ by
54.1% and 57.1% of the respondents respectively. In addition,
44.4% of the European refugees and migrants in this survey
reported a deterioration in their financial resources, while
32% reported greater difficulties in accessing medical care.
About one in four respondents reported that their housing
situation, access to food and clothing, support from NGOs
and other organizations, and their health situation had become worse since the outbreak.

Figure 2: Percentage of respondents indicating a deterioration in their daily lives

Abb. 2

54.1%
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Figure 3: Differences between men and women in the worsening of their living conditions
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“A woman who migrated from Asia to Europe to be with her
partner has lost her job due to COVID -19. Because of this, her
work visa was revoked and she is now waiting for the visa authorities to inform her when she needs to leave. She is worried about being deported and being without her family, but
also about falling ill, as her right to medical care is now limited.”
Excerpt from an ApartTogether interview with a non-EU citizen in Denmark. (WHO, 2020)
Gender: Male respondents more often reported that their
living conditions were ‘worse than before’ the pandemic,
such as housing, access to work, clothes and food, financial
resources, support received from organizations, and their

health situation. However, male respondents were slightly
less likely than female respondents to report a deterioration
in access to medical care and feelings of safety (Figure 3).
Age: Almost no differences were found in how living conditions were experienced during the pandemic depending on
the age of the respondents. However, the older the respondent, the less likely they were to report a deterioration in their
relationship during the pandemic.
Housing: Looking at differences between the various categories of housing, it can immediately be seen that more respondents living on the streets or in insecure accommodation
have experienced a deterioration in the different aspects of
their lives (Figures 4a + 4b).

Figures 4a + b: Worsening of refugees’ and migrants’ situation in relation to housing situation
Housing situation a
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28.1%
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Relationship with
child(ren)

House or apartment Asylum centre Refugee camp On the street – in insecure accommodation
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Refugees and migrants living in a house or apartment clearly
experienced fewer problems in relation to their accommodation because of COVID-19 measures compared to respondents in other living situations, with less deterioration in their
housing situation, access to food and clothes, financial resources, support from NGOs and other organizations, access
to medical care, and their health situation. No significant difference was found between the groups in terms of how their
access to work and feelings of safety had changed.

Residence status: At first glance, it can again be seen that
more respondents in the least secure residence category
(i.e. undocumented refugees and migrants) reported a deterioration in their living conditions (Figure 5a + 5b).

Figures 5a + b: Worsening of refugees’ and migrants’ situation in relation to residence status
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Undocumented refugees and migrants did experience a
greater deterioration in their housing, access to food and
clothes, financial resources, support from NGOs or other organizations and access to medical care, compared to those
with more secure residence statuses. Undocumented migrants also reported feeling less safe compared to respondents with temporary documents. And respondents with
citizenship were less likely to report a deterioration in their
health situation compared to undocumented refugees and
migrants.
“Right before COVID -19, a refugee in Europe received a negative decision from the court about his residence status.
When the pandemic broke out, a lot of organizations that
could help him to find a solution were closed, so he could
not find any support. Because of this he feels let down by the
government.”
Excerpt from an ApartTogether interview with an undocumented migrant in Belgium. (WHO, 2020)

In addition, similarly to what is stated by previous studies
(Forman & Kohler, 2020; Shadmi et al., 2020), more vulnerable groups, such as those living on the streets or undocumented migrants and refugees, are particularly vulnerable
during the pandemic. This is alarming, because these groups
are already in a more vulnerable situation. It is therefore important to strive for equity when developing the COVID -19
policy responses, by including the most vulnerable groups in
the conversation. To protect refugees’ and migrants’ human
rights and access to health, measures are needed to increase
the availability of multi-language information and access to
health services, both medical and psychological.
The pandemic has had a detrimental effect on everyone’s
lives, but for certain groups of refugees and migrants the living conditions have even become increasingly difficult. Policy
measures for the general population need to take account
of these refugees’ and migrants’ living conditions, in order
to prevent unequal outcomes. Efforts also need to be made
to help improve the living conditions of the most vulnerable groups, and to continue providing services, even during
a pandemic (WHO, 2020).

Conclusion
This study examines changes in the daily lives of refugees and
migrants to Europe during the COVID -19 pandemic. The impact of the health crisis is especially noticeable when it comes
to their financial resources, access to work, and feelings of
safety. The financial strain, in turn, was also found to be one
of the most important reasons for respondents not seeking
medical care if they developed COVID -19 symptoms.
Gender was a significant predictor of the respondents’ likelihood to report a deterioration in their daily lives. In particular, in most aspects, male respondents were more likely to
report experiencing a deterioration in their living conditions.
Almost no differences were found between younger and
older refugees and migrants. Only in their access to clothing
were young refugees and migrants more likely to experience
a deterioration compared to before the pandemic.
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Portrait

By Jina Sargizowa, Swiss Red Cross

Sometimes it was more difficult, sometimes less so

My name is Milena Qocharian and I am a volunteer of the Armenian Red Cross. I have to say that
volunteering during the COVID-19 health crisis is
physically and psychologically taxing. But it isn’t
impossible!

The most important thing is to provide accurate
and timely information. Our clients mainly receive
information from TV and the Red Cross, so it’s not
likely they will be misinformed. There aren’t that
many difficulties from this perspective.

Any kind of emergency makes us stronger, makes
us feel more needed by the people we serve.

As for positive emotions, you naturally have them
during every visit and every time you help the elderly. In my opinion, this is a major motivating factor too, the fact that despite all the difficulties, we
continue helping and don’t leave those who rely
on our assistance on their own.

Volunteering to provide home care
services never stopped, either during
lockdown or during armed conflict, when
the number of newly infected people was
over 2,000 a day. The only need was to
make people feel comfortable, protected,
cared for and loved.
We read books to them, looked through their
photo albums and helped them to remember the
good days and funny stories to overcome the situation. Sometimes it was difficult, sometimes easier,
but never dull. In our RC HBC/active ageing team,
we developed a number of ‘morning exercises’ for
elderly people to perform in a group on Viber and
some of our clients also took part in this activity
with our help.
Another issue we faced from the very beginning
was the lack of face masks at pharmacies. But the
Red Cross always provided me, our team and our
clients with masks, gloves, and hand sanitizer. Another issue was that some people had difficulty
wearing a mask, found it more difficult to breathe,
and even more so in hot weather, along with the
inconvenience, the need to maintain social distancing and organize their daily activities so that
they minimized direct contact with other people.
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Interview by Suzana Tuneva Paunovska, Red Cross of the Republic of North Macedonia

Displacement, separation and COVID-19

Because of the crisis in my country, my husband
and I had to leave Syria, and went to Greece. That’s
where our daughter was born. We stayed there
for six months during the refugee crisis, then decided to travel on to North Macedonia. Unfortunately, it wasn’t easy to get there. I fell and broke
my leg and had to go to hospital. Because of this
injury, my daughter and I stayed in a safe house in
North Macedonia while my husband travelled on
alone to the Netherlands, where he is now living
and waiting for his status to be clarified. In North
Macedonia, I applied for the right of asylum as a
refugee, and was granted the status of eligible for
subsidiary protection. Since then, I have been sharing a rented flat in the capital of North Macedonia
with a woman from Congo and her two underage
children, who are also eligible for subsidiary protection.
When the COVID-19 pandemic started, our lives
changed dramatically. It was a very unpleasant
experience for all of us and has greatly affected
my life, and the lives of others too. As I have a fouryear-old daughter and the kindergartens closed,
I could no longer go out to work and had to stay
home to look after her, as there isn’t anyone else
to look after her. The quarantines that followed
and the movement restrictions cut me off from the
people I was in contact with.

It was stressful because we constantly
heard and saw news about the large
number of infected people and the many
sad deaths. There were many challenges
in my daily life. I had to stay home and
missed going out to work and interacting
with other people.
My daughter missed her kindergarten friends and
the teachers.
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Then, when the state of emergency was declared,
the Red Cross team contacted me. Initially, the
whole COVID-19 situation was explained to me
very well, and they gave me psychosocial support to reduce my anxiety. It was very important
for me to learn how to use personal protective
equipment, how to disinfect the room, how to
use all the disinfectants that I had never used be-

fore. They also explained what I needed to pay the
most attention to, exactly what was happening in
the country, when the curfew starts, how long
the quarantines last as well as about monitoring
my health and my daughter’s health, day by day.
The mobile Red Cross team also regularly supplied
us with humanitarian aid (food, toiletries, face
masks). During the quarantine, the mobile teams
helped me to buy the necessary products I had forgotten to get beforehand. At the beginning, the
social worker and the volunteers prepared teaching materials for my daughter. That meant I could
teach her and improve the quality of her free time
so that she could make progress. She’s at the age
when she learns the most and makes the most
progress. We used to live in a small flat and the living conditions were very modest. They helped me
to move. My living conditions are now much better and that makes me very happy.
The continuous support from the Red Cross really
helped me to deal with the crisis. It always gave
me a sense of hope that everything would be okay
and that we should comply with the protocols and
health measures and generally stay as calm as possible. I was given training as a state-licensed cook.
I found out about this training through the Red
Cross and applied. I successfully completed the
course. I was very happy to learn new things and
meet new people and it was great how I was accepted into the course group. The challenge is
now for me to find a job as a cook. I am sure that I
can be successful in this profession and I really enjoy it. I want to find a job with a regular salary so
that I can cover all my expenses myself, because I
don’t want to depend on the help of others forever. The Red Cross team helped me to get state
funding for citizens who are considered vulnerable and therefore in need of protection. Over time,
the measures were relaxed and we were allowed
to meet up for a chat in public again. That reduced
my anxiety and stress. We went together to children’s playgrounds, the city park, the zoo and for
walks on Vodno hill. With the support of the team,
we even went on holiday to Struga. It was the first
summer holiday for us, and my daughter and I
were very happy.

The physical distance from the friends I have made
here, as well as being constantly careful and complying with the protective measures, is life-changing. I can’t visit friends, we only meet up for short
periods and always outdoors, and we are always
very careful. I often talk to my family in Syria and
my sister in Turkey. They also give me a lot of support. Contact with my husband is also important to me and he encourages me to help me get
through difficult times.

But it’s my daughter who gives me
the most strength.
My biggest wish is to find a permanent job so that
I can feel more secure because I believe in my abilities and qualities. My biggest hope is that maybe
this year the institutions can help me to visit my
husband, who is still an asylum seeker in the Netherlands. We have been separated for four years
and my daughter doesn’t really know her father.
She doesn’t know what it feels like to have a father, even though we see him every day on Viber.
When she sees another child’s father and hears
him call him ‘dad’, she does the same.
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Hildegard Hungerbühler

Humanitarian work in the fragile context of the pandemic

Introduction
It is in the nature of things that most humanitarian work undertaken as part of international cooperation takes place in
fragile contexts and that it constantly sets out to ensure that
the most vulnerable people are not forgotten in major catastrophes and large-scale emergencies. The fact that humanitarian work in Switzerland has also had to take place
– and in some cases is still taking place – in a less stable context than usual is a result of the coronavirus pandemic, which
has had, and continues to have, a major impact on the domestic work of the Swiss Red Cross (SRC) for the first time.
This article takes the form of a conversation between the two
people responsible for international and domestic work at
SRC headquarters - Christine Kopp, Head of the Health & Integration Department (domestic work, until the end of 2020)
and Thomas Gurtner, Head of the International Cooperation
Department (international work), and discusses how the
global pandemic has changed the conditions in which humanitarian work in Switzerland and abroad takes place, outlines several challenges and attempts to derive conclusions
for work with people living in a situation of vulnerability going forward. The article also compares perspectives for crisis management in Switzerland and abroad and addresses
the issue of whether beneficial experience-sharing that has
yielded fresh synergies has become a reality, particularly with
the aim of enhancing vulnerable people’s resilience, intercepting and reducing vulnerability and strengthening public solidarity.
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Christine Kopp and Thomas Gurtner, what did you regard
as the major challenges in terms of humanitarian crisis
management during the pandemic at home and abroad?
Christine Kopp: Living in Switzerland, we’re used to
everything being perfectly organized and always having
everything under control. Coronavirus eroded this self-image, making it fragile. We had to learn to accept that we cannot always manage everything and that a major crisis, in the
form of this pandemic, can catch us unprepared too and paralyse all the daily functional mechanisms we thought were invulnerable. We even had to learn to accept that people from
an affluent society such as ours have fewer skills and less experience in dealing with restricted living conditions than people from crisis-torn countries who are used to living under
challenging conditions. The Swiss always feel that they have
an almost preordained right to the best, to the best quality supplied as quickly as possible. That has now changed for
the first time in a long time, and we suddenly have to operate in the same way that other countries have been used to
operating in for decades, and with far fewer resources than
we have. To my mind, this is a side of the coronavirus pandemic that will not do Switzerland any harm since it requires

the country to rethink the idea that we are simply entitled to
first place in the world order. After all, we soon reached the
point where we were stretched by our limitations and where
things were just not working as normal.
What does that mean in specific terms?
The personal protective equipment in the first wave and now
tests and getting people vaccinated in the second and third
waves. Switzerland is no longer automatically the first to be
served, but may find itself behind countries that are faster
or operate differently. A further challenge is that we have
not always been able to think absolutely everything through
before we act. We had to relearn, and we should continue
to do so, perhaps taking on board the lesson that there are
many cases where we simply have to take action and cannot
always make completely sure that what we are doing is really the right thing, whether the process is really just as good
and whether we have covered all bases. We have to learn
that sometimes you can or have to take action. But that also
means taking responsibility. We are no longer used to dealing with not knowing and uncertainty, and being unable to
accurately assess the risks. That makes it harder to decide
which risks you are willing and able to accept in humanitarian work. Think about the SRC’s employees and volunteers,
for example. How many risks are we prepared to expose our
staff and volunteers to? Obviously, we do not force anyone
into an unsafe situation. But we also have to live with the uncertainty that things might not turn out well or people actually get infected. We just need to get away from this “manic
perfectionism” and always wanting to size everything up in
advance. In return, we need to leave a lot to the much-cited
concept of personal responsibility. This is a new reality where
nothing is definite anymore and facts may be unreliable or
even non-existent. But that’s probably the precise nature of
crises that you experience for the first time, like a pandemic.

So you’d say we have to have a bit more courage to act
and gain experience without devolving responsibility,
then constantly learn from that experience, just as the
Federal Council is doing.
Christine Kopp: Yes, I’m on the same page as the Federal
Council there.
Thomas Gurtner: Having to learn to take action without
the security of knowing what you’re doing is right is an interesting approach. Coronavirus has had the exact opposite
effect on our international cooperation: We’ve had to learn
not to take action ourselves from headquarters, but leave the
people on the ground in foreign countries to do that. Our
role is now only a supporting one – our local partners are the
actual agents of action. In the international context, I think
that’s one of the most important lessons we have learnt from
this pandemic. Coronavirus has stopped us visiting missions
ourselves. We have suddenly been forced to rely entirely on
our local partners and have been bowled over at how things
that we have been advocating for over 20 years – localizing aid and empowering local communities – have actually
taken place. Not just that, we were also forced to learn that
our 1970s ideas of taking charge and pushing quality control
were no longer effective. We had to ask people what they
needed and how we could help them, then tell them to just
do what they thought was right because we could no longer
get to them.
That’s interesting because there seems to have been a
kind of reversal in the normal balance of power between
headquarters in Switzerland and local partners on the
ground?
Thomas Gurtner: Exactly, that was very clear! It was also
interesting that we were able to effectively use capacities and
skills that we normally deploy in international cooperation
in a complementary role in the national context. That was
one of our most satisfying tasks during this period, particularly at the start of the pandemic. Take logistics, medicine and
healthcare, for example. Employees who have been dealing
with Ebola for years in countries where the virus is present
knew exactly what key mechanisms are important to maximize the effectiveness of long-distance cooperation in humanitarian health crises such as epidemics. The important
thing then is to maximize complementarity in humanitarian
aid, particularly between domestic and foreign activities. As
the coronavirus pandemic has illustrated, the international
work a Red Cross society does can also pay dividends for its
domestic work – in our case in Switzerland.

Christine Kopp, can you give an example of a national-
level challenge where your work in Switzerland benefited directly from the SRC’s experience in international
cooperation?
Christine Kopp: Mainly medical support, specifically setting up and running the testing centre and testing service
in Bern, and also in logistics, i.e. the entire procurement process for masks. We would have been lost without the International Cooperation Department’s extensive experience in
these areas. What’s more, the tangible cooperation between
our domestic and foreign activities, which is something we at
the SRC have been advocating and pursuing for a long time,
suddenly became a reality very quickly and straightforwardly
owing to the immediacy of the real-life emergency situation.
That means a global crisis requires closer cooperation and
can accelerate and optimize the process of improving collaboration.
There were also areas where we were able to benefit from
other units’ experience in addition to International Cooperation. Take for example the traditional services provided by
the Red Cross cantonal associations and rescue organizations.
The pandemic forced us to expand, enhance, adapt or digitalize them. Volunteers were recruited online, home delivery
services were set up and visiting services were offered online.
Cooperation with the centres of excellence for youth work
and volunteer work played an important role in dealing with
all these challenges, as did drawing on their expertise. By
contrast, everything connected with logistics and support for
the healthcare system in the narrower sense was quite definitely reliant on the experience of International Cooperation
and on effective cooperation with the Department. Things always ran very smoothly. For example, a specialist nurse with
extensive experience of project management abroad did fantastic work as team leader at the drive-in testing centre in
Bern. At the bottom line, we were able to learn a lot from International Cooperation’s methodological expertise and apply it to our work in Switzerland – for example how to set up
a crisis management team and how that team works. That
was simply because the SRC’s International Cooperation team
had experience of how humanitarian work operates in crisis mode. We were able to benefit from that for our work in
Switzerland.
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Thomas Gurtner, what was the greatest challenge facing
you during the coronavirus crisis? After all, the International Cooperation Department is used to managing crises such as earthquakes, tsunamis, floods, etc. What was
new or different about coronavirus?
Thomas Gurtner: During our lifetime at least, it is the very
first major humanitarian crisis to assume global proportions,
very quickly affecting countries in the southern and northern
hemispheres, and people both rich and poor. The pandemic
is changing the way we live and work at a fundamental level.
“The pandemic is a portal”, as Arundhati Roy says. One of the
things the Indian author, screenplay writer, political activist
and critic of globalization said about the coronavirus crisis
resonates with me. She said:
“Historically, pandemics have forced humans to break
with the past and imagine their world anew. This one is
no different. It is a portal, a gateway between one world
and the next. We can choose to walk through it, dragging
the carcasses of our prejudice and hatred, our avarice, our
data banks and dead ideas, our dead rivers and smoky
skies behind us. Or we can walk through lightly, with little luggage, ready to imagine another world. And ready
to fight for it.” (Roy, 2020).
The SRC’s International Cooperation Department faced the
fresh challenge of having to suddenly act in much the same
way in its home country of Switzerland as the headquarters
of Pakistan’s Red Crescent has had to do almost every year for
50 years – in other words switching quickly from the accustomed routine of working on long-term programmes to managing a crisis. With 220 million inhabitants, Pakistan is one of
the countries in which some of the most serious natural disasters of the past 15 to 20 years have regularly occurred (the
Kashmir earthquake in 2005, the Indus floods of 2010 and
a further devastating earthquake in the part of the country
with the weakest structures in 2015). However, other sister
organizations of the SRC often face situations in which natural disasters add further pressure to the lives of people in a
region who are already afflicted by war and violence, plunging them into need and despair.
Since we are experiencing something similar as a result of
coronavirus, we suddenly feel much closer to and greater solidarity with our sister societies. We now realize and understand that they have to keep operating under conditions that
are often much tougher than the ones we are currently facing.
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International solidarity and coordination are playing a hugely
important role during the current global coronavirus crisis.
The International Federation of Red Cross and Red Crescent Societies assumed this role by clearly demonstrating,
with the support of the International Committee of the Red
Cross (ICRC), what the International Red Cross and Red Crescent Movement can achieve as a whole and throughout the
world when the chips are down. Worldwide, almost 30 bil-

lion Swiss francs have been deployed through the International Red Cross and Red Crescent Movement’s network
to protect and assist people in need during the pandemic.
With the aid of our 12 million volunteers around the globe,
we have reached hundreds of millions of people. Even the
United Nations and many national governments that may not
have had such an open relationship with their own national
Red Cross or Red Crescent society were suddenly glad of cooperation and support in a crisis they could never have overcome alone. This phenomenon wasn’t just restricted to the
southern hemisphere. The Swiss government also acknowledged and appreciated the important, from its perspective
vital, role played by the SRC in overcoming humanitarian crises. That’s why it’s so important that Red Cross and Red Crescent organizations’ special status as auxiliaries to the public
authorities in the humanitarian field needs to be recognized
and supported. Switzerland was also glad to have an organization with a global network that could be relied on to provide support. And there was plenty of solidarity within the
Red Cross and Red Crescent Movement too. The global challenge presented by the coronavirus was also an opportunity
for better coordinated, closer cooperation within our international humanitarian movement.
What impressed you both most when you got a direct
glimpse of humanitarian aid? What struck you about
the aid workers, both professionals and the many volunteers? And what struck you about the people receiving the aid?
Christine Kopp: This might sound like a trite and commonplace observation about a crisis, but there’s something
very moving about helpfulness on a small scale. In a crisis,
everything is stripped back to basic needs, and the help that
is provided is also simple but tangible, for example going
shopping for someone, talking to someone or making sure
people aren’t lonely. There were a lot of bottom-up initiatives, ranging from neighbourhood aid schemes and larger
scale projects when people suddenly interconnected, to the
inspiring examples of all the committed SRC volunteers who
helped vulnerable people on a day-to-day basis. I found the
SRC film on the simple solidarity of volunteers in the “new
normal” of the coronavirus very moving. In my area of activity, it was impressive how specialists from completely different areas hooked up in an instant to work together on
impending issues and problems. Hardly a day went by without me meeting someone new. I was meeting scientists even
before the federal government’s Science Task Force was set
up, as well as employees of the authorities and colleagues
from the SRC. That way we were able to order and broker
personal protective equipment for the federal government
and SRC, ensure that the COVID app was translated into migrants’ languages, open the drive-in testing centre in Bern
and a lot more besides. It’s impressive what people can
achieve when they pull together in a crisis.

Thomas Gurtner: Yes, and I’d add that the spontaneous
solidarity we saw is universal. We see it time and again whenever a crisis breaks out. But the coronavirus situation is now
worse than it was to begin with and one of the major challenges of crisis management is maintaining solidarity globally, nationally, regionally and communally down to the level
of the individual, and doing so for a protracted and indefinite period. It is in the nature of crises that they frequently
last some considerable time and do not have a foreseeable
end. As a result, the solidarity we saw at the start will decline.
Coronavirus is a global crisis of as yet unknown long-term dimensions which looks likely to affect millions of people for
years. While material support for the people affected will remain important, psychological support will be even more important in the long run. And this is where a problem arises:
While solidarity is quick to appear, it is equally quick to disappear when the crisis becomes the “normal” long-term reality.
In the meantime, the discussion has become harsher in tone,
as is frequently the case in crises: To begin with, people who
are in danger are welcome, regardless of whether they are
refugees or displaced people from the same country. Borders
are opened to them and they receive protection. But when
the situation starts to impinge on livelihoods, people become
more defensive. And that’s the moment when it’s important
for humanitarian aid organizations, including national Red
Cross societies, to communicate quickly and effectively. The
Red Cross and Red Crescent Movement has tried-and-tested
humanitarian values. We need to build our communications
on these and demonstrate solidarity in our humanitarian
work – including through our large global network of volunteers – while also appealing to people’s solidarity with each
other.
Christine Kopp: Yes, I share Thomas’ view that the question of how we can now re-energize waning solidarity is key.
Just today I’ve seen the results of an FOPH survey, which confirm this. The majority of people have accepted and complied
with the protective measures, but the problems are increasing the longer the pandemic lasts and that’s not surprising.
They include increased loneliness, impaired mental health,
depression and other mental illnesses. A state of permanent
endurance becomes a stress test for society and the individuals within it. As a humanitarian organization we have to actively address that again, now that it can’t simply be pushed
as a natural wave of solidarity that occurred all by itself.

One of the goals the SRC has set itself in its Strategy 2030
is to strengthen the resilience of people and communities. Using the coronavirus pandemic as an example, how
could that happen in specific terms? And how can the
SRC help to intercept and reduce vulnerability? How is it
promoting solidarity through its work?
Thomas Gurtner: The future task of the International Cooperation Department is clear, as this pandemic has made
plain. We have to fulfil the critical role that our sister societies play in their countries much more effectively and adapt
the support we provide in such a way that they not only conduct good health and social programmes that we co-finance,
but are also empowered to define their own priorities. Going
forward, we need to boost their financial autonomy substantially and provide long-term support for their own institutional resilience.
Christine Kopp: The fact that people have now developed
pandemic fatigue makes it all the more important to address
the issue of mental health. We have to try to support them as
effectively as possible by counteracting loneliness. We now
need to see what we can specifically offer in this area in conjunction with our large network of volunteers. One important approach is certainly to link lonely people up with each
other as a way of motivating them to do something about
their own loneliness and to boost each other’s resilience. The
isolation that coronavirus causes only further intensifies the
loneliness of people who are already lonely, which in turn
leads to anxieties of all types. People whose mental health
was already poor before the crisis are particularly hard hit.
Existing anxieties, whether real or imagined, feed off and
are amplified by the new ones. This is an area where the SRC
both needs to make an effort and where, as a health charity, it is well positioned to do so. As we do so, we also need
to strengthen the self-starter approach that has manifested
in such impressive form. We can use digital resources specifically to link people up with each other without SRC staff having to play the role of intermediary. We need to expand that
by having the courage to give away a little control.
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Humanitarian work in the fragile context of the pandemic Hildegard Hungerbühler

You have both said that beneficial cooperation and potential synergies developed between the SRC’s domestic
and international work during the pandemic. Are there
any takeaways from this experience that you could use in
your humanitarian work in the future, particularly with
the aim of enhancing vulnerable people’s resilience, intercepting and reducing vulnerability and strengthening
public solidarity?
Christine Kopp: I’m thinking now from the perspective of
domestic work and potential synergies with SRC member organizations in Switzerland. I’m convinced that there will have
to be closer cooperation between SRC member organizations
in the future. The process is already underway, of course. Together we can create and play a stronger role in supporting
public health in Switzerland. The Samaritan first aiders have
demonstrated the value of their basic skills in healthcare provision. We now have to take these experiences from the pandemic with us as we move forwards.
That’s an idea for increased cooperation between SRC
member organizations in the national context. How do
things look for overarching cooperation between Switzerland and other countries?
Thomas Gurtner: We have learnt to work more effectively
with each other and, to my mind, take notice of and recognize each other’s achievements to a greater extent. That’s
something we can certainly build on. We are the two operations-centred departments at SRC headquarters, so it’s important that we work well together. When it comes to crisis
and disaster management in particular, we should now work
together to establish if we’re equipped for the future, if we’re
effective and if we’re now in a better position in terms of our
response than we were a few months ago. We are now no
longer in the emergency response phase but in a chronic crisis. What humanitarian responses do we have to that? Now
the communications-related side of support is getting more
important again.
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Now that the crisis is in the process of becoming “normal” everyday life?
Thomas Gurtner: Yes, exactly, now that the crisis is becoming part of everyday life and is no longer new and a bit exciting. I think we now need to think even more carefully about
where and how our mission is most effective – for example
researching and analyzing exactly where the social bottlenecks are not only in Switzerland, but also in the countries
where we have international missions, who exactly the “most
vulnerable” or “most marginalized” are and where we can
best deliver “humanitarian added value” over the months
ahead. It is also important that we reflect on the tools we
use in our humanitarian work. What tools can we use to best
achieve our goals? After all, we have a lot of them. We might
not yet have used them nationally, but we could very quickly
pick them up from the Danish or Norwegian Red Cross, for
example, or obviously from our own specialists in humanitarian crisis management in the international context. It would

be possible to react quickly from a logistics perspective and
set something up at home too. I think the coronavirus pandemic has taught our domestic and international departments to work together more closely and we now have a
better mutual understanding of the national and international context in which we each work. Coronavirus is also an
opportunity for humanitarian work because we are developing scenarios and key action areas on the basis of a systematic analysis. It is important for us to focus because we can’t
do everything and need to concentrate on our strengths. At
the same time, we need an appropriate appeal and active
communication to support the people most severely affected
by the crisis.
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Franziska Bundi and Célia Francillon, Swiss Red Cross

Development cooperation during the pandemic – worries without borders1

Poverty-stricken countries are suffering enormously from the fallout of the pandemic. The SRC
is supporting regions where development cooperation delegates have already been deployed. Here,
four of them give their personal view of their concerns and the huge challenges.1
Maya Helwani,
SRC delegate in Syria
As if things weren’t bad enough already, working under these circumstances is a real challenge
for our little team. The borders are closed and
we can’t travel around freely. I don’t know when
I’ll see my family again and I worry about their
health. But I try to come up with creative ideas
for reconciling my work with my private life and
stay in touch with my loved ones online. The SRC
is supporting the Syrian Arab Red Crescent’s pandemic plan, helping our partner to provide hygiene education and equip healthcare centres and
ambulances. That’s helping to consolidate our collaboration – so there’s one positive thing about
these difficult times. But unfortunately our usual
aid work has been held up, such as improving the
water supply.
Nicola Malacarne,
SRC delegate in Bangladesh
I’m an SRC delegate working in Cox’s Bazar, a district where almost a million Myanmar refugees
have been living in camps since 2017. The level of
poverty here is high and most people live from
hand to mouth. There is practically no social safety
net. When people no longer have any opportunity
to earn even a scarce living, the security situation
can quickly deteriorate. That’s what worries me
the most. Because of the lockdown, I can’t travel
around much. Once a week, I go shopping at the
market, but otherwise I just stay at home or at the
office. Our private lives are restricted too. Even
though there’s limited access to the Cox’s Bazar refugee camps, we’re able to carry on with our healthcare services by adhering to strict hygiene rules
while we’re in the camps. All our education efforts
are currently focused on the COVID-19 pandemic.

1

The portraits are taken from: Bundi, F. and Francillon, C. (2/2020).
Coronakrise weltweit. Grenzenlose Sorgen. Swiss Red Cross, Humanité,
pp. 12–13.

Thomas Okollah-Oyugi,
SRC delegate in Ghana
The SRC was quickly able to integrate virus-containment measures into its ongoing hygiene promotion activities. The Red Cross was one of the
first organizations that made an active contribution to the campaign. Because public gatherings
were forbidden, our volunteers were not able to
carry on their educational work as usual in their
village communities. As it’s even more urgent now
to educate the population about how the virus
spreads, we are trying to reach out over the radio.

For me personally, it’s very distressing
that I can’t see my wife and children
as they’re back in Kenya. I’m worried that
they might get infected and I can’t be
there with them. And like so many other
people here, I’m affected by the rocketing
cost of living.

Oihane Olaetxea,
SRC delegate in Haiti
The SRC is also helping to fight the pandemic in
Haiti. In partnership with the Haitian Red Cross, we
educate the population about the risks and install
hand-washing devices. At the moment, I’m mostly
concerned about what we can do to help while
making sure my team stays safe. I’m worried about
delays in our long-term development cooperation
work, such as disaster preparedness in the at-risk
communities. The health crisis has made our work
difficult.

The uncertainty and constant changes
in the information are a real problem,
made worse by the fact that many people
in Haiti don’t believe that COVID-19
makes people ill.
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Interview by Hildegard Hungerbühler, Swiss Red Cross

“Femmes-Tische und Männer Tische” Switzerland –
coronavirus and improvisation

“Femmes-Tische” (women’s round tables) and
“Männer-Tische” (men’s round tables) bring together people from a variety of origins for conversation. Participants discuss family, health and
integration issues in their own language. The
low-threshold, neighbourhood discussion groups
are available in around 20 languages. Trained facilitators lead the discussion and share information.
The most important thing, however, is for participants to share their own experiences. Women’s
round tables have existed since 1996 and were
joined by men’s round tables in 2014. The programme reaches around 12,000 people a year in
Switzerland and Liechtenstein. The events are run
at cantonal level by suitably qualified institutions
with strong networks. The licensed national programme has won several accolades.
Isabel Uehlinger, managing director of the
“Femmes-Tische und Männer-Tische” service explains how the programme dealt with the coronavirus crisis.
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What impact did coronavirus have on you as
managing director of the “Femmes-Tische und
Männer-Tische” service? On the way the service
operates, for example, but also on the facilitators’ work and on the participants themselves,
most of whom are migrants?
Isabel Uehlinger: As an organization, we were
forced to learn to deal with the sudden outbreak
and rapid spread of the pandemic and to try to do
the “right thing”. It was a new situation for our entire society of course, one that happened from one
day to the next. At first we thought we’d just drop
all the non-essential activities. Our initial policy
was to cancel volunteer work. Our facilitators are
volunteers, of course. The discussion groups we
run for the migrants that are our primary target
group could not continue without these dedicated
people. We gave instructions that any physical
presence at these discussion groups should cease.
However, the facilitators’ reactions immediately
made it clear that this wasn’t a good idea. They
told us that many migrants hadn’t properly understood what was happening and didn’t know what
they had to do. A lot of them were feeling very
insecure and urgently needed information and
contact more than ever. One example was a baptism in Geneva that took place after lockdown had
been announced and was attended by over 200

people. The information simply didn’t get through.
That made us realize that we neither wanted nor
were we able to accept that situation. The facilitators were hugely willing to build up an alternative
communication channel. They felt a sense of obligation to their communities by virtue of their role.
They were receiving enquiries and wanted to be
able to respond. And then we drew up instruction
manuals within a few days or a maximum of two
weeks for the sites where the groups take place so
that we could switch over to online services. The
facilitators had to have training in preparation for
the online groups and adapt their facilitation technique. It was then we found out that they are actually very experienced with technology and adept
at using it – and that they were able to do a lot
using their mobiles. Even the older migrants who
run the services for us were confident, had the expertise and were able to switch quickly. Then they
began to run the discussion groups on chat forums, Skype, WhatsApp, and even Zoom. In terms
of content, the aim was to get participants to understand what was happening in the pandemic,
the right way to behave and what questions there
were on how to implement the prescribed measures. We did this mainly by translating the FOPH’s
instructions into a large number of languages so
that the facilitators could communicate them verbally to their respective communities. Given the
interactive nature of the discussions, participants
were able to ask questions, just as they could have
done in a face-to-face environment.

And there were a lot of them, some of
which were very specific, including:
“Our flat is too small, the children play in
the stairwell. We’re in an apartment
building and the neighbours’ children
knock at the door and want to come in.
What should I do?”

So the things people had questions about were
very much everyday things?
Yes, exactly. They were questions from a sealedoff, confined everyday existence. From the huge
amount of positive feedback we received, we realized that the information and assistance we were
providing about coronavirus was spreading and
that our network was working properly. This was
a huge motivation for the facilitators. At the same
time, we were in a dialogue with the FOPH, which
agreed to provide financial support for the communication services we were providing to the migrant population.
For the coronavirus-related additional services
the “Femmes-Tische und Männer-Tische” project was providing?
Yes, so that we could train the facilitators to use
the new online format and assist them. Site managers held regular online experience-sharing
events with the facilitators, either in groups or
one-to-one. They had questions and in some cases
felt they were in danger of being overwhelmed
because the everyday problems of the people in
their discussion groups were getting ever more
serious. Their livelihoods were under increasing
threat from such things as redundancy and lack of
financial resources.
Were the facilitators assuming new roles they
had not had before the pandemic?
Maintaining empathy while still remaining detached is a constant issue in facilitator support and
so is not entirely new. However, the crisis has exacerbated the issue because the facilitators were
isolated themselves due to coronavirus. They absorbed the participants’ many different problems,
but were not able to discuss them with their peers
on an intervision basis. That was when we realized
it was important to learn the lessons of this crisis
and its consequences for our programme. Certain
things gave us a shot in the arm too, of course, for
example when we realized that our project – the
“Femmes-Tische und Männer-Tische” network –
could still function under crisis conditions and that
we were and are able to provide something fundamentally important even when serious restrictions
are in place. Being in contact is what distinguishes
us, while staying in contact is what people need to
be able to do in a crisis like this pandemic.

As a new feature, facilitators of the migrants’ discussion groups provided one-to-one discussions
and advice sessions throughout the crisis to deal
with questions and needs. These lasted between
five minutes and a full hour.
Some of them also started to record FOPH instructions as audio news items and communicate them
to their network through Facebook, for example.
In fact, they were doing this before the FOPH.
Looking at it like that, you did pioneering work
in information provision. And that, of course,
was something the authorities realized, acknowledged and rewarded in due course.
Yes, our advantage is that we are a small organization with short communication paths. We are
agile. It doesn’t take long for us to hear from our
target group – the people who attend the discussion groups – what their specific needs are.
Given all the expectations and needs of their
target group, didn’t the facilitators find themselves reaching their limits just in terms of
time?
Yes, we soon realized that this was an area where
we had to support them effectively. The problem
with online mode is that there’s generally a risk of
being unable to draw the line quite as well. Apart
from the challenges facing them as facilitators of
the women’s round tables and men’s round tables, they were frequently also in constant contact with their own families, which in some cases
were spread across the globe. The time differences
involved meant they were often on their phones at
night and virtually unable to get any rest.
So they were busy round the clock?
Yes. Furthermore, as key people, they are active
and have a good network. That means they have
a reputation for helpfulness in their migrant communities that they want to live up to during the
crisis. They generally also have their bread-andbutter jobs on top of that, which didn’t stop for
the pandemic either. They had to work away from
home, in care settings or as cleaners. An awful lot
of things came together at once and are still doing so.
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The multiple stresses that they already had to
deal with before the pandemic have intensified
during it. How have they dealt with that?
Many are familiar with similar situations from their
migration background. While fleeing their home
country and in their destination country, where
their prospects and chances of being able to stay
might be unclear for a long time, they have had
to learn to put up with uncertainty. Coronavirus
has refreshed these feelings in some cases. They’re
more familiar with them than people in Switzerland, where we’re generally used to a life of security. Many of them are better equipped than we
are in that respect since they have appropriate resources from overcoming earlier crises and have
enhanced their resilience. However, it has also reactivated old, suppressed fears in some of them.
For example, I’ve heard of cases of panic-buying
of the type that was normal in the war. There was
a Syrian woman, for instance, who stockpiled kilos of flour so she’d have enough to bake bread.
It was noticeable that a minority of them felt they
had been taken back to a crisis-ridden past and
everything came to the surface again. In the majority of cases though, they are more resilient and
thicker skinned when it comes to dealing with uncertainty. By contrast, the first lockdown was the
first time we in Switzerland had experienced anything of that kind – most of us in any case, everyone who didn’t live through the war – or indeed
anything that really threatened our continued existence.
Did they also develop specific coping strategies
because they’re already familiar with such situations?
Yes, and a lot of it was certainly unconscious. We
had already realized before the pandemic that taking part in our discussion groups strengthens migrants’ personal resources, and this in turn helps
them maintain and enhance their resilience. They
know what they need and they get it at the women’s round tables and men’s round tables. The network they belong to by virtue of taking part is an
important resource that is helpful in a crisis situation such as that created by the coronavirus.
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Solidarity has been a perceptible force too, either
among the participants themselves or in the facilitators’ relationships with each other and with the
participating migrants. I also made sure that the
facilitators received the FOPH’s official thanks to
“Femmes-Tische und Männer-Tische”. The FOPH
was very impressed by the low-threshold, effective functioning of our project during the crisis,
especially as other providers had cut back or dis-

continued some of their services. That gave the
facilitators plenty of energy to keep up their commitment.

The public health crisis has made the
authorities realize that they have
difficulty reaching vulnerable people
themselves. They have begun to truly
appreciate the experience and the key
role of relatively small, low-threshold
organizations und projects such as
“Femmes-Tische and Männer-Tische”,
which maintain good contact with the
target group.
During the pandemic, the authorities began
to realize that they were having difficulty getting through to vulnerable people themselves
or were just not getting through at all. They
recognized the important role and experience
of small-scale and low-threshold projects such
as “Femmes-Tische und Männer-Tische”, which
maintain constant, effective contact with their
target group.
Exactly, and many authorities have only just realized that, and the fact that this work needs official
recognition.
Will this recognition and realization continue
to change the nature of the authorities’ relationship with grassroots services and projects
for vulnerable target groups beyond the end
of the pandemic?
They have realized that they cannot reach these
target groups themselves when they have vital information and related measures to communicate
to the entire population, and that they are reliant on facilitators or grassroots organizations and
agencies. Building on the FOPH’s positive experience of working with us during the first wave of
the pandemic, we have submitted a quote to continue to support them over the next few months
during the crisis situation that is expected to develop. One change is that they will provide us with
the appropriate resources to do so. We are now on
a closer footing with them too, since we have direct, short lines of communication.

What lessons have you learnt looking to the future and the possibility of the crisis situation
continuing?
As far as I’m concerned, the questions that arise
are: What has been our experience of these ad hoc
online discussion groups? What has been positive,
effective and worth continuing? What quality criteria do we need to comply with? What additional
training and support do our facilitators need to
conform to those criteria? What will we be discontinuing or only providing in a further emergency,
and why? We now need to look at these questions
as part of an evaluation.
One real-world finding was that the challenges
created by the pandemic gave a shot in the arm
to service providers’ innovativeness, since they
were required to develop alternatives, for example by digitalizing.
I’m not keen on the term “innovation” in this context. It was actually more like improvisation, and
very fast improvisation at that. It’s quite possible
that this kind of improvisation may have a certain
potential for innovation in the longer term, but it’s
important that we don’t come under pressure to
go as far as to turn crisis management into an “innovation model”. I think it’s more important to focus on the mission we are trying to live up to – in
the midst of everything, not to forget all the people who are at the back or at the bottom and who
are last to find out what a brilliant media campaign is trying to achieve because it cannot reach
them. In other words, to think about what we
have achieved and ask ourselves if we have really
reached everyone we wanted to reach in keeping
with our philosophy of “Leave no one behind”.

Like the fact that there are advantages to holding the “Femmes-Tische und Männer-Tische”
discussion groups online because people can
take part wherever they are?
Exactly. Women with very young children thought
the format was great, for example, and would like
to keep it. We also definitely need to think about
what the advantages and disadvantages of online
discussion groups are for the older target group.
The way they got to grips with the online tools was
truly impressive. They seemed to appreciate it. I
would now be interested to talk to other organizations, such as the old-age charity Pro Senectute,
to find out what their experience of digitalizing
services for the elderly has been and what conclusions they are drawing going forward. Could one
goal be to launch more online services for this age
group?
I think elderly migrants are more clued up than
their Swiss counterparts because the distance between them and their families, who may well be
spread all over the world, has already familiarized
them with digital forms of communication and
taught them to use them. They have learnt from
experience that such tools can provide an effective
channel for emotional discourse.

But you can’t achieve any of that without financial support and resources, can you?
No, and I’ve recently been worried that Swiss Solidarity has only been assisting the major aid organizations, for example. The “big” organizations
got financial support but shut down some of their
ground-level voluntary services, while the “small”
ones were still working but not receiving any of
this funding. That’s why I was very grateful that
the FOPH was able to find a way to fund our project. The Swiss Red Cross generously helped us out
here too.
Coronavirus certainly made us up our game because pressure forced us to do things or try them
out without being able to carefully weigh up any
pros and cons first. However, we have now acquired important experience.
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Interview by Tobias Bischoff, Swiss Red Cross

The people on the ground

Mother of three Ellen Glatzl is site leader of the
Uzwil women’s round table. She was in very close
contact with families from migration and other
backgrounds throughout the pandemic and describes her experiences here.
In your experience, what were the major effects of the coronavirus crisis on the families
that you encountered at women’s round table?
Ellen Glatzl: It was a completely new situation
for us all. Right at the start, people were terrified
of the virus. Some of them didn’t even know what
it was really all about or what “virus” meant. After
first finding out about the issue in the media and
discussions within our group, the families started
to understand it and get organized. It was my experience that a lot of people with a migration
background thought even more about their families in their home countries. This is where social
distancing cuts a lot deeper. Not only is it impossible to meet the people in your immediate environment or go out, it’s impossible to visit your
family abroad. This fact, the associated emotions,
the helplessness and uncertainty are a huge stress.
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What do you think were the biggest challenges
facing the families you are dealing with, and
how did they handle them?
Ellen Glatzl: The biggest challenges were home
schooling, social distancing, quarantining and the
general isolation in which families spent a huge
amount of time together in very cramped living quarters. Many women were glad about and
grateful for any type of contact and any opportunity to talk to other people. Given the completely
new nature of the situation, it was very important to have contact with the women virtually
every day. Thanks to information resources from
a variety of sources, the situation became gradually clearer and the most important aspects of
the “new normal” became more tangible. When
it came to home schooling, most families were
able to draw on effective support from other family members, with older children helping their
younger siblings. This was augmented by help
from teachers and from us where necessary. It was
very important to establish a structured daily routine, and that was a subject I discussed with the
women a lot. The women and their families took
social distancing very seriously – in some cases
people did not dare to go out anymore. It was very

important to make them aware that exercise in the
fresh air and sunshine were beneficial and compatible with the rules.

Children and home schooling, men
who were suddenly at home and had to
deal with the situation of children and
working from home –, despite all of this,
the women stayed positive and tried to
coordinate and draw everything together.
It was extremely important to me that these
women, like myself, should find time for themselves when they could relax and recharge their
batteries. Some of them even took up new activities: learning to ride a bike, reading more German,
going for a walk, trying out new recipes, painting
or crafting and several more besides.
What help were you able to offer through
women’s round tables?
Ellen Glatzl: The women’s round tables programme is something very close to my heart. The
coronavirus crisis has made it even clearer to me
how important it is to link up people with a migration background. Supporting, identifying with and
listening to each other can all have a huge effect.
Just knowing that there is someone they can turn
to if something is getting to them gives a sense of
security. People called at all times of the day and
night to discuss various concerns. In addition to listening, we were able to act as intermediaries and
direct people to the appropriate agencies. Problems such as domestic violence, stress in the family, isolation, depression, financial worries, job loss
and losing relatives were addressed and discussed.
The tremendous gratitude I received and speaking
on the phone to women who were fired up despite the extreme situation were motivating.
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Interview by Amela Fociç, Swiss Red Cross

We mustn’t lose faith in the future

61-year-old Jusuf Musić is the leader of the active
ageing group in Dragunja community near Tuzla
in Bosnia and Herzegovina. He has been retired
since he was injured during the 1992–95 war. He
has struggled with post-traumatic stress disorder, and memories of the war have really taken
their toll. The establishment of a community active ageing group with other elderly people in
his village provided him with a ray of optimism.
With his rich social background, he volunteered
to be the group leader. He saw it as a place where
everyone could help the community to develop.
Knowing what it is like to be at rock bottom, being ashamed to ask for help, he remembered that
some people were there to help him when he was
in need.
I decided I wanted to help others, that it would
make me happy. My life lesson is that if there is
a way to help someone, you should help them. It
doesn’t cost me anything, but the satisfaction I
gain from it is priceless.
At the outbreak of the COVID-19 pandemic, I gathered the group one last time to assess the health
and well-being in the community and inform
members what could be expected and what the
group had to focus on, due to the hygiene measures, social distancing, restrictions and lockdown. This meant increased commitment by the
‘younger’ elderly volunteers in our group.
The pandemic also highlighted just how vulnerable elderly people are. The community was prepared and, through the active ageing group, had
established a response mechanism in the form of
voluntary work for those who were in the greatest need of help. We must always have a thought
for those the most vulnerable among us. After we
carried out a social mapping exercise locally, we
discovered that there were people in our neighbourhoods who are less financially/physically able
to prepare meals for themselves. I took my role as
group leader seriously and tried to pull together
all available resources. I had previously had contact with the social welfare centre and the soup
kitchen in Tuzla, and they agreed to provide meals
for eight people in our community in 2018. But,
since the start of the health crisis, some older people have been unable to leave their homes, as
they’re fragile and their well-being was in doubt.

So, I negotiated to have 53 beneficiaries included
in the meal scheme.
All of a sudden, everything became a challenge,
I had stretched myself more than I could handle
alone. People were calling me all the time, day
and night, and I took on their problems. In this
case, the Swiss Red Cross gave several active ageing group volunteers cash handouts to pay for fuel
and gave them prepaid telephone cards. As taking the bus was out of the question, I started driving people to the doctor, the pharmacy, the shop,
or picked up warm meals for them at the soup
kitchen. Some of them needed their shopping
or meals delivered to their bedside. Food beneficiaries sometimes left their homes open or unlocked until the food was delivered. There’s a huge
amount of trust placed in the active ageing volunteers.
On one of many similar occasions, I received a
phone call, during curfew hours, from one of my
group members that I had visited that same day.
She was in so much pain that she was crying over
the phone. I immediately called an ambulance and
drove to her home.

I found her crouching in a corner of
her room. I asked her what the matter
was, and tried to get as much information
from her as I could before the emergency
team arrived. She didn’t seem to have
fallen, or to have any fractures, yet she
was still crying. When the medical team
arrived and the doctor examined her,
he diagnosed loneliness and a fear of
being abandoned. That was when I
realized that you don’t have to have
material needs satisfied, as much as you
do emotional needs.
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I still call her every day and visit her whenever I
can.
My greatest reward is that I’m making life better for those who feel forgotten. That’s why I set
up counselling services with the centre for mental health in Tuzla for lonely elderly residents. The
idea was to help older people affected by social
distancing to overcome isolation and get them involved in the activities in the active ageing group.

If some good has come out of the
pandemic, it is that we have once again
become a community. The almost
forgotten solidarity among our people
has again taught us that we can only be
as resilient as our weakest citizen.
We are working together to make Dragunja a desirable place to live for all its citizens and, over the
last 11 months, I have made it my personal goal to
keep going. No matter what the situation or time,
I know that this too shall pass. Only our deeds remain.
I also administer our group’s Facebook page. Exchanging information is very important, and sharing photos from pre-pandemic times boosts our
members’ spirits. You know, sometimes you need
to have foresight and be aware of the general
mood. We all need some encouragement. I saw
that people were afraid, they now have less contact even with their own family members. Fearing
the unknown is the worst. I didn’t have that fear;
I took precautions as much as I could. What I was
afraid of was having to go to the doctor myself,
and perhaps having to go into isolation. I don’t
know how I would have coped. All I wanted was to
be free, and now I have no regrets. I did as much
as I could, and that hasn’t changed.
The pandemic has certainly changed life for us, but
we must not lose faith in tomorrow. We need to
pick up from the good times, try to get as many
people as possible to attend our cultural events
as they start up again. That’s what we miss most
– getting together, singing and dancing, but also
being there for each other. The only wish we have
at the moment is to be able to get out and about
and get our neighbours from the more remote
parts of the community to join in our activities. A
vehicle would ease the burden of assistance in the
community for the most vulnerable among us.
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IN FOCUS – specialist contributions from the humanitarian
perspective of the Swiss Red Cross
What effect does a global crisis such as coronavirus have
on the vulnerability and resilience of people and the societies they inhabit in both the national and international context? How does this challenge social solidarity
and how can this solidarity even emerge anew, for example between the generations? This publication focuses
on people and communities that are particularly vulnerable, and as such fall into the target group of the humanitarian work undertaken by the Swiss Red Cross (SRC).
The virus is a threat to everyone, regardless of their origins, socio-economic status, age, gender or world views.
However, even in the current pandemic, not everyone is
equal. In fact, the opposite is true. The pandemic is intensifying existing health, social and economic inequalities.
It is hitting the poor and migrants – particularly refugees
and sans papiers living in precarious circumstances – especially hard, for example. Not only did the virus affect
the mental health and social integration of elderly lonely
people, it also affected young people, who began to feel
increasingly isolated as a result of government measures.
Families were also forced to rely increasingly on their own
resources, finding themselves alone with the dual stress
factors of earning a living and providing home schooling.
Finally, and by no means least, the pandemic also widened
the gender gap, with women being particularly affected
by the economic fallout.
In addition to academic articles that analyse the impacts
of the ongoing crisis situation on the people affected by
it, SRC employees, volunteers and beneficiaries in Switzerland and abroad also have an opportunity to express their
views. Interviews and profiles reveal their wide variety of
experience and action strategies during coronavirus. They
provide an impressive mosaic of human and social vulnerability, solidarity and resilience.

As the framework for humanitarian work in Switzerland and
abroad, developments in society are important to the Swiss
Red Cross (SRC). Conversely, the SRC has been making a humanitarian contribution to supporting people in vulnerable
situations for over 150 years. This is the background against
which SRC headquarters is publishing experience and insights
from its humanitarian work in the fields of health, integration
and rescue in its series IN FOCUS – specialist contributions
from the humanitarian perspective of the Swiss Red Cross.
At the same time, it also helps nurture specialist dialogue by
discussing them with authors from academia and real-world
practice.
This anthology, “Vulnerability – solidarity – resilience. Experience and insights from the coronavirus crisis”, is the first publication in this series.

