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]
Introduction

Stratified livability and pandemic effects

Ayo Wahlberg, Nancy J. Burke
and Lenore Manderson

On the streets of Mumbai, in the favelas of Rio de Janeiro, in South
Africa’s informal settlements and in overflowing hospital corridors in
Milan, Madrid and New York, the unfolding COVID-19 pandemic and
efforts to ‘flatten the curve’ laid bare and amplified, viscerally, failures of
government and healthcare governance. The pandemic exposed gross
variations in access to healthcare, and showed glaring disregard for
the lives of the majority of people, deeply rooted inequalities and uneven
co-morbidities. Thriving on human sociality, commensality and intimacy,
the SARS-CoV-2 virus raced through a globally connected world, dis-
proportionately infecting those compelled to live and work in constricted
conditions. Laboratories around the world hurried to understand how
this virulence might be stopped — to develop treatments to inhibit COVID-
19’s potentially life-threatening progression, and to develop vaccines to
prevent transmission and further infection. As we write in February 2021,
vaccines are being rolled out. Even so, questions of production and
distribution globally have yet to be resolved, not least in less-resourced
parts of the world, and for those most vulnerable among ‘frontline’
workers, those living without legal documentation and those with limited
or no rights to healthcare. Meanwhile, morbidity and mortality continued
to rise at a staggering pace in the second wave, with hospitals in Los
Angeles, Stockholm, London, Manaus and Lisbon teetering. The only
strategy for most governments, when coronavirus surfaced in humans in
late 2019 and throughout 2020, was for individuals to be compelled and
responsibilised to do their part: stay at home, maintain physical distance,
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wash their hands and self-quarantine. The first months of 2021 suggest
that this will likely remain the primary strategy of control among most
populations.

The exhortatory measures of preventive action and isolation had
little regard for the limits to the capacity of many people to ‘shelter in
place’, observe hand hygiene and ensure physical distancing. As numerous
anthropologists and others have insisted (Iskander 2020, 1, 15; Kochhar
2020), these are luxuries of the few in a grossly uneven world where
millions live on the streets, in crowded quarters, without adequate water
and sanitation, making do. Further, people already living with (multiple)
chronic illnesses — the so-called ‘underlying conditions’ of COVID-19 —
have been asked by health authorities to take extra care by self-isolating,
again with little regard for their ability to do so, not least because such
chronic conditions disproportionately affect those who are least well off
(Manderson and Wahlberg 2020), and the accumulation of chronic
conditions places increasing economic pressure on them (Manderson
and Warren 2016). As the first year closed, the effects of the pandemic
and of efforts to contain it continued to be unevenly experienced in
racialised, disabling and discriminatory ways. As contributing authors in
this volume demonstrate, the COVID-19 pandemic loaded onto already
existing socio-economic inequalities, racial discrimination and uneven
access to healthcare, exacerbating what we call stratified livability.
Exigent temporalities have laid bare and amplified disadvantage. These
reverberations across disease risk, control, containment and care call for
anthropologies of urgency.

Over the past few decades, anthropologists have shown how
epidemics of HIV/AIDS, SARS, HIN1 influenza, cholera and Ebola are all
‘mirrors held up to society’ (Lindenbaum 2001, 380). These are seen to
follow and produce ‘cycles of shame and blame, stigmatising discourses,
isolation of the sick, fear of contagion, and end-of-the-world scenarios’
(Herring and Swedlund 2010, 4), as ‘an “outbreak narrative” is often
pushed by international agencies and governments in northern settings’
(Leach et al. 2010, 371). At the same time, Charles Briggs has illustrated
how communicability itself is infectious, with narratives of epidemics that
typically naturalise socio-economic, racial and sexual inequalities ‘as if
bacteria and viruses gravitate toward populations and respect social
boundaries’ (2005, 274). Through the designation of ‘risk groups’,
representations of epidemics are transformed into self-knowledge and
self-regulation while also intensifying stigmatisation and discrimination.
Most recently, in The Anthropology of Epidemics, Ann Kelly, Frédéric Keck
and Christos Lynteris have argued that:
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as a mode of constitution of social life that has been cast anew by
recent conceptions of virality, information, and communication ...
epidemics necessitate not simply the study of the disease itself
and the way it affects social relations, but also the study of its modes
of anticipation, visualisation, fictionalisation, and materialisation
(2019, 1, 15).

In Viral Loads, we draw on such anthropological insights and ethnographic
evidence gleaned from other diseases, conditions and times, and use this
archive to illuminate the circumstances and effects of COVID-19. This is
the anthropology of urgency. Anthropologists have the responsibility to
bring knowledge of other infections and other disasters, structures and
systems, to anticipate and interpret responses to the pandemic. At the
same time, we carry a responsibility to chronicle such viral loads and their
social impact (Herring and Swedlund 2010; Kelly et al. 2019). This is not
ethnography conducted in haste as an alternative to the slow research
that is a hallmark of our discipline (Adams et al. 2014), although rapid
ethnographic assessment surely has its place in times of crisis. Nor is it a
pathography of the disease itself (MacPhail 2015). Rather, as we analyse
the particularities of this novel coronavirus and the social and political
responses that it has elicited, our prior work and long-term engagements
shape our interpretive lens.

On 3 April 2020, in the Financial Times, Arundhati Roy (2020)
argued that ‘(h)istorically, 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’. In this volume, we
illustrate how COVID-19 serves as a portal to rethink and reimagine
health and medical care, health systems and welfare throughout the
world. It is also a portal to rethink the structures, systems and ideologies
that shape health and wellbeing. Like those involved in the front line
of social movements in 2020, we attend to the social and racialised
unevenness and gross economic disparities exposed in the uneven
distribution of illness and death, and in the limits of global and local
responses to the pandemic. The pandemic demands that we revisit and
sharpen our understandings of state power, public health and citizenship.
COVID-19, like any disease, is a social and political as well as a biological
fact, grinding against the lived realities of everyday life. Its examination
is a launching pad to draw out how any disease is implicated in and might
impact on social life.

In Viral Loads, the contributing authors mobilise anthropological
concepts to analyse how these developments interrupt daily lives, state
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infrastructures and healthcare systems, and, in turn, how these structures,
systems and everyday flows shape the course of the pandemic. This
interplay of biology and society finds form on all continents. COVID-19
instantiates anthropological theory and layers our evidence base. In
Viral Loads, we illustrate how the COVID-19 pandemic has exposed the
stratified livability that medical, social and cultural anthropologists have
ethnographically documented over decades.

Lockdown: the power of the state

In Part I of this volume, ‘The power of the state’, we begin by considering
institutionalised and governmental responses to the pandemic as it
gained momentum and took shape and form throughout 2020. People
looked to the state for quick intervention as health crises unfolded, even
if they were surprised and sometimes resistant to the crude measures
available. Countries faced the deadly combination of a highly contagious
‘stealth’ virus, host populations with no immunity, decades of austerity,
the neglect of healthcare systems and an all too obvious lack of
‘preparedness’ (Benton and Dionne 2015; Caduff 2015; Lakoff 2017).
With this toxic mix, governments worldwide drew on nineteenth-
century tactics of infection control to contain infection and head off its
exponential transmission. Nation-states and the power structures within
them mandated curfews and lockdowns, closed borders, and tested and
quarantined people in more or less coercive and authoritarian ways.
Within six months, over half the world’s population was affected by
restrictions of movement, checking both global and local flows of goods
and populations. Physical distancing requirements and self-isolation
recommendations halted the habitual busyness of everyday life. Flights
were grounded, stay-at-home measures were enforced, movement
in public spaces was limited. The capacity to maintain these measures
fluctuated, in some cases, monitored through digital technology, a
viral network to ensure viral containment. Countries like Vietnam and
Finland managed to keep infection rates low by enforcing lockdown
and responding to localised outbreaks, but more widely, nation-states
responded to the economic, political and human costs of the virus very
differently. In countries like Brazil and the US, where political leaders
downplayed and even dismissed coronavirus, rates soared early; through
to the end of 2020, they continued to do so.
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Box1 COVID-19: a timeline

e Late December 2019: Doctors in Wuhan, capital of China’s
Hubei province, raise concerns about a SARS-like virus in
patients presenting with pneumonia symptoms and are initially
censured by State authorities.

e 7 January 2020: Chinese health authorities rule out SARS and
race to subtype what media are calling a ‘mystery virus’.

e 12 January: WHO confirms that ‘a new type of coronavirus
(novel coronavirus, nCoV)’ has been identified.

e 23 January: Wuhan city goes into lockdown, closing airports,
train stations and highways in an effort to contain the outbreak,
but hundreds of thousands of people had already fled the city by
air, rail and road. International air travel out of Wuhan becomes
a key pandemic vector.

e 3 February: Built in 10 days, Huoshenshan Hospital opens for
coronavirus patients to alleviate overwhelmed hospitals in
Waubhan city.

e 11 February: The International Committee on Taxonomy of
Viruses (ICTV) names the novel coronavirus ‘severe acute
respiratory syndrome coronavirus 2 (SARS-CoV-2)’, which the
WHO promptly shortens to ‘COVID-19’.

* 9 March: Doctors in Bergamo, part of Italy’s northern Lombardy
region, warn of overwhelmed hospitals and critical shortages
in personal protective equipment, leading Prime Minister
Giuseppe Conte to impose a national quarantine. A week later,
military trucks are filmed moving coffins from Bergamo to
neighbouring provinces.

e 10 March: Schools are closed down in Iran, which has become
a COVID-19 epicentre, as hospitals are overwhelmed and
numerous senior government officials fall ill.

e 11-23 March: European countries follow suit announcing
lockdowns and/or restrictions: Denmark (11 March), Spain
(14 March), France (17 March), Germany (22 March), UK
(23 March).

e 23 March: President Cyril Ramaphosa of South Africa announces
a 21-day lockdown which would be enforced by the military, dis-
proportionately impacting those living in informal settlements.

* 24 March: Prime Minister Narendra Modi announces a complete
lockdown in India, leading to frantic scenes and protests as
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migrant labourers try to return from major cities to their towns
of origin.

* 26 March: Under fire for mixed messaging and also downplaying
the seriousness of the pandemic, UK Prime Minister Boris
Johnson tests positive for COVID-19, eventually requiring
intensive care before recovering.

* Early April: New York becomes the first epicentre of the US
as the city runs out of respirators and personal protection
equipment, leading to tensions between governor Andrew
Cuomo and the Federal Government as President Donald Trump
downplays the virus. Field hospital units are set up in parks and
refrigeration trucks are brought in to store bodies.

* April: In Ecuador and Peru, bodies pile up in hospital corridors
and on streets as healthcare officials struggle to keep up with the
pandemic.

* End April: Brazil becomes Latin America’s epicentre as hospitals
are overwhelmed and mass graves are dug to cope with the
growing numbers of dead. Meanwhile, President Jair Bolsonaro
insists that COVID-19 is a minor disease.

* May-June: Throughout the world (US, Germany, Qatar,
Singapore and more) workers in meat plants and other factories
with cramped working and dormitory living conditions are
exposed to COVID-19 through workplace outbreaks.

e 8 July: President Jair Bolsonaro of Brazil tests positive for
COVID-19 while continuing to deny the seriousness of the
pandemic as Brazil sees infection and mortality rates soar.

* 20 July: Researchers at the University of Oxford report that a
vaccine they are developing has triggered an immune response
in 1,000 test persons.

* 2 October: President Donald Trump of the US tests positive for
COVID-19 and is transported from the White House to the
Walter Reed National Military Medical Center for treatment.

* 9 November: Pfizer and BioNTech announce by press release
that the mRNA vaccine they have been developing ‘was found to
be more than 90 per cent effective in preventing COVID-19’ in
Phase 3 trial participants.

* 8December: 90-year-old Margaret Keenan from Coventry in the
UK becomes first person to receive a vaccine for COVID-19
outside of trials.
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¢ 15 December: The US surpasses 300,000 deaths from COVID-19
as a surge in infections following Thanksgiving holiday
gatherings takes hold, while Brazil with the second largest tally
of deaths surpasses 180,000. Hospitals throughout the world
struggle to keep up with the ‘second wave’ and countries close
borders in attempts to contain new viral strains.

e 31 January: Globally, the reported number of infections was
close to 108 million, and the death toll directly associated with
COVID-19 had reached 2.1 million. Hospitals in the US, Sweden,
the UK, Brazil, Japan and Portugal struggled to keep up with a
‘second wave’ of patients.

Restrictive measures were near universally applied; these tended to
reinforce existing spatial inequalities. In many countries, the rich were
able to ‘escape’ to their holiday cottages, and middle-class workers juggled
home-schooling responsibilities while setting up home offices in their
living rooms. But so-called ‘essential workers’, often living in dense city
quarters, continued to work so that supermarkets and convenience stores
were open and home delivery available. Others - living on the fringes
of cities, in mobile homes and shelters, and on the streets — continued
working to maintain basic services — street cleaning, garbage collection,
and cleaning hospitals and hotels. Still others worked in unsafe yet
essential industries, including meat packing plants, which became super
spreader sites (Shultz 2020; Zhou 2020). Spatial inequality, characteristic
of cities worldwide, meant that those already disadvantaged and
discriminated were at much greater risk of exposure to COVID-19. Low
income, precarious employment and, for many, the challenges associated
with ‘illegal status’, further compromised their access care. These people
were also least able to take time off work to care for themselves and avoid
infecting others, and were at greatest risk of severe symptoms, sequelae
and death.

As a twenty-first-century pandemic, COVID-19 was shaped by
and is shaping contemporary social life, through forms of virtual
communication, global and regional political economies, the shifting
nature of nation-states, and the role of governments and supragovernment
entities. In the first substantive chapter of Viral Loads, Nancy J. Burke
describes how an app, Pesquisador Virtual, was designed and introduced
by the Universidad de las Ciencias Informadticas, with the Ministerio de
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Salud (MINSAP) of Cuba, to provide real-time identification of people
symptomatic of COVID-19. The app served as a tool in the country’s
arsenal against infection, along with brigades of physicians and medical
students going door-to-door to screen residents, population-based testing,
school and border closures, and mask-wearing enforced through fines.
These interventions were largely adapted from prior effective efforts in
controlling infectious disease (Whiteford 2000); the app enhanced rather
than displaced them. Meanwhile, as across the globe, new WhatsApp
groups began to promote food delivery for a fee, although in Cuba
restaurants also brought food to elderly residents for free. Nancy J. Burke
describes the systems of surveillance and governance enacted by the
Cuban state under the guise of care — along with official recognition of
tension between public health measures and cultural practices — and
creative moves among individuals and groups to support each other while
earning incomes as tourist revenue receded. These practices could coexist
as a result of Cuba’s particular form of post-Soviet socialism; their
intersections suggest one way in which care was produced and enacted
during the pandemic as in other crises, in the context of geopolitical
isolation. Even so, as several authors illustrate, these responses were not
atypical nor limited to a particular ideology or system of government.
Everywhere, people adapted to the convergence of seeming totalitarian
control with extraordinary kindness and expressions of solidarity.

Stringent lockdowns early in the pandemic were enforced in other
countries too, including South Africa, India and Bangladesh, as we
illustrate. Maintaining or reinstating total lockdowns became near
impossible, however, given the devastating socio-economic and personal
consequences of these measures for most people. Responding to the
emerging direct costs of lockdown, restrictions often loosened — but too
early, only to be tightened again regionally or nationally when spikes of
new infections occurred. The Australian city of Melbourne was one of the
few able to reinstate and - for three months - sustain harsh lockdown to
virtually eliminate all community transmission.

Viral transmission escalated rapidly in early 2020, in Wuhan,
Lombardy, Madrid and throughout the US, notably New York. This fuelled
a sense of urgency. Field hospitals were erected in parks and convention
centres were converted; military vehicles were requisitioned to transport
corpses; and political messaging centred on the metrics of COVID’s spread
and toll. Public health campaigns rolled out to exhort people to physically
distance, wash hands, wear masks, cough into elbows, monitor symptoms,
self-isolate and quarantine. Posters reiterating these messages were
plastered across cities. Plexiglass shields were introduced into shops
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and public institutions, and, with symbolic payoff as much as protection
against infection, between drivers and pillion riders on motorcycles in
Indonesia, the Philippines and Vietnam. Distancing lines and standing
spots were painted on footpaths to organise queuing. Home living rooms
and kitchen tables were turned into offices where possible. And, as we
have already noted, so-called ‘essential services’ continued, such that
people in the lowest-paying jobs remained at risk — cleaners, couriers,
rickshaw drivers, bus drivers, fast food eatery staff, food production
workers and more (see Chapter 15 by Rashid and colleagues, and
Garimella and colleagues, Chapter 11). It is still too early for the
epidemiological data to demonstrate the price of this segregation between
those who serve and those able to continue to live within bubbles of
protection (Manderson and Veracini 2020).

Additional limitations on movement to contain viral spread slowed
the return of citizens living abroad. Governments grappled with imported
cases, from Italian tourists in Cuba to returning citizens in Senegal (see
Onoma, Chapter 10), then the inevitable shift to community spread. Such
measures to control contagion exacerbated the economic effects of the
pandemic for those most precariously employed. From street peddlers in
Bangladesh to bed and breakfast entrepreneurs in Havana, the lack of
access to potential customers has had devasting effects, increasing
hunger, indebtedness and fear. Countries like Australia and New Zealand,
because they are islands, simply closed their border to outsiders to the
cost of the travel and tourism industries. At the same time, the seeping of
infection into the community as a result of breaches in infection control
from quarantine hotels, via security guards and cleaning staff, highlighted
as vectors of disease not returning citizens but the marginalised workers
charged with containing them. Border control shifted in Australia
from nation to individual states, as the military moved in to prevent
people from crossing state boundaries. Lockdown contained and controlled
populations, overriding modes of everyday living that for many, until
then, had operated across borders for medical care, education, employment
and family connections (Ormond and Lunt 2020; Whittaker et al. 2010).
While the tensions and personal costs of containment were patent in
some countries, the to and fro across borders elsewhere slipped past, or
continued to warrant levels of militarisation that predated COVID-19 (De
Ledn 2015). COVID-19 opened up questions of the role of the state in
caring for citizens, in contrast to the lesser regard of stateless people,
those living marginal lives (and marginalised experiences of COVID-19)
and those who, because of their pathways of mobility, were not even in
the record.
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As suggested above, lockdown measures were often enforced not
by virtual technology, but by deploying troops, in ways reminiscent of
population containment during other wars on infection — Ebola is the
most recent —and wars against populations and political interests (Benton
and Dionne 2015; Lynteris and Poleykett 2018). Viruses are micro-
guerrillas, moving across surfaces and from person to person with stealth
and subterfuge, and militarisation was (and is) always about containing
populations. Microbes are less easily contained.

In Chapter 3, Lenore Manderson and Susan Levine describe South
Africa’s early and temporary success to contain transmission through
stringent lockdown, enforced by police, defence troops and private
security employees. Soldiers in camouflage and masks strong-armed
homeless residents into camps and broke into homes in informal
settlements, brandishing arms to threaten and kill particular citizens;
they patrolled shopping malls and apprehended those escaping to
beaches and parkland. Drawing on technologies that had been the
hallmark of apartheid, South Africa effected lockdown with relatively
little violence and resistance. Under apartheid, citizens were brutalised
by house arrests, curfews, detention, torture and imprisonment. But
with a backdrop of chronic and systemic poverty, the massification of
debility through TB and HIV/AIDS, and a robust public health infra-
structure for coping with chronic disease, the country largely
accommodated rules around lockdown and its militant surveillance,
and the racial inflections of social hierarchy contained in their
imposition. In South Africa, political authority was sufficiently robust
to remain unchallenged even while COVID-19 deepened poverty,
unemployment and hunger. Viral spread eventually outran the measures
to contain it.

South Africa was only one of many countries to introduce lockdown
through emergency regulations, enabling law enforcement as if it were
wartime. In countries like Malaysia and South Korea too, lockdown,
isolation and quarantine were presented as necessary measures and
military personnel ensured their strict adherence. Elsewhere, as in Italy,
the earliest days of self-isolation were novel and anxiously romanticised,
with social media busy with clips of balcony concerts to rally public
support and confidence; this technology of support was echoed in various
ways, including in the UK, and as Aditya Bharadwaj describes in this
volume, in India. At the same time, individuals and collectivities flayed
the World Health Organization and United Nations and found in the
spread of the virus proof of ‘deep state’ conspiracy. In Chapter 4, Elisa J.
Sobo and Elzbieta Drazkiewicz take on this tendency toward conspiracy,
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and the emergence of collectives of seemingly incongruous groups
purporting conspiracy theories in the face of public health challenges.
They contend that such conspiracy theories serve as powerful tools to
express the tensions that arise between governance and freedom
as individual rights are pitted against state-defined visions of the
public good.

Exclusion, blame and consequence

Public responses to coronavirus took their cues from other viral outbreaks
and illnesses in the late twentieth and first decades of the twenty-first
century: HIV and AIDS, SARS-CoV-1, MERS, dengue, HIN1 (swine flu),
Ebola and Zika (MacPhail 2015; Mason 2016; Niehaus and Jonsson
2005; Williamson 2018). Scapegoating and increasing vitriol were
directed at governments, populations and communities associated with
likely spread of infection; to countries perceived as central to the
pandemic (notably China); and to questions of capacity to case find,
prevent and contain.

In Part II of the volume, ‘Exclusion and blame’, we attend to the
familiar ways in which the pandemic kindled scapegoating and conspiracy
theories, rumour, blame and stigma. Medical anthropologists have
documented at length the stigmatising power of infection, most markedly
in relation to HIV and AIDS, as viral spread was threaded into other
stigmatising identities, affiliations and activities — same-sex relation-
ships, injecting drug use, sex work and place (Parker and Aggleton 2003;
Patton 1991; Rhodes et al. 2005). The stigma of these alliances flowed to
other identities linked to HIV infection, such that haemophilia and
particular ethnicities were also initially subject to powerful discourses
of blame. COVID-19 has been spared considerable stigma because its
spread, airborne, was less predictable and unassociated with perceived
breaches in morality. Even so, as the pandemic unfolded, we have witnessed
scapegoating towards populations who have long been subject to
discrimination.

COVID-19 brought to the surface the ways in which global
inequality is welded into the colonial past, underpinning racist regimes
in the present. Being Black quickly proved to be the best predictor of
infection and death from COVID-19 in countries like the US and UK.
Being a person of colour otherwise was weighted to risk of infection and
poor outcome, with this in turn tied to poverty, unemployment, food and
housing insecurities, chronic disease and comorbidities. Exposing these
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links between the social and the biological, anthropologists have drawn
on and foregrounded decades of work on structural violence, structural
vulnerability, syndemics and comorbidity, as well as colonialism,
neocolonialism, globalisation and their ugly legacies (Farmer 2001;
Fassin 2007). But in 2020 there was a global eruption of outrage against
racism, and COVID-19 spurred the Black Lives Matter movement against
institutionalised and personalised racism, and propelled insistence on
transformation. Hanna Garth makes this personal for us all. In her
account of outrage in Los Angeles following George Floyd’s murder on
25 May, Garth brings structural violence to the fore: not just because of
the concurrence of protests against violence and COVID-19 but because
the pandemic illustrated how racism determines health outcomes. Some
of the most striking mass-mediated images from 2020 were of mask-
wearing protestors on the streets in various cities in the US, at a time
where COVID-19 was disproportionately lethal for people of colour.
COVID-19 might have been less virulent in the US had there been less
violence, structural and literal, from racism.

At the societal level, everywhere, viral loads are disproportionately
shouldered by the disadvantaged and discriminated. Jennie Gamlin,
Sahra Gibbon and Melania Calestani in their chapter explore how legacies
of colonialism in the UK are experienced in populations placed in high
exposure roles as frontline health and social care providers. The naming
of these ‘essential workers’ ensuring food, amenities and care as BAME
(Black, Asian and Minority Ethnic) highlights the ‘nostalgic nationalism’
underlying pandemic preparedness and public health response. Gamlin
and colleagues connect the roles of EU migrants, caring for the ill
and dying, with ongoing isolationism arising in post-Brexit UK. The
government’s refusal of EU offers of personal protective equipment
for these caregivers, for example, left many unsafe and contributed to
the overrepresentation of Black and ethnic minority populations in
coronavirus death toll figures, again highlighting the continuity of present
inequalities to colonialism and its racial hierarchies.

Writing on the forms of discrimination that Dalit groups endured as
the pandemic unfolded in India, Aditya Bharadwaj introduces the figure
of the ‘shroud stealer’ from the writings of twentieth-century poet and
scholar Ahmed Alj, as an allegory for caste-based violence and inequality.
He discusses Dalit activists’ observation that the term ‘social distancing’
as a safety measure simply bled into established upper caste prejudice and
practices of ‘untouchability’. In this way pandemic responses in India
reinforced the dehumanisation of poverty and its stratification. ‘Shroud
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stealers’ who dug up graves to recover and resell burial shrouds as part of
a macabre economy during the 1918 influenza pandemic, Bharadwaj
argues, can help us reflect on the unfolding pandemic, and better
apportion responsibility, including our own.

Cristina A. Pop extends an examination of caste and related age-old
hierarchies in her analysis of how singling out the Roma in Romania
during the H1N1 flu pandemic (2009-10), and a recent measles epidemic
(2016-18), help explain Roma reactions to confinement measures during
the early months of the COVID-19 pandemic. As Pop shows, Romania’s
responses brought into public visibility old and new assumptions
about the need to purify the ‘social body’ from ‘corruption’, ‘superstition’
and ‘civil disobedience’, thereby setting the ground for continued dis-
crimination against Roma.

The pandemic has also provided opportunities for publics to
question the legitimacy of the state, and for alternative congregations and
alliances to test their power against the state. Oguz Alyanak addresses
this in his analysis of the ways Turkey’s ruling party, Adalet ve Kalkinma
Partisi (Justice and Development Party, AKP), retained its legitimacy
despite mounting criticism. Alyanak considers scholarly conversations on
moral authority and politics, with a particular emphasis on political
Islam, to explain how a moral discourse on COVID-19 (which validated
stigma against LGBT communities) enabled new configurations of state
power. As he illustrates, the Diyanet, the Turkish religious authority,
weighed heavily in conversations on the pandemic during its first phase
peak in mid-April, and through this, the AKP was able to divert attention
from its own mishandling of the situation. The use of political Islam,
however, was a dangerous manoeuvre, for it risked the lives of the very
people whom the Turkish state is meant to protect.

Pandemics call into question who falls inside and outside the
boundaries of state protection and belonging. Ato Kwamena Onoma
takes up questions of boundary maintenance, referencing the scape-
goating of Peul migrants from Guinea during the 2013-16 Ebola
epidemic to explore current reactions to nationals returning to Senegal.
Blame on these returning citizens for the spread of the virus, expressed
on radio, social media and in news outlets, Onoma argues, illustrates
the limitations of citizenship and the porousness of communal
boundaries in public health crises. Tense relations between migrants
and home communities informed recent discourses, so demonstrating
how configurations of blame are always shaped by particular histories
and socio-economic realities.
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Unequal burdens

Anthropologists and others have documented how poverty and racial
discrimination are always ‘underlying conditions’ impacting health,
healthcare, vulnerability and poor outcomes (Benjamin 2020; Crane
and Pascoe 2020). Given how coronavirus spreads, housing and housing
conditions emerged as ‘hot spot’ sites for transmission, so exposing
the unequal distribution of space. In India, migrant workers fled their
cramped urban living conditions to return home during lockdown,
often travelling by foot for hundreds of kilometres. In Singapore,
known for its futuristic, modernised cityscapes, the living conditions of
thousands of migrant workers came to light as their crowded dormitories
turned into transmission hotspots (Kathiravelu 2020). In Melbourne,
people in social housing were criminalised with a second wave outbreak
on 4 July 2020, stimulating debate on state housing policies. In Cuba, the
call to shelter-in-place exposed the precarity of crumbling buildings,
whose modifications to create extra rooms to meet the government’s
commitment to housing for all inhibited airflow in sweltering tropical
heat.

The realities of lockdown and threat of COVID-19 infection for
those precariously housed and marginalised, as Surekha Garimella,
Shrutika Murthy, Lana Whittaker and Rachel Tolhurst illustrate, were
experienced as yet another of a series of insults and injuries to body
and mind. Garimella and colleagues mobilise the concept of ‘debility’ to
drive home the endemic versus exceptional nature of the pandemic on
those who live by waste-picking in India. In controlling COVID-19 and
ensuring critical care as needed, resources have been diverted from other
public health programmes, patient needs and vulnerable populations.
Linda Rae Bennett and Setiyani Marta Dewi illustrate how COVID-19
has amplified pre-existing challenges to sexual and reproductive health
and rights, with potential long-term consequences due to interrupted
services. They show how a clear ‘amplification effect’ from COVID-19 and
responses to it is discernible in Indonesia and beyond, as everyday lives
routinely marked by deprivation of resources, access to healthcare
and the denial of human rights, are disproportionally vulnerable to
COVID-19.

This cutback and suspension of services, with resources redirected
to address urgencies related to COVID-19, occurred widely. Claudia
Fonseca and Soraya Fleischer illustrate the impact of COVID-19 on
disability support for lower income Brazilians caught in the crossfire of
physical or mental disability, poverty and minimal state services. Their
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focus is on children born with microcephaly and other disabilities
associated with maternal infection of the Zika virus in 2015-16. Such
childhood disabilities precipitated a range of interventions supporting
both individual children and their families. COVID-19 deflected this
attention. Yet, as Garimella and colleagues also illustrate for India,
COVID-19 was a disaster neither new nor untoward. For populations who
are habitually without basic sanitation, steady employment or regular
housing, COVID-19 may be just one more misery, or the ‘last straw’ that
cuts off the meagre gains of the past few decades.

In Mexico, the challenge seems less about the diversion of resources
and more the strategic amplification of individual blame to obfuscate
underlying structural inequalities fuelling pandemic spread. Abril
Saldafia-Tejeda details the state’s continual attention to individual
bodies, diets and genetic make-up that place the responsibility for
‘risk’, ‘vulnerability’ and poor outcomes on individuals. Blaming and
fat-shaming became a focal point for infection, diverting public
attention from structural inequalities to individual bodies and personal
(ir)responsibility. Saldafia-Tejeda argues that attention must be given to
other forms of vulnerability and ‘underlying conditions’ such as police
brutality, pre-existing negligence and poverty if we are to understand the
disproportionate impact of COVID-19 in Mexico.

Sabina Faiz Rashid, Selima Kabir, Kim Ozano, Sally Theobald,
Bachera Aktar and Aisha Siddika draw on their collaborative research to
describe the devastating impact on vulnerable and impoverished
populations of measures to contain COVID-19 in Bangladesh. The nation-
wide lockdown initiated in Bangladesh in late March shut down public
transport, shops and all institutions (education, business, partial
government, etc.); millions of informal sector workers (street peddlers,
domestic workers, rickshaw drivers, construction workers, day labourers,
etc.) lost their only income source. As the authors illustrate, for adolescents
and young adults, the pandemic and resultant lockdown magnified pre-
existing instability, uncertainty, social suffering and neglect.

The reach of care

Shifts of resources and priorities to address COVID-19 everywhere came
at the cost of the already stretched capacity of health systems to diagnose
and treat endemic and chronic conditions such as diabetes and heart
disease, cancers and malaria. In countries with constrained resources,
‘normal capacity’ is limited at the best of times, vulnerable to austerity,
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neoliberalism, countless ‘structural adjustment’ and global health
projects. Here, medicine is unstable, access triaged and care practices
improvised on an everyday basis (Livingston 2012; Nguyen 2010;
Street 2014).

While lockdowns slowed infection and transmission, they were also
used initially to ‘buy time’ in the context of woeful lack of preparedness.
Few places, it turned out, had adequate infection control measures,
laboratory services, personal protection equipment, intubators and
mechanical ventilators to manage large numbers of acute cases. This was
so despite decades of public health warnings, particularly from 2003
(with SARS-CoV-1), and years of multilateral and regional investment to
develop and implement local pandemic preparedness plans (Caduff
2015; Sambala and Manderson 2018).

Early efforts were designed to control the pandemic and so avoid
overwhelming healthcare systems, as had happened in Wuhan as the
novel coronavirus took hold in January 2020. With speed, however,
Milan, Bergamo, Madrid, New York and New Delhi were overwhelmed;
with the onset of winter in the northern hemisphere, again municipal
governments erected tented field hospitals, appropriated other spaces,
and (in Europe) sent patients across national borders for hospital care.
Everywhere, healthcare systems were overwhelmed by an influx of
patients requiring intensive respiratory care, and often had to reprioritise
resources in anticipation of such influxes during first, second and third
peaks of infection. By January 2021, as the second wave of infection
peaked, intensive care unit capacity reached zero percent in major cities
in Europe, the US and elsewhere in the Americas, South Africa and
increasingly in countries across Asia. Rural hospitals struggled to cope,
and everywhere, exhausted healthcare workers struggled, yet again, to
locate beds and resources. The necessity of improvisation (Livingston
2012), and the hopelessness of such efforts, was by this time no longer an
index of national poverty, and systems in which shortages of supplies and
staff are common.

Ellen Block and Cecilia Vindrola-Padros illustrate how healthcare
workers in the UK and US grappled with an unknown disease while
working with massive shortages of personal protective equipment and,
at times, hospital beds and respirators. Forms of triage and improvisation
became a daily reality of ‘frontline’ healthcare workers in European
and American cities with surges of critically ill patients. Block and
Vindrola-Padros, in demonstrating how healthcare staff worked to
adapt to circumstances, overcoming often obdurate bureaucratic
obstacles, reinforce what anthropologists have long shown to be the case
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in situations of (chronic) crisis (Samuelsen 2020; Street 2014; Livingston
2012).

In writing on people living with (multiple) chronic conditions, Sofie
Rosenlund Lau, Marie Svensson, Natasja Kingod and Ayo Wahlberg
illustrate how established and institutionalised forms of care were
abruptly disrupted as resources shifted from welfare services and routine
prioritisations of care towards COVID-19. In Denmark, the political
decision to ‘postpone ... all forms of outpatient surveillance of patients
with stable illnesses’ generated instability and uncertainty, especially for
people living with multiple conditions and in need of extensive social
support; Fonseca and Fleischer (this volume) also illustrate this for
families with children with disabilities in Brazil. Those living with
‘underlying conditions’ were asked to self-isolate, and the care provided
to them in the past was constrained. Care workers warned that isolation
would affect people with cognitive decline who could not understand why
loved ones had stopped visiting them. Lockdown worsened loneliness
that was already a burden, and exposed disease hierarchies within
Denmark’s universal healthcare system. At the same time, the intervention
kept COVID-19 mortality rates low through 2020.

COVID-19 has, in many ways, been the first digital pandemic,
although mobile phone coverage and internet connectivity have increased
dramatically over the past two decades. Notwithstanding a wide digital
divide, for millions of people, digital forms of communication and social
media platforms have made it possible for people to work from home,
participate in distance learning, shop online to avoid supermarket visits,
and socialise and provide care virtually. New technologies such as Zoom
and Teams flourished along with established social media such as
Facebook and WhatsApp to allow people to connect with colleagues,
friends and loved ones. Earvin Charles Cabalquinto and Tanja Ahlin
show how media platforms like Google, Facebook and YouTube came to
capitalise on ‘their moment’, partnering with organisations like the WHO
to ‘promote care at a distance’. These efforts, the authors show, generated
‘fantasies of caregiving’, allowing multinational social media giants to
amplify profits through advertisements and online engagements.
Meanwhile, the difficulties and struggles of people whose marginality
and vulnerability left them without the social networks, support systems
or technologies of care, were largely overlooked.

Haripriya Narasimhan, Mahati Chittem and Pooja Purang show
how, in India, living in an extended lockdown of over seven weeks (25
March to 18 May) presented an existential crisis for the middle classes.
Worried about getting essential commodities, a highly mediated class
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struggled with sudden changes in their daily lives. These anxieties were
attenuated by coronavirus-related statistics appearing on their mobiles
in this highly WhatsApp-ed nation (Agrawal 2018). With the highest
number of WhatsApp users in the world, the Indian middle classes
constantly chat with family or friends, forward jokes and memes, and
participate in serious debates on any number of ‘groups’. Narasimhan,
Chittem and Purang show how through the circulation of jokes and
memes, ‘traditional’ gender roles in the home were challenged not by
globalisation or feminism but by the virus. And while these media
satirised the revision of gender roles, they also illustrated how COVID-19
enforced changes as working men and women struggled to find order in
upended home and working life.

The challenges of a healthcare system under pressure pre-pandemic,
and the opportunities that the crisis afforded to review social conventions,
are also addressed in Tsipy Ivry and Sarah Segal-Katz’s chapter, this time
with pressure from religious authorities. Ivry and Segal-Katz describe
how women rabbinic scholars engaged in efforts to raise awareness of
the problematic interstices between institutional religious and health
services, and in doing so, turned COVID-19 into an opportunity. The
pandemic exposed contradictions between public health messages about
hygiene and risks of infection, and the mandated use of public ritual bath
houses on the cessation of menstrual bleeding. This contradiction at a
time of crisis allowed women to reclaim authority in rabbinic debates on
intimacy, and highlighted how religious authority overstepped and
underperformed in assuring hygienic conditions. In both these examples
— of India and the redistribution of domestic labour, and of Israel and
halachic laws on purity — the pandemic created opportunities to reflect on
the institutionalisation of gender and its inequalities.

Lessons for a future

When global media were still reporting on a ‘mystery virus’ in Wuhan
in January 2020, researchers and conspiracy theorists alike pondered
its origins. With the first confirmed cases linked to the Huanan Seafood
Market, scientists speculated about how and at which point the novel
coronavirus SARS-CoV-2 zoonotically jumped species, and so to the
pandemic. Culprits included horseshoe bats and pangolins — species that
evoke Mary Douglas’s (1966) analysis of anomaly and danger. While
some believed the spillover can be pinpointed to the seafood market,
others argued that given its ‘stealth’ nature, COVID-19 was likely already
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in circulation much earlier. Whatever the origins, COVID-19 intensified
global concerns about the effects of humanity’s encroachment on ever
greater swathes of forest and land. A year on, it continues to provoke
reflection.

Rebecca Marsland draws upon her many years of research on
malaria in Tanzania to illustrate not only the challenges that epidemics
and pandemics create in resource poor settings, but also the complexity
of interventions contingent on human/insect separation in contexts
better characterised by co-existence. She argues that despite many calls
for global solidarity in pandemic times, we are certainly not all ‘in it
together’. Marsland chronicles how viruses, bacteria and insect/animal
vectors intervene in human socialities. As efforts to control malaria have
consistently shown, interventions depend on a logic of separation in a
world where farming, urbanisation and industrialisation continue to
trouble nature/culture boundaries. Marsland makes a strong case for
thinking in terms of ‘multidemics’ rather than the singular experience
implied by the term pandemic.

Gideon Lasco carries these ideas into his argument that the
coronavirus pandemic has drawn attention to the necessity, for social
scientists and other publics, of an ecological, non-anthropocentric view
of the world. Noting that humans grapple with microbes, surround
themselves with plants and engage with non-human animals, Lasco
reflects on the Philippine experience of COVID-19, offering illustrative
examples, sketching tentative insights and concluding with a research
agenda for future work. Lasco argues that as the pandemic unfolds, we
need to ask how humans and non-humans can live together in precarious
times. He offers a way forward to think about environments and
ecologies, with implications for anthropological teaching, research and
practice.

Finally, in their chapter, Chiara Bodini and Ivo Quaranta show
how the pandemic drew attention to market-oriented reforms which
undermine the capacity of healthcare systems, with attention to Italy as
one of the regions outside of China which very early experienced
exponential infection rates. The collapse of hospitals in the north of
Italy in early 2020 was in some ways not surprising, given cuts during
preceding years; in this context, families lost loved ones and were
unable to say goodbye to them. Bodini and Quaranta emphasise that
future preparedness should not be reduced to maintaining medical
supplies and their adequate storage, of sufficient virological testing
and contact tracing capacities. They call for a culture of health and
healthcare capacity built up around local participatory action. Together,
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the chapters in this section point to a rethinking of ‘preparedness’ and
‘response’, away from a biomedical focus on how to extinguish an
outbreak and towards thinking about the building of more resilient and
balanced societies.

Past, present, future

Viruses are famously not fully alive; rather ‘they verge on life’ (Villareal
2004). For decades, virologists have sought to understand the
mechanisms by which viruses parasitise host cells in order to multiply
and spread. There are thousands of viruses, their pathogenic effects on
human hosts range from ‘mild flu-like symptoms’ to deadly organ failure.
The effect of COVID-19 on those who contract it spans this spectrum of
severity: extremely virulent for some (especially those who are elderly,
those with certain ‘underlying medical conditions’); less virulent for
others (Wahlberg 2020). While media reporting has focused on infection
and mortality rates, a growing number of people who contract COVID-19
live with its debilitating sequelae months after their infection. Initially
invisible by the focus on mortality, hundreds of thousands of ‘Long
COVID’ patients have found each other through social media to insist
that they be counted (#CountLongCovid) (Callard and Perego 2021). To
this day, we know little of the virus and its natural and social history. It
has simply not been around long enough. While many currently use
‘Long COVID’ to describe extended symptoms and drawn-out periods
of recovery, we do not know yet whether there might also emerge
post-viral syndromes or other debility or life-threatening conditions, as
occurs with other viral infections: shingles following chicken pox; post-
polio syndrome decades after poliomyelitis; immune-compromised
conditions after dengue infections; cervical cancer following human
papillomavirus. COVID-19’s lethality has not unfolded. Equally, it is
unclear how often people get second or even third COVID-19 infections.
There are questions about terminology, clinical features, epidemiology,
the natural history and the social life of the disease/diseases. There
are also questions about how the disease is monitored, how we factor
in underreporting, and how we might best model and manage its
continued spread. The new directions of research in coming years, and
the translation of this into interventions and models of care, are matters
of thoughtful speculation.

In the twenty-first century, if it ever did, it no longer makes sense to
think in terms of epidemiological transition. Globally, multiple forms of
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infectious disease, noncommunicable disease and related disability
co-circulate, often with cascading co-morbidities (Manderson and Warren
2016). As COVID-19 burst on to the global health agenda, it joined a
long list of medical conditions which continue to affect millions of
people around the world. For over a century, medical anthropologists
have ethnographically studied how individuals, families and loved ones
perceive, live with and respond to medical conditions. COVID-19 is yet
another communicable condition that now syndemically interacts with
various other biological, social, economic and political conditions. The
virus itself, and the responses to it ethnographically documented in this
volume, have all too lucidly accentuated the stratified livability that
results when poverty, racial discrimination and disability are permanent
‘underlying conditions’.

While countless medical questions remain, as the chapters in Viral
Loads show, anthropologists have been at the forefront, alongside
epidemiologists and virologists, documenting, monitoring, analysing
and interpreting patterns of transmission, and tracking the social life
of the COVID-19 as it reshapes lives. It is essential that we remain so
engaged. As we document, the pandemic has exposed how, worldwide,
livability remains stratified and entrenched as lockdowns, viral
infections and (access to) medical care are experienced and lived in
racially, socio-economically and globally uneven ways. The biopolitical
distinctions between ‘making live’ and ‘letting die’, of bios and zoe, are
insufficient if we are to capture and account for the vast differences and
divides that separate, for example, the lives of India’s migrant labourers
stranded by lockdown, with little access to medical care, from the lives
of those who live in spacious, serviced residences that keep the outside
world at bay. Stratified livability calls for anthropologies of urgency if
we are to document and account for the far-reaching consequences of a
twenty-first-century pandemic in Africa, Asia, Europe, Latin America
and North America. This anthropology of urgency underscores the need
for our voices in other concurrent crises that threaten our lives: crises of
racism, violence, inequality and climate change. The comparative
analysis that the chapters in Viral Loads enables is essential. It sharpens
our understanding of the racialised, disabling and discriminatory ways
in which the pandemic and responses to it came to impact on people
around the world throughout 2020 and beyond. At the same time, it
demonstrates the strength of anthropological theory, rich ethnography
and critical engagement to make sense of a world that seems to be
imploding, and to reveal intersections, strategies and structures that
map possibilities.
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Care in the time of COVID-19

Surveillance, creativity and sociolismo in Cuba

Nancy J. Burke

On 19 April, the Universidad de las Ciencias Informdticas in Cuba, in
collaboration with the Ministerio de Salud (MINSAP), announced the
launch of Virtual Screen, Pesquisador Virtual, an app designed to provide
‘real time identification of those with COVID-19 symptoms’. Users were
told ‘it is simple’, and instructed to download the app, input their personal
information, and, if they display symptoms, record their location, their
interactions over the previous week and any contact with COVID-19
patients (Redaccion OnCuba 2020a). Along with brigades of physicians
and medical students going door to door to actively screen residents,
administer tests and provide symptomatic treatment as needed, the app
was seen as another tool in Cuba’s arsenal for controlling the spread of
the virus that built on decades of effective infectious disease control. At
the same time, police handed out fines to those not wearing masks. New
services were promoted on WhatsApp groups, such as the delivery, for
a fee, of fresh vegetables to the homes of those unable or unwilling to
wait in long lines for daily provisions. Paladars (small, privately owned
restaurants) adapted delivery services to bring food to elderly residents
for free. Daily communications on state TV from the president and
minister of public health, while reiterating the importance of social
distancing, acknowledged how hard it was not to kiss people hello and to
maintain six feet between each other, especially for Cubans for whom
physical closeness is a part of daily life.

I explore the productive tensions inherent in the expansive forms of
surveillance and governance enacted by the Cuban state under the guise
of caring for the population since the arrival of the novel coronavirus
SARS-CoV-2, and the creative moves among individuals and groups to
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support each other while earning an income as revenues from the tourist
sector disappeared. I propose that the co-existence and intersection of
these practices are made possible by Cuba’s particular form of post-Soviet
bureaucratic socialism (Hoffmann 2016) and are conditioned by multiple
forms of social and physical infrastructure. Analysis of these forms of care
is useful for understanding how care is enacted and experienced in a time
of crisis and geopolitical isolation.

Arundhati Roy (2020) posited the pandemic as a portal through
which to imagine new futures, but others have argued that pandemic
responses reveal what was already there (Whitacre et al. 2020). In the
United States, this has taken the form of revealing the gross generational
inequities that have led to disproportionate burdens of chronic illnesses
and persistent poverty in black and brown populations, and the
consequent disproportionate burden of death from complications linked
to COVID-19 (Garth, Chapter 5). In Cuba, the reforms and slight changes
that have occurred since the mid-2000s were revealed as just that — slight.
The pandemic response re-instantiated the value of what had been lauded
as the key triumphs of the Cuban Revolution — universal healthcare,
investment in education, and commitment to addressing inequality and
injustice throughout the world as operationalised in international medical
missions. It highlighted the bureaucratic nature of the government’s
approach to population health, using punitive means of enforcement, and
the valuable experience gained from participation in international and
local responses to prior epidemics (e.g. dengue, HIV/AIDS, Ebola). It also
created an opening for the re-assertion of comprehensive, coordinated
and centralised state power in the interest of the public’s health. At the
same time, the pandemic response afforded the creation of new forms of
relational care and entrepreneurism utilising online platforms and
cellular data. Such responses were made possible by Cuba’s socialist and
social infrastructure, including training a deep and expansive public
health workforce, and the changes, albeit complicated, that occurred
with the opening of the economy since the 1990s. These forms of
connectedness enabled creative approaches to resolver, or meet daily
needs, in a context where the combination of US sanctions, crumbling
municipal and housing infrastructures, loss of tourist revenue and the
pandemic made it more and more difficult to do so.

At the time of this writing (November 2020), Cuba has 8,110 cases
and 133 deaths.! This equates to 12 deaths per million. Compared with
comparably sized nations such as Bolivia, the Dominican Republic
and Belgium, ranked 44, 46 and 18, respectively, with cases ranging
from 144,390 to 567,532, Cuba’s pandemic response has resulted
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in impressively low numbers. In the following, I detail the Cuban
government’s swift and early response as part of a professional ethos
of care, and highlight key aspects of the island’s socialist infrastructure
that underlie and pose challenges to this public health response and
its enforcement. I follow this with a description of individual acts of
community support, particularly on behalf of those most vulnerable.
I conclude with a reflection on what this convergence of humanitarian
intervention and governmentality reveals in this moment on the island.

Biopolitics and the anthropology of care

Anthropologists studying Cuba’s healthcare system have highlighted
the strong arm of the state in the maintenance of extraordinary health
outcomes with few financial resources, the techniques the government
has employed to engage citizens in the production of these metrics,
and their subsequent influences on subjectivity (Andaya 2013, 2014;
Brotherton 2005, 2012). Conducting research in the 1990s, Sean
Brotherton described the deprivations of what is referred to on the island
as the Special Period in a Time of Peace (el Periodo Especial), a time of
extreme economic scarcity that severely impacted living standards, led
to rising unemployment, and witnessed the plummeting of the value of
national currency and further deterioration of already faulty housing and
municipal infrastructures. This was seen as a state of exception (Agamben
2005) in which a well-educated population, ‘inundated with biomedical
knowledge’, developed ‘state fostered expectations and feelings of
entitlement’ to a level of wellbeing and healthcare that the socialist
government could no longer provide (Brotherton 2005, 360). Faced with
incomes insufficient to meet basic needs, Cubans relied more and more
on their networks of socios,? friends and acquaintances connected
to resources, including accessing care and prescribed and necessary
medications (Brotherton 2012). Brotherton looked to Foucault’s
concept of biopolitics to theorise the production of ‘governable subjects’
(Burchell et al. 1991) on the island, arguing that strategies underlying
the establishment of the Cuban healthcare system required increasing
degrees of state intervention, management and protection, resulting in
a Cuban form of biological citizenship. Biopolitical strategies, according
to Foucault (1990, 139), seek to understand and regulate ‘the level of
health, life expectancy, and longevity’ of population groups. Care for the
health of the population is clearly a biopolitical endeavour, and one that
infers both intimate and disciplinary processes.
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As anthropologists have illustrated, physicians and nurses play
essential biopolitical roles within Cuba’s socialist health infrastructure
(Andaya 2014; Brotherton 2012; Burke 2013). Having been declared
‘symbols of the Revolution’ by Fidel Castro (Rojas 1986), they are
positioned within neighbourhoods and communities to reinforce the
values of the Revolution through their continuous contact with the
population, and their attention to lifestyle factors as elemental to health.
Most recently, oncology clinical trials have been inserted into Cuban
primary care practice, suggesting an extension of this biopolitical role
into experimental treatments (Graber 2018; see also Livingston 2012).
Within what Graber (2018) identifies as a professional ethos of care,
physicians build upon their intimate relationships with patients in their
neighbourhoods and health areas to incorporate palliative care and
clinical research into their primary work of disease prevention and
chronic disease management. In so doing, they engage in everyday
practices that transform their work (e.g. incorporating experimental
trials into clinical care) and their relationships with patients (normalising
cancer as a chronic illness). Graber illustrates how the contours of
individual care in the context of Cuba’s neighbourhood clinics serve as an
extension of the state’s commitment to care for the population. Responses
to pandemics, as we shall see, require a biopolitical approach that benefits
from the trust established in these micro-interactions.

Medical institutions have worked to direct humanitarian resources
to situations and places of extreme need (Farmer 2005), while they have
played a regulative role imposing coercive norms of behaviour through
conceptualisations of health and security (Foucault 1990; Ong 2003;
Rose 2009). Lisa Stevenson’s historical analysis of the mid-twentieth
century tuberculosis outbreak in Northern Canada provides some insight
into the complex tacking back and forth between the individual and
population, or between Foucault’s anatomo- and bio- politics, in the
context of epidemics (Garcia 2010; Livingston 2012; Stevenson 2014). In
her juxtaposition of the 1940s-1960s tuberculosis outbreak with the
more recent suicide epidemic among Northern Canadian Inuit (in the
1980s), Stevenson (2014) aligns government efforts to provide care to a
population through forced removal with the pain and suffering such
separations wrought on individuals and families. As she describes, this
‘anonymous care’, directed toward population groups rather than toward
named and known individuals and members of families and communities,
met bureaucratic ends but was experienced as a form of genocide by those
‘cared for’. This suggests important differences between ‘anonymous care’
aimed at population health, such as a population group experiencing a
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pandemic, and relational care provided to individuals, ‘the way that
someone comes to matter’ (Garcia 2010).

Reflections on the Cuban response to the HIV/AIDS epidemic raise
similar concerns. Rather than approaching HIV/AIDS transmission as
an individual behavioural challenge within a human rights/individual
choice framework, as occurred in much of the world, the Cuban
government in the 1980s responded to the return of 40,000 troops from
highly infected parts of Central Africa with classic public health strategies.
The government implemented routine testing, contact tracing with
partner notification, close surveillance and isolation of all seropositive
individuals. This swift population level disciplinary response was possibly
due to the socialist government’s willingness to do so, despite likely
opposition, and because of the comprehensive health system already in
place. While the government was largely successful in controlling viral
spread, especially compared with neighbouring Haiti and Puerto Rico,
this was achieved at the cost of the forced isolation of people who tested
positive in AIDS sanatoria. The approach was criticised as a violation of
human rights (Scheper-Hughes 1994, 2020).

Perhaps more prescient to the current pandemic response, was the
Cuban experience with the dengue outbreak of the 1980s, which also
involved a ‘massive and military’ response (Whiteford 2000, 63) that
resulted in the eradication of the source of the virus — the Aedes aegypti
mosquito — three months after the epidemic reached its highest peak
(Kouri et al. 1986). This response, explored further below, was multilevel,
coordinated across sectors, and required the mobilisation of thousands of
community health workers tasked with entering homes, assessing vector
control compliance and imposing fines if necessary. The epidemic,
recognised in May and brought under control by August, resulted in 0.46
deaths per 1,000 cases, the ‘lowest lethality index reported until then for
a dengue epidemic involving confirmed dengue haemorrhagic fever
(DHF)’ (Kouri et al. 1986). In the unfolding response to the COVID-19
pandemic, Cuba again employed traditional public health strategies
designed to contain, control and manage the population, and, through
them, the virus. At the same time, Cuban individuals worked through
their social networks — socios — to provide forms of relational care.

Heeding early warning signs

Cuba’s first cases of COVID-19 were confirmed on 11 March 2020 — three
Italian tourists visiting the town of Trinidad, a World Heritage Site. The
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tourists were immediately isolated, as were the 11 people with whom
they had come into contact. But the government had been preparing well
before this. In January 2020, the National Action Plan for Epidemics, last
revised during the Ebola outbreak in West Africa in 2014, was updated
and activated, surveillance commenced at all ports, and immigration
officials were trained in COVID-19 response (e.g. immediate testing
and quarantine of those suspected of being infected). In February,
polyclinics were reorganised across the island, and beds identified for
potential patients. Staff were trained in COVID-19 symptoms, testing and
quarantine, and in March meetings across Cuba’s 15 provinces started to
coordinate responses across sectors, identify and activate testing labs and
began research into diagnostics and treatments. Daily briefings from
the Ministry of Public Health on state TV began; tax payments were
suspended for all small businesses; and protections were put in place for
worker salaries and social security. Before the first case was confirmed,
deans from medical schools across the country had already called for
volunteers to participate in administration of active screening. Over
28,000 medical students responded (MEDICC 2020). In mid-March, 155
workshops turned their attention to manufacturing masks, schools were
closed and outbound travel by Cuban citizens was limited to humanitarian
reasons. By the end of the month, Camilo Cienfuegos, in Pinar del Rio,
was the first community put under quarantine.

On 1 April, face coverings were made obligatory, and by 5 April, all
police stations were staffed with someone from the district attorney’s
office, placed there to charge those in violation of COVID-19 regulations
according to Article 87 of the penal code (crimes against health). Alcohol
sales were limited, and drinking was prohibited in public; restaurants
were closed or limited to take-out. By 15 April, 20 communities in six
provinces were under total or partial quarantine and by 23 April, over
nine million of the island’s total 11.4 million population had been visited
in their homes or places of work as part of the active screening programme
(Gorry 2020; MEDICC 2020). At the end of the month, through primary
care case detection and contact tracing, the sources of infection for
85.7 per cent of active cases had been identified (Gorry 2020).

Mobilisation of the public health system
As in prior epidemics, Cuba’s readiness to act builds on the socialist

infrastructure of free and universal healthcare and education established
as a core tenet of the post-1959 Revolutionary state. Trained infectious
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disease specialists, microbiologists, laboratory technicians, epidemio-
logists and over 13,000 family doctors and nurses serving neighbourhoods
across the island positioned the country well for a quick response. This
density of trained health professionals was made possible by the
13 medical universities and 25 medical faculties across the country that
confer six-year medical degrees at no cost to students. Medical training
has been prioritised since Fidel Castro came into power in 1959, at which
time over 3,000 of the island’s 6,286 doctors migrated to the United
States (Gémez 2019), leaving the country with a dearth of trained
physicians equipped to build a new national healthcare system envisioned
to reflect socialist values and the principle of health as a human right.

Cuba’s public health infrastructure took shape over time, first in
1965 with the integral polyclinic programme (policlinico integral), and in
1974, with the ‘Medicine in the Community’ programme (policlinicos
comunitarios). In the 1980s, the healthcare system was re-envisioned to
become the well-known Family Doctor and Nurse programme, Medico y
Enfermera de la Familia (MEF). Elemental to this, physician and nurse
pairs were placed in every neighbourhood, thus creating consultorios
(neighbourhood clinics) responsible for the population of a ‘health area’,
usually of about 120 households. Physicians and nurses retain detailed
health histories of individuals embedded in families and social networks
and serve as a hub for referral to the next levels of care in the polyclinic
and hospital (Burke 2013). The achievements of Cuba’s health system,
which build upon this structure, are important not only for their impacts
on the population, but also because the government has used them to
gain international prestige, respect (Feinsilver, 2008, 1993) and, at times,
hard currency (Briggs and Mantini-Briggs 2009; Brotherton 2013). The
strength of Cuba’s health statistics has become a significant source of
Cuban nationalism and ‘global empowerment’ (Eckstein 1994, 128). The
MEF programme, central to the production of these health statistics, has
also been criticised for its potential role in neighbourhood level
surveillance (Brotherton 2012, 2008).

In the midst of the scarcities of the Special Period of the 1990s, the
public health system — like all industry on the island — was threatened.
While the government made a commitment to retain investments in
public health, education and biotechnology, the geopolitical isolation
resulting from the continuing US Trade Embargo and loss of the Soviet
Union greatly impacted access to externally produced medicines, basic
materials for local pharmaceutical production and clinical supplies. In
addition, vegetables, fruit and other basic elements of the Cuban diet
were difficult to find in urban centres due to lack of fuel. Building
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initiatives designed to deliver on the state’s commitment of housing for
all slowed to a halt, leaving the crumbling housing inherited by the
Revolution to continue to decay (Coyula-Cowley 2000). Municipal
infrastructures including water and wastewater plants built over 50 years
previously were left to deteriorate (Cueto and de Leon 2010; Randal
2000; Westbrook and de Freitas Alves 2016).

Economic reforms enacted to stimulate the economy and bring in
much needed hard currency included continued investment in
biotechnology and expansion of patents (Reid-Henry 2010), investment
in tourism (recreational, educational and medical), introduction of a
dual currency and opening to entrepreneurism (Burke 2013). While the
scarcities experienced in the 1990s have to varying degrees continued
into the present, the strength of Cuba’s socialist public health infra-
structure has been identified as the reason behind continuously robust
health indicators (Spiegel and Yassi 2004). A core element of this infra-
structure is the libreta, or ration book. Despite the scarcities imposed by
the US Embargo and geopolitical shifts, Cuba is known as a place where
nadie se muere de hambre (no one dies from hunger) (Garth 2019) due to
anational food ration system which provides about half of an individual’s
monthly nutritional requirements, with additional rationed items for
children, the elderly and those with certain chronic conditions (e.g.
diabetes, cancer), at very low cost.

Since Fidel Castro fell ill and turned over power to his brother
Raul in 2006 and Raul to Miguel Diaz-Canel in 2018, Cuban politics
have undergone major transformations largely in the interest of
continuity (Hoffmann 2016). While scholars have argued over how to
characterise this period, referring to it as post-Soviet, post-socialist and
post-Soviet/post-socialist, some have suggested that the transition is
most appropriately described as a shift from a charismatic socialism
characterised by mass mobilisation to a more depersonalised bureaucratic
socialism which has brought with it a diversification of Cuba’s public
sphere, particularly through the liberalisation of access to digital media
and data, liberalisation of travel and migration, and more moderate
foreign policy (Hoffmann 2016). In the 2000s this transition led to
centralisation and efficiency campaigns that began to reshape the
healthcare system yet again, largely in response to the burden on the
system placed by Cuba’s robust and extensive medical missions (Briggs
and Mantini-Briggs 2009; Brotherton 2013; Feinsilver 2008).

In 2016, Cuba’s foreign policy opening resulted in rapprochement
with the United States. US President Obama’s visit to the island in March
that year symbolised hope and possibility for many and resulted in a
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reinvestment in tourism with the expectation of an onslaught of US
visitors. The 2016 election of Donald Trump as the 45th president of the
United States quashed this hope. With his election, the US Embargo
tightened, locked in by the Helms—-Burton law passed in 1996, which
curtails foreign trade and investment on the island. In 2019, the Trump
administration imposed 86 new punitive measures including full
implementation of the Helms-Burton Act. From September 2019, this has
resulted in reductions in oil imports from Venezuela, which left Cuba
functioning with 50 per cent of its required fuel (Rodriguez 2020a).
Economic challenges were exacerbated by a regional drought that
reduced agricultural production over the prior year. In the context of the
pandemic, the Cuban government faced difficulty in procuring much-
needed respirators, and medical donations from China were stymied
by US intervention (Granma 2020; Rodriguez 2020a). The Jack Ma
Foundation’s donation of facemasks, diagnostic kits, ventilators and
gloves, for example, was thwarted because a major shareholder of the
Avianca Airlines cargo carrier set to bring the materials was a US-based
company, subject to the trade restrictions set by the US embargo
(Weissenstein 2020). As Cuban economist Jose Luiz Rodriguez argued,
‘At this point, no one questions that the pandemic is not just a health
crisis. It is what the social sciences describe as a “total social fact,” in the
sense that it convulses all social relations, and shocks all the actors,
institutions and values’ (2020Db).

Prior epidemic experiences

In addition to Cuba’s robust primary care system, the healthcare
workforce’s experience with prior epidemics influenced the island’s
ability to respond. In Cuba these include dengue outbreaks (1981, 1997),
a neuropathy epidemic® (1990s), cholera outbreaks (2012-13), and Zika
(2019). The 1980s dengue epidemic provides the clearest precedent
for the current pandemic in terms of response. Prior to 1981, dengue
haemorrhagic fever (DHF) had not been seen in the Caribbean region; it
was limited to Southeast Asia and the western Pacific (Kouri et al. 1986).
But in the summer of 1981, when infestations of the mosquito vector
Aedes aegypti were recorded in almost all the island’s urban centres, Cuba
was hit by a major dengue epidemic that included DHF cases and
fatalities. The Ministry of Health reported 344,203 cases between May
and August 1981, with 116,151 hospitalised and 158 deaths. The last
case was reported in October 1981. Similar to the swift response to
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COVID-19, once the epidemic was recognised in June 1981, the
government launched an intensive national campaign to eradicate the
Aedes aegypti mosquito, initially managed by the Cuban civil defence and
later the Ministry of Public Health (Kouri et al. 1989). The government’s
response included 15 provincial directors, 60 entomologists, 27 general
supervisors, 729 team leaders, 2,801 inspectors and 1,947 vector
controllers (Whiteford 2000). On the ground, approximately 15,000
health workers were mobilised to conduct house-to-house inspections,
during which they identified potential mosquito larvae breeding grounds,
treated disposal containers with insecticides, and treated the insides of
apartments and buildings with portable blowers. The insecticide
Malathon was sprayed from planes, sanitary laws regarding treatment
of containers were enforced and health education about the mosquito
and its ability to transmit the virus intensified (Gessa and Gonzalez
1987; Kouri et al. 1986; Whiteford 2000). All available resources were
marshalled to quell the epidemic; the government spent close to US$43
million on the campaign, mainly on insecticides. But like the current
COVID-19 response, the Cuban government relied largely on existing
human capital. Household inspections and breeding ground removal
were conducted by community members who, after being trained,
became ‘vector controllers’ organised into brigades with the power to fine
those who failed to comply with regulations designed to reduce breeding
sites (Kouri et al. 1986; Whiteford 2000; Gessa and Gonzalez 1986). The
similarities with the current behavioural challenges associated with
reducing the spread of COVID-19 are clear, as is the role of infrastructure
—social and physical — in the state’s response. Neighbours surveilled each
other’s homes to ensure that they complied with eradication efforts and
could be fined if not. Those who failed to comply put others in danger, as
now those who fail to wear face coverings or maintain social distance may
put others at risk. Crumbling buildings and inadequate water supply
influenced, in the 1980s, the maintenance of water containers in
households; in 2020 these conditions make sheltering in place and
hygienic hand washing challenging.

Internationally, Cuban healthcare professionals have responded to
epidemics and natural disasters as part of a long tradition of international
humanitarianism begun in post-quake Chile in 1960. Since just 2005, the
Henry Reeve Brigade* has provided free medical services in nearly 30
post-disaster and epidemic situations, including the cholera outbreak
following the 2010 earthquake in Haiti and the 2014 Ebola epidemic in
West Africa (Ubieta 2019). Especially following the expulsion of Cuban
physicians from formerly allied states in Brazil, Ecuador and Bolivia, a
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robust cadre of doctors on the island with excellent field experience
were poised to support the pandemic response. When 28,000 students
responded to the medical school deans’ call for volunteers, they needed
to be supervised and their case findings evaluated and communicated to
clinicians. Family doctors in each neighbourhood, many of whom had
returned from international missions, filled this supervisory role.

Cuban doctors were the first to arrive in Wuhan, China (Granma
News Staff 2020). On 26 March, the first team to go abroad began
treating COVID-19 patients in Lombardy, Italy, and since this time over a
thousand health professionals have worked in 18 countries on three
continents. Of note is the number of women serving as part of the nurse
brigade working in Barbados (95 of the 101 are women). As mentioned
previously, Cuba’s international missions serve a symbolic as well as
financial role (Bernstein 2013; Briggs and Mantini-Briggs 2009;
Brotherton 2013).

The state is back

The government’s immediate response to the looming global pandemic
included both international support and, as mentioned above, the
re-instantiation of paternalistic controls on the population. In April, six
people confined to an isolation centre in Sancti Spiritus escaped. Isolation
centres, established in March 2020, are adapted schools and hotels in
which those either diagnosed with or suspected to have been exposed to
COVID-19 are housed, with the supervision of medical personnel. News
reports detail the limitations on movement for individuals in quarantine,
and the high degree of medical attention they receive including
temperature checks and PCR testing (Curbelo 2020). The escapees were
found in their own homes; upon their arrest only 24 hours later, they were
subject to three months to a year in prison (Redaccion OnCuba 2020b).
Police started imposing fines of 300 pesos (the equivalent of a month’s
salary) in April under the supposition of Article 87 of the penal code,’ but
the specific decree enforcing face covering was not published until
12 May. The state began limiting alcohol sales in May, and drinking in
public became a finable offence in the same month. Those criticising the
state’s approach to the pandemic or deemed to spread false information
on social media were subject to fines and arrest (Aleman 2020), a return,
in some senses, to the pre-transition mode of response to dissidence
(Hoffmann 2016). As noted by Amalia Peréz, ‘along with the amplifying
effects of inequality and precarity associated with this crisis, the expansion
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of authoritarianism, hidden in the justification of health management
and prevention, is also a risk’ (Pérez and Correa 2020).

State provisions were also reinstated, fostering a return to what had
been a slow loosening of dependency with the burgeoning of the private
sector under Raul Castro’s reforms. The ration book, thought to be on its
way out just months prior, was restored and reinvigorated in April 2020
in attempts to keep Cubans from traveling far from home to different
grocery stores in search of basic goods, and to minimise long lines as
potential sources of infection. Cubans pay less than the equivalent of
US$2 for their monthly rations, which is estimated as 12 per cent of the
food’s real value (Benjamin n.d.). With the recognition of increasing
unequal access to hard currency between those living on a state salary or
pension and those working in the tourist sector or receiving remittances
from abroad over the last decade, government subsidisation of every
citizen regardless of income at the cost of approximately one billion/year
has been a point of contention. In 2011, for example, Raul Castro stated
that the ration system distributes food at ‘laughable prices’ and that a
system introduced in a time of shortages had turned into ‘an unbearable
burden for the economy and a disincentive to work’ (Benjamin n.d.). Raul
Castro’s reforms included a gradual reduction in the items included in
lalibreta. But during the pandemic, the offerings expanded. In recognition
of the economic hit that citizens, especially those in the tourist sector,
have taken with the closure of the island in response to COVID-19, the
state began to pardon taxes for entrepreneurs and to ensure salaries for
state workers, including artists and musicians, in March 2020.

Care (and humour)

Among ordinary citizens, pandemic response revealed the creativity and
care Cubans have for each other, including via the well-known Cuban
turn to humour. Anthropologists working on the island in the 1990s and
since have chronicled the pivotal role of humour, jokes and laughter in
coping on a daily basis with scarcities and insecurities — food, water,
electricity and fuel — during and following Cuba’s Periodo Especial. Jokes
recorded included one popular in the 1980s mocking that the Revolution
had eradicated capitalism’s three classes (upper, middle and lower) only
to replace them with three new socialist ones: the dirigentes (few
communist officials at the top), the diplogente (the fewer diplomats and
foreigners in the middle) and the indigentes (the indigent masses at the
bottom). The egalitarianism of socialism made everyone equal by making
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everyone poor (Henken 2007). During the Special Period, another group
was added, the delincuentes (delinquents, people who survived by
breaking the law). As a Cuban blogger commented, ‘there seems to be a
direct relationship between the seriousness of the problems and the
ingenuity of our humour, so in times of crisis hilarity wins. The nineties
were marked by scarcities and abundant jokes; prodigious in both
problems and humour’ (Sanchez 2012).

Nadine Fernandez (2010) reminds us of this humour in her account
of the affectionate name many had for their white 1950s model
refrigerators in the 1990s: el coco — white on the outside and only water
on the inside. At the same time, she highlighted the sharp edges of this
humour when addressing race and difference. Other popular jokes of the
time include: ‘What are the three successes of the Cuban Revolution?
Medicine, education and athletics. What are the three failures of the
Cuban Revolution? Breakfast, lunch and dinner’. Tanuma (2007) argues
that such jokes indicate a post-utopian irony reflecting ambivalence
toward the status quo and the state. This ironic stance enabled criticism
in a somewhat acceptable manner.

Humour emerging in the context of the pandemic includes the
song by Virulo, Dale Candela, which critiques US President Trump’s
suggestion of injecting bleach as a means to kill the coronavirus. The
recurring refrain of ‘dale candela para que el virus se muera’ (heat it up so
that the virus dies) refers to uncooked bats as a source of the virus
(insomne 2020). Other jokes include those referring to the refrigerator
as a great place to store clothing (because there is no food), and finally
understanding what good la libreta serves, as a passport to leave the
house, since it is no longer useful for accessing food in empty state-run
bodegas.

Jokes like these are told while Cubans wait in long lines for
groceries, not adequately social distancing and fumbling with wearing
masks as the temperature continues to rise. Streets in Central Havana
became a hot spot for spreading the virus (OnCubaNews 2020), given
their crowding due to the state of the buildings, rising temperatures and
the need to resolver (meet daily needs). Nearly 80 per cent of the city was
built between 1902 and 1958, and a large proportion of this housing stock
was already in disrepair at the onset of the Revolution in 1959 (Kerr
2009). In central Havana, 85 per cent of housing is over 80 years old, and
the remainder between 40 and 80 years old (Coyula 2010). Much of this
housing is crumbling, overcrowded and in dire need of repair; there has
been little renovation of existing structures. In addition, municipal
utilities, including electricity and water, continue to breakdown. In
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April 2020 residents of Havana were asked to reduce their electricity use
and preserve water in anticipation of the kinds of blackouts and brownouts
that characterised the Special Period.

Prior to the pandemic, Cubans expressed concern about how
President Trump’s crackdown on trade was impacting the availability of
prescription drugs — particularly hypertension medication, which many
people take daily — and food. As a result, people were traveling across the
city at the rumour of one store having canned tomatoes in order to get
them before they disappeared, and turning to the black market for
medications no longer available on pharmacy shelves. Since the onset of
the pandemic, these sanctions, resulting from the Helms—-Burton Act,
have also impacted the availability of personal protective equipment
(PPE) and real time reverse transcription polymerase chain reaction
(PCR) tests on the island, both acquired through donations from the Pan
American Health Organization (PAHO) and trade with China (Duran
2020). In response to the lack of PPE, ‘makers’ started to construct face
masks and shields out of recycled plastic bottles. They created a network
of collectors across neighbourhoods and towns, and shared patterns and
methods via social media to enable individuals across the island to join in.
Their makeshift masks are worn by medical personnel throughout Cuba
(Cabrera 2020).

In addition to waiting in lines and shopping for each other, Cubans
established WhatsApp groups to facilitate grocery delivery to the elderly,
and the state created online shopping options that were less successful
(Boza 2020). These groups were made possible by the increased access to
cellular data Cubans have had since 2016, and high speed internet in
homes and public spaces since 2017. With the quick adaptation of the
long Cuban tradition of sociolismo, the use of social networks and
friendships to meet daily needs, WhatsApp also facilitated entrepreneurial
endeavours such as gyms offering free classes and renting out bicycles.
Restaurants and cafeterias started using WhatsApp for pizza, dinner,
pastry and fresh juice delivery. Cuber, Cuba’s version of Uber, expanded
to deliver groceries and other products. Paladares such as cafeteria
Jaunky’s Pan repurposed their delivery service to ensure that elderly
Cubans could receive groceries at home at no cost (Lima 2020). Some of
these adaptations were expansions on or adaptations of pre-existing
entrepreneurial projects; others — particularly those designed to provide
support and social connections to older Cubans living alone — were
collective and creative responses to a recognised need, a way to minimise
suffering among the most vulnerable.
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Conclusions

Cuba’s pandemic response reveals the value of a deep and available public
health workforce, trained and experienced in epidemic response, and the
continued power of the state to mobilise across sectors in the context of
an emergency. Vietnam has also had success in keeping the pandemic at
bay through similar early closure of borders, multisector coordination,
healthcare system mobilisation, extensive monitoring and investigation
of potential cases, strict quarantine enforcement and massive health
education and communication campaigns. These endeavours, as in Cuba,
are made possible by a government willing to enforce containment
measures. The strong arm of the state was evidenced in Vietnam, for
example, in the quick quarantine of a community of 10,000 residents near
Hanoi when four cases were reported in February 2020. In April, the
country entered a heavily enforced nationwide 14-day lockdown (Minh
Hoang et al. 2020). Similar to the Cuban response, the Vietnamese
government developed several apps to facilitate case reporting and
contact tracing but took things a step further by making declarations of
health status and travel history via apps compulsory (Trevisan and Le
2020). At the end of April 2020, the country had only 270 cases; in
early December, it still had only 1,361 reported cases and 35 deaths.
As noted in a recent editorial in the American Journal of Public Health,
‘the Vietnamese experience suggests the need for a strong public
health infrastructure and good coordination among the government
agencies dealing with the emergency’ (Trevisan and Le 2020). It also
suggests, as does the Cuban response, the value of biopolitics to pandemic
control.

In the context of the pandemic, Cuban health professionals have
worked to ‘adapt biomedicine to people’s needs, and, by doing so, ensure
continuity of care’ (Graber 2018, 276). In this case, continuity refers to
everything from meeting basic needs to enforcing public health measures
to limit spread. The response to the pandemic highlights paternalistic and
egalitarian roles of the state (in the delivery of social goods per the mass
mobilisation model) as well as the space within this biopolitical regime
for individuals and communities’ ‘capacities to reshape and transform
health politics’ (Graber 2018, 277) through local interpretations and
enactments of care. Thus, the Cuban pandemic response contributes to
emerging trends in the anthropology of care that elaborate connections
between everyday practices, the inter-relational and intersubjective
aspects of care, and the regimes and hierarchies of governance. As Buch
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so aptly describes in her review on anthropology and care, ‘(w)ithin these
discussions, care remains a shifting and unstable concept — alternately
referring to everyday practices, engagements with biomedicine,
biopolitics, affective states, forms of moral experience and obligation,
structures of exploitation, and the relationships between these various
things’ (2015, 279).

The Cuban pandemic response also reveals the value of the daily
practices of survival, captured in the term resolver, that Cubans have in
their back pocket, honed from prior and continuous experiences of
economic uncertainty. These include extensive networks of socios through
which needs for medicines and food might be met, and care for the most
vulnerable delivered. These networks have been characterised elsewhere
as essential infrastructure for urban living, filling in where public services
fail (Simone 2004). Challenges to shelter in place orders on the island
reveal the effects of persistent poverty and geopolitical isolation on
individuals’ ability to stay in lockdown in the midst of neglected housing,
electrical and sanitary infrastructure. As the images of crowded streets
and long lines on blogs and online newspaper sites attest, people find it
difficult to stay inside crumbling buildings with little to no air flow and at
times intermittent water and electricity.

The multiple forms of care emergent in the Cuban response to the
pandemic — bureaucratic approaches to population health which take the
form of anonymous care (Stevenson 2014) accompanied by new forms of
relational care facilitated by cellular data — take place within contexts
of social, public health and physical infrastructures in varying levels of
decay (buildings, water pipes and treatment plants, electrical conduits),
maintenance and transition (see also Cabalquinto and Ahlin, Chapter 18).
All are active participants conditioning Cuba’s pandemic response (Appel
et al. 2018; Larkin 2013).

In October 2020, Cuban airports re-opened to tourists, and entre-
preneurs on the island who had thrived pre-pandemic with full bed and
breakfasts and tour groups breathed a sigh of relief. Since then, the
number of new infections have started creeping up. For example, on 27
November 2020, MINSAP reported 35 new cases of COVID-19. Twenty-
eight of these were tourists (Redaccion OnCuba 2020c). How the country
will continue to maintain pandemic control while opening up to
international tourism — an essential form of revenue on the island -
remains to be seen.
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Notes

1  https://oncubanews.com/cuba/cuba-casi-la-mitad-de-los-contagios-por-coronavirus-esta-
semana-fueron-importados/. Redaccion OnCuba. 2020c.

2 Socios are friends or acquaintances through which one accesses business advantages/
opportunities or resources needed for daily living. Socios are a key part of sociolismo, a strategy
Cubans employ to resolver, or get what they need, in a context of scarcity.

3 Over 50,000 cases of optical and peripheral neuropathy were diagnosed between 1991 and
1994, out of a population of 10.8 million. According to MINSAP, likely causes include
nutritional deficiencies stemming from the deprivations of the Special Period complicated by
alcohol and tobacco use (Centers for Disease Control and Prevention 1994).

4 Group of Cuban health professionals, established in 2005 in response to Hurricane Katrina,
regularly deployed to provide humanitarian support in response to disasters throughout the
world.

5  This article refers to crimes against health.
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3
Militarising the pandemic

Lockdown in South Africa
Lenore Manderson and Susan Levine

Until mid-2020, South Africa controlled the transmission of coronavirus
and avoided a heavy toll from COVID-19 by an early and stringent
lockdown enforced by police and defence troops. The iconic images of the
pandemic were of soldiers in camouflage and masks, strong-arming
homeless residents and populations in informal settlements. Such images
are redolent of South Africa’s long history of police, soldiers and private
security employees enforcing civil obedience; significant numbers of
citizens live with the memory of their own house arrests, detention and
imprisonment (Ross 2003). Consistent with apartheid’s deployment of
the military to curtail social movement, arms were used to threaten and
kill particular citizens at the height of South Africa’s aggressive COVID-19
response, so underlying the violence of class and race hierarchy. For those
old enough to have lived through the worst years of apartheid curfews,
passbooks, military surveillance, torture and house arrests, the sudden
arrival of COVID-19 not only deepened poverty, unemployment and
hunger, but it also unveiled the thin veneer of South Africa’s transition
to democracy. Having already endured chronic and systemic poverty,
the massification of debility through TB and HIV/AIDS, and an uneven
public health infrastructure to address chronic disease, the country
has accommodated rules governing lockdown and its different forms of
militant surveillance. The deadly experience of chronic pandemics
created the conditions under which citizens across the country, in both
urban and rural settings, complied to a much larger extent with public
health protocols than in other parts of the world where we continue to
witness the tragic results of anti-masker campaigns and COVID-19
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denialism. That said, the spatialisation of poverty in the form of insecure
and densely populated black townships has militated against the
possibility of adequate social distancing (Manderson and Levine 2020).
How and why did South Africa manage with so little violence and
resistance to enforce lockdown, and what counter factors came into play
to address what might have been the catastrophic transmission of the
virus in its early months? In this chapter, we show how lockdown in South
Africa was enforced through its militarisation, drawing on the techniques
and technologies of apartheid. We reflect on the unevenness of the
risk and outcomes of infection from early in the pandemic, including in
relation to the economic and social conditions of everyday life and access
to care. We draw inspiration from a diverse range of theoretical directions
and concepts to analyse South Africa’s lockdown. Derrida’s ‘hauntology’
allows us to apprehend the structural legacies of apartheid; Goffman’s
‘total institution’ provides understanding of how the military works;
Habermas (1975) allows us to comprehend the responsibility of the state
to its population, and so to question state shortfalls, not only in South
Africa but also in other settings. As we show, racism and capitalism
converge and co-exploit to sharpen the inequalities of the pandemic.

Lockdown

South Africa’s lockdown was initiated on 26 March, at the time one of the
strictest lockdowns to be imposed globally. It continued to be extended
thereafter at different levels, with the rise and fall of infections. Yet, even
by the time the lockdown was introduced, schools and universities had
already taken the first steps to deliver courses online, and retail, personal
services and other industries had contracted in scope and engagement.
Entry into corporate spaces and public buildings was limited; social
distancing and hand sanitisation were pervasive. Armed security guards
and police were far more visible along city streets and malls than they
might have been under ordinary circumstances; bank tellers and shop
assistants stepped back from customers; and television and radio news
and magazine programmes consistently attended programmes to the
sanitary requisites of prevention and the risks inherent in everyday life.
The lockdown reinforced these practices, with strict Stage 4 constraints
to movement that initially prohibited and later limited the hours of
outdoor exercise, walking dogs and other recreational uses of public
space, and mandated the use of masks when outside the home. The
sale and purchase of cigarettes was prohibited, most likely to obviate
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excursions to shops, although also because smoking increased the risk
associated for respiratory infection. Alcohol was also prohibited to limit
what are, under any circumstances, painfully high levels of intimate
partner violence (Friedman 2020), and as a measure to limit car accidents
and injuries due to inebriation, which might lead to hospitalisations that
would take up beds and medical services needed for patients with
respiratory distress. The lockdown and associated measures constraining
social life arguably contained the transmission of coronavirus for a time;
in theory, they enabled hospitals, laboratories and health services to
reorient to manage growing numbers of people with COVID-19. Some of
the constraints were subsequently judged unconstitutional and irrational
by the High Court of South Africa on 2 June 2020, by which time, 37,525
cases of coronavirus infection had been reported. And this was only the
beginning of what became a shocking escalation of cases that fed on
poverty, immiseration and civil unrest.

Even before lockdown had been declared, disinfectant dispensers
were handheld by guards at shop doors; within three months, pedal
dispensers had been installed in some premises to further minimise
human contact. At upmarket establishments, temperatures were taken
upon entry and contact details logged for tracking and tracing. Only a few
people at a time were (and, in November 2020, still were) allowed into
shops and government offices, including police stations and social security
offices; the remainder stood spaced out to observe social distancing
regulations, in South Africa as in the global north. Our social skin
expanded to accommodate distance in contexts of privilege where social
distancing is possible. In his May address to the nation, President Cyril
Ramaphosa said that ‘hugging and kissing is a thing of the past’ (Tembo
2020). Self-surveillance, the regulation of others through citizen arrests
and public shaming through social media platforms, assisted state
response. Although the use of social media to ‘sting’ people recalcitrant or
wilfully disobeying the law is not unique to South Africa (Sundaram
2015), the incremental encouragement of citizen surveillance pushed
Michel Foucault’s (2012) panopticon to its limit.

The temporary nature of this containment did not prepare South
Africans for the scale and speed of viral spread. At the first lockdown,
there were 927 reported cases; on 22 April, there were 4,546 cases and a
total of 65 deaths; these low numbers, relative to infections and death
rates elsewhere in the world, suggested that continued extreme state
measures were unnecessary. But the effectiveness of such measures to
avert a catastrophe were overestimated. By mid-July, South Africa was
number five in the global league stakes that no one wanted to win; the
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number of cases and deaths continued to rise and viral transmission
continued to accelerate across provinces and from urban to rural areas.
By mid-November 2020, there were 750,000 cases of infection and over
20,000 deaths, with rural areas and the poorest states increasingly
affected.

From the beginning of lockdown, the heightened presence of private
security forces, citizen arrests,' the police, newly empowered national
park rangers and the massification of South Africa’s military response
to enforce COVID-19 lockdown regulations contributed to a highly
differentiated reality along the well-worn lines of class, race and gender.
Two key questions emerged from these events and the continued
repercussions of the pandemic: the extent to which social and economic
inequality results in vulnerability to infection; and, as discussed below,
the processes and consequences of militarisation in enforcing adherence
to lockdown. By mid-July, the top 10 countries globally in terms of total
reported cases of coronavirus were mostly countries with relatively large
populations. The unequal impact of COVID-19, however, reflected not
population density nor health systems factors alone, despite the fact that
these factors surely influenced patterns and risks of transmission and
infection. Rather, these countries, all high and middle-income countries,
were among the most unequal countries in their regions and in the world
(using World Bank Gini coefficients and government reports). We had, in
the early weeks of the pandemic, argued that COVID-19 would track
social fault lines and disproportionately infect and affect poor people
(Manderson and Levine 2020). COVID-19 did not ‘track’ such fault lines:
it fed on, burned into and abraded them. While vaccine development
proceeded at remarkable pace through 2020, with research groups and
pharmaceutical companies in the UK, Australia and the US fiercely
competing, questions of its production at scale, and its stability,
affordability, distribution and delivery, especially in countries with weak
health systems and limited human and other resources, have yet to be
addressed. In this respect, COVID-19, like HIV before it, will continue to
impact unevenly in ways that penalise both the individuals and countries
who are poorest and with the least power.

The one sure means we have to limit risk is to manage proximity, but
proximity is also a scarce resource for people who live in the insanitary
and crowded conditions that prevail in informal settlements, tenement
buildings, workers’ dormitories, high-rise apartments and public housing
estates, slums and favelas in cities like Cape Town, Mexico City, New York,
London, Delhi and Sao Paulo. People with low incomes, some without
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formal papers that allow them free access to services, routinely live with
their families and others in makeshift shelters, often confined to single
rooms. These are places with limited municipal services and poor social
care, areas that typically lack sewage, drainage and waste disposal. They
are characterised by extreme poverty and endemic unemployment,
property and intimate partner violence, drug and alcohol abuse, and gang
rule. The people in these environments live with disproportionate rates
of chronic disease, the outcome of a calculated necropolitics (Mbembe
2008). In South Africa, this includes especially HIV; in India and South
Africa, TB; and everywhere high rates of cardiometabolic disease, poor
nutrition and poor mental health. Poor people do not have enough food,
and lockdown has stripped many of even the most precarious and poorly
remunerated income-generating activities such as recycling, flower
markets and informal food stands. In some cases, in acknowledging this,
state and NGO entities have extended grants and food relief; in other
cases, they have not.

On 11 May, the South African Social Security Agency (SASSA)
introduced a programme — the Special COVID-19 Social Relief of Distress
Grant — which would provide 350 rand (c. US$20) per month for six
months to people who were unemployed, were receiving no other
benefits, and met other conditions relating to age and residence (South
African Government 2020). Applications had to be electronic. Clearly, the
intervention was unlikely to assist people whose employment was always
precarious, who lacked access to basic virtual communication technology
or who could not afford to pay for data. Moreover, people living in impover-
ished conditions without resources cannot adhere to the rules of social
distance. They may not have reliable or clean water, and they may not be
able to buy soap to wash their hands regularly, nor afford to make or
purchase masks (Ross 2020). Further, despite little acknowledgement of
this in dominant discourse in relation to COVID-19, poor populations
everywhere have access to fewer health and medical services, are least
often insured, may have no right to care, may be unwilling to present for
care because of prior experiences of violence, disrespect and abuse, and
often lack transport and cash to access and pay for advice or medication.
COVID-19 magnified inequalities as it exploited them. Structural violence,
discrimination and fear feed into understandings of the pandemic and
everyday interactions, and were exploited by troops and police overseeing
adherence to lockdown in informal settlements. The assertion of military
power and the extension of police rights to punish caused as much
fear — if not more — than the virus itself.
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Theorising militarisation

In South Africa, as noted above, in order to enforce lockdown, there was
increased use of police, military and militia deployed from private
security companies and armed response teams, many of them soldiers
from civil wars and insurgencies in neighbouring countries. The
outsourcing to militarised forces to ensure public health compliance,
rather than to social or healthcare workers, centralised state power and
consolidated the uneven distribution of force along the lines of class and
race. Likewise, it deepened fear in the social context of collective grief,
loss and growing hunger and unemployment. The 1.5-metre rule of
interaction and social distance became a mnemonic of risk and its
embodiment in race and class. Such is the dystopic if not myopic landscape
of COVID-19.

The rationale for military engagement is perhaps obvious yet it
is useful, for our purposes, to reiterate this. The military is a highly
organised and tightly regimented institution — a ‘total institution’ (Goffman
1961) — comprising a large number of people trained to operate without
question, as part of a group, in unpredictable, volatile and dangerous
settings. The scenarios of future violence for which defence forces are
trained include terrorism with highly technical weaponry that might
include chemical and biological warfare, explosive devices, and armed
drones and guided missiles, and, on the other hand, low intensity and low-
technology warfare such as that characteristic of recent civil wars and
episodic resistance in countries in southern and central Africa, including
Angola, Mozambique, Zimbabwe, DR Congo and Rwanda. Many of the
troops and security officers involved in enforcing lockdown have had
experience in such settings. South African soldiers are also trained to work
alongside civilian entities in disaster management, including to rescue
affected populations, reduce population risk and run disaster management
centres. The laws that define these roles were invoked in 2020 to meet the
emergent needs of taming and containing the pandemic.?

Contemporary democracies, including South Africa after apartheid,
are meant to balance the lives of individuals and families with the
collective interests related to social, economic and public life. Habermas
(1975), among other theorists, has argued that by protecting contempo-
rary democracy, the public sphere allows for mediation between family
and the state, in ways that might temper the arbitrary exercise of power.
The methods of governance for this include both formal and informal
public institutions that enable debate, dissent and consensus. The ensuing
debates, and power and authority, flow through political parties and
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parliamentary processes, trade unions and associations, and different
structures of authority (including those associated with formal religion
and traditional authority structures). The media, which in South Africa
has a strong tradition and enduring practice of directly engaging in public
life, also plays a significant role in governance in civil society. But the state
also controls the military (excluding those militarised states where the
reverse is true) and exercises power through it. COVID-19 has empowered
the military in many contexts to reassert state domination over civilian
populations under the guise of protection and care, while the military has
taken advantage of the virus to subvert attempts to protest against and
address systemic injustices and human rights abuses. COVID-19, like
other global pandemics, has laid bare the myth of democracy as outlined
by Habermas (1975). Let us take this moment to revisit the patriarchal
and racist foundations of democracy as established by an elite class of
white men to the exclusion of all others (Pateman 1989), and we will be
better equipped to understand the uneven distribution of care in societies
masquerading as egalitarian.

In South Africa after apartheid, the political rights of all people
were guaranteed in the constitution, one of the most liberal, and clear,
worldwide. The judicial system was established to assess claims between
individuals and communities or groups in the private sphere, and to
establish justice where points of contestation existed between specific
populations and the state. At the core of these structures and the
principles that underlie them are ideas of public good and the role of
the state to ensure this. The legitimacy of a welfare state, even with a
truncated active contribution to welfare, derives from its capacity to
protect civil liberty and allow for democratic debate, protect the general
population against sectarian interests (while allowing, within limits, their
articulation consistent with commitment to democracy) and to provide a
range of services essential for everyday life. The mandate to ensure and
protect public health derives from this: specific state entities have a
responsibility to guarantee conditions of public safety and wellbeing,
including through the provision of infrastructure and services. These
change with time. At present, they might include potable water, electricity,
drainage, sewerage and garbage collection, and adherence to environ-
mental and occupational health and building standards, although not
all of these exist in all places, and although what is considered an
infrastructural right might also change (clean energy, for example).
Public health includes these services insofar as breaches in these areas
might indirectly or directly infringe on health, as has been long
documented in the case of bacterial disease outbreaks. In certain
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circumstances, the capacity of the state to maintain these conditions is
undermined, as might occur in the case of an extreme weather event such
as flood or drought or unprecedented local disaster (an explosion in
a crowded inner city area, for instance, or a fire in a high-rise block or
tearing through a suburb). Under such conditions, one can imagine the
value of a reserve army of workers, as a defence force not engaged in
active warfare might be regarded. How an army might be deployed in the
case of infectious disease not transmitted as a result of the breakdown of
infrastructure or social structure is less obvious. The use of the military in
previous epidemics, not in South Africa but elsewhere on the continent —
as occurred with Ebola — suggests that states are prepared to use
exceptional measures under exceptional circumstances and to suspend
usual protocol, as mandated by the constitutional responsibility of a state
to declare an emergency. The coronavirus pandemic was one such
moment.

In this context, discussion and debate about lockdown did not relate
to options, but were centrally concerned with the threat of escalating
infection and its venality. This extended to talk-back radio sessions on the
implications of closing institutions, to the way in which isolation might
impact on everyday life, to risks for specific activities. A week before the
initial lockdown, one of us (LM) led a 90-minute webinar and Q & A session
with the Institute of Plumbing South Africa, with hundreds of workers
sharing computers and cell phones at service points and workshops to
discuss the risks of infection as a result of using portable toilets on building
sites, or accepting calls to attend to plumbing problems at people’s homes.
These media, word of mouth, WhatsApp, Facebook and press reports all
allowed for the travel of information, of variable quality, about viral risk,
spread and encounters, in ways that facilitated citizen’s engagement in and
reinforced the lively quality of South Africa’s democratic institutions.

However, perhaps influenced by a rising mood of fear and anxiety,
there was limited discussion of the ways that state acts of care —
instantiated by advice about social distancing and hand washing and
institutionalised through strictly enforced lockdown — might affect
different populations. Although radio, television and social media provide
venues for critical and oppositional voices in South Africa, these were
unevenly distributed, and the most vocal concerns about lockdown
related to monetary impact — an inevitability as the economy shuttered
— and paid relatively limited attention to those whose lives were already
precarious. With the easing of restrictions across the country there was
an easing of draconian measures to curb the virus, but the easing of the
military and police response was also attributed to ordinary citizens and
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activist journalists who rendered visible the violence of the state and the
deepening of chaos at a moment that called for epistemic and ethical
generosity.

Ebola occurred, as anthropologists illustrated, in the context of
highly fragmented societies where the ghosts of colonial domination
seeped into the management of bodies and communities during the crisis
(Parker, et al. 2019; Sams, et al. 2017). In South Africa, with its specific
history of militarisation, the response to COVID-19 was remarkably if
uncomfortably accommodated, even as questions of race, racism and
structural violence gained purchase. It was tolerated too despite the
assumed impossible return of apartheid era curfews, lockdowns and the
use of the military to contain populations and the movement across
(internal) borders (Levine 2020).

The upscaling deployment of police and militia to urban and rural
South Africa distorts the temporal imaginary of the past as it animates the
present. The collapse of linear time is best indexed by Derrida’s illuminating
idea of ‘hauntology’, where the ghosts of the past enflesh the present
(see Davis 2005). In South Africa, the specific history of militarisation to
impose apartheid and enact gross human rights abuses might suggest that
this response would be intolerable. And yet, the mass use of surveillance
technologies to enforce COVID-19 lockdown regulations and curfews in
South Africa, as elsewhere, seem largely to have been tolerated to a far
greater extent than might be anticipated, with limited capacity to oppose
these measures when set against the immediate threat of viral invasion and
its effects on human lives. The increased presence of force, via the bodies of
armed security guards, police and soldiers, consolidated fear along the
lines of class and race, and sharpened the fear of the consequences of
disease in terms of growing hunger, unemployment and localised violence.
Without addressing questions of inequality, South Africa is likely to
face similar problems in containing future unfolding crises in health and
wellbeing. The uncomfortable trinity of class, race and gender remains
in South Africa — as elsewhere — a prism through which an ontology of
inequality surfaces at different intersectional axes, each of which requires
further elaboration with the unfolding COVID-19 pandemic.

Enforcing isolation
The initial and continued lockdowns depended, increasingly, on

enforcement. The informal settlements of South Africa, the slums of
Mexico and the favelas of Brazil have long been characterised by gun rule
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and the venal power of street gangs, but in mid-2020, these spaces were
equally sites of soldiers and police, using terror and the occasional display
of force to maintain social distancing, curfews and isolation. In South
Africa, on 26 March, 2,820 soldiers were mobilised to work with police to
enforce Stage 5 lockdown and its strict regulations to stave off catastrophic
levels of infection and death (Anon 2020). On 22 April 2020, 73,180
regular, reserve and auxiliary personnel of the South African National
Defence Force were deployed for nine weeks — until 26 June — in an
operation that cost around 4.5 billion rand (US$2.4 million). Even before
this decision, anecdotal accounts of unnecessary and at times gratuitous
use of force and police brutality were emerging; troops dressed in army
fatigues, in military formation, weapons at the ready, descended on
townships to disperse populations and enforce shelter in place. Local
municipalities commissioned armoured personnel carriers — the Casspirs,
Buffels and Hippos used to repress black populations under apartheid — to
round up people without homes and reinforce lockdown.® People who
were homeless in Johannesburg and Pretoria were rounded up and
confined in sports stadiums and ovals. By late April, armed soldiers,
municipal police, private security forces (including former militia) and
national park rangers were being deployed to ‘fight’ the virus by fighting
those at risk of infection. The war on COVID-19 was claimed to be one of
the largest army deployments in the country’s history. Consistent eye-
witness accounts and reports of police brutality and abuse went beyond
the levels of violence, already endemic, that mimic the enforcement of
law as applied to race and place under apartheid, and that continue to the
present as reactions to and a result of extreme inequality, deprivation and
xenophobia. While not on the same scale as apartheid era violence, and
with very different political groups in power, the muscle memory of
militia deployment and the unapologetic abuse of police power signals
the distinct failure of South Africa’s democratic transition to upturn the
ghosts of apartheid. The Marikana massacre for instance, in 2012, left 42
mine workers dead after then President Jacob Zuma ordered police to
shoot at unarmed mine workers who were fighting for a living wage.
Rather than an ethics of care in the face of grave adversity, the mining
tycoon resorted to apartheid-era murder. The elasticity of history keeps
looping back to this default response rather than more imaginative, or at
the very least, less violent approaches to deploying care in time of crisis.
The confluence of science, medicine and the army is not new; direct
links between the military and medical and surgical practice are well
established historically and in the present (Chua 2018; Cooter et al. 1999;
Harrison 2001; Pickstone 1992; Terry 2017). The matrix of South Africa’s
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response to COVID-19 follows the use of police to enforce vaccination
during the 2009 avian flu epidemic in Malawi (Sambala and Manderson
2017; 2018); the earlier use of surveillance and quarantine as a method
to stem the spread of HIV/AIDS in Cuba (Scheper-Hughes 1993); and the
controversial deployment of the military in Liberia during the height of
the epidemic of Ebola virus disease (EVD) (Aizenman 2020). The Ebola
epidemic was the largest of its type ever seen, characterised by its rapid
transmission and terrifying case fatality, with almost 30,000 people
infected and 11,000 fatalities, mainly in Guinea, Liberia and Sierra Leone.
Kelley Sams and colleagues (2017) point out that this was the first time
that anthropologists were early involved in relatively large numbers,
although along predictable lines: to help ensure that public health
interventions were locally relevant (Wilkinson et al. 2017). The measures
of militarisation and policing that characterised the response to COVID-
19 - to identify and quarantine cases — were amplified by (and amplified
the power of) the iatrogenic impact of war metaphors for patients
surviving or succumbing to illness (Sontag 2001). Further, in the race for
a vaccine, the United States launched Operation Warp Speed in
partnership with the US Defence Force and leading virologists. Its mission
was to defeat the enemy because ‘winning matters ... a massive scientific,
industrial, and logistical endeavor unlike anything our country has seen’
(National Public Radio 2020). Since then, the language of war has
extended to reinvoke Cold War politics, with accusations of biological
warfare and cyber espionage of scientific research increasingly redolent
of the 1950s.

At the same time, the global upscaling of troops and other armed
personnel as frontline forces to combat the spread of coronavirus was
unprecedented. Far from the lexicon of war as metaphor to describe
battles against illness, actual militia were tasked with implementing
lockdown regulations to fight this viral enemy. Armed soldiers and police
were not the metaphorical fighter cells of the human immune system
under siege in bodies with HIV (Martin 1994); rather, as already
described, in South Africa, armed soldiers in camouflage and police with
masks were tasked to combat the virus by controlling population
mobility, density and interaction even while equally vulnerable to
infection. This militarised response was not unique; globally, defence
forces and technologies were deployed at unprecedented levels to
combat the spread of coronavirus. The first use of war infrastructure that
captured global media attention was, arguably, army vehicles carrying
coffins in Bergamo, Italy, in mid-March, when with hindsight, the number
of deaths was enviably low. In Malaysia, also in March, army forces with
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protective face masks joined police to enforce border control and national
lockdown.* In the US, some 2,000 defence reserve personnel from
the National Guard were called up on 19 March, and by 24 March, 9,000
troops were providing transportation, engineering, and planning and
logistics, including administering tests and supporting medical personnel,
as part of state efforts to control the spread of infection (Lengyel 2020).
Field hospitals were erected to manage expanding caseloads and the need
for hospitalisation. In Belgrade from 9 July, police used tear gas, armoured
vehicles and horses to disperse people protesting against renewed
lockdown conditions implemented in an effort to manage the impact of
increased cases on Serbia’s health system. In Australia, from early July,
armed forces were patrolling the highways, truck routes and border
tracks dividing the states of Victoria, New South Wales and South
Australia. And over this time, countries worldwide, including those with
the greatest numbers of infections and others (Peru, Mexico, Chile, India,
Nigeria, Turkey, UK) militarised their responses to the pandemic. And
while the rhetoric of the deployment of defence forces has not surprisingly
tilted towards the care of the public, this ‘care’ has extended to patrol
stores and protect looting, forcibly transfer people believed to be infected
to hospital — in Nigeria, for example — and constrain everyday movement.
In Nigeria, military personnel did not receive training to carry out policing
functions, and this has been linked to reports of the systematic harassment
and brutalisation of the population, including the deaths of violators of
lockdown measures in Lagos, Abuja, Warri and elsewhere in the country
(Iweze 2020).

The murder of George Floyd by policemen in Minneapolis on
25 May 2020, and the consequent roll-out of protests across the US and
worldwide, extended the role of the military; troops increasingly
complemented armed police to constrain protests against systematic
racism and violence. The deployment of the military to ‘fight’ coronavirus
provided states with growing opportunities to demonstrate their capacity
to exercise physical control over members of the population for political
as well as biological purposes. At the same time, COVID-19 provided a
reason (or an excuse) for states to roundup and detain unregistered
migrants and refugees (e.g. in Malaysia and in South Africa).’ By using
the military to do this, states illustrated how the war on coronavirus
might serve a dual purpose: containing viral spread and rooting out
people, too, who were seen to be undesirable.

Thus the war on coronavirus interlocked with and enabled not a
war against poverty, but a war against people who were poor. Throughout
2020, as people were evicted from houses for which they could no longer
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Figure 3.1 Land invasion. On an otherwise quiet Sunday in August, the
Anti-Land Invasion Unit arrived at the settlement next to the new area
called Covid, and, without warning to the community, proceeded to tear
it down. Contract workers employed by the city carried the big pieces of
tin to two waiting trucks. Photo: Samantha Reinders/NPR

pay rent, new informal settlements sprang up. Three settlements in the
Cape Flats, on the periphery of the City of Cape Town — ‘Covid’, ‘Sanitizer’
and ‘19’ (as in COVID-19) — are named as wry mnemonics of their history.
But the tin shacks that people built for shelter were destroyed as quickly
as they were built, torn down by contract workers and employees of the
city’s Anti-Land Invasion Unit, donned in riot gear and armed (Reinders
2020; see Figure 3.1).

The world was already lethal

The murder of George Floyd — suffocated under the force of a police
officer’s knee - ignited the massification of protestors in cities across the
United States and, with speed, worldwide. President Donald Trump
deployed armed forces to disperse peaceful protesters with tear gas and
rubber bullets in the name of implementing curfew regulations put in
place to limit the duration of public protest. Outside the White House,
ostensibly to protect a photo shoot of the president, protestors were
denied their constitutional right to peaceful protest. Floyd was the latest
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link in a tragic (and continuing) chain of brutal deaths and injuries
involving police, again, in the US and worldwide — Australia, United
Kingdom, France, Belgium, South Africa: Rodney King, Malice Wayne
Green, Abner Louima, Amadou Diallo, Eric Garner, Michael Brown,
Freddie Gray, Philando Castile, Ahmaud Arbery and Breonna Taylor,
among them (Allman 2020; Stott et al. 2020; Taskinsoy 2020). Greater
public scrutiny of police brutality of Black South Africa began to appear
on Facebook posts. In a world battling with two forms of breath restriction
— the suffocating effects of COVID-19 and the ‘I can’t breathe’ movement
triggered by Floyd’s murder — Black people around the world not only fear
and die from the virus; they also fear and are killed by security officers
(see Garth, Chapter 5). Thus the pandemics of racism and COVID-19 are
aligned and solicit similar militarised responses.

Troops deployed by President Cyril Ramaphosa to maintain the
nationwide lockdown to contain infection, as described above, were
extended from an initial three weeks and continued until 30 September.
As noted, armed private security companies were also granted the right
to enforce COVID-19 regulations. The police were able — as before — to
issue fines, and to strong-arm, arrest and remove ‘disobedient’ members
of the public. As radical new modes of sociality were introduced to
diminish the wanderlust of the virus and its multiple forms of transmission,
President Ramaphosa praised the courage, resilience, responsibility and
sacrifices of ordinary South Africans. He failed, however, to be precise
about the shape of these sacrifices, and he failed to condemn officers who
abused their power by contributing to the ‘economy of terror’ that brought
together the toxic combination of a militarised state apparatus with a
deathly virus (for a comparison with Haiti, see James 2010).

As noted, deeply reminiscent of curfews that constrained the
movement of dehumanised populations by criminalising black Africans
as ‘vagrants’ under apartheid, the police enforced COVID-19 curfews in
overcrowded areas, especially in informal settlements that lack the most
basic necessities — always and particularly during COVID-19 — of running
water, indoor toilets and electricity (Manderson and Levine 2020). The
Minister of Cooperative Governance and Traditional Affairs Nkosaaana
Dlamini Zuma is partly responsible for the declaration of a curfew that
became established in law as: ‘Every person is confined to his or her place
of residence from 8:00 pm until 05:00 am daily, except where a person
has been granted a permit’. Surveillance technologies returned with the
ease of muscle memory, and thus the haunting. The pandemic had been
militarised. An SMS message from a friend living in Athlone — a mostly
coloured neighbourhood in Cape Town - read:
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My brother in Knysna passed away today at noon due to a stroke.
The police kept us behind walls. I was even sprayed by pepper spray
on my way to get airtime ... I can’t even go to his funeral, I'm just
very sad ... I couldn’t see for a couple of days because of the pepper
spray ... wish this lockdown was over, but hey I'm not taking any
chances now, too afraid of the cops and army ... A young mom that
was still breastfeeding was shot on her boob with a rubber bullet, an
elderly man was shot with a Taser, some people got fines for standing
behind their gates in their own yards, as much as R1500. Oh my
God, there’s so much to tell, but my airtime will not make it. ... they
really treat us like animals, and that’s the part the President doesn’t
see (Mara).

Against the opportunity to radically change South Africa’s default position
in times of crisis that leans into the logic of militarised force aimed at
the poor, cities across the country afforded even greater power to law
enforcement officers. In the Western Cape, the province initially hardest
hit by the pandemic, the Cape Metro Police were backed by the City of
Cape Town’s traffic services, the latter reported to operate a ‘heavily
armed municipal militia’ (Farr and Green 2020). Defence Minister
Nosiviwe Mapisa-Nqakula justified the use of military force in terms of
tightening regulations, and to ‘make sure that our people understand
fully the dangers of getting this virus’. The return of apartheid-era military
tanks including iconic Casspirs, renamed by the Democratic Alliance
(DA), the ruling party in the province, as ‘hardened vehicles’ (Farr and
Green 2020), offers obvious material and symbolic links between the past
and present moment that continues to violate black lives. This violation
corroborates videos and stories circulating via social media and personal
communication of police abuse, killing and humiliation of members of
the public during national lockdown. This includes most recently the
eviction of Bulelani Qolani, dragged naked from his shack, which the
police ripped apart before his eyes (Lali and Stent 2020). Greg Nicolson,
a journalist with the South African newspaper the Daily Maverick, had
written, nine weeks earlier: ‘I have a strong feeling that we may see a
rise in incidents of what we regard as abuse simply because the police and
the soldiers out there are not quite clear how to enforce the curfew
arrangements’ (Nicolson 2020).

Reports in local newspapers and social media indicate that whether
or not the laws and regulations protected people from the virus, or slowed
its spread, the police and others granted exceptional authority grossly
abused their power. After Collins Khosa was verbally assaulted by police
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for standing outside his house, his parents report that police chased him
into the house, ripped his shirt, broke their door down, swore and fired
rubber bullets (Lali and Stent, 2020). The racism of criminalisation
during COVID-19 regulations ricocheted against the tide of global forms
of dehumanisation captured locally in Collins Khosa’s murder and
globally in George Floyd’s. In his exceptional reporting on the murder of
Khosa, Kneo Mokgopa (2020) wrote:

The killing of Floyd sparked global protests under the hashtag,
‘Black Lives Matter’. The death of George Floyd gathered inter-
national outrage, including from our own government, and protests
around the globe. So many of us have tried to figure why it is that
Collins Khosa’s death, and the litany of other black people killed by
South African law enforcement, could not ignite the same outrage
and protests, even within our borders.

Mokgopa’s response to reports that 12 people were killed in the first few
weeks of lockdown signals that no impoverished person was shocked by
the fact that in South Africa the police kill more than three times the
number of people killed by the police in the United States. It instantiates
Derrida’s idea of hauntology and the normalisation of systemic violence
that the pandemic revealed. Mokgopa’s conclusion was this:

If you are poor and black your life does not count to this society. It is
often the state that will come to you with a gun. Your home can be
destroyed, you can be assaulted, tortured and killed with impunity.
This is the experience of impoverished people across South Africa.
Our dignity is continuously vandalised by the state (2020).

Conclusion

In acknowledging the hardship that such extreme measures placed on
the majority of the population, in April 2020 President Ramaphosa
announced a ‘500 billion rand (around US$26 billion) package to shore
up an economy devastated by the fallout from the coronavirus pandemic
and support those who’ve been worst affected’ (Naidoo 2020). This
massive relief package was intended to support the economy and
vulnerable people, in recognition that efforts to contain COVID-19 would
result in increased homelessness, destitution and mass unemployment. In
this respect and in terms of scale, COVID-19 was reminiscent of the 1918
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HIN1 pandemic (the so-called ‘Spanish Flu’), the most devastating
pandemic of modern times (Philips 2020). Then, a century ago, South
Africa was one of the five worst-hit parts of the world, with about 300,000
dead within six weeks. After it had finally ebbed, a doctor reflected in the
South African Medical Record in January 1919: ‘It has truly been an
irreparable calamity which has fallen on South Africa’ (Philips 2020).

The 1918 flu was not the only experience of pandemic in South
Africa. More people have been infected and died from HIV and AIDS
in South Africa than anywhere else in the world; in 2017, 7.7 million
people were living with HIV. In the early twenty-first century, under the
leadership of President Thabo Mbeki, when deaths from AIDS were
escalating, the police curbed protest action by the Treatment Action
Campaign (TAC) demanding access to antiretroviral treatment (Robins
2004). Looking back, one wonders how infection rates and the immense
social and individual suffering in Sub-Saharan Africa could have been
limited if governments had been as pro-active as the present moment
(Heywood 2009; 2020). And yet with 2020 hindsight, the lockdown has
only intensified poverty, hunger and unemployment, and led to the
further curtailment of rights among the country’s most vulnerable
residents. It has yet to flatten the curve.

A healthcare intervention of the magnitude raised by the South
African government needed a strong infrastructure based on an economy
of compassion, not terror. Diseases of poverty including HIV, tuberculosis,
hypertension and diabetes, plus the additional public health crises of
gender-based violence, drug and alcohol dependence and food insecurity,
co-mingle with vices of power, systemic racism and privilege. In the
context of these multiple layers of vulnerability, the presence of the state
in the form of curfews and surveillance technologies, however violent and
punitive, has also been greeted by some as a form of state care and
concern. Especially among middle and upper class South Africans who
feared the fates of the US, Italy, the UK, Belgium and other countries with
waves and second wave spikes, the strong arm approach deployed by the
president has been largely well received. Unlike the tenor of this general
praise, for the poor and dispossessed the COVID-19 pandemic was less of
a rupture than a deepening of social fragility.

Jake Skeets (2020) writes that the world before COVID-19 ‘was
already lethal’, and that systemic disaster capitalism has diminished the
possibility of hope, for there is no past to which we would wish to return:
‘If we yearn for a time before the pandemic, what do we yearn for?’ What
indeed, do we yearn for? If we could answer this question, it might be
possible to remake a world beyond COVID. This would be a world that
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would dismantle the machinery of force that deepens public suffering in
the face of pandemic. It would fuel modes of care that require the total
abolition of racial capitalism, and the global forces of colonial pillage that
render some lives more valuable than others.

Notes

1 In terms of Section 42 of the Criminal Procedure Act of 1977, a South African Citizen has
the right to arrest the following persons: Trespassers; Persons engaged in an affray (Public
Fighting); and Persons who he (sic) has a reasonable suspicion have committed a Schedule One
Offence.

2 South Africa, Disaster Management Act, 2002 (Act no. 57 of 30 December 2002).

3 See this for example: https://edition.cnn.com/2020/04/02/africa/homeless-community-
south-africa-coronavirus-intl/index.html.

4 There are links here to the police use of pepper balls to disperse people protesting the death of
George Floyd in Washington DC on 1 June, and the consistent oppositional force to resist
#BlackLivesMatter protests worldwide.

5 Al Jazeera reporters have been arrested and interrogated and there are reports of sustained
online abuse (13 July 2020).
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Rights, responsibilities and
revelations

COVID-19 conspiracy theories and the state

Elisa J. Sobo and Elzbieta Drazkiewicz

This is what Bill Gates and George Soros want to do... Secretly stick
you with a chip while testing you for the corona virus.... the Dems
have a bill on the house floor ready to vote on it to require this ....
House Bill 6666.... no bull.... look it up and WAKE UP !!!! (10 May
2020, Facebook post showing deeply inserted nasal swab, https://
www.facebook.com/john.barno.1/posts/3216228888396817,
original punctuation)

When the SARS-CoV-2 virus began its global spread, launching the
COVID-19 pandemic, the race for a vaccine began. Simultaneously,
authorities sought to reduce the novel coronavirus’s propagation and
lower the strain on hospitals and morgues. Around the world, governments
began regulating not only where people could go and with whom but how
to dress (with masks and gloves) and behave (no shaking hands, keeping
2 m distance from each other and so on). As epidemiologists turned to
intensified contact tracing, private companies and governing bodies
joined forces to create new technologies for scaling up surveillance,
including virtual queuing tools, devices warning individuals should they
get too close to others and contact tracing apps.

All this was discussed daily in households and on social media. In
many instances, concerns over control, authority, transparency and
freedom - fuelled by competition between officially sanctioned, expert
knowledge and popular knowledge — supported the circulation of
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‘conspiratorial beliefs’. Around the world, fraught discussions ensued
regarding COVID-19 cover-ups, pandemic geopolitics, bot and humanly
driven disinformation floods on social media, and reporting bias in
the press.

The rapid incorporation of COVID-19 into conspiratorial schemes
worldwide (Freeman et al. 2020; Uscinski and Enders 2020) provides us
with a useful set of cross-culturally comparable conspiracy theories
involving the state, and thus a useful lens through which to enhance our
thinking about how conspiracy theories work as sociocultural critiques —
and what work they do for those who have built careers or identities
promoting them, cynically or not (see Bailey 1994). Our project draws on
ideas propagated in the first two-thirds of 2020. We focus on discourses
circulated via platforms like Twitter and Facebook within Ireland, Poland
and the US (where we have worked for many years). With this focus, we
ask how the 2020 pandemic is loaded onto and used by those with vested
interests to amplify, in the Global North, structure-agency, governance-
freedom, responsibilities-rights tensions — tensions related to ideal visions
of and for the state and, ultimately, for justice and liberty. To gain insight,
we aim our investigation toward so-called conspiracy theories questioning
state-sponsored health interventions including but not limited to
vaccination. Because no approved COVID-19 vaccine existed at the time
of our investigation, the prospect of vaccination provided a particularly
viable projective screen for existential concerns: it was easily drawn into
use as evidence for the central claims of those already backing a con-
spiratorial world view.

We are interested specifically in how, in Ireland, Poland and the
US, and likely other democratic states, local conditions shape people’s
reception of, and by extension compliance with, governmental public
health emergency efforts, and how conspiracy theories come into
play in the process. We are interested in readings of disease threats
that connect ‘facts on the ground’ in ways that differ from how
authorised public health experts would have us connect them - readings
thereby labelled as ‘conspiracy theories’. After preeminent political
anthropologist F.G. Bailey, we see this as a competitive process of ‘claim
and counterclaim ... about the way our world is and the way it should
be’ (1991, 17). Such a focus affords us the opportunity to interrogate
what COVID-19-related conspiracy theories might accomplish for those
vested in broadcasting them, and how and why even seemingly similar
conspiratorial ideas can vary in important local and historically
particular ways.
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Pandemic sense-making and dissent

We begin by observing that, in conspiratorial theorising, knowledge
is not an end in itself (Boyer 2006; Briggs 2004). This view lines up with
general anthropological thinking on knowledge as instrumental — as
used to interpret and act in the world; consequently, it is not dis-
tinguishable from culture (Barth 2002; see also Bailey 1991, 17-18).
Further, theorising about the world does not begin with knowledge
but with how people know things, and so we must examine the processes
by which people make connections in a fragmented world, how these
reflect particular styles of reasoning and what can be known under
particular historical circumstances (Hastrup 2004). This is especially
relevant in the context of COVID-19, with all its unknowns and the
ways these have been exacerbated by the diverse containment,
communication and transparency strategies adopted by different
governments.

Today’s pandemic conspiracy theories are less contests regarding
specific detailed facts (although they may be this overtly) than contests
regarding values. Adopting Bailey’s vantage, through COVID-19
conspiracy assertions, communities place their values ‘onto the front
stage’ for affirmation (1994, 152). Their theories are testimonials to
deep-rooted understandings about the state’s role in relation to citizens
and other stakeholders, corporations included.

Such visions of how society should function and of the prerogatives
and limits of government vary across societies. If conspiracy theories are
shaped by our worldviews (e.g. Harambam 2020), consequently, even
when the contents of conspiracy theories appear similar across societies,
their meanings must differ, at least to some degree.

Using case studies, we interrogate publicly propagated con-
spiratorial views on vaccination and other public health measures (social
distancing, contact tracing, testing) related to the present pandemic. The
anthropologist’s task — the remit of all social theorists, in fact — is to ‘find
explanation beyond the truth of the events themselves’ (Hastrup 2004,
468). As Engle-Merry and Coutin (2014) point out, to understand
conflicts over knowledge we must understand the political dynamics of
these conflicts — which may remain unseen to those embroiled in them
(see also Bailey 1994). Taking political context seriously is crucial not
only to fully grasping what various conspiracy theories have to tell us.
It is paramount to diffusing harm-promoting aspects of COVID-19
denialism.
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Conspiratorial thinking

So-called conspiracy theories are fluid networks of ideas deployed against
the grain of accepted understandings to argue that specific events do not
unfold at random or as the secondary fall-out of mundane social processes
or day-to-day, disinterested bureaucratic decisions. Rather, agents work
covertly and malevolently backstage, pulling strings. Often, conspiracy
theories assume that conspirators act to harm others; they operate
through dichotomous categorisations of ‘us’ vs ‘them’, good vs evil.

Although lay discourse tends to lump them together, disdainfully,
conspiracy theories vary. Some have little more in common than their
reliance on suspicions regarding secret operations. Further, conspiracy
theories may contain multiple individually false claims; or they may
spuriously connect substantively well-justified ‘facts’. They may stand
alone, or conjoin, or nest into ‘superconspiracies’ (Barkun 2013). The
salience of conspiracy theories within group culture and their importance
for social belonging also varies. Sometimes they are paramount to group
identity. When such groups are put on the defensive they may close
ranks; their ideas may become ‘self-sealing’ (Sunstein and Vermeule
2009, 204). That said, a group’s members can hold richly diverse and
sometimes contradictory positions in support of the same core concern
(Harambam 2020).

Medical conspiracies and the state

Much of anthropology’s conspiracy theory-related scholarship has
appeared in medical anthropology, partly reflecting the subfield’s
longstanding involvement with health aid flows from the Global North
to the Global South. Such programmes often provoke concerns related
to sovereignty, exploitation and social coherence —i.e. perceived ruptures
in the social contract. When voiced in local idioms these can be read as
conspiracy theories (see Leach and Fairhead 2007; Fassin 2011).

Many cultures use blood-stealing and organ-thieving stories to
index how they physically fuel the global economy. International medical
research in sub-Saharan Africa provides a ‘particularly prolific’ matrix for
such stories (Geissler and Pool 2006, 975). They express colonial trauma
and critique both the non-democratic distribution of science’s benefits,
and the state’s role in supporting this.

Epidemics also implore conspiratorial interpretations where the
state has historically failed in its duties toward citizens. Take the 2008
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cholera outbreak in Harare, Zimbabwe. When the government insisted
that individual behaviour change (better handwashing and food hygiene)
would stem transmission, residents pushed back. They pointed
to structural drivers such as the dilapidated water and sanitation
infrastructure, and condemned various arms of the state for victim-
blaming and corruption. In challenging official discourses, they expressed
‘an aspirational vision of citizenship based on political rights, social
recognition, and access to high-quality public services delivered by a
robust, responsible state’ (Chigudu 2019, 415).

In Venezuela, cholera conspiracy theories directly addressed an
‘economy of erasure’ in which marginalised populations remained
unheard (Briggs 2004; see also Mathur 2015). The theories embodied a
bid to be seen —and a refusal to be reduced, for instance by epidemiology,
which thrives by ‘turning people into categories and numbers’ (Briggs
2004, 167). They articulated local-global links in ways that questioned
the discursive production and segregation of these domains in addition
to highlighting their state’s failures (p. 175).

Similar insights are seen in ideas regarding HIV/AIDS, widely
rumoured initially to have been invented for nefarious genocidal
purposes. State-backed corporate treachery did undergird the pandemic’s
hold in some ways in some locations, for instance, through machinations
related to the construction of a dam in Haiti that destroyed various
communities’ livelihoods, pushing people into HIV-fostering survival
strategies (Farmer 1992). In Eastern Indonesia, HIV/AIDS-related
conspiracy theories reflected everyday experiences of ‘inconsistent
applications of policies, missing information, and omissions in formal
practice’ and colonisation, militarisation and racialisation in the study
setting (Butt 2005, 432). South African men’s conspiracy theories in
Bushbuckridge linked HIV/AIDS-related suspicions to precarity wrought
by job loss and, more broadly, deindustrialisation, itself subtended by the
distribution of power and of racism in the globalised economy (Niehaus
and Jonsson 2005, e.g. 182, 202). Conspiracy theories pervaded US HIV/
AIDS discourses also, in ways similarly linked to social, political and
economic marginalisation (Sobo et al. 1997).

A waiting matrix
COVID-19 emerged in the context of many already-circulating,

conglomerate ‘superconspiracies’ (Barkun 2013). For instance, it was
quickly fitted into, and helped amplify, conspiracy theories circulating
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regarding the health dangers of 5G networks — themselves rooted in much
older worries about the profit-minded capitalist promotion of purportedly
unsafe electromagnetic technologies, and worries about modernity
itself (Tiffany 2020). 5G’s initial roll-out in China, where COVID-19 was
identified, seemed proof of a causal link. It also boosted antecedent
chauvinistic prejudices, which situations of crisis intensify (see Butter and
Knight 2020; Bovensiepen 2016).

In England, pre-existing anti-Semitic and antimuslim prejudice fed
belief among 20 per cent of the population that ‘Jews have created the
virus [SARS-CoV-2] to collapse the economy for financial gain’ and that
‘Muslims are spreading the virus as an attack on Western values’ (Freeman
et al. 2020). Likewise, labelling SARS-CoV-2 as the ‘Chinese Virus’ or
‘Kung Flu’ drew upon already well-established jingoist and racist tropes.
It also expressed pre-existing geopolitical tensions: as some in the US
blamed its rival China for covering up a laboratory accident or worse in
Wubhan, others on social media lauded China for besting the Global North
via how efficiently they managed the pandemic. In these and related
narratives, SARS-CoV-2 is cast not as coincidental but as part of larger
conspiratorial machinations.

In addition to underwriting racist scapegoating and related
brutalities, COVID-19 conspiracy theories entail other risks. Vaccination
is, internationally, the desired ‘magic bullet’ in the fight against SARS-
CoV-2. However, given that, for instance, about one in five members of a
representative sample of English adults surveyed believe this vaccine ‘will
be used to carry out mass sterilization’ or ‘will contain microchips to
control the people’ (Freeman et al. 2020), mass vaccination promises to
prove an uphill battle. (The vaccine rollout, which began well after this
chapter was written, has, in fact, been challenged by those who question
its ultimate aims; e.g. Sobo 2021.)

Contested expertise

The dominant way for establishment experts to deal with conspiracy
theories is to try to ‘debunk’ them, often ineffectively. A rich social science
literature explains that ‘debunking’ disregards people’s extant knowledge
(e.g. Leach and Fairhead 2007). Further, enhanced communications
and computing technologies now support a subjective ‘incredulity
toward metanarratives’ or ‘grand narratives’ (Lyotard 1984; Vine and
Carey 2017). The technocultural environment of the internet intensifies
the situation further in the Global North by democratising the
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‘knowledge-power hierarchy’ (Kirmayer et al. 2013, 180), reinforcing
expert-doubting overconfidence in one’s capacities for discernment.

How this plays out varies across nations. In the US, for instance,
idealised distaste for any concentration of power (Fenster 2008), an
emphasis on free thinking, and the sanctity of free choice further deepen
distrust of authority. The good citizen does not follow blindly. This
is further supported in the realm of healthcare by institutionalised
requests that patients self-educate and ask providers questions regarding
treatment options, and the doubt-sustaining demand that patients (now,
‘consumers’) consent to and assume the risks even of biomedically-
indicated procedures.

The debunking approach to conspiracy theories and other dissenting
knowledge does sometimes work, for example, for hypocognised
problems or those not already freighted with cultural meaning. But
COVID-19 was for most people immediately associated with prior
epidemic diseases, including not just HIV/AIDS and H1N1 influenza but
the first SARS-COV panic (2003-04). Further, COVID-19 is characterised
by a much higher degree of indeterminacy.

The uncertainty regarding specific origins, successful cures,
prevention measures and risk for transmission expressed within the
scientific community is exacerbated in the public mind by conflicting
messages from different health authorities (regarding interactions with
ibuprofen, who is vulnerable, etc.) — and from national and regional
leaders. Belarusian president Alexander Lukashenko has touted washing
with, and drinking, vodka as a cure; in the US Donald Trump has promoted
hydroxychloroquine, a drug approved for malaria and rheumatoid arthritis;
officials in Bolivia have distributed ivermectin, an anti-parasite drug, as an
ostensible cure. None of these recommendations have authorised science’s
endorsement (O’Grady 2020). A good example of the doubt-reinforcing
confluence of varied advice was seen in the dilemma masks posed for the
public as the pandemic took hold (wear them, don’t wear them, use special
ones, homemade is fine, only health services professionals should wear
them, etc.).

Negotiating boundaries between bogus and genuine claims is
typical of the work done by people exploring alternative or dissenting
perspectives (Pelkmans and Machold 2011; Mathur 2015). The plethora
of positions the public has been provided by the state and others regarding
COVID-19 supports doubt; doubt creates discomfort (Pelkmans 2013).
Yet, an erosion of trust in authoritative and scientific knowledge does not
extinguish the ‘will to truth’ (Aupers 2012). On the contrary, it opens a
space for alternative forms of knowing. Lay investigation flourishes in
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publics already convinced of their own discernment and primed to
express this by an ethos of wariness of expertise, and with reference to the
oppositional forces of local and global governance, and of agency and
structure.

Accordingly, COVID-19 conspiracy theories ask universally: what
are governments trying to do through COVID-19? What information are
governments hiding? What are they revealing? Why? And who is behind
it all? Who profits? We explore some answers below, bearing in mind that
beyond the theories described sit those vested in their propagation —
those who leverage them as evidence of a priori claims, profiting
themselves in various ways in the process.

New viral loadings: leveraging pandemic
conspiracy theories

To explore the critiques of power conspiracy theories entail, and how they
are deployed, we present three case studies. In each, interested parties
actively characterised the pandemic counterfactually, for their own
advantage.

Ireland: rejecting foreign rule and state corruption

Irish people expressing conspiratorial views on the pandemic questioned
whether the risk was as severe as the authorities suggested. Many applied
neologisms popular in the English-speaking world such as ‘plandemic’ or
‘scamdemic’ to suggest premeditated duplicity. For example, in May,
member of parliament Mattie McGrath used this construction to imply
that the lockdown regulations negatively affecting the Irish economy
were a scam benefiting foreign corporations:

It’s a joke at this stage. We need to move on and get back to work.
We are now at the stage where instead of having a pandemic it’s
becoming a scamdemic. Big businesses, the likes of [foreign
superstores] Tesco and Aldi, and all the big places are flying, but all
the small stores, small businesses, small retailers, they are being
squeezed out of it by the two-metre social distancing. It just makes
things totally unworkable (Farrell and Mooney 2020).

Gemma O’Doherty, once a celebrated investigative journalist, now best
known for her fringe right-wing views and anti-vaccine statements, took
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a similar stance. O’Doherty is a founder of Anti-Corruption Ireland,
which she defines as a ‘formation devoted to ending this toxic culture
of corruption that is ripping our republic to shreds’. Her agenda includes
the ‘fight against the threat of globalism’ and its risk to ‘national
sovereignty, cultural and natural heritage, and endangering our inde-
pendence’. Through social media, O’'Doherty repeatedly implied that use
of existing vaccines correlated with the COVID-19 death rate, and that
COVID-19 vaccines would pose risks too when introduced. One of her
widely circulated flyers claimed that ‘Covid19 is no more serious than the
flu’, and that because ‘we don’t close the economy for [flu] and never
quarantine the healthy ... social distancing is fraudulent’ (O’Doherty
2020a). In a leaflet, she argued:

The state’s draconian reaction to Covid19 has nothing to do
with protecting health. It’s an orchestrated ploy to implement the
final phase of totalitarian ‘one world’ governance. This is the core
objective of UN Agenda 2030, a plan to destroy nation states
and depopulate our planet. It is also known as the New World Order.
The State is forcing citizens to give up their fundamental rights,
freedoms, and privacy using: orweallian [sic] surveillance via
carcinogenic 5G, DNA-Altering mandatory vaccines, cashless
society, control of media/end free speech (O’Doherty 2020b).

O’Doherty and her followers often share and recycle Twitter and Facebook
posts originating elsewhere, and other conspiracy theory proponents
around the world return the favour. However, conspiratorial views
propagated by O’Doherty and her followers are more than recycled
internationally circulating tropes. While almost every conspiracy theory
propagated during the pandemic expresses concern over a loss of
freedom, in Ireland this view resonates particularly strongly with the
colonial legacy of, and national sentiments rooted in, the conflict with
Britain (Moore and Sanders 2002). The painful memory of brutal foreign
rule was particularly visible in the arguments made by O’Doherty and
John Waters when they legally challenged Ireland’s lockdown restriction,
in the High Court, in April and May 2020. Their supporters perceived
their actions as protective of the freedoms of Irish people. Those lauding
O’Doherty’s and Waters’ legal efforts often spoke of them as courageous
patriots ready to fight corrupt politicians and countering state efforts to
suppress citizens. Frequently, they would draw parallels between the
1922 Irish civil war and the pandemic situation, describing the fight
against lockdown measures as participation in the unfinished revolution.
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O’Doherty and Waters, in their court statements and in public
communications at the time, frequently referenced the new COVID-19
situation as ‘the police state’. On 28 April, at the height of the court case
dispute, O’Doherty tweeted, ‘“The words Irish and freedom are inextricably
linked. No people fought harder for it throughout history than us. We’re
not going to give it away now to an unhinged police mob, an unelected
government and their #fakenews who shamed themselves again today
#Lockdownlreland #Covid19’ (O’Doherty 2020c¢).

In other communications, O’Doherty referred to Irish police (the
Garda Siochédna) as Gestapo or Nazi forces, and criticised COVID-19 laws
that allowed for armed Gardai at COVID-19 checkpoints. In Ireland, such
use of force resonates specifically with memories of the colonial state and
the brutal policing exercised by the British to control the Irish population
(as one response, when the Garda Siochana was formed in 1923, it was
purposefully primarily unarmed). When Irish conspirationists evoke the
police state, they not only prey upon general concerns over the loss of
freedom, but specifically Irish sentiments and fears.

In her pandemic communications, O’Doherty often referenced an
‘unelected government’ that is supposedly inflating death rates to frighten
the public while using mass immigration to make the Irish a minority.
For some, an ‘unelected government’ might refer to international
organisations. In the Irish context, however, the phrase had additional
inward-facing meaning.

Just before COVID-19 hit Ireland, in February 2020 parliamentary
elections had been a three-way race, in which Sinn Féin, a left-wing party,
received the most first-preference votes it had received since the 1970s.
This was a big blow for the two dominant centre-right parties: Fine Gael
(the governing party, led by Leo Varadkar), which came in third, and
Fianna Fail, which came in second. The votes clearly showed dissatisfaction
with the establishment. However, before a new government was formed,
infection began to spread. Emergency legislation was enacted by the
outgoing rather than the incoming Senate, and state governance
remained in the hands of Varadkar. In response, conspirationists such as
O’Doherty and Waters cast COVID-19 as a plot to allow ‘the establishment’
to remain in power, disregarding the election’s results. In line with this
logic, the (old) government misled people into believing that their
immune systems could not deal with the virus: it enforced a very strict
lockdown, and introduced emergency laws (according to conspirationists)
to ‘buy more time’ in power.

Seemingly universal conspiracy theories gain traction when they
amplify or provide a fitting explanation for a story already being told
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locally. In the Irish context, resonance with the specific political situation
coincident to the pandemic’s outbreak fuelled their appeal.

Poland: retaining democratic desires

On 24 June 2020, six months into the pandemic and just days before the
Polish presidential election, Poland’s President Andrzej Duda made an
official visit to Washington, DC. During the live broadcast of this bilateral
meeting, Polish national television announced: ‘Poland will be the first
country that will be supplied by the USA with the coronavirus vaccine’.
Given that this news came to Duda from Donald Trump, and was
propagated by state-owned media managed by Duda supporters, its
veracity was hard to assess. However, it was immediately picked up by
‘scamdemic’-endorsing social media channels. On 25 June, a member of
Facebook’s Nie wierze w Koronawirusa — Grupa wsparcia/NIE JESTES Sam
(Idon’t believe in Coronavirus — Support group/YOU ARE NOT ALONE),
to which over 93,000 people belong, asked, ‘I gdzie bedq pierwsze testy?’
(‘and where will they do initial testing?’). Answering herself, she implied
Poland. Other members quickly echoed her concerns, suggesting
sarcastically that their reward for friendship with the US was to be first in
line for this. Interlocutors agreed that, just as during the world wars, the
Polish nation would become a battlefield for all empires and ‘migso
armatnie’ (cannon fodder) for the more powerful, who would force Polish
citizens to receive vaccinations experimentally. Associating Duda with
the ‘Jewish lobby’, some concluded that this was retaliation for when, in
2009, the country refused to buy vaccines from Big Pharma corporations
(Nie wierze w Koronawirusa 2020).

The views expressed by this group’s members (mostly followers
of alt-right presidential candidate Krzysztof Bosak, who was running
against Duda) resemble the superconspiracies discussed above, their
threads weaving pandemic worries into well-rehearsed anti-Semitic and
Big Pharma tropes. However, as in the Irish case, here, too, ‘universal’
ideas need, for traction, to resonate with locally rooted sentiments
and already-internalised culturally specific tropes. The Polish people
endured struggles for independence from Russia, Prussia and the Austro-
Hungarian Empire in the nineteenth century, from Fascist Germany and
the Soviet Union during World War II, and from Communism in the
1940s-80s. These tropes are highly relevant to Bosak’s followers.

However, conspiracy theories can be utilised by actors on all
sides of the political spectrum when a nation is entangled in political
rivalry, as is Poland: divided societies are particularly susceptible to
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conspiratorial thinking. Conspiracy theories help to simplify complex
histories, enabling people to make sense of constant political changes
and diverse perspectives (Boyer 2006). When a proliferation of groups
occurs, and differences between factions are subtle and mostly entail
boundary-making, conspiracy theories become central to identity,
keeping group members alert to opponents’ manipulations (Moore and
Sanders 2002).

These processes are visible in the ways in which Poland’s private
media expressed concerns over governmental mismanagement of the
pandemic. A recurring theme of their criticism was that the ‘state is
purposely hiding the numbers’ to enhance its chances of winning the
elections, in part by lifting the lockdown quickly. The state’s rush to run
elections at a time when health risks were still high only enhanced public
suspicion of its motives.

The idea that the government was hiding the truth behind a facade
caught on strongly. Healthcare professionals attested that unreliable
COVID-19 counts simply reflected systematic failures and insufficiencies
of the country’s healthcare system. Regardless, the theory that ‘the
Government is lying to us’ and ‘hiding the truth’ propagated in private
media. It never was labelled as paranoid thinking in the way that alt-right
candidate Bosak’s followers’ theories were labelled as such: conspiratorial
ideas voiced by the opponents of the ruling party have retained their
status as a justified form of political criticism.

Humphrey (2003) argues that, in the post-socialist Eastern
European and Central Asian region, omnipresent conspiratorial thinking
and a culture of suspicion is justified given the high number of actual
conspiracies experienced in the last century (see also Carey 2017). The
fact that a government with a known history of abusing democracy was
managing this pandemic made many conspiratorial accusations highly
plausible. However, the deep lack of trust in the Polish state is not just a
result of this reality (Drazkiewicz 2016). It inheres in the political
philosophy that underwrote Poland’s post-1989 political culture - a
philosophy born out of the struggle against communism and built on the
assumption that true democracy cannot be realised in and by the state.
This ideology presumes that government is the enemy of the people and
so should never be trusted. Although since 1989 the government has
changed often, Polish suspicion towards authority abides regardless of
who is in power. In this context critical questions and theories that might
be labelled as conspiracy theories are given space as a valid form of
political engagement.
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US: shoring up a dream

In the US, well-known tropes also are in play, but here they are linked to
the crumbling American Dream of self-built prosperity, and to concerns
regarding the freedoms meant to support it. Well before COVID-19,
employment and wages for the US masses were declining. The notable
uptick in suicides and drug and alcohol-related deaths among college-
educated Whites, a demographic once favoured for economic mobility if
not stability, demonstrates pervasive anxiety about achieving the
American Dream (Krause and Sawhill 2018).

The nation’s failure to protect citizens from predatory lenders
(which led to the 2008 foreclosure crisis and subsequent recession)
coupled with ‘government bailouts’ meant to shore up corporate wealth
catalysed increasing cynicism regarding once-trusted institutions. The
internet enabled disheartened citizens to engage with each other in ways
heretofore impossible (see ‘contested expertise’, above). Yet as Bailey
notes, culture entails ‘lies that make life possible’ through their capacity
to both legitimise actions and ‘neutralize despair’ (1994, 4). So, rather
than questioning the American Dream as myth, which would mean giving
up on the prospect, many citizens found it more satisfying to blame their
downward mobility on ‘bad apples’, favouring the proposition that a few
(very powerful) bad actors in positions of power barred them from
‘success’. This perspective fuelled populist desire for leadership from
beyond ‘the establishment’.

Enter Donald Trump, a self-proclaimed self-made man promising
to ‘drain the swamp’ — the US federal government — of said bad actors
(Bierman 2018). To gain followers, Trump courted and received the
endorsement of an ‘alternative media’ superstar, far-right extremist and
conspiracy theory monger Alex Jones. The ethos of suspicion long held
strongly at the fringes of US society ripened with Trump’s candidacy,
throughout which he encouraged distrust of science and of the mainstream
press. His presidency brought the phrases ‘alternative facts’ and ‘fake
news’ squarely into the national and then international lexicon (see
Glassner 2018) as he encouraged his base to blame downward mobility on
those previously in power (the Democrats), and their elite allies.

Then, in 2017, an anonymous source purportedly named after the
letter by which the government designates those with access to restricted
information — Q — gained a following after bringing to light news of
Trump’s secret struggle on America’s behalf to overthrow a ‘deep state’
during a soon-coming ‘storm’ or ‘great awakening’. Q’s proselytisers
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(Jones included) use religious tropes and deploy in-group/out-group
rhetoric to foster a sense of social belonging among adherents, who form
a loose community active on social media. This millennialist conspiracy
cult — QAnon — casts itself as a patriotic vanguard doing work of historic
significance. It seems to appeal most to individuals feeling somewhat
isolated or otherwise struggling (LaFrance 2020; Roose et al. 2020).

The vigilantism of a few acolytes aside, most adherents use the
internet to do their own research into the often-cryptic messages Q
‘drops’, seeking to connect otherwise disparate dots. For instance, after
a White House pandemic briefing on 14 March 2020, spurred by
‘scamdemic’-type suspicions, some drew a connection between Trump’s
necktie colour choice (yellow) and the maritime flag signalling system,
asserting that Trump thereby proclaimed the pandemic a hoax.

Amidst ideas circulating, some singled out White House coronavirus
task force member Anthony Fauci, Director of the National Institute of
Allergy and Infectious Diseases, as a deep state pawn. In this scenario,
Fauci’s contradiction of some of Trump’s statements signalled his
disloyalty (QAnon had already cast Fauci as a traitor, linking him to
Hillary Clinton; LaFrance 2020). In addition to mounting calls to fire
Fauci, some undertook a short-lived campaign to display hospitals as
empty, despite media reports to the contrary (Nguyen 2020).

As Trump moved to ‘reopen’ the US economy by Easter’ (12 April
2020), Fauci continued urging caution. His requests for social distancing,
face masks and so on were seen by denialists as direct, tyrannical threats
to various civil liberties, including not just the right to make a living in
industries ordered shut, but how to live. Beginning in mid-April, anti-
lockdown protests led by pre-existing right-wing militias (Wilson 2020)
began in various states. Resentments were fitted into antecedent
conspiracy theories regarding the state’s ulterior motives. Further, in
keeping with the way conspiracy theories function to affirm discernment,
rally attendees self-identified as knowing the truth: the masses were
being duped so that others could profit.

And here is a thread we wish to pull vigorously: a concern with
corporate nefariousness, giving expression to a US-specific need for
sustaining faith in one’s chances to attain the American Dream despite
increasing wealth inequity. Trump’s base, cultivated from among the
disaffected, preserves an imagined ladder to self-made success through
faith in his leadership (not coincidentally, at his election convention
Trump promised to ‘save the American Dream’). In part from this loyalty,
simultaneous to anti-lockdown protests, rumours linking Fauci to Big
Pharma bourgeoned. But there was more to it than that. Fauci sees
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COVID-19 squarely through the lens of authorised science — a lens
discounted by Trump’s base and consistently pelleted with ‘alternative
facts’ by others drawn to conspiracy theories. Moreover, Fauci argues,
again pointing to science, that COVID-19 will be vaccine preventable.
This simple contention expanded the anti-Fauci, anti-lockdown faction,
providing a dog whistle for so-called anti-vaxxers.

Although some would stereotype anti-vaxxers as liberals who favour
alternative medicine, alternative schools and expensive organic food, a
good proportion are fundamentalist homeschoolers and survivalists
undesiring of any interaction with the state. Others are part of Trump’s
base. Beyond vaccination’s purported health risks (which Trump has
endorsed), these citizens worry that vaccine mandates disregard civil
liberties — and many believe that they do so in support of profits for
Big Pharma, in whose shadow the government works. In many minds,
Big Pharma itself underwrote the creation and spread of SARS-CoV-2, or
at least exaggerated its dangers, specifically to sell vaccines. Fauci, along
with Bill Gates and others, supposedly invested in vaccines and so stands
to profit immensely. Conjoined to this story is worry that vaccines will
introduce into the body microchips to monitor the population and, in
some renditions, sap free will.

Seeing common cause, anti-vaxxers not normally associated with
Trump’s vocal base have been motivated to speak up. As they do, it
becomes clear that the liberal-conservative dichotomy is false. For one
thing, both factions would replace the anti-vax label, and the extremism
it implies, with a focus on informed choice. Both see themselves as
freedom fighters. Both see Big Pharma as out to get ‘us’, its interest in
profits potentially opening a door to mandatory vaccination or even to
vaccine-fuelled enslavement by authoritarian states or a global regime.
Although each group is somewhat differently anchored in terms of a
priori social networks, and although the right-wing #FireFauci, ‘reopen
America’ mandate is ultimately broader than that of the vaccination
rights or the ‘health/medical freedom’ contingent, current confluences
in their discourses illustrate how conspiracy theories are leveraged.
They reveal how alt-right messaging is being deployed by an ‘alt’ alt-right
— one for which personal freedoms, self-determination and anti-
authoritarianism, are likewise more important than the social good writ
large. In Krugman’s words, for them, ‘freedom’ references a right to ‘the
untrammeled pursuit of self-interest’ or ‘sacralized selfishness’ (2020).

Similarities don’t stop there. Like many of QAnon’s prominent
proponents, many ‘wellness entrepreneurs’ promoting ‘medical freedom’
also have built enviable fortunes via conspiracy mongering, for instance
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through goods and services sold on their websites. Coming together to
protest state handling of COVID-19 gives all parties access to crossover
markets (Breland 2020; Satija and Sun 2019). As a key driver of success,
avarice is a virtue, not a sin, so long as everyone is equally free to take a
piece of the pie.

Big Pharma, in contrast, is cast in this narrative as wanting the pie
for itself. Further, Big Pharma is seen as posing as if the final authority
while, given their emphasis on self-sovereignty, those fusing anti-vax
interests onto anti-lockdown rhetoric encourage followers to ‘do their
homework’ and make up their own minds. Encouragement toward self-
education also flows forth from many mainstream US organisations,
including some corners of orthodox healthcare: savvy consumerism and
self-determination are that central to US national consciousness. So are
the concerns regarding corporate duplicity leveraged in conspiracy
theories. These themes are played to different effect by different factions,
but their deployment from all sides should not be surprising, given their
cultural salience.

The world as seen through this conspiracy theory lens ‘is not some
bizarre parallel universe’ (LaFrance 2020). It is the same universe in
which most Americans live, shaped by and reinforcing of the national
ethos. What appears as one conspiracy theory on the surface may contain
several versions of something proximally the same, but different in terms
of the ends desired and the lifestyles represented. When surface fusion
brings separate interest groups closer to their aims, conjoined action will
not represent a compromise.

Implications

The above conspiracy theories point to perceived ruptures in the social
contract, sometimes directly articulating ideas regarding what that
contract should be (‘normative rules’, as per Bailey; also, a collusive lie
[1991, 35]). Social and political tensions inform these anxious counter-
narratives in ways that ‘put [political] relations to the test’ (Fassin 2011,
48), giving voice to a demand to mend those tears in the social fabric or
flouted rules that make the world feel unjust.

But the case studies showed more than political contests. They also
spoke to political anthropology’s concern with how ‘true-believers’
persuade others to forego reason and follow a ‘jack o’lantern’ (Bailey
2008, 5): crafting messages that resonate generatively with people’s
locally specific governance-related anxieties is central here (see Lepselter
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2016). Health - being essential, fragile and fickle — serves exceedingly
well as a projective screen for such concerns. The theories deployed in our
case studies also gained leverage through their enmeshment with pre-
existing superconspiracies (e.g. regarding Big Pharma, the Deep State).
This was no coincidence. Not only does history matter to a
conspiracy’s appeal (see Ryer 2015); known conspiracy theory advocates
took an active role in ensuring the absorption of COVID-19-linked ideas
into pre-existing frameworks, elaborating and endorsing the newer
ideas as further evidence of prior claims against various state formation.
They also deployed them for gain (e.g. for votes or to sell goods). Extending
Bailey’s observations regarding witchcraft accusations and other political
transactions (1994, 1991), the case studies showed that conspiracy theories
have instrumental utility in addition to expressive value.
Notwithstanding, the conspiracy theories contained some potentially
hazardous counterfactual assertions, such as recommendations to shun
COVID-19 vaccinations if and when they arrive. Addressing the existential
concerns underwriting these directives and the alternative facts used to
support them, rather than simply endeavouring to provide ‘correct’
information, may be helpful in lessening the prospect of harm.

Undesired governance

In our examples, four problematic expressions of state power served as
focal points for dissent. First there was ‘the Nanny State’, which distrusts
citizens to make appropriate health decisions, and so over-interferes
through regulation. A Corrupted Nanny State further uses current crises,
like COVID-19, for its own political gain. A Nanny State in either form
transmutes into a Police State if force is conjoined to this aim.

Then there was the Fagade or Cardboard State — terms borrowed
from Polish politics. On the surface, a Cardboard State appears as a
functioning democracy. Yet its facade hides a corrupt and broken system,
which, while benefitting the elite, is at constant risk of collapse. Such an
unsustainable state hides things because it cannot keep up; it pretends
away COVID-19 because it does not have the resources to stem the
pandemic or because admitting the problem would work against its self-
presentation of successful governance.

We saw also the Shadow State. As Wedel (2011) argues, the Shadow
State is made of ‘flexians’ — members of corporate boards and think tanks
who pull governmental strings in service of capitalist profit-making. This
state fails citizens not through patronising over-interference or ineptitude
but because it is not calling the shots to begin with.
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Corporations (for example Big Pharma) can run a Shadow State,
and corrupt politicians can run the Corrupted Nanny or Cardboard State.
The regular Nanny State is simply overbearing; the Police State, merely
totalitarian. But the Deep State has highly developed, overtly sinister plans
with occult origins — plans whose aims extend well beyond simple self-
interest. Sometimes termed the New World Order, the Deep State is not
tethered to actual government institutions. Instead, like smoke and
mirrors, it exists to deflect attention from one’s state and its shortcomings
—but its invocation confirms that shortcomings do exist: government for
the people is hobbled.

Not all states express themselves in all these ways; and other
expressions likely exist. Further, expressions vary on the ground.
Regardless, our comparative work shows that conspiracy theories are not
a prerogative of some specific political system or a particular historical
moment (Ryer 2015; contra Marcus 1999). Nor are they simply an
expression of anxiety over the condition of modernity or globalisation, as
some have suggested (for example Aupers 2012; Harding and Stewart
2003).

Their main purpose is articulation of social and political criticism.
A state described by a conspiracy theory using any of the above guises,
combined or alone, and however indirectly, has disappointed citizens, as
our cases demonstrate. This explains how apparently universal tropes can
express locally particular complaints about the state’s failure to uphold its
end of the governance bargain.

Fact and fiction

This brings us back to the boundaries between conspiracy theories and
‘genuine’ claims, an issue of concern for health and state authorities
during this pandemic as well as for social scientists. As Hastrup (2004)
points out, knowledge is always messy. It is reductive and selective; it
turns empirical complexity into clear, but therefore limited, propositions,
and we always disregard some information. Further, people like to doubt
(Carey 2017). But individual activities in relation to knowledge do not
occur in a vacuum. Our work helps illuminate the role of the state here,
even beyond the typology offered.

For one thing, any emphasis on ascertaining the truth value of
competing ideas forces people to take sides in polarised ways. This
observation is particularly relevant in relation to ideas about COVID-19
because so much bureaucratic effort has been dedicated to prioritising
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certain truth claims over others. And, as Carey demonstrates, the more
involved the state is with people’s quotidian lives — the more it is
‘experienced via its apparatus as a complex infrastructure’, the more
fertile the ground will be for conspiracy theories (2017, 98). The
intensified structuring role that states have taken in this pandemic,
coupled with the historical realities that we outlined for Ireland, Poland
and the US, has helped COVID-19 conspiracy theories take wing.
As Pelkmans (2013) warned, the collapse of trust in institutions and
the absence of actual certainty gives the conspiratorial imagination
free rein.

Moreover, knowledge is always political, and knowledge systems
are always generating conflicts (Engle-Merry and Coutin 2014). As we
have seen in the Polish case especially, the boundaries between conspiracy
theories and legitimate (authorised) theories often blur (see also Bailey
1994). Further, the designation ‘conspiracy theory’ is always political,
produced by people in positions of power. Pelkmans and Machold
highlight the ‘distorting effects of the fields of power through which
theories travel’ (2011, 77), noting that conspiracy theories begin in an
unmarked state, as all theories do. The label’s application — or not —
imposes a definition of the situation favouring those who apply it; and if
they have more power than conspiracy theory proponents, particularly
if a conspiracy theory’s truth claims are weak, the label is likely to stick.
Consequently, the label ‘conspiracy theory’ is both a lumping device for
dissenting narratives and a reciprocating technology for the production
of doubt: it denounces as implausible the sceptical views a conspiracy
theory promotes. It attempts to impose if not reinforce marginalisation
(see Briggs 2004).

Yet, even labelled as such, conspiracy theories can affect the state,
inhibiting for instance an effective pandemic response through the
doubt they sow. Since trust is a relational issue (if you trust me, I trust
you), the state is not a passive player here: the state’s choice of governance
strategies makes a difference, adding to or preventing the spread of
conspiracy theories and further mistrust. Regardless, conspiracy theories
can offer the disempowered ‘a pretty satisfying approximation [of truth],
demonstrating how in the modern interconnected world, people make
sense of the actions and motives of powerful others with reference to old,
familiar scripts’ (Brown and Theodossopoulos 2003, 334). Particularly in
regard to COVID-19, conspiracy theories reveal, in superficially universal
but deeply local ways, that state systems are neither as they seem, nor as
they should be.
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The 2020 Los Angeles uprisings

Fighting for Black lives in the midst of COVID-19
Hanna Garth

On Memorial Day, 25 May 2020, George Floyd, a 46-year-old Black man
was murdered by a white police officer in Minneapolis, Minnesota. Floyd
was under arrest for allegedly using a counterfeit bill at a local market.
A witness captured the murder on their phone and the video went viral.
The officer killed Floyd with a carotid chokehold, pressing his knee into
Floyd’s neck as Floyd called out for his mama until his last breath. Protests
began in Minneapolis on 26 May; as people gathered to pay their respects
at a memorial that formed outside the Cup Foods store where Floyd was
murdered, people began to demonstrate, and eventually a crowd of
hundreds chanting ‘T Can’t Breathe’ and ‘Black Lives Matter’ marched to
the 3rd Precinct of the Minneapolis Police.

Floyd’s murder took place a few months into the COVID-19
lockdowns and quarantines taking place across the United States where,
by 26 May, there were over 1.6 million cases of COVID-19 and around
100,000 deaths. Reporters and media pundits speculated that after weeks
stuck inside, the Memorial Day holiday weekend and the start of summer
coalesced to draw people out of their homes and onto the streets to protest
in greater numbers than ever before. This is a very different take from my
own. In Los Angeles, I observed the ways in which the protests following
Floyd’s murder in the midst of the pandemic illuminated longstanding
connections between white supremacy, structural inequality and poverty
in Black and Brown communities. The racialised disparities of COVID-19
are an additional form of state sanctioned violence on top of police
brutality that Black and Latinx people face, and these two forms of
violence converged to push people to fight for something better. Months
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into the pandemic, it was clear that government leadership to control the
pandemic would not come from the federal level, and increasingly local
leaders were clear that opening up the economy, not saving lives, was
their priority. A political system and general social ethos that favoured
profits over lives would not eliminate the forms of white supremacy and
structural inequality that undergird the plague of police violence
in the US.

In Los Angeles, the protests began on 27 May, the day after they
started in Minneapolis, beginning in downtown LA where protestors
walked onto the 101 Freeway, blocking traffic. LA County Sheriff
Villanueva tweeted that he ‘shared the nation’s outrage’ and that ‘police
brutality is unacceptable under any circumstances’. Protestors returned
to downtown LA the following day (Pierce 2020). The size and tone of
these protests were relatively small and subtle. Organisers from the local
chapter of Black Lives Matter and the Movement for Black Lives (M4BL)
regularly gathered downtown to protest police misconduct, brutality,
and ongoing killings and anti-Black violence perpetuated by the Los
Angeles Police Department (LAPD). For years, organisations like the LA
chapter of Black Lives Matter, Dignity and Power Now, and Reform
LA Jails have been relentlessness in fighting against police violence and
misconduct, and for the removal of the District Attorney Jackie Lacey.
Since 2013, when the hashtag #BlackLivesMatter movement was
created by three radical Black organisers in the Los Angeles area — Alicia
Garza, Patrisse Khan Cullors and Opal Tometi, in response to the
acquittal of George Zimmerman, the man who murdered 17-year-old
Black boy, Trayvon Martin — the work of these organisations has been
mainstream.

Beginning in Los Angeles in 2013, #BlackLivesMatter became a
national and then a global movement. In 2013, as Garza, Cullors and
Tometi joined thousands in the streets of Ferguson, Los Angeles, New
York and beyond, ‘they were armed with the statistic that in the U.S., a
Black person is killed by a state sanctioned actor every 28 hours’ (Burton
2015). #BlackLivesMatter, movements for prison abolition and police
abolition, are not merely virtual mediatised movements; they are serious,
organised movements that have made and continue to make significant
progress to interrogate and eliminate anti-Blackness and racial inequality
(Kelley 2016). ‘The most effective Black political mobilisation since the
civil rights era’ (Castillo 2020), #BlackLivesMatter has grown into a
global movement (Smith 2015; 2017; Kerrigan 2015; Vargas 2015). By
3 July 2020, the New York Times claimed, ‘Black Lives Matter May
Be the Largest Movement in U.S. History’.!
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The scaled-up iteration of the Black Lives Matter movement in
response to George Floyd’s death occurred in the midst of the pandemic,
but it seemed that the protests were not contributing to the spread of
COVID-19. Instead, the powerfulness of the movement shed light not only
on police brutality, but also on other racialised injustices, including the
disproportionate number of cases and deaths from COVID-19.

In the BLM-LA podcast series entitled ‘This is Not a Drill! The Power
of Protest!” one of BLM’s founders, Patrisse Khan Cullors, spoke of her
motivation to continue fighting for Black life: ‘It wasn’t until I had a child
that the urgency of changing this place felt almost like a desperation’. She
had long been ‘living with the terror of knowing how vulnerable I am, I
feel like I could handle something happening to me, but if something
were to happen to my child. Looking at my child and not ever ever ever
imagining anyone harming him, no one but Black mothers know that
kind of agony’. These thoughts and sentiments motivate many involved in
the M4BL.

I have lived in Los Angeles since 2007, and since 2009 I have
conducted research on the efforts of food justice organisations to increase
access to healthy food in South and East LA (Garth 2020; Garth and
Reese 2020). Although I lived and conducted research in these areas
during the rise of the M4BL, [ was not heavily involved in the movement.
In July 2013, I watched Zimmerman’s acquittal for the murder of Trayvon
Martin, and the subsequent uprisings, unfold from my living room, my
oldest son in my arms. He was six months old, and, without childcare,
I decided not to join the protests with him. Instead, I donated money and
was politically supportive of the cause. In May 2020, I gave birth to our
third child, and with COVID-19 we had been strictly quarantining since
the birth. So, seven years after the first, I sat in my living room, a baby in
my arms, watching the uprisings unfold. I sought to keep my composure
for the sake of my children, who were already under stress from the ways
in which COVID-19 and quarantining had disrupted their lives. But I am
not OK (Cox 2020). I fear for the lives and safety of my children and my
family in the face of the virus, but from the day they were born until the
day I die I will fear for their lives in the face of state-sanctioned police
violence.

Following George Floyd’s murder, the scale of protests grew
significantly. By Saturday 30 May, organised protests had spread
throughout Los Angeles. I received text messages from the M4BL and
followed the calls for action on the Black Lives Matter — Los Angeles
Facebook page. A protest at Pan Pacific Park, located next to one of LA’s
iconic shopping centres — the Grove — was set for noon on Saturday, and
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that day Governor Newsom declared a state of emergency and called in
the National Guard. On 31 May, the city of Los Angeles set a 6 p.m.
curfew; Santa Monica set its curfew for 4 p.m.; other cities followed with
curfews at different times. A barrage of text messages came into our
phones through the emergency notification services, advising of different
curfew times.

Almost immediately, BLM-LA started organising around specific
needs for the city and greater Southern California communities. BLM-LA
set a Zoom meeting with Los Angeles Police commissioners on 2 June,
demanding action for over 600 police murders committed by LAPD,
calling for accountability and the prohibition of unnecessary force and
violence on peaceful protestors. The meeting was open to the public and
quickly hit the 500-person limit. Local-level organising in the city and
greater region was well coordinated, with planned protests going out on
social media accounts in tandem with other M4BL text message updates
to anyone who had subscribed. The protests dovetailed with demands for
specific changes to law and policy, including defunding the LAPD and
eliminating police officers from schools in the Los Angeles Unified School
District (LAUSD). Beyond the core Black Lives Matter group, organisations
from across the city began posting statements and creating action plans
in general support of Black Lives and antiracism, and calling for LAPD to
be defunded or reformed.

In this chapter, I draw upon the Black radical tradition to analyse
the links between the 2020 uprisings and the disparities of the COVID-19
pandemic in Los Angeles. I analyse the ways in which state-sanctioned
police murder of Black people is linked to health disparities and the
neglect of Black communities. As Black, Latinx and other Angelenos of
colour are more likely to serve as essential workers, disproportionately
exposed to the virus, they are also less likely to have adequate healthcare
coverage or adequate access to testing. Ultimately, as the rapid spread of
the virus threatens all Angelenos, the City of Los Angeles made efforts
(and at the time of writing, is still doing so) to curb the COVID-19 spread
in predominately Black and Latinx areas of the city, as part of a broader
campaign to flatten the curve. While COVID-19 comes to the forefront,
there has been insufficient attention to the problems caused by decades
of divestment, loss of well-paying jobs and the relentless police violence
that plague communities of colour. Lockdowns, protests, job loss,
declining wages, ‘frontline’ jobs, a collapsing healthcare system (which
was already stretched), ‘underlying medical conditions’, police violence
and imprisonment combined in a very deadly way in 2020 and in doing
so, laid starkly bare longstanding forms of systemic racism.
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Histories of violence and corrupt police
in South LA

Police violence in communities like South LA has been relentless for
generations, and uprisings have been a critical way of drawing
attention to these injustices in an effort to create change. The 1992
Los Angeles Uprisings were a pivotal moment, and particularly
impactful for South Los Angeles communities. These began on 29 April
1992 and lasted six days, after a jury acquitted four LAPD officers
caught on tape beating Rodney King, a Black Angeleno. As in 2020, the
Army National Guard and the Marines were brought in to try to stop
the protests. In South Los Angeles, 55 people were killed, over 2,000
people injured and property damage was estimated at one billion
dollars.

For many residents, these 1992 uprisings were yet another iteration
of the Watts rebellion of 11 August 1965, when the Watts area of South
Los Angeles erupted into protests after an incident of police brutality with
a Black motorist. On this occasion, there were at least 34 deaths and an
estimated $40 million in property damage. Again, the National Guard
was brought in to quell the situation.

During these earlier uprisings in response to police violence against
Black community members, the damaged property was largely confined
to majority Black neighbourhoods. Most buildings were commercial
or retail. In the aftermath of the protests, many local businesses closed
and never reopened, with consequent job losses and increased un-
employment.

The 1992 uprisings drew international attention to Los Angeles.
People worldwide were made aware of the stark inequalities between the
LA they saw on TV and the LA in which many lived. This attention to
disparities yielded some good — organisations and money began to go
toward thinking through how to improve conditions. Nearly 30 years on,
however, South LA continues to suffer from race-based marginalisation
and underdevelopment. An estimated 31 per cent of South LA households
are below the poverty line; 39 per cent of residents have not graduated
from high school - the highest in the country. Post-1992, there have been
ongoing problems associated with job insecurity, declining real wages
and police violence. In the context of the rapid spread of COVID-19, a
system where access to healthcare is tied to job-based health insurance,
job insecurity and low wage insecure labour can brew a public health
disaster in areas like South LA.
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Nearly 30 years later ...

In early June 2020, as Los Angeles was in the midst of the BLM uprisings,
community leader, food justice activist and US Navy Iraq-War Veteran
Dr D’Artagnan Scorza posted the following on Facebook:?

The civil unrest across the nation and here in our community is not the
product of an isolated incident. These protests are part of a rebellion
spurred on by centuries-old racism and oppression manifested in the
killing of unarmed black men and women. These men and women,
like George Floyd and Breonna Taylor, died at the hands of those who
were tasked with protecting and serving them. Their deaths violate
the social contract between the community and police.

From the 1964 Watts uprising to the 1992 Los Angeles
uprisings (which I lived through) to today, there have always been
calls for restraint. But, how can you ask us to restrain ourselves
when this country has allowed knees to be pressed upon our
collective necks?

Scorza, a widely respected local leader, is not someone [ would describe
as having very radical politics. However, he has a clear understanding of
the role that racism and police violence play in his community and in the
everyday lives of those who live in and near South Los Angeles. He
continues, connecting the uprisings with his personal story:

As a Black man who leads an organisation supporting the growth
and development of Black male youth, and as a father of a young
Black boy, I am anguished and enraged. I'm beyond tired and fed up
with these cycles of police violence and the promise of change.
I can’t remain silent because silence equates to consent and I don’t
consent to what happened to George Floyd, Breonna Taylor, and the
many others who have died at the hands of police who use their
power to destroy life.

But, I'm tired of the words that I've used in the past to try and
make meaning of what’s happening right now. I'm tired of saying
‘we need change’, ‘reform the system’, ‘we need review boards’ and
everything else that comes with calls for change. What we really
need is to LIVE and do so with the dignity of our lives uninhibited.
We not only need to Live, but we are demanding the right to Live.
The right to jog in peace. The right to sit in our homes in peace. The
right to breathe in peace ...
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Here, Scorza openly shifts from a reformist position toward an abolitionist
position, underscoring that his previous calls for reform and review have
not worked. He fears for his own life and the life of his Black son. He
continues:

It is clear that our policing institutions have utterly failed us and we
need to rethink what ‘protection’, not policing looks like. Much like
the military, our police need to be overseen by civilians who make
determinations about when force is to be used. The fact that police
even have the power to use ‘force’ is a power in and of itself we have
the right to revoke. No individual should be allowed to make that
determination on their own.

More so, what we need is solidarity and the complete
obliteration of White Supremacy. We need to tear down the ideology
that devalues Black life and Black bodies. America must boldly
affirm that Black lives matter and in doing so put a knee in the neck
of police brutality, systemic and institutionalised racism. This is
not a moment to ‘protect’, we must act swiftly with courageous
leadership to ensure that White Supremacy dies, not us.

Scorza highlights that the issues that fuelled the 2020 uprisings are the
long-standing, structural problems of South Los Angeles that derive from
and build on centuries of racism and anti-Blackness. He notes the lack of
response to calls for police reform and the urgent need for a system that
actually protects everyone from harm. This system cannot come from a
foundation of white supremacy.

From 2000 to early 2020, police had killed 886 people in LA County;
the majority were Black or Latinx. While many Black activists had long
understood the connections between white supremacy, structural
inequality and poverty in Black and Brown communities, the uprisings of
2020 and the COVID-19 pandemic illuminated these connections for
many more people. It was clear that at national and local levels, the
current political system was not going to eliminate white supremacy or
the forms of structural inequality perpetuated by it that deeply impact
living conditions in places like South Los Angeles. The problems we were
seeing more clearly with the spread of COVID-19, and the poor response
to it, also illuminated some of the core problems that Black Lives Matter
activists care about: the ways in which our social support systems fail us
under contemporary capitalism. The healthcare system, school system,
food distribution system and many others that were essential for the
wellbeing of all Angelenos, but have been unable to function properly
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under the conditions of the COVID-19 pandemic, are intricately
interwoven with settler colonialism, racial capitalism, white supremacy
and the carceral state (Beliso-De Jests and Pierre 2020; Ralph 2019;
Speed 2020).

COVID-19 and health inequality

Whitney N. Laster Pirtle has argued, ‘Racial capitalism is a fundamental
cause of the racial and socioeconomic inequities within the novel
coronavirus pandemic (COVID-19) in the United States’ (2020, 504). The
epidemiological patterns of COVID-19 have made clear the ways in which
racial capitalism results in unequal access to basic services in response to
human needs. This is embodied as differential risk for contracting disease,
and differential experiences of morbidity and mortality. The problematic
disparities along lines of race and socioeconomic status were evident
early in the pandemic. In places like South Los Angeles, it was clear that
COVID-19 would capitalise on structural violence and vulnerability
(Manderson and Levine 2020, 368). By 26 April, LA County (excluding
Long Beach and Pasadena) had 19,516 confirmed cases, with data on
race and ethnicity for 10,699 cases (LA County 2020): 46.4 per cent were
Latino, 23.7 per cent were white, 11.5 per cent were Asian, 8 per cent
were African American. Native Hawaiians or other Pacific Islanders had
the highest population rate of COVID-19 cases (840 per 100,000),
followed by Latinos (114 per 100,000), African Americans (102 per
100,000), then white people (78 per 100,000). When some businesses
were allowed to reopen in late July, these disparities widened. Latinos
and African Americans are more likely to work in high-risk businesses
such as restaurants and grocery stores, and are more likely to rely on
public transportation, so increasing their risk of exposure to coronavirus.
For these essential workers, ‘social distancing and self-isolation are
luxuries they cannot afford’ (Polonijo 2020). Lower income areas had less
testing availability initially, but by early July access to testing in low-
income areas improved. On 9 July, Public Health Director Barbara Ferrer
reported that ‘Latinos are now more than twice as likely as whites to be
infected with the novel coronavirus and twice as likely to die. Blacks were
27 per cent more likely to be infected and nearly twice as likely to die from
the virus compared to whites’ (Rosenfeld 2020).

By 10 September, African Americans and Latinos were over-
represented in deaths from COVID-19: African Americans represented
7.7 per cent of COVID-19 deaths, but only 6.0 per cent of the population.
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Latino deaths were 48.4 per cent of COVID-19 deaths, but 38.9 per cent
of the population (CDPH 2020). Jim Mangia, CEO of St John’s Well Child
and Family Center, commented: ‘When you’re in the middle of a
pandemic, you really get a sense of where the priorities lie. More people
got COVID in South L than in any other part of the county. More people
died of COVID here’. The disparities were not only about the types of
work and other activities in which residents of South LA might have
disproportionately engaged. Long-standing structural problems such
as lower rates of health insurance and a general lack of sufficient
infrastructure and services in lower-income areas disproportionately
characterised the lives of Black and Latino residents (Artiga et al. 2020).
As Barbara Ferrer noted, ‘the most prominent conditions that lead to
death among COVID-19 patients — heart disease, respiratory illness and
diabetes — are also more common in communities with higher rates of
poverty. They are also less likely to have access to care’ (Rosenfeld 2020).

The disparities of COVID-19 and the Black Lives Matter uprisings of
2020 are inextricably linked, and build upon a foundation of racial
capitalism and the general devaluation of Black lives in the US. Cedric
Robinson (1983) argues that all forms of capitalism are racialised because
the historical development of capitalism was based on the forces of racism
and hierarchy. Tracing forms of racialised social hierarchy from the
formation of Europe, Robinson shows the continued entwining of
capitalism and racialised hierarchy. Racial capitalism has a ‘fundamental
impact on health inequities’ (Laster Pirtle 2020, 504). LA area leaders and
politicians are increasingly recognising the links between racism,
discrimination and health inequities, and are also beginning to see the
connection to policing and prisons. In early June, Los Angeles County
Supervisor Hilda Solis opened a news briefing on COVID-19 with the
statement that COVID was joined by a second public health crisis —
‘unabated and unaccountable police violence’:

We’ve seen another public health crisis highlighted. According
to the (American) Public Health Association, addressing law
enforcement violence should be a public health priority. The root
cause of health inequities, especially during the pandemic, is
systemic racism and discrimination (KCET 2020).

In her analysis of the events of 2020 in Los Angeles, Supervisor Solis laid
bare the connections between racial capitalism, the carceral state and
health inequalities. Just as jobs were eliminated and real wages declined
in places like South LA, the state of California significantly expanded its
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prison system. City budgets were increasingly allocated to policing at the
expense of healthcare, mental health, housing programmes, healthcare
and food programmes. As people struggled with job loss and declining
wages, the social programmes that could have been a safety net were
eliminated or reduced, and instead residents faced the threat of police
violence and imprisonment (Gilmore 2007; Ralph 2020).

Abolition as a public health measure

On 5 June 2020, National Public Radio aired a report by Ailsa Chang.
Chang interviewed three Black men who had lived through multiple
uprisings as residents of South Los Angeles. Bruce Patton, one of the
interviewees, told her: ‘There’s no need for a policeman to have a gun.
That is what gives them the propensity to kill you. It’s their approach to
the people in these communities that make police officers fear for their
lives’. Chang summarised Patton’s understanding that his ‘community has
been fighting back against a problem that never seems to change — police
violence against black people. And for Patton, at least, the solution to that
problem is very clear. He says we need to take all guns away from the
police’ (Chang 2020). Marqueece Harris-Dawson, another native of
South LA and city councilman, told Chang that while he thought there
was a use for LAPD and other police departments, the police needed to
focus on fewer things: ‘We ask police departments to solve homelessness.
We ask them to solve truancy. We ask them to solve blight, traffic
problems, pedestrian safety. We ask them to solve a whole bunch of
problems that they oftentimes are not the appropriate set of individuals
to do’. Harris-Dawson suggested that instead of (over)funding the police
to do this, we should spend more money on schools and healthcare.
Chang’s third guest, Gilbert Johnson, reflected: ‘The community is rising
up. Right now, we have opportunity. We have a chance to really organise
and galvanise all this momentum and push it in a positive way. We're
going to see a lot more change, and a lot more people are out protesting
because they want change. So, yes, I see this as a moment of hope amidst
all the chaos’ (Chang 2020).

Although local residents have varying views on the role of the
police, Black Lives Matter LA calls for law enforcement, as it currently
exists, to be completely abolished. In general, Black Lives Matter groups
carefully craft their messaging so they can maintain abolitionist visions
of eradicating the police and prisons, but not be seen as too radical for
progressive uptake and media coverage (Shange 2016). The recent calls
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have been for abolition to happen through defunding police departments,
with governments allocating police budgets to reinvest in community
needs. The abolition of policing as we know it is tied to the abolition of
jails (local city or county level institutions), prisons (state or federal
level institutions) and detention centres, which all function together and
are central to the state enactment of anti-black violence. As the quote
from Supervisor Solis illustrates, police violence is a public health crisis,
and addressing this should be a public health priority. One way to do so
is to completely abolish the law enforcement system as we currently
know it.

The protests of 2020 were peaceful but forceful, and the protestors
drew attention on a worldwide scale to the horrors of our carceral
state and the relentless murders of Black people by law enforcement
officers. At the extreme end of the 2020 uprisings, people set fire to
police cars, a few businesses and burned trash to create fires in the
streets. The protests themselves did not involve much looting, but after
the protesters moved through the streets of Los Angeles, looters moved
in. We watched from our living room as dozens of people broke into
local stores, taking shoes, clothing and pharmaceuticals from a local
drug store. The local news media focused on the looters, insinuating
that police force against the protestors was acceptable; the language of
‘looting’ and ‘rioting’ was used to delegitimise protests in which all
Americans have the right to engage, and to cast protestors as violent
and unruly, so justifying even more police violence against them (Bonilla
and Rosa 2015). The response from law enforcement was disturbing.
An LAPD SUV drove into a crowd, striking protestors. Tear gas was
launched at protestors holding the line. And with the nightly curfews,
whether peaceful or not, protestors were arrested if they were out after
6 p.m. Like Robin D.G. Kelley (2020), I wondered, ‘what kind of society
values property over Black lives?’

The initial response from city leadership was chilling. On 1 June,
I watched LAPD Chief Michel Moore announce at a live press conference,
as Mayor Garcetti looked on, that ‘the blood of George Floyd’s death is on
the hands of protesters’. But this marked a turn, and Moore was forced to
recant, claiming that he ‘misspoke’. Later, outside LAPD headquarters
Mayor Garcetti joined protestors and ‘took a knee’, an act of kneeling now
widely recognised as a silent protest against police brutality and racism
in the US. Soon after, he announced that he would take $100 million
dollars from the LAPD budget and give it to communities of colour. The
city later agreed to reduce the police department budget by $1.8 billion,
a step some viewed as moving in the right direction toward abolition and
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others viewed as insufficient and inadequate. Things seemed to shift at
the national level as well. The streets in front of the White House were
renamed Black Lives Matter Plaza. The officer who killed Floyd was
arrested and charged. Minneapolis banned police use of chokeholds, and
(then) presidential candidate Joe Biden asked the US Congress to outlaw
chokeholds.

This was just the beginning. More text messages came from the
M4BL; we had to keep going; these small concessions were not enough. It
is our duty to fight for our freedom. By 4 June, the curfews stopped. On
Sunday 7 June, protestors danced and sang at the largest gathering to
date at one of LA’s famous intersections, Hollywood and Highland, near
the Dolby Theater where the Academy Awards or ‘Oscars’ are usually
hosted. The protests continued across the city, with people socially
distanced and masked lining major boulevards, holding signs proclaiming
Black Lives Matter. It seemed that more white people were turning out to
support Black Lives Matter than ever before. Those who took their support
beyond symbolic gestures and actually marched and gave monetary
support strengthened the power of the uprisings in cities across the
US and the world. The City of Dallas announced a ‘duty to intervene’
rule that requires officers to stop other officers who engage in inappro-
priate use of force. Statues and monuments celebrating racist figures were
officially and unofficially removed in cities across the US. Confederate
flags were removed and banned by organisations nationwide, including
the US Marine Corps.

State systems, inequality and the Black radical tradition

Using the Black radical tradition to analyse the junctures of the 2020
uprisings and the disparities of COVID-19, it is clear that the liberal
capitalist state played a significant role in the state sanctioned killing of
Black people, both from a virus and from murderous police (Robinson
1983). The state response to COVID-19 prioritised reopening the economy
over public safety. Black and Latino laborers had to return to work in
order for the most fundamental elements of the economy — grocery stores,
warehouses, public services — to continue functioning, demonstrating
some of the ways in which racial capitalism and incessant drive for profit
are lethal for Black and Latino communities under COVID-19 (Dawson
2018).

Just before the uprisings of 2020, LA had been reeling from the
effects of COVID-19, in terms of morbidity, mortality and economics. In a
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population of around 10 million, by late May there were over one million
unemployment claims filed in Los Angeles County. One article reported
that only 45 per cent of LA residents were employed in March 2020
(Wagner 2020). This led to deep concerns about housing and food
insecurity. Springing into action, community organisations seemed to
come together around mutual aid, and local organisations were quick
to pivot their services toward the needs of the COVID-19 era. For instance,
to mitigate housing loss, on 4 March LA County invoked an eviction
moratorium, banning evictions on residential and commercial tenants.
Organisations across the city offered programmes for emergency food
distribution. The Los Angeles Regional Food Bank ramped up its
distribution programmes. Approximately 405,000 students, or 72.4 per
cent of students of Los Angeles Unified School District (LAUSD) qualified
for free and reduced-price meals, based on their family’s income. These
children normally eat free breakfast and lunch at school during the school
year and receive free meals during summer programmes through the
school district or Los Angeles area Parks and Recreation programmes. On
18 March, a week after closing the schools, LAUSD - the second largest
public school system in the US - began distributing food at some of the
closed school sites and other central locations across the city. Initially, the
food was only intended for students and their families, but, shortly
thereafter, it began to be distributed to anyone in need. Smaller
organisations, like Community Services Unlimited Ltd. in South Los
Angeles, also quickly developed systems for distributing food in their
neighbourhoods. These forms of coming together as a community to
support one another in times of crisis, as Nancy Burke also illustrates for
Cuba (Chapter 2), are precisely the kinds of futures that Black Lives
Matter is fighting for.

Under COVID-19, Angelenos started to see the ways in which our
systems — education, healthcare, food distribution — were still expected to
be supported by the state, but had long been precarious. COVID-19 was
the tipping point, causing a complete breakdown of these systems as
healthcare systems were overloaded with COVID-19 cases and people
seeking preventative healthcare and ‘nonessential care’ were turned
away. Grocery store shelves were empty and store managers did not know
when they would be restocked. Schools closed completely leaving
hundreds of thousands of kids with nothing but a promise that online
learning would come soon. The pandemic led to a devastating loss of life,
and a great increase in inequality and precariousness for low-income
Angelenos. In realising this, Angelenos came together around fear and
devastation, but with a sense of hope and an understanding that only
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through community organising, and not dependence on that state, could
lives be saved (Sojoyner 2017; Vargas 2010). People started to see the
connections between school and food, between work and healthcare.
They questioned what it meant that school closures could lead to massive
food insecurity, and that schools had long been responsible for ensuring
that children and their families had enough to eat. Similarly, people
started to see that if healthcare was tied to work and people lost their jobs
due to business closures, then millions of people would be without access
to healthcare. It became increasingly clear how current infrastructure was
putting people in increasingly precarious situations.

This understanding of how government systems and state infra-
structures fail us also opened many people to the possibility of abolition
— abolishing the police and prisons. This did not mean police reform,
but the full abolition of policing, of corrupt political systems that protect
law enforcement officers that murder Black people, and everyone else
who is complicit with this system. The abolition of the prison system
dovetails with the abolition of policing. The goal to eliminate both of
these racist systems is part of a broader vision to transform education,
healthcare and other systems deeply enmeshed in the current economic
system. These need to be untethered from racial capitalism so that our
communities can survive and thrive. This was what Black Lives Matter
LA was fighting for and increasing numbers of Angelenos were joining
the fight.

Conclusions

On 9 June, George Floyd was laid to rest in Houston, Texas, and, again,
we watched from our living room as crowds gathered outside the
cemetery, and stood witness as his casket passed by in a horse-drawn
carriage. They gathered to celebrate his life, mourn his loss and to mourn
the violent loss of thousands of other Black people at the hands of the
police. Some were outraged by the crowds that gathered during a surge
in the COVID-19 pandemic in Texas. But the political moment, the need
to gather and physically be present in the fight for Black freedom, seemed
to outweigh the risk of COVID-19. After all, we may outlive the virus, but
we will still face the battle against state-sanctioned anti-Black violence.
Whereas we understand the COVID-19 pandemic to be temporary, police
violence against Black people is endemic, part of a total climate of anti-
Blackness (Sharpe 2016).
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Thinking of the COVID-19 pandemic and the violence of the
carceral state as parallel plagues that have differential patterns of
endangering lives and ending lives across the world, anthropological
and social theory can help to illuminate their uneven impacts and
consequences in places like South Los Angeles. The forms of police
violence and murder that sparked the BLM uprisings of 2020 are
distinctly racialised and impact Black Angelenos at significantly higher
rates than white Angelenos. And while the virus does not discriminate
along racial or socioeconomic lines as it invades and attacks human
bodies, how the virus attacks the body, and bodily vulnerability to severe
disease, are the outcomes of pre-existing conditions, access to healthcare,
workplace conditions and other social and economic factors. The
COVID-19 virus is loaded onto a long history of inequality and racialised
state violence.

Yet, as we fight against racialised police violence under COVID-19,
governments worldwide are enlisting new forms of surveillance and
monitoring tied to military and policing, as a number of authors in this
volume illustrate. As militarised surveillance is ramped up to fight off the
spread of COVID-19, Saiba Varma (2020, 376) reminds us,

COVID-19 offers us something. It raises profound questions about
our reliance on policing as a catchall solution. Even in an unpre-
cedented health crisis, the state’s carceral capacities are bolstered
—in calls to ‘put the military in charge of health care expansion’,
in surveilling and fining violations of pandemic restrictions, and in
everyday descriptions of the pandemic as war.

In our highly connected, unequal world, the focus on investing money and
energy into solutions that bolster the capability of military and police to
fight disease and kill potential ‘threats’ is also directly tied to the failures of
governments to provide for people’s basic needs. As tech developers and
companies profit from surveillance technologies, under racial capitalism
this likely translates into heightened surveillance and arrests, and
potentially moves us towards increasing rates of incarceration and death in
Black communities. The 2020 uprisings and COVID-19 have revealed the
ways in which the drastic disparities in disease incidence are tied to the
overfunding of policing at the expense of community services. But while
the COVID-19 pandemic fuelled a political drive to ‘flatten the curve’ in Los
Angeles, little effort has been made to flatten the curve of increasing
inequities.
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Notes

1 https://www.nytimes.com/interactive/2020/07/03/us/george-floyd-protests-crowd-size. html.
2 Used here with permission from Dr Scorza.
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The biopolitics of COVID-19 in the UK

Racism, nationalism and the afterlife
of colonialism

Jennie Gamlin, Sahra Gibbon and
Melania Calestani

Historical social inequalities continue to shape the epidemiological profile
of COVID-19, visibilising how some bodies are more exposed than others.
While there has long been evidence of health disparities among Black,
Asian and ethnic minorities in the UK, and growing concern with the role
of racism in perpetuating them (Nazroo 2003), the finding that certain
communities face a higher risk of contracting and dying from COVID-19
has newly exposed deep-rooted national divisions. The brutal killing of
George Floyd in the US in May 2020,' and the global protest and activism
led by the #BlackLivesMatter movement, reignited discussion around
the relationship of racism and life expectancy. By mid-July 2020, as
transmission steadied in the first wave of the pandemic, the UK had
reached the highest overall and population level COVID-19 mortality in
Western Europe, with clear disproportionately high death rates among
Black, Asian and Minority Ethnic populations. The stark embodied effects
of racism and inequality precipitated growing public calls to consider how
colonialism and imperialism continues to have consequences for the
health of minority communities (Siddique and Grierson 2020). We refer
to these historically defined patterns and processes, along with the
presence of colonial structures within the National Health Service itself,
as the afterlife of colonialism, as they represent the permanence of the past
in the present.

In this chapter, by analysing the government’s response of putting
forth policy decisions by a bullish go-it-alone strategy that initially
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rejected WHO advice and European Union (EU) collaborative pre-
parations, we draw on anthropological insights to consider the presence
of Britain’s colonial past in the populations, biopolitics and institutions
that defined the handling and impact of COVID-19. The over-
representation of Black and ethnic minority populations in UK? death
toll figures for coronavirus tracks the fault lines of social and economic
exclusions that give continuity to colonialism and its production
and exploitation of racial hierarchies. We examine how the acronym
BAME (Black, Asian and Minority Ethnic) has become a proxy for
social and economic differences and inequalities, while reinforcing
the othering of specific groups along lines established by colonialism.
Building upon and extending approaches to power and structural
inequalities (Farmer 1999; Fassin 2007, 2013) by drawing on Hartman’s
notion of the ‘afterlife of slavery’ (2007), we argue that ethno-racial
differences in the epidemiological profile of coronavirus are the afterlife
of colonialism - the persistence of political domination in the bodies of
racialised people.

This afterlife also operates at the level of biopolitics through the
lingering sentiments of Empire and we bring in Franklin’s discussion of
‘nostalgic nationalism’ (2019) to unpack the post-Brexit management of
this global emergency. The political moment in which COVID emerged
coincided with the UK’s departure from the EU, which was itself the
outcome of a very close referendum result. The Brexit moment on 31
January 2020 was one of a newfound ideational sovereignty, an imagined
identity that hinged almost entirely upon a colonially-given political
superiority, and the subsequent belief in British exceptionalism that has
proven to endure long beyond the UK’s political dominance. We examine
these complex intersections with the material politics of epidemic
response (Lynteris and Poleykett 2018), and the ongoing isolationism
arising from the UK’s tortured pathway to leaving the EU, particularly in
the allocation and resourcing of personal protective equipment (PPE).
Populations and biopolitics also collide in the colonial patterning of care
provision by Britain’s National Health Service (NHS), the centrepiece of
the UK’s epidemic response, an institution sustained in large part by the
combined labour of EU and colonial diaspora communities. Hence the
afterlife of colonialism is both lived and delivered as a mentality and a
relational dynamic. These same populations, including first, second and
later generations of families invited to the UK in the days of dwindling
colonial power, are also caring for the ill and dying. In association with
mortality rates, we will reflect upon the ethnic patterning of care provision
and the coloniality of the NHS.
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Epidemiological histories and contemporary revelations

Through its long history of longitudinal cohort studies, the UK has been at
the forefront of a global effort to demonstrate the social determinants of
health. The Whitehall Studies on the health of British civil servants, and
other epidemiological studies, have provided powerful evidence of how
social inequalities shape chronic disease morbidity and mortality and
pattern the social gradient in health (Marmot 2005). While some have
pointed to the failure of a social determinants approach to fully address
‘structural inequalities’ (Breilh 2013; Yates-Doerr 2020), a succession of UK
conservative governments has done little to address the inequalities upon
which COVID has played. As a result of the policy of austerity that has
characterised the UK’s health and social policy since the economic crisis of
2008, inequalities have become more entrenched, increasing alongside
unemployment and poverty and affecting healthcare services (Stuckler
etal. 2017); in this sense, unequal morbidity and mortality from COVID-19
could have been anticipated and expected. Black men were, during the first
wave of the pandemic, at least three times more likely to die than white
men, and men and women of Bangladeshi origin were twice as likely to
have died. As of 30 June 2020, people of Indian, Chinese, Pakistani, other
Asian and Black ethnicity were 10-50 per cent more likely to have died than
their white counterparts (PHE 2020).

Racism is causally implicated in health inequalities among minority
communities and race is increasingly recognised as a ‘social determinant
of health’ (Williams et al. 2019; Marmot 2020), but there has been little
work at a national level to analyse the intersections of race with other
social and economic factors (Chouhan and Nazroo 2020). There are
significant data gaps on ethnicity and health, with ongoing questions
about the quality and accuracy of information collected (Aspinall et al.
2003). Until June 2020, there was no comprehensive disaggregated
national data about ethnicity on death certificates. In relation to
COVID-19, this has been described as a form of ‘state negligence’ (Hirsch
2020). There is no epidemiological research on why generations of
diasporas with heritage in British colonies still experience excess burdens
of morbidity, the ‘underlying conditions’ now explanatory variables of
COVID-19 mortality in the UK. Despite an emerging terrain of epigenetic
research (Kuzawa and Sweet 2009), the link between present-day health
and inequality and past histories of exploitation, domination and violence
has not yet been included in policy-focused research into health
inequalities. The fact that epidemiologists and the media alike did not
anticipate excess mortality during a pandemic in the most vulnerable
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populations is a sign of the naturalisation of social inequalities and how
entrenched racism has rendered race inequality and health invisible.
Perhaps, as Davis (2019) suggests, through the stereotype of the afterlife
of slavery, we have naturalised the idea that non-white bodies are stronger
and more resilient than white bodies.

The emerging narrative of BAME and COVID-19

Black, Asian and Minority Ethnic - in its acronym form as BAME — has
become the accepted label to define and sort many different ethnic groups
by their shared characteristic of not being of white European descent. It
also defines different peoples whose histories largely return to once
colonised locations in the Global South. This categorisation of difference
serves to define the self as much as the other, making it a relational
identity. This must be historicised in the context of colonial hierarchies
based on racial and often ‘biologised’ notions of superiority as culture is
transposed onto race. These diaspora populations and subsequent
generations who have settled in the UK do not share homogenising
biological characteristics that differentiate them from white Europeans,
other than not having whiter skin. This category suggests that non-
whiteness, where ‘whiteness’ is a racialised and privileged social category
(Echeverria 2016), somehow makes a person more vulnerable to the
virus. The lumping together of Black, Asian and ethnic minority groups
under ‘BAME’ is inherently racist as it does not describe who they are,
their ancestry or heritage, but who they are not, as we discuss later.

The term BAME, while widely used in the UK including by advocates
within and for ethnic minority communities, is problematic when ascribed
to social and ethnic groups in relation to health. It suggests that innate
biological, genetic or essentialised cultural factors are at play. This
disguises the role of social and political history, the afterlife of colonialism.
The widespread use of this acronym during the pandemic obscures social
causality and demonstrates the coloniality of contemporary social and
political dynamics and their embodiment.

With no national requirement to record the ethnicity of hospital
patients, the first suggestion that in the UK ethnic minorities were more
severely affected by COVID-19 came not from demographic data, but
from anecdotal evidence on nightly news reports and reports of deaths
and local hospitalisation rates. The first 12 doctors known to have died
after contracting coronavirus were ‘non-white’ (Siddique and Marsh
2020). From mid-March, a distorted picture of disease distribution and
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death began to emerge. According to the 2011 census in England and
Wales, non-white ethnic minority communities constituted 14 per cent of
the population, but in April 2020, 35 per cent of almost 2,000 critically ill
patients were in this category (Intensive Care National Audit and Research
Centre 2020). Local surveys published in The Guardian and Times
newspapers in early April suggested that 19 per cent of recorded hospital
deaths to this date were from ethnic minority communities, with higher
numbers of ethnic minority residents having higher death rates (Barr
et al. 2020). The evidence began to grow across media outlets as the
tributes, memorials and daily roll call of faces and names to those who
had died from COVID-19 appeared — health professionals, porters,
cleaners and other key workers such as bus drivers. Here was visible
evidence of the disproportionate effect on communities by COVID-19.

Dr Ayache was one. Syrian-born Fayez Ayache had treated three
generations of Jennie Gamlin’s family at the local village practice, retiring
from full-time employment in 2018. He rejoined the service during the
pandemic. On 8 April, six days after being admitted to the same hospital
in Ipswich at which he had given a lifetime’s service, he died, positive for
COVID-19 (BMA 2020). In a statement made after his death, his daughter
Layla recalled her father’s dedication to his work and to the NHS:

This is why the NHS was important to dad; because it brought
people together, it gave a freedom that some had never experienced
before, and it gave hope and light to those who were wandering a
darkened path. The NHS is a lifeline for so many that dad felt it his
duty to serve within (BMA 2020).

By mid-April, the UK government’s rallying call that ‘we are in this
together’ was increasingly hollow as the unequal impact of COVID-19
became clearer. Bowing to public pressure and criticism, the government
launched an inquiry into the disproportionate deaths among BAME
communities by Public Health England (PHE), led by its National Director
for Health and Wellbeing, Professor Kevin Fenton. PHE also recommended
that health workers from BAME communities should be ‘risk assessed’ to
consider whether their assigned roles placed them at increased risk of
infection (Kanani and Issar 2020). By early May, comprehensive data on
ethnicity and hospital deaths began to provide a more robust picture of
inequalities. One report suggested that between the end of February and
April 2020, ‘Black and Asian’ people in the UK were 71 and 62 per cent
more likely to die from COVID-19 than ‘white’ people (Williamson et al.
2020). Another report by the Institute for Fiscal Studies suggested that
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even after adjusting for age, sex and geography, the death rate for ‘people
of black African descent’ was 3.5 times that of ‘white British people’ (Platt
and Warwick 2020). In early June, PHE confirmed that people from
Black, Asian and Minority Ethnic communities were twice as likely to die
as ‘white’ communities if they developed COVID-19. However, PHE did
not offer explanations or propose any policy interventions to address this
disparity, leading to immediate accusations that this final section of the
report, purportedly concerning the need to address structural racism, had
been censored by the Health Secretary. The report was finally published
two weeks later after leaks to the press indicated specific mention of
structural racism. The controversy around this report, which coincided
with and was informed by widespread activism around the murder of
George Floyd in the US and the Black Lives Matter movement, opened up
dialogue on the health effects of institutional and historical racism. We
return to this later in this chapter.

The specific patterning of care, as the wider context within which
the British response to coronavirus played out, is itself an afterlife of
colonialism (Fitzgerald et al. 2020), reflecting the permanence of the past
in the present through an attitude of nostalgic nationalism. In the
following section, we explore this further through the idea of ‘heroism’—a
description of health and social care workers at the height of the first
wave of the epidemic — and how this was belied by the UK’s Brexit-fuelled
isolationist policy.

Occupational health and Brexit isolationism

From mid-March to July 2020, countrywide, ‘Thank you’ signs with
rainbows for NHS workers appeared in street-facing windows of homes
and chalk messages on pavements (Figure 6.1). Thousands of people
came outside their houses to ‘clap for carers’ each Thursday at 8 p.m.,
thanking mainly NHS healthcare professionals for their outstanding work
during these unprecedented times.

Some healthcare professionals were frustrated with this Thursday
ritual, arguing that ‘the health service is not a charity and it is not staffed
by heroes’ (The Guardian 21 May 2020). On Thursday 28 May, as Prime
Minister Boris Johnson was clapping for carers, a silent protest (‘Doctors,
not Martyrs’— The Times of India 29 May 2020) was held outside Downing
Street, organised by Indian-origin doctor Meenal Viz, who had raised
more than £53,000 towards a legal battle against the UK government over
the lack of PPE. Similarly, the previous week, an anonymous NHS doctor
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Figure 6.1 Handmade banner supporting the National Health Service
(NHS) in south London in response to the COVID-19 pandemic. Photo:
Sahra Gibbon

wrote an article in The Guardian, emphasising some of the issues at stake
when analysing the material politics of the UK epidemic response to
COVID-19:

It would ... be nice to have clarity about many things, from testing
to isolation to proper use of personal protective equipment (PPE). It
would also be nice to have worked for the past 10 years in an
adequately funded NHS, staffed by people listened to by the
government. It would be nice to see appropriate remuneration for
the low-paid staff holding the service together, to see that the value
of immigrants to the NHS is appreciated (Anonymous, The Guardian
21 May 2020).

The notion of heroism echoes wartime victories, but the underfunding of
the NHS, and the availability of PPE and virus testing, intersects with the
politics of the UK COVID-19 response in more complex ways. The WHO
has emphasised the need to consider how the social determinants
of health and health inequalities are shaped ‘by the distribution of
money, power and resources at global, national and local levels’
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(Gideon 2014, 31). In the UK, recent and more distant historical
entanglements, including Brexit and the foundational history of the NHS,
must be understood as central in shaping occupational health at the time
of COVID-19 and in understanding the disproportionate rate of deaths
among ethnic minority NHS employees. Of the initial 119 NHS staff
known to have died during the first wave, 64 per cent were from an ethnic
minority background (Cook et al. 2020).

Key workers such as NHS staff, and food supply chain and utility
workers, continued of necessity to work outside their homes, exposing
them more to infection (van Dorn et al. 2020). According to the independent
charity The Health Foundation (2020), in London, ethnic minority key
workers constitute 54 per cent of the food production, process and sale
sector (including all food retail and processing) and 48 per cent of the
health and social care sector; 11 and 13 per cent for areas outside London.
An NHS Workforce Race Equality Standard Report (2019) emphasised that
ethnic minority staff members are underrepresented in senior pay bands
and are overrepresented in band 5 — the lowest band, in which salaries start
from £22,128 (Royal College of Nursing, 2020).

The majority (44.9 per cent) of ethnic minority health workers are
employed in NHS trusts, although their role has been marginalised
(Simpson et al. 2010), overrepresented in the lowest band with more
difficulties in reaching senior positions. Moreover, a report published in
October 2020 by East London Care and London Partnership demonstrated
that their experience as ethnic minority employees is mixed, with the
COVID-19 pandemic reinforcing health inequalities, racism and
discrimination. Their current experiences cannot be disentangled from
the foundational history of the NHS.

Fitzgerald and colleagues describe the NHS as ‘imperially-resourced’
(2020, 1169), with today’s NHS an afterlife of colonialism. The first
significant wave of overseas-trained doctors, many Jewish and other
Central European refugees from fascist states, entered Britain in the
thirties (Simpson et al. 2010). In the fifties, migration from the Indian
subcontinent became important in recruiting doctors, nurses and other
health workers in Britain. In 1948, qualified nurses were recruited for the
newly formed NHS, mainly from 16 colonies, particularly the Caribbean
(Fitzgerald et al. 2020, 9); in the early 2000s trained nurses migrated for
work from various South Asian and African countries (Mackintosh et al.
2006). The London School of Hygiene and Tropical Medicine’s continued
dominance in global health is another afterlife of colonialism, within
which an ‘us and them’ pervades in their institution’s name (MacLeod and
Lewis, 1988).

THE BIOPOLITICS OF COVID-19 IN THE UK

115



116

Although nationality is not an indicator of ethnicity, today 37 per
cent of doctors employed in the NHS received their primary qualification
outside the UK, and the top seven countries of origin of doctors and top
five of nurses to the NHS are former British colonies — India, Pakistan,
Nigeria, Ghana, Sri Lanka, Zimbabwe and Egypt (Fitzgerald et al. 2020,
9). In addition, some 144,000 EU health and care workers in England and
30,000 doctors, totalling 11 per cent of the 280,000 doctors currently on
the register, gained their primary medical qualification in the European
Economic Area (EEA) (Simpkin and Mossialos 2017).

A disproportionate number of ethnic minority NHS staff members
from various socio-economic backgrounds, including hospital consultants,
nurses and healthcare assistants, have died as a result of COVID-19. Five
days before admission to hospital with COVID-19, consultant urologist
Abdul Mabud Chowdhury appealed for ‘appropriate PPE and remedies’
to ‘protect ourselves and our families’ (BBC News, 10 April 2020).
Dr Chowdhury died on 8 April, one of 1,431 deaths, still (in December
2020) the highest daily mortality of COVID-19 (Office of National
Statistics, 12 June 2020). The lack of availability of PPE was documented
closely in the press as a contributing factor in the death of health workers.
A shipment of PPE from Turkey did not meet the UK safety standards
(Rawlinson 2020), further aggravating the crisis. A survey of 3,500 UK
nurses, conducted early April 2020 (Dean 2020), identified that 67 per
cent did not have access to sufficient PPE, leaving them terrified. Serena,
a nurse in her 40s, elaborated on this with the third author, Melania,
during an interview at the end of April 2020, after relocating to her
home country in continental Europe.® She had been in the UK for
20 years, living in London and working in an NHS high dependency unit
(HDU). She described how, in the last month of her employment (March
2020), the health system was ‘under a massive strain’ and she felt unsafe
at work because of unavailable PPE:

When the first patients came through with ‘query COVID’, that was
probably February, March already. There wasn’t actually even
testing provided yet for these patients. I remember one of the first
patients being tested and it came back as positive. By then I literally
was wearing my normal uniform and a pair of gloves. That uniform,
I also took [it] home to wash. That was the first positive case.

Serena continued; after that, scrubs were provided by the hospital and

staff members were no longer required to wash uniforms at home.
However, PPE was allocated regionally on the basis of confirmed
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COVID-19 cases, and there was no standardisation of PPE across different
units within her hospital or across the NHS:

Only once there is chest compression, intubation, defibrillation done,
or any invasive or non-invasive oxygen therapy then you get the full
PPE which is a visor; a facemask; a hair hat; a full gown; and double,
triple gloving. This is provided in ITU [Intensive Therapy Unit]. On the
HDU [High Dependency Unit] setting I've been working in, this was
not provided. We would have literally just had a surgical face mask and
a pinny, which is an apron [with] no sleeves and a pair of gloves.

The lack of PPE also has to be understood in light of Brexit. Following a
UK-wide referendum in June 2016, in which 52 per cent voted in favour
of leaving the EU, the government began to withdraw with the aim of
completing this on 31 December 2020. A key message of the Vote Leave
campaign during the 2016 Brexit Referendum, which appeared on
its campaign bus, was We send the EU £350m a week — let’s fund our
NHS instead, implying that the underfunding of the NHS was due to
Britain’s obligations to the EU rather than decisions of the Conservative
government. The promise to fund the NHS was disowned immediately
after the referendum (Simpkin and Mossialos 2017).

COVID-19 presented the UK’s Conservative government with its first
opportunity post-Brexit to demonstrate national prowess as a ‘sovereign’
nation. Its ‘go it alone’ strategy, driven by the idea of a national past
characterised by ‘multiple nostalgias’ (Balthazar 2017; Berliner 2012;
Franklin 2019), had profound negative consequences for healthcare
professionals’ occupational health. By 12 March, the UK dropped the Test
and Trace system, claiming that it was no longer feasible due to the level
of contagion (Mueller and Bradley 2020), although this had been highly
successful in Germany and Vietnam. Instead, the UK assumed a stance of
isolationism, reinforcing the government’s determination to present itself
as independent from the EU.* In the coming weeks, it emerged that the
UK simply did not have the testing capacity. On 16 March, it was
announced that NHS staff could access COVID-19 testing (Moore 2020),
although it was unclear how this would be implemented. When Serena
developed a cough after her first patient tested positive, she was not
offered a COVID-19 test. Neither was another colleague who had attended
the same patient. Serena explained, ‘it’s not the routine that you get
swabbed ... Unfortunately, staff sickness is very high, so my understanding
is that the testing is literally for staff to return to work instead of prevention
from spreading it to anyone else’.
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A strong sense of obligation to work during epidemics/pandemics
coexists with concerns about lack of protection, lack of testing and the
welfare of dependents (Shaw et al. 2006). While this affects all health
workers and others employed in health facilities, it is widely hypothesised
that people from minority groups are less likely to raise concerns about
adequate protection (for example PPE) and are at increased risk of
infection (Kapilashrami and Bhui 2020). For instance, the death of three
ethnic minority cleaners at St George’s Hospital in Tooting (London) in
May 2020 led their colleagues to discuss strike action amid claims that
their own and their families’ health was at risk every time they did a shift
(Porter 2020) because of the lack of PPE and test provision.

The material politics of epidemiological control, as this concerns
PPE and testing in the UK, enact and constitute relations of power (see
Lynteris and Poleykett 2018). The availability of PPE and tests intersects
in complex ways with the UK epidemic response and the ongoing
isolationism arising from UK’s withdrawal from EU. The UK government
missed out on four rounds of procurement of PPE and ventilators launched
by the EU in late February and March (Wintour and Boffey 2020), leaving
healthcare professionals, other hospital staff members and their
respective families feeling unsafe. While key workers played a huge part
of the coronavirus response, there is continued reluctance to acknowledge
the historical nature of inequalities, to recognise the UK’s dependency on
non-British born key workers, or to reward them with good pay and
conditions and/or preferential access to citizenship. This essentially
discriminates against foreign workers who pay through their taxes into
the NHS system, and staff the system, but do not have equal access to it.
This is clearly illustrated by the UK’s ‘immigration health surcharge’
(IHS), created in 2015, which resulted in all migrant workers paying
twice to use the NHS, both through their taxes and the charge.®

The emerging picture of this injustice filtered through the individual
voices of migrant health workers using social media. Syrian refugee and
NHS hospital cleaner Hassan Akkad, for example, filmed himself sitting
in his car after his work shift and called for ‘fairer treatment’.® This was
picked up across national and high-profile social media outlets.” Akkad
responded, again from his car, that the support expressed to his first post
had ‘restored his faith in this country’ adding that ‘Britain is great because
of you’. While this sentiment reflected the nostalgic nationalism that
characterised discourse around COVID-19 and the NHS, the public profile
of social media discourse and the growing pressure from trade unions and
campaigners, highlighting the moral injustice of the situation, ultimately
forced a humiliating reversal of the government IHS policy in early May.
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The IHS, also known as the NHS or ‘healthcare’ surcharge, is a levy on the
majority of UK visa applications, in addition to other Home Office
immigration fees. This essentially adds £624 per year per person to the
cost of a UK visa, or £470 a year for children, students and Youth Mobility
visas. This fee will also apply to EU citizens after Brexit in 2021. Although
NHS and care workers are now exempt, critics continue to press for
further changes, such as extending the THS exemption to other categories
of essential workers.

National identity and the underlying
conditions of racism

The ‘afterlife of colonialism’ acknowledges the legacy of institutional and
historical racism and its role in the biopolitics of COVID-19 in the UK. This
was both revealed and compounded by the events that unfolded in June
2020 in response to Black Lives Matter and the findings of PHE’s
investigation into COVID-19 and Black, Asian and Minority Ethnic groups.

The afterlife of slavery is a ‘measure of man (sic) and ranking of life
and worth that has yet to be undone ... skewed life chances, limited access
to health and education, premature death, incarceration and impoverish-
ment’ (Hartman 2007, 6). Adapting this idea to contemporary Britain, we
use the afterlife of colonialism as a method of reasoning and knowledge
production that ‘brings the past and present closer together’ by theorising
how ‘racial hierarchies have been and continue to be replenished’ (Davis
2019, 13). This illuminates relationships between the British state and
diverse black and ethnic minority groups, whose bodies are entangled
with past articulations of empire and white native British superiority,
specifically through ideas of race and identity as biologically inherited.
These inequalities are related to social deprivation, often with reference
to how jobs, work environments and housing make it difficult to ‘socially
distance’ and because complex sociocultural aspects of working and living
environments heighten vulnerability, making COVID-19 contagion more
likely. ‘Underlying health conditions’ such as diabetes, heart disease
and obesity may also heighten vulnerability to COVID-19 among members
of these communities. While these chronic ‘underlying’ conditions
are frequently framed as ‘epigenetic® or ‘biological’ factors, they are the
dynamic outcome and product of embodied social inequalities and
interactions (Gravlee 2020; Lock 2015).

Afua Hirsch (2020) writes: ‘Racism is a system that kills our bodies’.
The disproportionate burden of ‘underlying health conditions’ and
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generalised social inequalities from systemic or structural racism reflects
the embodied afterlife of colonialism. But also, identities such as those of
British Black and ethnic minority groups, historically associated with the
Global South, have now become social locations or positionalities defined
by colonial history. As Kapilashrami and Bhui state, ‘(e)thnic inequalities
in the experience and outcomes of illnesses, especially mental illnesses,
have a long research history of contested explanations and evidence
[that] fails to capture the complexity of life-course adversity, combined
with social structures and interactions with pathophysiologies’ (2020, 2).
For many people who belong to ethnic minority groups, life course
experiences of social location, defined by a colonial past, continue to lead
to work stress due to race inequality, racism and discrimination.

Relational identity categories such as BAME are a constant reminder
of non-whiteness in a white state, making skin colour an identifier of
national belonging and social location. As Appadurai writes in The Heart
of Whiteness (1993), nations are not natural facts and the linking of state
and nation was a tenuous collective project to which a sense of national
identity was key. This process implied racial hierarchies. In Violence and
the Body (2003), Aldama emphasises the role of discursive violence in
reinforcing othering, subalternity and the abjection of those positioned at
the margins and borders of dominant cultural apparatuses: this social
location traumatises the interior psyche formation of subjects. The
‘otherisation’ of certain bodies, central to the process of identity formation
under colonial domination, is ‘in some cases more extreme and oblique
under the new social orders of the global economy’ (Aldama 2003,
5). This otherisation as inferior is the basis of racism as a structural
determinant of health and the outcome of intergenerational trauma
(Kuzawa and Sweet 2009; Guthman 2014) that was, and continues to be,
part of the ongoing process of British national identity.

The idea of a nation-state was aligned to western theories of state
and involved the erasure of non-European structures of social organisation
through colonialism. As both western economies and epistemologies
expanded colonially across the globe, so too, through capitalist expansion,
nation-states emerged as the only legitimate geopolitical formations
(Mignolo 2002). Race and the idea of biological inheritance were key,
defining an imaginary biological origin to attach to the state and national
identity. In the UK, Black, Asian and Minority Ethnic share not belonging
to a biologically inherited identity (white British), so that the BAME
category was colonial in origin and is relational in practice. Historians of
the colonial period, such as Fisher and O’Hara (2009), have demonstrated
how colonisation effectively created the scientific concept of race.
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As Laura Briggs suggests (2015, 27), ‘science and medicine made race
their object’, with the dichotomy of modern and pre-modern contingent
on racial hierarchies in what Silverblatt (in Fisher and O’Hara 2009, iv)
describes as a ‘revolution in the possible ways of being human’ that
attributed different human status depending on skin colour (see also
Smith 2003; Wolfe 1999).

This fitting together of race, nation and identity, for Britain, hinged
on creating and maintaining an imaginary superiority and imagined
inferiority. Yet, as the collective experience of COVID-19 has demonstrated,
this ideational sense of superiority is detached from Britain’s actual
performance as a nation. COVID-19 presented an opportunity to
demonstrate post-imperialist exceptionalism. However, the nativist notion
of national identity, that plays to a nostalgia for the past, consistently
harmed the UK’s response. Sarah Franklin (2019) uses the concept of
‘nostalgic nationalism’ to frame discourse around individual and national
belonging. At the heart of this is a sense of loss, derived from a loss of
command power over an empire. Injured white nationalism played a very
important role in influencing millions to vote to leave the EU in June 2016.
The campaign slogans of ‘take back control’ and ‘Let’s give 3.5 million to the
NHS instead’ were hugely influential. Boris Johnson, then campaign leader
not yet prime minister, was the personification of the specific brand of
nationalist Britishness that he was selling, inviting film crews to cover him
eating ice cream cones by the seaside and bringing trays with mugs of tea
to journalists.

This aspirational nationalism is reinforced by the NHS. As we have
shown, this is an institution served by Black and ethnic minorities for the
benefit of a white nation, so mirroring British colonialism and tying
Britain’s imperialist past to its divided present. The reminder that Britain
was once an empire reinforces their otherisation in relation to their social
location as ‘colonised subjects’ (Aldama 2003, 8) or people of empire.
Without present-day BAME, there can be no coloniser. The NHS helps
Britain retain this status as a coloniser. The irony of this post-empire
dynamism is clear in the Brexit-NHS—-COVID-19 trilogy. Writing before
COVID-19 emerged, Fitzgerald and colleagues (2020) argue that Brexit
must be situated in relation to biomedical policy in Britain in order to
capture understandings of ancestry and health along with the forms of
racial inheritance that structure the state and its welfare system. The
Leave campaign’s appeal to ‘nostalgic nationalism’ led to patterns of
voting shaped by emotions. The NHS conjures up a similar nationalistic
sentiment; the offer of exchanging the EU for the NHS, a centrepiece of
the Leave campaign, generated a similarly emotional reaction.
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The vital roles of EU citizens and Black, Asian and Minority Ethnic
healthcare workers to ensure that the NHS functioned and survived, to
save the lives of COVID-19 patients, to clean hospitals and drive buses,
has brought inequality in health outcomes to the fore. It has also
demonstrated their vital contribution to British society. While the UK
appeared to have flattened the initial curve of coronavirus infections, it
did not do so in relation to ethnic diversity: Britain did not become a
multicultural network of equals, nor a cultural ‘melting pot’, but rather an
uneven nation of whites and non-whites that extends to more recent
diasporas of diverse origins. The idea of a category for all non-white
people creates discomfort, yet the concept of whiteness makes visible the
privileges that have protected some and made others more vulnerable.
The COVID-19 pandemic made this starkly visible. Positioning whiteness
as a category of experience, analogous with the afterlife of colonialism,
Ahmed (2007) describes how groups of white people ‘take up space’,
making this a category of experience not biology. ‘Whiteness could be
described as an ongoing and unfinished history which orientates bodies
in specific directions’ (Ahmed 2007, 150), a ‘property of persons, cultures
and places’. Institutional spaces are shaped by their proximity to certain
bodies. The British National Health Services is a rare outlier, a British
institution where whiteness does not dominate; the bodies that shape the
NHS are Black and ethnic minority staff — healthcare providers, support
and managerial staff, cleaners and technicians. However, this diversity
has not led to equality - rather, it is evidence of entrenched inequality.

Conclusion

The COVID-19 pandemic has evidenced the inseparability of Britain’s
imperial past from its divided present, suggesting an afterlife of
colonialism that undermines the life chances of many, while reproducing
patterns of racial inequalities. The overrepresentation of Black and ethnic
minority populations in daily UK death toll figures for coronavirus tracks
the fault lines of social and economic exclusions that we argue were
defined through colonialism.

In a global pandemic, critical medical anthropology has the task to
draw to the surface the social and political origins of illness (Sesia et al.
2020; Pfeiffer and Nichter 2008). Rather, racism, national identity,
nationalism and class, and their entanglement, continue to bear down on
systemic embodied inequalities in the British healthcare system and have
left specific groups particularly vulnerable to COVID-19. Asymmetrical
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power structures also dominate global health, so that ‘the contemporary
health crisis can serve as a reminder that the colonisation of medicine,
economics and politics remains alive’ (Ghilardi et al. 2020). Understanding
how social and lived environments shape biological vulnerability without
newly homogenising or re-stigmatising already vulnerable communities
in an era of COVID-19 is a profound challenge. In post-Brexit UK, the
afterlife of colonialism and nostalgic nationalism continues to be relevant.
The danger comes from long standing and older risks of biologising
inequality and social difference, where poverty, adversity or lived
environments permanently mark bodies across lifetime and generations.
Negotiating biosocial differences in the time of coronavirus is a fraught
terrain. It provides both the opportunity to reveal the profound extent to
which structural social inequalities shape health, while risking the ever-
present danger that these differences will be subsumed by rendering the
biological immutable.
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Notes

1 On25May 2020, George Floyd, a 46-year-old Black American man, was killed in Minneapolis,
Minnesota, during an arrest for allegedly using a counterfeit bill (Hill et al. 2020).

2 The term United Kingdom (UK) refers to the union of all four nations, Northern Ireland, Scotland,
Wales and England. However, Britain (which is the same as Great Britain) only includes Scotland,
Wales and England. Citizens of the UK all have