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Introduction



COVID-19 as the unknown



Bohdan W. Wasilewski, The phenomenon of the COVID 19 pandemic
against the background of its era

At the beginning, | would like to convey the author's disclaimer that he consciously
raises a number of sensitive topics that deviate from the usual views. The article is of a
working nature, its main purpose is to provide material and stimulate constructive discussion,
including in the area of omitted topics or conclusions. The author is of the opinion that the
current situation forces for a more effective and open discussion, a constructive dispute, in
which opposing views often intersect, in order to consolidate the actions necessary for our
survival as a species and survival of the planet. Therefore, | do not treat any of the presented
views as the only truth, I ask the readers only to assume that my intentions are positive when |
proclaim these views.

The goal which the editor of the book on senior age related issues set for the author as a
doctor and a psychotherapist was to elaborate an introductory chapter covering analysis of the
phenomenon of the COVID-19 pandemic, with particular emphasis on the reference to the
mentality of the epoch, its way of understanding the surrounding phenomena and motivation
for taking further action.

In the phenomenon of the COVID-19 pandemic, the author distinguishes between a
group of medical and biological issues and a group of economic and social issues. Both
groups take part in the global civilizational crisis related to the breakthrough of the industrial
and post-industrial era and the accumulation of negative consequences of extensive
development during the industrial era. The author presents the view that the COVID-19
pandemic is one of the consequences of the industrial era and only a catalyst for the intense
phase of the global crisis.

In his previous publications on mental barriers impeding the comprehensive capturing
of the COVID-19 pandemic phenomenon [17,18], the author pointed out the difficulties in
capturing the full picture of this phenomenon, which requires a synthetic view taking into
account the point of view of various specialties. The problem is the current fragmentation of
science into very many hermetic detail-oriented sciences and development of specializations
and subspecializations operating within their own language and their own conceptual and
terminological systems, often inconsistent with other specializations. At the same time,
despite the technological efficiency of detailed sciences in the selected areas, the perception of
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understanding of the human being within the in Western civilization is one of a privileged
being, different from others, endowed with an immortal soul and distinguished by the ability
to think, destined to rule the world. While progress in biological sciences proves that a man is
the same multicellular colony as other living organisms on our planet and is an integral part of
the biocenosis, the living surface layer of our planet. Despite many elements of autonomy in
moving and acting, man is not able to live independently when cut off from other elements of
the living organism, i.e. the biocenosis integrated into an ecosystem with the surrounding
biotope.

The COVID-19 pandemic was not an unpredictable incident that unexpectedly
disrupted the functioning of a well operating machine of civilization. The COVID-19 from
2020, compared to its predecessor SARS from 2003, is in total more deadly, although
identical in origin and very similar in structure, and it gives an infected person a greater
chance of survival. The secret lies in the 2-4-day latency in the manifestation of disease
symptoms, when we infect others without having disease symptoms, and the frequency of
asymptomatic or poorly symptomatic courses of the disease during which the carriers infect
hundreds of people. Another distinguishing feature of COVID is the significant increase in the
number of chronically ill patients with diseases resulting from the course of COVID infection
in the respiratory, digestive and nervous systems.

At the outbreak of the pandemic the industrial-era civilization, which dates back to the
second half of the 18th century, had already lost its functionality and stability as a result of
extensive use of natural resources, including human health. It boasted that it had significantly
prolonged human life, but it did so at the expense of its quality. The man, as an intrinsically
integral element of the living layer of our planet (biocenosis, biotope), has been torn from it,
and the parent biotope has been severely mutilated. In order to breathe, mas needs to be
supplemented with green lungs, besides, they are closely integrated with the biocenosis in
many other areas necessary for survival and is a transfer element of the uninterrupted flow of
matter and information exchange, which is the basis of the functioning of the ecosystem.
Human activities in the last 150 years of the industrial era led to a critical disturbance in the
functioning of the ecosystem, to the extent that forced its deep reset in the form of the sixth
phase of mass extinction of species, including the initiation of extinction of humans as a
species. Due to the close functional connection of all elements of the biocenosis, its mutilation
affects all its elements, including humans. This is most evident in the human population of the
Western civilization, the most advanced of the industrial age. The humans of this civilization
have largely lost the ability to exist independently, their biological and psychological
functioning requires constant support. The degree of human mutilation determines the degree
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of decrease in human immunity to infections by viruses with which they have lived for
millions of years of development. The factual picture of the biocenosis of which man is an
element and the biocenosis of every human body significantly differs from the commonly
accepted anthropocentric worldview [17,18]. The anthropocentric understanding of the world,
as discussed earlier, does not allow us to notice a rapid reduction of areas with a rich
biosphere that allows for a full-fledged human existence and a rapid depletion of its
composition, which is caused by human activity. For the same reason, we see the coronavirus
only as a factor alien to our environment, as an enemy that appears unexpectedly and is an
instrument of unethical warfare, which we must destroy in order to restore our original way of
functioning. The imaginative, monumental image of a man - the Master of Nature, does not
allow for the awareness that we are only a mega cell colony, similarly to the other creatures
with a cellular structure that surround us and inhabit the biocenosis in which we are part. The
anthropocentric view of the world denies the ability to think, feel emotions, fight for survival,
even to the closest evolutionarily animals - mammals, massively bred and killed as part of the
industrial process of producing food that is our food. For analogical reason the group of
subcellular organisms, which are predominant in the animate nature in terms of quantity, and
include viruses, viroids, phages, prions, and a number of other integral micronutrients of our
biocenosis and our organism, are not included as parts of the living world. The human body
contains fewer of its own cells than bacterial cells, the number of which is more than ten
times greater than the number of subcellular organisms in our bodies. These microorganisms
reach the interior of our body without major obstacles. The average human body transcytoses
3.1 x 1010 phages per day through the membranes of our body cells, and it is believed that
this continuous stream of endogenous phages spread through the blood and organs is involved
in providing us with antibacterial and antiviral protection [3]. Each human organism has a
specific constellation of phages residing in it, currently we have little information on the
factors determining the composition and interaction of phages in the human organism. We
know that phages can penetrate lung epithelial cells, protecting against viral infections, and
the competitive activity of phages against angiotensin-converting enzyme Il (ACEII), which
is a target for SARS-CoV and SARS-CoV-2 coronaviruses [1, 9].

At this point, 1 would like to explain the reasons for a wider discussion of the issues
related to the relationship between the COVID-19 pandemic and the functional state of the
microbiome - the flora of microbes living in our body. It is related to the view that the
microbiome disorder is the basic factor opening the gate that prevents infection. So if a
systemic damage to our immunity is the cause of the current SARS-CoV-2 pandemic, then
fighting it will only stiffle the pandemic until the next offensive pathogen appears. The
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functional state of our body's microbiome is closely related to the state of the microbiome of
the surrounding biocenosis, the balance of which has also been disturbed. There is a very
significant backlog of research into the microbiome, which has made us powerless when
confronted with epidemic threats of the magnitude conditioning our survival as a species.

Within the biotope the human body constitutes a transit element of an uninterrupted
stream of exchange of both building elements, that constitute the elements of biocenosis, and
information related material in many ways of transmission. Civilisation of the industrial era
led to discontinuation or unfavourable modification of this transfer and disturbed our
immunity. The framework of the present publication do not allow for a more extensive
discussion of this topic. I refer those interested in it to other publications of the author [17,18].

The drama of the situation is caused by the sin of omission in the area of research and
development of new antibiotics and the therapeutic use of phages. Due to the significant
investment risk related to the development of a new antibiotic at a cost of one billion dollars,
where resistance to it can develop after several years of use, only a few companies continue to
implement them, and to a limited extent. This resulted in a situation in which Carbapenems,
the last implemented group of antibiotics - detected as a defense substance of one of the soil
bacteria - were implemented for treatment 36 years ago. Antibiotics from this group are
treated as a last resort drug and should be protected against unjustified use, in accordance with
WHO regulations. Meanwhile, their main method of use is massive preventive application in
industrial farms for the production of slaughter meat, which, as it has been known for many
years, leads to the creation of new antibiotic-resistant bacterial strains. In countries aware of
the threat of this problem, the preventive use of last-resort antibiotics was banned in industrial
farms for the production of slaughter meat, which, unfortunately, is in a number of Western
countries, including Poland.

Antibiotic resistance, according to OECD4 estimates, may cause 700,000 deaths
worldwide (quoted after the Polish Supreme Audit Office's report of 2017/2018). In 2011-
2014, the use of antibiotics in agriculture increased by 23%, and Poland ranks second in
Europe in terms of the use of the most potent antibiotics in animal husbandry in the treatment
of human diseases. The results of screening tests in the field of antibiotic resistance carried
out by the Sanitary Inspection bodies are disturbing. Resistance to antimicrobial drugs was
found in 25% of samples of poultry meat, 15% of beef and 10% of pork (quoted after the
Polish Supreme Audit Office report of 2017/2018 [4].

The first case of total resistance to antibiotics was observed in Asia in 2011, and after a
short time also in other areas, including Poland in (2011). It mainly refers to a New Delhi
Superbacterium, which is the colloquial name of Klebsiella pneumoniae NDM - pneumonia
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rod, which belongs to the group of intestinal bacteria. The New Delhi bacterium is responsible
for life-threatening pneumonia, inflammation of the urinary and digestive systems, meningitis
and many other diseases. Very often it causes sepsis, which ends in the death of every second
patient. In Poland, the disease appeared in hospitals in 2011 in Warsaw, and again in 2012 in a
hospital in Poznan. However, hospitals did not take appropriate precautions (e.g. infected
people were not isolated, which is a necessity) and patients infected each other while
wandering between wards. Consequently, in a short time the number of infected began to
increase rapidly. According to the data of the National Reference Center for Antimicrobial
Susceptibility, in 2013 there were 105 infected people across the country, and in April 2016
this number was 1100, most of them in Warsaw. However, these figures are underestimated
and there are certainly many more infected. In 2018, the New Delhi bacterium was detected in
a patient of the Department of Cardiac Surgery and Vascular Surgery after a heart transplant
on the night of July 22-23.

The gene for resistance to colistin (an antibiotic of last resort), called the MCR-1 gene,
was discovered by scientists at the South China Agricultural Academy in Guangzhougen in
2015 and was generated in industrial poultry farming. Although five years have passed since
this fact, despite the alarming warnings of experts, as was the case with warnings about the
threat of a pandemic related to the virus, the implementation of practical countermeasures
preventing another epidemic is ignored.

A similar sin of omission concerns delaying the implementation of targeted treatment
and prophylaxis of bacterial and viral infections with the use of phages. A practical
achievement of the research conducted in the Soviet Union in the first half of the 20th century
was the development of a phage-soaked dressing for frontline soldiers. After the collapse of
the USSR the research was abandoned. These studies were successfully undertaken and
continued in Immunology and Experimental Therapy of the Polish Academy of Sciences in
Wroctaw, mainly thanks to prof. Andrzej Gorski, however, despite numerous efforts, the team
of scientists from the Polish Academy of Sciences did not manage to overcome the
organizational and financial threshold allowing for the implementation of industrial
production of a phage drug. A recently concluded agreement on continuation of
implementation research in China gives rise to hopes.

The triumphant propaganda of success of the industrial era does not allow for awareness
of active human participation in the cataclysmic COVID-19 pandemic. The job is supposed to
be done by developing a vaccine against the SARS CoV-2 virus, or by burning the books of
wisdom together with their authors, as did the first emperor of China, just to reject the fact of
reaching the end of the industrial era, for which nature has billed us. We do not want to accept
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the fact that the pillaging exploitation of natural resources and of the human organism brought
about a disbalance in biocenosis, of which the man is a part and as a result, the human
organism lost its capacities to adapt to a harmonious co-existence with microorganisms,
including coronaviruses.

Summing up briefly the importance of the discussed facts about bacteria for the
COVID-19 pandemic: the mechanism of epidemic emergence in both cases is analogous, in
both cases the warnings of experts prior to the outbreak of the epidemic are ignored, in both
cases there are mental mechanisms that hinder full awareness of the situation. In the case of
the COVID-19 pandemic, its course was woven into the steam of a para-war confrontation
between the US and China.

Crisis phenomena within industrial civilization have been maturing for decades to the
stage of revealing themselves now in a form of a global crisis, while the corona virus SARS-
CoV-2 was only a catalyst accelerating their avalanche like disclosure. The global crisis,
discussed in the media under the label of the COVID-19 pandemic, is associated with the final
collapse of a number of important mechanisms of the industrial era, related to economic,
social, ideological, environmental and medical scopes. They also include the collapse of the
global financial system, in which a significant amount of generated cash is not covered in
kind, because its main collateral is an excess amount of debt, with a volume significantly
exceeding the possibility of paying it off. The existing contractual balance of the interests of
the global big players in the financial market has been disturbed, threatening with the collapse
of its essential elements.

The idea of globalization also collapsed. Due to the division of the world into economic,
political and military blocks, that do not cooperate with one another, and a significant
epidemic threat, the collapse affected the flow of strategic raw materials, financial resources,
the functioning of international production and investment lines and the flow capacity of
goods and people both as tourists and qualified workforce. The idea of globalization in its
twentieth-century shape lost its functionality. The myth of the benefits of pan-urbanization of
the globe collapsed, although it had been visible for decades, it did not cause correction of the
continued large-scale activities. Only the occurrence of previously uncalculated significant
economic losses, resulting from side effects emerging in the form of visible consequences of
human-induced global climate change and mass extinction of species, caused the collapse of
economic calculation of the basic activities of the industrial age. However, the main
beneficiaries of these activities do not want to pay off the bill for their deterred costs, they
separate themselves economically and militarily, and their main way to respond to the critical
threat of unemployment, hunger and local conflicts of existence of millions of people is
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isolation and arrogance of power. The challenges of the current global crisis and the changes
implemented under the protective mask of the epidemic state of emergency take away what is
left of the democratic traditions of the state as a community of equal citizens, sovereign and
superior decision-maker, take away the privacy and inviolability of the home and personal
property. This causes great ideological challenges which, given the progressive dysfunction of
the structures of democratic states and the triumph of centralist China, can be resolved in most
countries more often in street confrontation than in democratic institutions intended for this
purpose. On the one hand, there is a need for great universal consolidation and individual
sacrifices to overcome the great challenges of the global crisis, on the other hand, it is
accompanied by a great distrust towards the broadly understood power and the fall of
authorities, causing resistance and lack of conviction to pay a tribute of any of one's freedoms.

The factor that further complicates mobilization in order to meet the demands of the
moment is a significant acceleration of civilization changes and changes in the human
environment at the turn of the industrial and post-industrial eras, which exposed man's
limitations, his difficulties in following the pace of changes and processing overwhelming
information, all the more so because traditional social structures, that served as his support
point collapsed and unfavourable psychosocial conditions for creative exchange of thoughts
and constructive discussion were created. An additional factor hindering the free exchange of
ideas is the widespread commercialization and politicization of the media. If we consider that
currently the implementation of change processes accelerated hundreds of times - in some
cases - thousands of times, whereas previously it used to spread over hundreds of generations,
one should rather expect a turbulent course of the process of adapting to new living conditions
and a struggle to maintain the shrinking resources of territories with favourable living
conditions. The implementation of such a variant of the development of the situation will
activate primary mode of thinking which is functional only in a short-term perspective of the
battlefield. In a stable situation it impairs mental functioning, radically reduces the efficiency
of more complex activities, including creativity and it impedes biological functioning and
psychological well-being of people by disrupting vegetative and hormonal balance. The
discussed thinking and, more broadly, mental mechanisms, due to the involved emotional and
personality components, determine the specific perception of the world by a significant part of
people who want to keep the vision of the world in the perspective of a simplified image of
the world, congruent with its current template. It also is the reason why many people
nowadays interpret objectively unambiguous facts in a way unhampered by logic and
generally available knowledge. This applies in particular to the COVID-19 pandemic and
climate change. A characteristic feature of this type of thinking, the products of which can be
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seen in its pure form in blogs, is a high degree of emotiveness, symbolic thinking, wishful
thinking and the use of archetypes which were fully functional in primitive communities (the
mechanism of returning to the stereotypes of symbolic thinking described in the publication
B. Wasilewski's book from 2013 [14].

Shifting the mental functioning of citizens to a confrontational, authoritarian mode of
thinking has been and is used to build authoritarian systems or to prepare nations for war.
There is a concern that this mechanism could be used as a temporary means of calming the
current social unrest and will constitute a barrier to the peaceful consolidation of politically
divided people, so necessary today to save our planet. Many people, whose way of mental
functioning has been very distant from the discussed archaic forms of thinking so far, have
now changed it because of a sense of threat stimulated by the media and politicians, that
impregnate people with omnipresent fear and aggressiveness, and overload them with
traumatic information that they are unable to organize.

The recent transition of the US-China conflict from a latent phase into an open conflict
phase with the use of economic and propaganda warfare, including the exploitation of the fact
of the COVID-19 pandemic, has a strong impact on people's attitudes and their mode of
mental functioning. There is a fear that this influence, combined with an increase in
governmental authoritarianism will be treated as a way to contain social unrest and prepare
for a possible military confrontation. The described mechanism also applies to other
countries. The intensity of the information war using the fear of the COVID-19 epidemic is
reflected in the wide information campaign undertaken by WHO: WHO Campaigns /
Connecting the world to combat coronavirus / How to report misinformation online, 2020.
The impact of counteractive measures by the WHO when confronted with significant
financial and technical resources of the powers involved in the confrontation and used by their
armed forces for cyberspace fight have little chance of making an impact, especially when
WHO has recently been cut off from the main source of funding.

\oters whose mental self-realisation and life fulfilment is through authoritarian ways
choose authoritarian leaders. The adoption of an authoritarian, orthodox way of thinking is
fostered by the emotional instability of individuals or specific communities. The culminating
moment of this impact is the period of the COVID-19 pandemic, but the decades-long process
of increasing depression rates in the population of Western civilization is the foundation for
the impact that this factor has. Studies conducted over the past decades have shown a
significant spread in the incidence of depression in different cultural circles, from 2.0-10.0%
of the general population in the countries of Far East Asia to 15-25% in wealthy countries of
Western culture [22] Affective disorders and related psychosomatic disorders have become
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the main civilization threat in Western culture and one of the main obstacles to its further
harmonious development - see data from WHO [21].

Health security also collapsed and humans entered the extinction phase as a species
despite focal numerical overproduction. Healthcare challenges are discussed in greater detail
elsewhere in the text.

The obsolescence of the ethos of the superman, a human demigod, the ruler of the
planet, and the conqueror of the world, generated in the industrial era, is accompanied by the
erosion of the existing social structure, which is an amalgam of various forms of social
functioning, which has not been replaced by a new functional structure, which resulted in the
breakdown of the existing social support networks, causing negative social effects and health
issues such as physical loneliness, mental alienation, depression and the lack of social
interaction necessary for mental functioning, including mutual support.

The outbreak of the COVID-19 pandemic caused a sharp deterioration in the mental
state of multi-million populations. The currently available data are being meta-analyzed by
Salari et al. (published on 6 July 2020), the experience of increased stress was found on
average in 29.6% of the respondents (5 studies with a total sample size of 9,074), the
incidence of anxiety in 31.9% of the respondents (17 studies with the sample size of 63,439),
the incidence of depression on average in 33.7% of respondents (14 studies on a sample of
44,531 people). The studies mainly cover the countries of Far East Asia where previously the
level of depression was in the range of 2.0%-10.0%. and they concern healthy people who are
only at risk of the disease and quarantine. The incidence of anxiety, depression and stress
during the COVID-19 pandemic has been shown to be higher in women than in men.
Although the elderly are at increased risk of COVID-19 infection and mortality, the results of
previous studies show that during the pandemic, the level of anxiety, depression and stress is
significantly higher in the 21-40 age group. The main reason for this seems to be because this
age group is concerned about the future consequences and economic challenges of the
pandemic. Psychological symptoms were also found to be more frequent among people with
higher levels of education, which is probably due to this group's high self-awareness in terms
of their own health. In underdeveloped and developing countries, the COVID-19 outbreaks
have a greater psychological impact on the population given that these countries are also
affected by many other infectious diseases. Uncertainty about the health status, patient
observation, treatment care and its ineffectiveness in these communities can also increase the
vulnerability of such communities to the psychological effects of COVID-19.

More severe affective disorders and in some cases full-blown mental disorders are

observed in people suffering from COVID-19, because in some cases the central nervous
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system is also affected by the disease process. Increased levels of anxiety, depression and
stress in the general population at risk of contracting COVID-19, potentialized by the
occurrence of COVID-19-related post-traumatic stress disorder (PTSD), negatively affect the
incidence and course of chronic diseases and, by secondary immunity reduction, increase the
susceptibility to developing COVID-19. Oncological and cardiological diseases are
particularly sensitive to negative psychosomatic effects [2, 8]. It has been shown that the
depressive-anxiety component of the disease process is related to the phenomenon of a
proportional increase in the frequency of chronic courses of civilizational diseases and the
number of cases of long-term disability or permanent disability. The current observations and
research on the COVID-19 pandemic are preliminary, the more so as the full medical,
economic and social consequences are only gradually being fully revealed. The discussed
relationships are of particular importance for the population of old people, which is affected
by a high percentage of chronic diseases and the incidence of emotional disorders, because
depressive symptoms increase with the increase in the number of accompanying diseases. The
prevalence of anxiety-depressive disorders in the elderly depends on the presence of chronic
diseases, the degree of disability and dependence on the help of family and third parties. In
some of the studies, senior individuals forced to use social welfare due to disability or
financial problems showed over 70% tendency to develop depressive symptoms. Depressive
symptoms were found in 30%-40% of people diagnosed with bronchial asthma. People after a
heart attack show similar results. In some studies, neoplastic diseases caused depressive
disorders in 24% of patients. But there are also observations of groups of patients with cancer,
in which 91% reported depressive disorders. Depression in the elderly occurs in 30%-50% of
people after stroke, where PSD (Post-Stroke Depression) is its specific form and occurs after a
span of six months to a year after a stroke.

Memory impairment (dementia, Alzheimer's disease) is a particular problem in old age.
Elderly people may have memory impairment, difficulty concentrating and short-term
memory problems. Recently, scientists have been conducting research on the relationship
between depression and Alzheimer's disease. It is believed that depression may be both a
contributing factor and a component of Alzheimer's disease. Depression in the elderly is often
very symptomatic of Alzheimer's disease, creating diagnostic difficulties and often delaying
diagnosis and proper treatment.

The above-described background of rapid civilization changes, their acceleration and
instability characteristic of the breakthrough of the civilization epochs make the old people,
who have always been the posthumous children of the preceding civilizational period, be now
separated from the current technical, informational and mental flow to a degree that
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significantly increases their disability and rejection. The existence and material mechanisms
that previously maintained the importance of seniors, such as the transfer of a family business
or a farm, have mostly disappeared, and the depreciation of all authorities has stripped them
of the authority and heroic deeds of the past. Family ceremonies related to the passing and
death have been turned into a corridor death in oblivion, which everyone wants to forget as
soon as possible. A typically Polish phenomenon of old people maintaining their flat or a farm
as their lifetime achievement at the expense of a huge personal sacrifice which is supposed to
attract their children back to the country from a temporary emigration, often becomes a pitiful
failure. Pious listening to "the wisdom and judgments of the old people”, who are now more
often treated as shabby gages, guilty of failing to provide their children with material values
or education, which were available to their peers from wealthy countries that have not been
affected by the cataclysm of war and occupation. The undertaken countermeasures, such as
the universities of the third age, which | personally support, and the actions of local self-
governments and social organizations, still cover only a marginal part of the old people
community in Poland, which is becoming the dominant social group.

The outbreak of the COVID-19 pandemic caused a sudden worsening of the mental
condition of multimillion populations, as referred to above.

The current observations and research on the COVID-19 pandemic are preliminary,
the more so as the full medical, economic and social consequences are only gradually being
fully revealed. The discussed relationships are of particular importance for the population of
old people, which is affected by a high percentage of chronic diseases and the incidence of
emotional disorders, because depressive symptoms increase with the increase in the number
of accompanying diseases. The prevalence of anxiety-depressive disorders in the elderly
depends on the presence of chronic diseases, the degree of disability and dependence on the
help of family and third parties. In some of the studies, senior individuals forced to use social
welfare due to disability or financial problems showed over 70% tendency to develop
depressive symptoms. Depressive symptoms were found in 30%-40% of people diagnosed
with bronchial asthma. People after a heart attack show similar results. In some studies,
neoplastic diseases caused depressive disorders in 24% of patients. But there are also
observations of groups of patients with cancer, in which 91% reported depressive disorders.
Depression in the elderly occurs in 30%-50% of people after stroke, where PSD (Post-Stroke
Depression) is its specific form and occurs after a span of six months to a year after a stroke.

Memory impairment (dementia, Alzheimer's disease) is a particular problem in old
age. Elderly people may have memory impairment, difficulty concentrating and short-term
memory problems. Recently, scientists have been conducting research on the relationship
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between depression and Alzheimer's disease. It is believed that depression may be both a
contributing factor and a component of Alzheimer's disease. Depression in the elderly is often
very symptomatic of Alzheimer's disease, creating diagnostic difficulties and often delaying
diagnosis and proper treatment.

The above-described background of rapid civilization changes, their acceleration and
instability characteristic of the breakthrough of the civilization epochs make the old people,
who have always been the posthumous children of the preceding civilizational period, be now
separated from the current technical, informational and mental flow to a degree that
significantly increases their disability and rejection. The existence and material mechanisms
that previously maintained the importance of seniors, such as the transfer of a family business
or a farm, have mostly disappeared, and the depreciation of all authorities has stripped them
of the authority and heroic deeds of the past. Family ceremonies related to the passing and
death have been turned into a corridor death in oblivion, which everyone wants to forget as
soon as possible. A typically Polish phenomenon of old people maintaining their flat or a farm
as their lifetime achievement at the expense of a huge personal sacrifice which is supposed to
attract their children back to the country from a temporary emigration, often becomes a pitiful
failure. Pious listening to "the wisdom and judgments of the old people”, who are nhow more
often treated as shabby gages, guilty of failing to provide their children with material values
or education, which were available to their peers from wealthy countries that have not been
affected by the cataclysm of war and occupation. The undertaken countermeasures, such as
the universities of the third age, which | personally support, and the actions of local self-
governments and social organizations, still cover only a marginal part of the old people
community in Poland, which is becoming the dominant social group.

The modern world is economically, politically and ideologically divided, which results
in the division in medicine. Western medicine developed expansively in the last century, a
flagship product of the now ending industrial age, which boasted of doubling human life
expectancy in the 20th century and promised to bring about immortality. In practice, it built a
huge pharmaceutical and medical industry, one of the most profitable industries and one of the
largest employers, becoming the proverbial bottomless pit and one of the main financial
problems of Western countries. Apart from the undoubted successes of medicine, there are
often also apparent ones, difficult to assess in the global balance sheet. Decrease in mortality
in Poland, observed after a significant practical inhibition of the universal health service as a
result of epidemic restrictions is the evidence of a dead end, in which Western medicine is -
dominated by the interests of the pharmaceutical industry and the medical industry. Despite
the COVID-19 epidemic the decrease was of 8% in April this year compared to April 2019. A
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similar link was observed in the aftermath of the health service lockdown related to health
care strikes in Israel, Canada and California. Modern Western medicine is a product of a toxic
industrial civilization that damaged the biotope and disabled vital defence mechanisms of man
and the surrounding biocenosis, stepping into its place as an essential element of life support.
From patient-oriented, classical, point-impact medicine to health emergencies, Western
medicine is now evolving into a life-support industry, a production line of poorly coordinated
specialists, each prescribing the same preparations, or drugs that collide with each other.
Many older people take 15-20 preparations, which causes large-scale side effects. The main
suffering of old people is loneliness, a sense of fear and helplessness in the face of progressive
infirmity and impending death. Instead of the antidote in the form of hopeful contact with a
physician, a living human being, the patient has contact with an analytical machine and a
defensive medical officer. As a response to another complaint, the patient is given another
drug, leading to absurdity - the most common first action of a geriatrician that the patient has
been lucky enough to get in - is to decimate the amount of drugs taken, often duplicating
themselves or remaining in toxic interactions with other drugs taken. In practice, the
specificity of metabolism and drug response in old age are ignored. Metabolism related
problems in seniors can have various causes. Bad nutrition, the effects of cancer, the effects of
medications - all of this contributes to problems with the digestive system. The effects of
dementia disorders also affect nutrition and fitness (forgetting to prepare a meal, incomplete
or omitted / too large purchases, etc.). Malnutrition (also dehydration!) or overeating make the
body function improperly, which in turn, affects the mental state of an elderly person. A
significant factor is also the lack of physical activity of seniors - regular physical activity
increases the overall mental and physical well-being of the elderly. It also reduces the risk of
worsening of depressive symptoms, it reduces sleep disorders. Depressive states in elderly
people are often associated with the side effects of drugs, including sedatives such as
benzodiazepines and haloperidol, chlorpromazine or fluphenazine, which is exacerbated by
frequent addictions to tranquilizers and hypnotics. The discussed problems were multiplied by
the consequences of the COVID-19 pandemic, such as quarantine with isolation from the
loved ones or a significant reduction in the availability of health care. The isolation of old
people during a pandemic often poses a risk of not only loneliness, but also lack of supplies of
food, medicines and hygiene products. Under the slogan of protecting their health, contacts
with the family, which were so symbolic before, are often suspended. Nursing homes are a
separate topic having the highest number of victims during the pandemic. They are focused on
minimal costs, they employ staff working in several houses, who are a seedbed of infections,
and provide nursing and medical care which usually is insufficient. What is most needed for a
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modern patient, and especially for an elderly patient, is a direct contact with a doctor. Not
with a robot that speaks a human voice, but directly with a doctor. There are numerous
administrative and technical obstacles on the way, and when they are overcome, it turns out
that the doctor is not prepared for this conversation, treats the patient as a problem and a
threat and tries to delegate another person of support staff to his place or postpone the matter
indefinitely. The author discusses in detail the issue of psychological patient-doctor relations
as well as the psychological threats associated with the profession of a health care worker in
other publications [13].

Returning to the topic of depression and anxiety disorders, which are one of the main
health problems of seniors, they constitute a particularly important problem during the
COVID-19 pandemic, so they should be discussed in more detail. Attempts to solve the
problem of affective disorders through the widespread, chronic use of antidepressants have
failed. The widespread use of antidepressants in the US has not reduced the incidence of
affective disorders, although it has massively increased the spending on treatments and the
revenues of pharmaceutical companies. In some urban agglomerations, such as New York,
water pollution with excreted metabolites of antidepressants has become a serious
environmental problem. Lobbying of pharmaceutical companies is one of the reasons of the
almost non-existent budgets for research into potential causes of affective disorders other than
biological, including the anthropological and cultural approach to the problem of affective
disorders, which has been addressed by the author and researchers related to him a long time
ago already, interested in interdisciplinary cooperation on this problem [15, 16, 19, 20].
Maintaining a narrow understanding of depression as a disease analogous to all other disease
entities and applying an analogous treatment and prevention methods to it, faces significant
barriers both in theoretical and practical terms — both treatment and prevention. The declared
majority of cases of depression do not meet the nosological criteria for being considered a
disease, therefore the terms "depressive episode™ or "depressive syndrome™ are used in
diagnosis. Their prevention and treatment are dominated by psychotherapeutic and
sociotherapeutic influences and they predominantly have a chronic course associated with
somatic diseases. In most cases of depression a consistent procedure and analogous to the
procedure in cases of somatic diseases, leads to invalidity accompanied by a partial or
complete withdrawal from professional and personal activity of the patient and adaptation to
passive endurance in a separated island of the "Archipelago of health care™ [13]. In a situation
of a rapid increase in the incidence of depression and anxiety disorders in the countries of
Western civilization, reaching 25% of the general population, there are no financial and
organizational possibilities to provide for the treatment and prevention of those disorders in an
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analogical way, typical of somatic diseases treatment and prevention. An additional factor
complicating the situation is the rapidly progressing "psychosomatization™ of basic biological
diseases, where the psychological component of the disease, including affective disorders, is
most often decisive for the transition of the disease into a chronic one, and it becomes the
dominant component of the disease. The above-mentioned reasons lead to the view [20] that
most cases of depression accompanying somatic diseases are adaptive symptoms of a
defensive-adaptive nature, which are a manifestation of the proper functioning of the body,
signalling a disease similarly to pain and leading to the exclusion of an individual from social
functions in order for the individual to gain energy to fight disease. In this sense, depressive
reactions are an integral part of the symptomatic syndrome of somatic diseases [10, 11, 12].
Depression, which is a physiological defence reaction, becomes an independent disease in an
unfavourable, prolonged course of a somatic disease, constituting a complication of the course
of the disease itself. The understanding of depression outlined in this way is clearly visible
from the point of view of anthropological analysis or evolutionary psychology. The
mechanisms of emotional reactions are very old, inherited from their predecessors in
phylogenetic development - such as the anxiety mechanism, which is now one of the main
elements of the human social functioning structure. In this sense, anxiety is a defence
mechanism if it is in the physiological range of severity and is adequate to the environmental
situation, allowing for its constructive use, thus fulfilling the features of a favourable defence-
adaptive mechanism. According to the author [15, 19], a similar situation takes place in the
case of depressive reactions. According to the author, from the phylogenetic perspective, they
are old reaction mechanisms to a biological, psychological or social threat. The depressive
reaction encompasses the whole organism, slowing down its functioning and reducing energy
expenditure while at the same time stimulating biological defence mechanisms. Prolonged
depressive states and the related stress lead to the inhibition of cellular and humoral immunity.
As confirmed by the meta-analysis of 300 studies, a strong inhibitory effect of stress on
cellular and humoral immunity has been proven [6]. Many further studies have shown a
stimulating effect of stress hormones both on the formation of neoplasms and their
offensiveness and their growth rate. Behaviour related to depression transmits a signal to the
rest of the group at the same time, resulting in the group unburdening the individual from
effort related activities and taking care of them. The image of depressive reactions that
functioned in anthropoids millions of years ago and in modern man tens of thousands of years
ago was significantly different from the one observed today. The living conditions then
required frequent movement and a good physical condition. This allowed only for a relatively
short period of a limited migration by the herd's due to dysfunction of one of its members.
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Thus, everything indicates that the depressive reactions occurring at that time were short-
term, severe in course, with a strong accompanying somatic reaction supporting recovery. In
the absence of a positive effect of this reaction, according to the author's hypothesis [19, 20],
evolutionary auto-elimination mechanisms are activated, subordinated to the benefit of the
group’s survival at the expense of the fate of an individual. The process of activation of
biological auto-elimination mechanisms was called by the author Thanatosis [18]. The
concept of thanatosis in the meaning described by the author uses, on the one hand, the In the
understanding described by the author, the term of thanatosis uses on the one hand the term of
thanatosis functioning in ethology [5] denoting the behaviour of animals imitating their death
in a threatening situation, and the concept of apoptosis from the field of cell biology, where
cells activate their self-elimination when they lose control over their own modifications in a
way that threatens the rest of the body's cells. Despite the progress of civilization
development, archaic mechanisms of thinking and acting survived in modern man and they
surface in a situation of the social structure destabilization [11]. Thanatosis can take place as a
fast-running process of self-elimination by means of a sudden cardiac death, which remained
as a phenomenon mainly in primary cultures, it can also have a subacute or chronic course,
carried out by means of inhibition of biological defence mechanisms. Then, the immune
defence is suppressed at the humoral and cellular level, which leads to the activation of
disease processes with an inflammatory component and neoplastic processes [2]. Depressive
symptoms worsen becoming a fully symptomatic depression, accompanied by a loss of will to
live and, most often, acceptance of moving further away from life. The mechanism of
stimulating self-destruction processes through the loss of a partner and social bonds, is
documented in studies on the relationship between increased mortality and reduction in social
relationships, it is documented in studies showing a significantly higher mortality from a heart
attack in single men. [7, 8] In other studies, the reduction of cellular immunity in people who
lost their life partner was confirmed. This supports the thesis that the breach of the
interpersonal relationship based on the bonding mechanism leads to the activation of the
Thanatosis mechanism. The described dependencies are the reason for a significant
deterioration of the course of chronic diseases observed in seniors and the frequency of
neoplastic diseases in the situation of loss of a life partner. A similar effect is observed with
the breakdown of an internal volitional support and the loss of meaning in life and the will to
continue to endure, while it is an independent dimension of mental functioning, only partially
related to depression. Only considering the anthropological perspective of perceiving

depression, anxiety disorders and chronic civilizational diseases allows for a full picture of the
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health condition of old people, which until recently was dealt with by diagnosing a senile

depression, normally occurring in senile age, and senility and dementia related to old age.
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Maria Luszczynska, Death and dying vs. COVID-19 - a hermeneutic
approach toward understanding the social process

“Being unable to cure

death, wretchedness and ignorance,

men have decided, in order to be happy, not to think about such things.”
Blaise Pascal

Introduction

According to anthropologists, awareness of one’s impending death is one of the
elements that distinguishes humans from animals. [36 p.35-37]. As a universal, future and
inevitable event that affects every member of society, death has always aroused the great
interest of both individuals and entire communities. The SARS-CoV-2 pandemic has
intensified the social processes of experiencing dying and death, although it still remains
unknown to what extent.

COVID-19 spread around the world throughout 2019 and 2020. Although it was
disregarded and treated as a local threat at first, within a couple of months, it spread around
the world. It began its crusade in the Chinese city of Wuhan and then developed into several
dozen mutations typical for various regions of the world at a rather dynamic pace [44].1 And it
is still attacking. According to statistics published on Bloomberg.com as of 30 April, since
January 2020, 151 592 370 people worldwide had been infected with the coronavirus. This
means that based on official data, as of 1 May 2021, 2% of the world’s population had been
infected with SARS-CoV-2 [46]. These figures certainly do not reflect the pandemic’s actual
state as they fail to take into account people who self-medicate or have asymptomatic COVID
infections. In addition, there may be limitations in the number of cases resulting from
disproportionate testing. In many countries, particularly those less industrialized and less
developed, national statistics do not reflect the true scale of the phenomenon. Estimates

suggest that when considering these factors, the actual number of infections worldwide is ten

! Reykjavik-based deCODE, a company that analyses the human genome, has tracked 40 coronavirus mutations.
Research results have yet to be published, however this research company can be trusted as key genetic risk
factors of various diseases from cardiovascular diseases to cancer have been discovered in their laboratories.
DeCODE Genetics tested 9 768 samples taken from Icelanders for SARS-CoV-2, and then subjected the isolated
virus to full genome sequencing that revealed certain findings regarding the evolution of pathogens and its
transmission chain. The company’s director, Kéri Stefdnsson, announced that 40 mutations had been detected in
the inhabitants of the island. One individual was infected with two separate variations of the virus. The Icelandic
Ministry of Health tested anyone who had shown signs of infection or were qualified as people at risk of
contracting COVID-19. Furthermore, deCODE Genetics tested 5 571 people who did not have any symptoms
and were not at risk, but volunteered themselves for testing. It turned out that among them, there were 48
asymptomatically infected individuals. https://www.bloomberg.com/news/articles/2020-04-22/iceland-is-the-
perfect-country-for-studying-covid-19 (1.05.2021)

24


https://www.bloomberg.com/news/articles/2020-04-22/iceland-is-the-perfect-country-for-studying-covid-19
https://www.bloomberg.com/news/articles/2020-04-22/iceland-is-the-perfect-country-for-studying-covid-19

times higher, i.c., one fifth of the world’s population has been infected with Sars-CoV-2
within the last year. [45, 45].2

This proves the speed at which the virus has spread and the official number of deaths
caused by SARS-CoV-2 indicate its danger. As of 1 May 2021, the number of people
worldwide whose death is believed to be caused by COVID-19 amounted to 3 184 017 [46].
These numbers are updated on an ongoing basis. Given that doctors determine the cause of
death, it can be assumed that these figures may also be underestimated and overestimated.
The difference in numbers is due primarily to discussions about whether COVID-19 itself is a
direct cause of death or contributes to the patient’s general health condition and occurrence of
underlying illnesses. Medical specialists claim that the actual number of deaths caused by the
coronavirus pandemic will be significantly higher in coming years due to the unknown
magnitude of delayed negative impact on human health.

Due to its magnitude, the COVID-19 pandemic has had an exceptionally significant
impact on social life. Among the solutions introduced by certain societies, there have been
complete or partial restrictions in social and professional interaction, closures of public space,
including educational, cultural, recreational, sports and gastronomical facilities. The pandemic
has also affected professional activity and has placed significant limitations on health care
services, which consequently that has been dominated by a systemic reaction to SARS-CoV-2
infections. From the state’s perspective, these restrictions were based on fear of an economic
crisis resulting from extreme loss of human life due to the pandemic. On the other hand,
citizens complied with these restrictions out of fear of death. On the one hand, this fear led to
aggressive attitudes towards people who had come into contact with the virus (e.g., health
care providers or sanitary service officials). On the other hand, it made people realize on a
mass scale the common need to support members of a given society whose access to goods
and services has been cut off. Fear of death brought to life both the best and worst in people,
depending on their ability to control it.

In this chapter, a hermeneutic analysis of the phenomenon of death will be undertaken.
Death is a universal experience of the human condition; however, in the era of the COVID-19
pandemic, it can reveal new social processes that may transform society’s attitude to death.
These reflections aim to answer how the COVID-19 pandemic may affect people’s attitude to

death and if it encourages or distances them from searching for answers to existential

2 Here, reference should be made to two mathematical models created by two academic teams - a research team
at Columbia University has constructed a mathematical model that gives a much more complete — and scary —
picture of how much virus is circulating in our communities. https://www.npr.org/sections/health-
shots/2021/02/06/964527835/why-the-pandemic-is-10-times-worse-than-you-thin. Another mathematical model
created by scientists at the University in Biatystok based on the number of deaths should also be noted, compare:
https://covid-model.net/
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questions. This the first modest attempt to present social phenomena in the perspective of the
hermeneutics of death with regards possible changes in social awareness and identity in the
“COVID-19 era”.

The social understanding of death - from acceptance to tabooisation
The dying process, brought to an end by death itself, is the most universal of all human
experiences. It is also often said that death is the fairest experience that treats everyone
equally — regardless of social status, wealth and other factors determining our social position.
The process of death occurs in parallel to the process of our lives. Death is a reliable life
companion. Over the ages, many philosophers and philosophical thinkers have created
multiple theories on human death. Practically every philosopher who has addressed
ontological and epistemological issues has offered their own interpretation of human life and
dying [42].2
Personal awareness of this common fact of human existence may elicit various
reactions. On the one hand, people may be conscious of their mortality and make decisions
regarding different attitudes — feelings, behaviours and thoughts. On the other hand, they can
gradually repress knowledge of their inevitable mortality. Death is then experienced indirectly
— as an event occurring in other people’s lives in various degrees of social proximity. It may
also be denied entirely and thus ignored until the final years or months of one’s life. Death
then remains unexperienced, marginalized, isolated and hidden. In this case, it could be said
that the dying process, experienced by all, becomes the most profoundly repressed truth
concerning humanity.
While reflecting on the social dimension of dying and death, the following elements
constructing this dimension can be distinguished:
e the process of shaping social awareness about death, including thanatological
education;
e relationships with those dying — social rituals, the social status of dying individuals
and attitudes towards these people;
e social rituals associated with fatal illnesses, death and funerals;
e issues relating to procedures and customs of dealing with corpses;

e funeral ceremonies — rituals, cemeteries;

3 | intentionally do not refer to specific scholars and specific points of view, because the objective of this chapter
is not to provide such an overview. | believe that pointing out selected authors would set out a philosophical
perspective in this text, which this would miss the main purpose of this chapter - analyzing the dying process and
death in the social perspective. Professor Gogacz provides a solid philosophical overview of the concept of
death, cf., http://katedra.uksw.edu.pl/gogacz/artykuly/028_filozof ujecie_smierci_wydruk.pdf

26



e the commercialization of funeral services;

e the mourning process - people’s social situation after losing a loved one;

e society’s cult of the dead, notably the departed who enjoy above-average social
attraction;

e legacies, insurance, inheritance, wills, and benefits/losses caused by death, not only
financially but also in terms of intergenerational transfer.

Over the years, various societies and cultures have created social norms to deal with
death in relation to the elements mentioned above.

In particular periods of history, attempts were made to become accustomed to this event
by means of developing a set of behaviours and rituals that were to be applied within the
communal experience of death. Initially, death and all associated ceremonies changed the
community’s time and space in an essential way. Moreover, it impacted the family and the
entire village, local environment, urban residential areas, and larger spaces of social
perception. At the dawn of social history, people died in public, and the entire community
reacted to their death. In primitive cultures, anyone was allowed to enter the dying person’s
residence, even if they were unknown to the family. For example, in early Poland, the funeral
ceremony consisted in displaying the corpse in the house of the departed (usually for three
days) accompanied by all-night mourning and prayer. On the day of the funeral itself, people
gathered to take the deceased’s body from the home, hitting the threshold three times as a sign
of his/her bidding farewell to that place. Afterwards, the body was led to the grave in a funeral
procession, followed by a mourning feast (the so-called funeral meal). After these ceremonies
had concluded, the mourning process began that customarily lasted a year; however, there
were cases in which the mourning period could have lasted for years or until the death of the
person in mourning.

In the Middle Ages, death was a universal human experience; awareness of it
accompanied people’s daily thoughts and actions. The remembrance of death contributed to
the emergence of axiological systems upon which the social order was built. Temporal
concerns were considered in the context of the “vanity of life”. The medieval saying memento
mori (remember that you have to die) constantly served as a reminder that everyone was
mortal and simultaneously functioned as the moral regulator of human behaviour.

Death is also a common human experience in the face of epidemics decimating the
population, high infant mortality, frequent wars, all forms of battle, and public executions.
Almost every adult has had to confront death and the sight of dead bodies. Moreover, both
adults and children die. Cemeteries were located in the centre of the settlement as a reminder
of the inevitability of death.
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The social understanding of dying and passing was deeply rooted in faith, which gave
birth to a specific belief: dying was considered a process of passing, and death was the next
stage of life and not its conclusion. This faith enabled people to better cope with dying.
Furthermore, death was also treated as an indisputable decision made by God, which evoked
fear or even extreme terror, but it was met with passive acceptance rather than resistance.
After all, God gives life and decides when it comes to an end. Although there were many
emotional reactions to the death of loved ones, including despair and sadness, death was
always treated naturally and openly. Moreover, the person dying was generally aware of their
condition. Death was preceded by various religious and family rituals that provided those still
living with a specific pattern of behaviour in dealing with the situation. According to the
Christian tradition, people who were dying had to reconcile themselves with God, say
goodbye to their family, convey recommendations concerning the time after their death, and
pass on a kind of will. As a rule, property was distributed. This openness to death made it a
“tamed death” [1].

Changes in social attitudes towards death can be observed in the Enlightenment era.
Developments in science and the progressive secularization of life began to diminish the
impact of religious interpretations of death. Traditional rituals of passing also started to
disappear; death began to be treated not as a vehicle transporting people from one existence to
another but as a transition to nothingness. The role of the clergy, who assisted in carrying out
the act of passing and offered interpretations of death to help people accept it, also
diminished. The suffering encountered by the dying person, which earlier could be offered to
God and treated redemption for sins, slowly ceased to fulfil this role and became an
unnecessary and terrifying experience.

These changes triggered an increased fear of death and dying. However, death remained
an element of everyday life. Children were not protected against knowledge of it, as is
currently the case. At the same time, medical advancements gave the hope that death could
be postponed.

An increasingly better understanding of anatomy and physiology and discoveries such
as the microscope made it possible to diagnose and treat illnesses more and more effectively.
Therefore, death was no longer inevitable when life-threatening situations arose. Such
medical achievements offered hope that death can be conquered; however, at the same time,
accepting and treating it in a natural way became more difficult.

During the Industrial Revolution, all of these trends intensified. The acceleration of
medical advancements and the emergence of new medical technologies meant that once

deemed incurable illnesses were commonly treated. Knowledge of aseptic procedures and the
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possibility of using ether in anaesthetics during surgery contributed to new successes.
Personal hygiene and living conditions improved, and the average life expectancy increased.
Mortality rates decreased, which was particularly visible in statistics on infant and child
deaths.

At the same time, institutional medicine was developing: treatment, and therefore dying,
occurred in hospitals increasingly more frequently. As a result, these events were distanced
from natural human environments and moved from the sphere of direct family experience to
medical facilities. “Specialists” began to be engaged in the dying process, and those dying
were surrounded by doctors and nurses and not their loved ones. People began to be seen as
“patients” in categories of “health or illness” and as those dying in profound isolation, often
without their families with them, in conditions of sterile isolation.

Distancing younger generations from death in the first half of the twentieth century
made the death of older people increasingly more noticeable. Visions of incurable illness
emerged wreaking fear and havoc and were symbolized by screens and hospital isolation
rooms separating/isolating the dying patients to hide their agony. Therefore, the hospital
became a place of alienated, defenceless death with a lost individual character.

Patients do not want to die in a hospital; however, dying at home is not possible for
many of them. Families and caregivers are not able to provide them with the appropriate
conditions, around-the-clock care or, for various reasons, are unable or unwilling to do so.

The rise in the power of medicine also led to a re-evaluation of its purpose. Providing
treatment and life support up to the final stages of life has become imperative for doctors, and
a patient’s death is considered a medical failure. Therefore, treatment is initiated even when
everything suggests that nothing can be done to save a patient’s life. Spectacular healings in
hopeless cases indeed occur, which sustain faith in the efficacy of fighting death until the very
end. However, such situations are rare, and in the majority of cases, they lead to additional
suffering for the person dying, particularly when intensive and aggressive treatments are
applied.

Moreover, new ethical problems arise. Such issues include the definition of death and
determining the moment it occurs, moral conflicts associated with prolonging life or hastening
death, medical experiments and organ transplants from deceased donors, and even questions
related to speaking with the dying about their impending death.

Death ceased to be a direct social experience and began to be subject to tabooisation — it
was forced out of the common social experience. Tabooisation intensified more or less in the
period of the First and Second World Wars due to vast number of deaths and defensive
desensitization to it. In the mid-twentieth century, death ceased to be a public ceremony and
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was “pushed into the realm of deep privacy”. “Discrete” funerals attended by the deceased’s
closest family and friends were much more common. The family asked that condolences not
be offered, signs of mourning disappeared, and expressing pain and despair after losing loved
ones became unnatural and unfashionable.

Several factors testify to tabooisation:

e reluctance or even avoidance of any contact mediated by the senses, e.g., something
or someone associated with dying and death. This tendency can be vividly observed
in situations in which someone requires reanimation in a public setting. The
reaction of witnesses clearly shows that what occurs in such situations can be
described as the depersonalization of death;

e restraint in showing emotions, or suppressing and not flaunting any signs of
mourning, the dominance of the denial of death rather than coming to terms with it
through experience, as well as efforts aimed at returning to “normal” as quickly as
possible, i.e., life prior to someone’s death. In the contemporary experience of
mourning, there is not much space for grieving, mourning and resentment;

e the absence of communication (from direct to mediated forms, broadly understood
cultural texts and media images), the lack of conversations about issues relating to
death and silence in this regard that leads to the belittlement of death and dying.
This fact may be associated with reluctance to cause oneself pain, and in a certain
way, is related to and directly engaged in the dying process or the death of a close
loved one.

Death and dying are awkward topics. There are euphemisms used that aptly avoid the
bluntness of death, i.e., “someone passed away.” People began to hide the dying process from
the dying themselves, and reluctance to be in their presence has increased. We avoid visiting
them, even if they are our close friends. Often, news of an incurable illness results in the
patient’s social isolation precisely because of the inability to address this complicated topic.

New terms emerge, including the death crisis [2], code of silence [18], deconstruction of
mortality [2, 3], denial of death [11], sequestration of death [26], dying of death [37], and
wish-dream [11].

British sociologist and anthropologist Geoffrey Gorer, considered the pioneer of the
sociology of death, was the first to employ the term ‘tabooisation’. Gorer’s text is already a
classic. However, the thesis taken from his pioneering speech, in many respects, is still today
one of the critical issues of debate in thanatology and the sociology of death. Gorer assumed
that specific topics and areas of human experience are treated as being inherently scandalous

or offensive. Therefore, they are not to be discussed or mentioned openly; and experiencing
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them is done in secret and associated with feelings of guilt or inferiority. According to Gorer,
death as a natural process has become gradually unspeakable, and therefore placed in the
sphere of taboo as was previously the case with sexuality. While the taboo of sexuality gave
way to the spread of perverted sexuality, so taboos on dying have resulted in the eruption of
the pornography of death today.

Consequently, natural death is increasingly disguised by prudishness, while violent and
unrealistic deaths play a more predominant role in the mass media and pop culture. Death is
removed from the horizon of awareness, the sphere of human and emotional experiences, thus
allowing the so-called “pornography of death”, which means the fashion for ubiquitous and
blatant death connected with aggression, slaughter, blood, massacre and violence. In effect,
death is trivialized, ridiculed, exaggerated and even treated as amusement. This distorted
image of death appears in news broadcasts, pop culture, art, films and advertisements. It could
be said that they depict death in the third person — it affects him/her or them. It rarely affects
the second person — you (singular), you (plural), and never as me/us.

In this manner, the primal human fear of one’s own death is neutralized, displacing
traditional customs associated with mourning, which points out the extent that contemporary
people are not able to cope with fundamental existential problems.

In conclusion, the crisis of death described as “inverted death” [1] is based on pushing
death beyond the boundaries of social awareness and that of the individual, a process that is
only deepening in the post-modern era. This process is caused by the following factors:

e the medicalization of death — removing death from social awareness due to medical
advancements.

e the secularization of life — reducing the significance of death and religious practises
related to death;

e industrialization and urbanization — concentrating social awareness on progress,
changes in social structure and environment, and work culture;

e technological progress — associated with medicine and treatment procedures;

e demographic changes — prolonging life, improving its quality, decreasing the number
of deaths in children;

e transformations in the hierarchy of social values — in the emerging industrial relations,
healthy, non-disabled and productive individuals enjoy greater recognition than the
elderly who were once appreciated for their life experience;

e changes in family structures — “branched”, multi-generational families have been

replaced by nuclear families characteristic for urban life. Family ties have weakened,
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and younger generations have started to lose their ties with older family members, who
were most often ill and dying.

These tendencies lead to the progressive marginalization of older people and turn
society’s attention from their problems, illnesses, disabilities and dying process.
Consequently, the negation and removal of death from social awareness are deepening, and
this phenomenon has dominated people’s attitudes towards death since the mid-twentieth
century.

Early cultures, more immune to death, created the model of “tamed death”. People died
at home, surrounded by their close family, reconciled with this fact [1, 34, 35]. Today,
significantly more people would rather die quickly, painlessly, under anaesthesia, or when
asleep. For this reason, the topic of death is ignored, silenced and uncomfortable. Medical
advancements have abolished the clear line between life and death and have led to the

institutionalization of death. This has also impacted the way death is perceived.

The Hermeneutics of Dying and Death

The hermeneutics of death, understood as the capability of experiencing and describing
the end of one’s life, cannot be experienced since the possibility of reflecting on the final
moment of one’s life ends with death itself. The hermeneutics of death can only be
reconstructed indirectly by understanding the death of others, most often that of close friends
and family. It is associated with a voluntary and conscious decision to come into contact and
in relation with a dying person, which may be difficult due to fear of death.

Since death is inconceivable to human reason, thanatologists have been developing a
more accessible version - the hermeneutics of dying, which is emerging as a very “human”,
and at the same time, humble and curious reaction to the phenomenon of death. Here,
hermeneutic thought returns to its sources. In addition to focusing on understanding, it
attempts to determine the conditions for understanding it, and — as a manifestation of the
human factor — to tear away even a fraction of that which can be grasped by reason, that
which cannot or wills not to be understood — i.e., the mystery of death.

That which can be grasped in the hermeneutic perspective is not the state of death but
rather the dying process itself. Thus, what is to be understood is never fully comprehended but
is constantly being discovered. On the one hand, the subject of hermeneutics is awareness of
the inevitability of death as an element of life, a certainty of existence, but also certain
paradoxical, and by definition, imperfect anti-experiences of death associated with a lack of

experience and knowledge that can only be anticipated as an impression, feeling or
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imagination. Thus, this inability to experience “the inability to experience” is absolute
philosophically but not existentially.

The hermeneutics of dying concerns situations in which the reality between life and
death meet as closely as possible. It is only in this space “in-between”, where life has almost
come to an end and death has almost occurred, that it is possible to find out about something
that resembles death as closely as possible. The hermeneutics of dying possesses yet another
feature that the hermeneutics of death does not — namely, the language by which it is possible
to describe what can be understood [9].

In the context of dying, language is expressed in the message of the deceased’s final
will, his/her instructions and desire concerning the future, or as a farewell. These messages
are connected with the final moments of life and expressed in the presence of witnesses.
Today, wills are drawn up at an earlier time, are anticipatory in nature and may be subject to
modification. Although expressed in the broader context of life, the words of the will
momentarily bring the person expressing their last will into contact with the awareness of
their own dying process. One could speak of the anticipatory dimension of the hermeneutics
of dying, which concerns me as “myself” and in the participatory dimension, i.e., concerning
my participation in the dying “you”. The latter is the only possible situation in which an
informed hermeneutic description can be made. Furthermore, “my death” is beyond the scope
of leaving an inheritance; however, “your death” is the only area in which dying and death
can appear and be constantly described.

Among the authors who have contributed to the hermeneutics of death, predominant
hermeneutic thinker Hans-Georg Gadamer should be mentioned. While reflecting on the
experience of death, he looked at the accomplishments of technology and pharmacology made
for the benefit of not only palliative care but also for supporting human life (or rather the
functions of life) beyond its “natural” measure, with slight horror. Thus, death is not only
isolated from the public sphere, but it is also “alienated”. Gadamer claims that “modern
chemistry, equipped with anaesthetics, expropriates the person suffering. (...) At the same
time, it also excludes those who have experienced, either by passive or active participation,
this event” [9, p. 80-81]. Therefore, it follows that both death and dying are worth
(consciously) experiencing and are an integral and key element of human, and therefore —
intelligent existence in the world.

Thinkers are surprisingly unanimous in terms of the inability to emotionally or
intellectually grasp one’s own death. Ludwig Wittenstein claims that “death is not an
experience of life. Death is not experienced” [38, p. 81] and therefore, it would be better to

remain silent about it. Sigmund Freud expressed a similar view in his text entitled Our
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Attitude Towards Death when writing that “we cannot, indeed, imagine our own death;
whenever we try to do so we find that we survive ourselves as spectators” [7].* Martin
Heidegger, in turn, wrote that “death, as a possibility, gives Dasein nothing to be ‘actualized’,
nothing which Dasein, as actual, could itself be. It is the possibility of the impossibility of
every way of comporting oneself towards..., every way of existing” [13, p. 368]. Zygmunt
Bauman claims that “the only thing that thought cannot grasp is its own non-existence” [2, p.
21]. Similarly, the “father of thanatology”, Luis-Vincent Thomas, wrote that “as long as we
are alive, death exists in the images it suggests, and in the language that we use to describe it”
[30, p. 11]. Attempts to describe the experience of dying and death are possible by
understanding it in categories of the mutual relation of I and Thou. Thinkers such as Martin
Buber, Emanual Lévinas and Jozef Tischner wrote about the significance of this relation. The
mediation of experience in someone else’s dying process causes that I better describe the
dying process of Thou than my own, because My process is My drama, from which | distance
myself or despair over. The dying of Thou, regardless of how painful it is for me because of
the relationship of I and Thou, allows for greater awareness of this process with engagement,
but without avoiding it. It could be said that participation in the dying of Thou is the
foreground to my own death. Some authors have supplemented this relation with the aspect of
the love shown to the dying person [4, 16, 23, 31, 32, 40]. By this love, one experiences
his/her own death despite the impassible ontological barrier between Thou and I. To the
extent that the love-based subjective I-Thou relationship brings to life the new being “We”,
“Us” — to that same extent, the death of Thou turns out to be, to some degree, the death of I.
Although the | does not die physically, temporarily, it dies as the object of the I-Thou
relationship. The death of Thou destroys the | inasmuch as it was engaged in its relationship
with Thou, most often by virtue of love [40, p. 118-119].

The dying process is rooted in time. From the perspective of I, it is permanently
embedded in the future. However, if the | experiences the death of Thou, understanding this
process may refer to the past, present and to the future [15, p. 64].

The knowledge that we obtain thanks to the death of Thou, is a profound, personal
existential experience and is something radically new in relation to everything that we had
previously known. Before the | was affected by the death of Thou, the | saw only the

objective law of nature in human dying, to which we are all subject. However, after

4 Based on this observation, Freud came to the conclusion that “Our unconscious therefore does not believe in its
own death; it acts as though it were immortal. What we call our unconscious, those deepest layers in our psyche
which consist of impulses, recognizes no negative or any form of denial and resolves all contradictions, so that it
does not acknowledge its own death, to which we can give only a negative content. The idea of death finds
absolutely no acceptance in our impulses. (...) The fear of death, which controls us more frequently than we are
aware, is comparatively secondary and is usually the outcome of the consciousness of guilt”.
https://www.gutenberg.org/files/35875/35875-h/35875-h.htm (10.05.2021)
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experiencing the death of Thou, an understanding emerges that transcends the ordinary
description of nature and now engages not only in academic objectivity but also in subjective
emotional, intellectual and often spiritual engagement.

Understanding, language, time and the I-Thou relationship are the elements of the
hermeneutics of dying that may be employed when analyzing the impact COVID-19 has on
the awareness of dying and social attitudes towards death. Later in the text, they will be used
for preliminary analyses of the social reality that has constantly been evolving since the global
pandemic outbreak. The main subject of the analyses is that what is currently taking place in
the social understanding of death, whose shadow has been the broadest context for all the
behaviours, reflections, images and experiences that have organized social life in the COVID-

19 era.

The Fear of Death as a Social Force that Builds the Identity of (Im)Mortality

The peculiar marginalization of death has contributed to the social distortion of the
image of death, which has changed from so-called “tamed death” into “death gone wild”,
driven out of everyday life. The extent to which death is feared indicates the scale of taboo,
but the main problem is found in using such concepts as denial or the two-dimensional fear:
CONSCious - unconscious.

In attempts to understand how COVID-19 has impacted attitudes towards dying and
death, it is crucial to look at the fear that death invokes and the attitudes people may have in
reaction. J. Makselon distinguishes three main components of the attitude towards death: (1)
thinking about death; (2) fear of death; and (3) defence mechanisms [24]. In turn, A.
Ostrowska believes that fear is the most crucial dimension of the attitude towards death [28].
Judging by the amount of academic work devoted to the particular dimensions of the attitudes
towards death, this is currently the dominant opinion [6, p. 282-288; 18, pp. 1-25; 33, pp.343-
365; 5, pp. 713-733; 39, pp. 83-92; 27, pp. 121-148; 10, pp. 113- 128].

In K. Gebert’s opinion, death can be feared only when it is imagined, and since it is a
particular negation of existence, one must first be aware of its existence. From this
perspective, the fear of death is one of the most fundamental elements of one’s self-
awareness; to a great extent, it regulates human behaviour and is inseparably associated with
the awareness of one’s own existence [42].

The fear of death can be viewed in various ways - as the fear of one’s own death or the
death of loved ones, fear of the moment of death or the dying process, fear of what happens to
the body after death, and fear of the way we think about death and negative thinking about it.

However, fear always engages one’s personality, and everyone experiences it uniquely.
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R. Ochsmann distinguished six types of the fear of death:

1. fear of encountering death that manifests itself in fear of direct contact with a dying or
deceased person;

2. fear of mortality expressed as the fear that one’s plans and intentions will be brought
to nought by death and fear of confronting the sufferings experienced by close friends
or relatives;

3. fear of the end of one’s life expressed in refusal to accept death understood as the
definitive end of existence;

4. fear of physical destruction linked with an intense fear of what will happen with the
body after death;

5. fear of life after death triggered by the terrifying perspective of the uncertainty of what
will take place after death;

6. fear of the dying process and the suffering that accompanies death [43].

The fear of one’s own death refers to the feeling of the irreversible passing of time in
human life and development and the end of one’s own existence, over which we have no
influence. This fear may concern various aspects:

1. dying, i.e., approaching death;
destruction of the body after death;
surviving relatives;
the unknown, and the unknown moral judgement of God
apparent death, at times the result of stories of burying people still alive;
premature death, when one is still fully active;
the appearance of the body after death;

a specific type of death;

© 0 N o gk~ wDN

social - psychological death - understood as the absence of interpersonal relations
[24, pp. 55-58].

Many factors impact one’s attitude towards death. Such factors include an individual’s
propensity to fear, life-threatening situations, experiencing someone else’s death, concern for
life and its prolongation, religious and cultural factors that shape various interpretations of
death and provide it with meaning. Attitudes towards death change throughout one’s life, but
they always constitute the social context in which death occurs. Social convictions about
death are reflected in customary practises, in legally binding legislation and institutional
statuses concerning death that regulate the conditions of dying and significantly determine the

interaction between the dying and their environment.
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The fact of dying is closely related to attitudes towards death. According to E. Kiibler-
Ross, the dying process includes stages that differ in terms of the essence and intensity of the
dying process and one’s acceptance of the inevitability of death. She conducted several
hundred conversations with the terminally ill, which in turn allowed her to distinguish five
reactions to death, also known as stages of dying: (1) denial and isolation, (2) anger, (3)
bargaining, (4) depression and (5) acceptance [21, 22].

In another systemization developed by T. Szaniawski, the following attitudes are
distinguished depending on our personality:

(1) ambivalent - is aware that death is a value but constitutes the greatest uncertainty, a
sad necessity, the end of hope and a tragedy. One fears death but also attempts to
think about it;

(2) calm - accepts death; according to such people, death is not a tragedy, but a
mystery, the path to rebirth and cleansing. Thinking about death motivates them to
make changes in their life;

(3) religious - understands death in the context of faith but does not always live
according to it. Such people often think about their own death and that of their close
family and friends, but this does not prevent them from having an optimistic outlook
on life. Death is understood as unity with the Absolute;

(4) evasive - they do not think of their own death, do not consider it to be the most
important issue and do not consider it a tragedy. Death does not frighten such
people; however, they often think of the death of close family and friends;

(5) terrified - death is the main problem in life and the greatest uncertainty. Such
people fear death and often think about it; however, their reflection does not help
them live a better life [29].

According to A. Kaczmarek, the contemporary attitude to death has at least three
aspects that impact people’s social activity with regards the dying process: (1) adopting an
indifferent attitude, treating death as obliteration and negative; (2) rooting it in a theological
horizon that merges dying with the perspective of eternity, the thought of which should guide
one’s earthly life; (3) the “taming death” effect — hospice movements that are not always
related to a particular religious discourse, however, they restore death its social acceptance
and reject the indecency of suffering and illness [17].

Summing up these reflections, contemporary social reality in relation to death is
characterized by the following phenomena which coincide:

e the tabooisation of death - the avoidance of speaking and thinking about death,

removing it and dying from daily life; for the majority of people, dying takes place in

37



hospitals, alone, surrounded by medical specialists; a commercial approach to funeral
rites, the family does not participate in preparing the deceased for the funeral;

e pornography of death - death becomes the subject of spectacle and fascination. It is
shown, e.g., in sudden, violent death scenes in films, computer games, trivializing and
ridiculing death, etc.

e the medialization of death - together with the development of new technologies, new
forms of commemorating and mourning the deceased have emerged — and its promoter
and driving force has been the Internet. Increasing more often, people watch funeral
ceremonies on the Internet. Virtual cemeteries, monuments and virtual candles, similar
to traditional candles or lamps, or are marked with special graphic signs reflecting
grave candles, are increasingly more common. In the scope of this phenomenon, the
cult of the dead or famous people — religious figures, people of the arts and culture or
celebrities — has emerged, taking on a global character, thanks to the community of
mourners worldwide. Examples include the global mourning of the deaths of Princess
Diana, John Paul Il or Michael Jackson.

e The retabooisation of death - the dynamic development of academic thanatological
reflection and the development of the hospice movement, palliative care, organized
social campaigns for a good and dignified death. An element of retabooisation is
restoring to funeral rituals and the mourning process a form that assists in overcoming
the pain experienced after losing a loved one but simultaneously helps in coming to
terms with the awareness of one’s own passing.

Admittedly, in response to the process of tabooisation, social activities have emerged that
are aimed at re-taming death and giving it a humanistic character, including hospice
movements, social campaigns (e.g., the “Dying Humanely”), but changes in thinking about
dying occur very slowly. In what way does COVID-19 contribute to accelerating changes in
the area of understanding death?

COVID and the Social (Mis)Understanding of Death

If we accept Gennys Howarth’s argument that the fundamental problem for sociology is
the question of how societies can endure in the face of mortality, the concept of death as a
taboo can definitely be treated as an attempt to explain this phenomenon in relation to modern
societies [14, p. 15].

However, what is COVID-19’s role in the development of the social understanding of
death? Does it contribute to even greater tabooisation, or does it perhaps introduce a new

aspect to the process of de-tabooisation due to its global and long-lasting nature? COVID-19
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appeared at a time when the social understanding of death could have been viewed as being
subject to tabooisation than to taming. Social actors awaited a medicine for immortality,
medical “specialists” (doctors, nurses) made use of cutting-edge technology in treating people
and prolonging their lives. Moreover, the pharmaceutical industry has made huge profits on
selling medication and supplements to keep people in good health or extend their lives
without death. The global economy has generated profits, and sales markets have produced
increasingly more needs to keep the economic wheel spinning. The outbreak of the pandemic
was a shock world-wide that revealed the unpreparedness of medical, social, academic and
political environments in coping with this unknown type of threat. Reactions to the spread of
the virus varied, often extreme, resulting in conspiracy theories and explaining the situation
with great depopulation narratives.

For the first time in history, a pandemic spread throughout the social life of inhabitants of
the Earth to such a great extent. Its emergence revealed people’s emotions on a massive scale.
The first emotion that guided political, economic and social actions was the fear of death.
Although it was not mentioned for months, it was the driving force behind the solutions
adopted by specific states. These drastic measures included closing borders, restricting
movement, economic lockdown, prohibiting the sale of goods and services unrelated to basic
food and medical needs, closing educational institutions (preschools, schools, universities),
and socially isolating people infected or suspected of being infected. It can be noted that
during the first stage of the pandemic, aside from fear for one’s life, feelings of uncertainty,
senselessness, crisis, fear of the unknown and the future dominated. For some, this was
associated with martial law, only the nature of the opponent was unknown. People employed
five basic strategies for social existence:

(1) disregard — distancing oneself from the situation, functioning as if nothing had
happened, not listening to the news, living one’s life and avoiding obstacles that appeared in
the social environment as a result of COVID-19; extreme forms of disregard may include
misunderstanding what is happening and lack of interest in the situation;

(2) revolt — based on breaking restrictions, searching for conspiracy theories to explain
events, refusal to comply with recommended precautions (great discussion on wearing
masks), using arguments related to civil liberties, freedom of choice, etc.

(3) resignation — based on the gradual loss of hope, deteriorating mental health
condition, the extreme form of which is panic, nervous breakdown or auto-aggressive

behaviours.
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(4) acceptance - coming to terms with uncertainty and change and creating constructive
personal strategies adapting to further life; characterized by calmness, hope for the future, and
expecting the situation to improve.

(5) co-operation - based on keeping up-to-date about the pandemic and undertaking
action to support those in need and those who have experienced difficulties in coping with the
pandemic situation. In terms of co-operation, people have engaged themselves in social
campaigns by sewing masks, going shopping for the elderly, caring for the ill, etc.

The activities mentioned above may intertwine or transform from one to the other. This
list of activities is also the effect of social observations and requires further social research
conducted after a certain period and with a particular distance to investigate the dynamics of
such changes.

The driving force behind these attitudes was undoubtedly the fear of death - whether
conscious or not - driven by the media or political messages. Therefore, the COVID-19
situation has been, in principle, thanatological in nature. Various social actors have been
involved in the situation that has arisen as a result of COVID-19. Among other examples of
the COVID situation referring to the hermeneutics of dying, various situations that build the
thanatological character of social experience can be mentioned:

(1) theill - “patient” at risk of death;
(2) specialists providing care for those infected with COVID-19 (doctors, nurses,
patient services);
(3) the family of “patients” and later the deceased
(4) the elderly, who as an age group were more at risk of contracting COVID-19
other groups;
(5) members of a given local community that are potential participants in funerals.
Each of these situations is extremely rich in terms of research into the impact on
individual and social awareness of dying. These situations reveal the social aspect of attitudes
(behaviours, emotions and beliefs) towards the dying process and someone else’s death. By
examining each of them, it is possible to notice new, unknown or more intensified relations,
behaviours and experiences related to death. When analysing them in detail, it must be
emphasised that the social role of patients is characterized by being isolated from family and
staying in a hospital environment where medical professionals surround them. In addition,
due to the sanitary rigour, patients have to deal with unusually dressed personnel with whom
sensual contact (by means of sight, sound and touch) is extremely limited. The sight of people
dressed in special suits, masks and visors may deepen a dying person’s feeling of being in an

unreal, absurd and uncertain situation dominated by suffering, fear, loneliness and despair.
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The accounts given by volunteers who support dying patients bear witness to the enormity of
the confusion experienced by those in the dying process. This is undoubtedly an interesting
topic for further research since the description of experiencing such dying is certainly more
intense and characterized in a way so far unknown.

In turn, the attitudes of the medical personnel towards death are also exceptional and
unparalleled in this regard. An element of their profession is the freedom to navigate oneself
around the reality of regulations and processes, and having extensive expert knowledge. Their
work is performed in hospitals where people fight for their lives, and death is treated as a
failure. However, the COVID-19 pandemic has revealed the limitations of the health care
system, not only in terms of equipment and capacity but also mental preparation. It has forced
medical staff to exert inhumane physical, mental and emotional effort with the burden of the
constant threat of their own death (as was the case in every country in which health care
workers have died). They have witnessed the multitude of death among their patients and
have been faced with the necessity of assessing who should receive their help and who has a
greater chance of surviving in the context of limited access to medical equipment. The
attitude of medical staff and attitudes towards medical staff on the part of those who witness
their work and the local communities in which they have been perceived as a potential threat
to the health of others — constitute a rich source of research material that could contribute to a
better understanding of death as a social phenomenon.

Another group that has encountered the dying process, whether they like it or not, have
been the families of “patients”, both those whose access to their loved ones in hospitals has
been severed, and those who have lost their loved ones and have had to organize funeral
ceremonies in sanitary regimes. Families have not had the possibility of accompanying their
loved ones in the dying process, saying goodbye to them, accepting their wills or blessing for
the journey ahead. They have also not been able to accompany their dying loved ones to ease
their pain. They have been forced to organize modest funerals that could not be attended by
all those who desired to pay respects to the deceased. Such families have been witnesses and
participants in the “funeral factory” — they have placed the corpse of their deceased in a
family grave or mass cemeteries among hundreds of other graves. They have had feelings of
complete alienation from the death of their close family members and friends that have left an
unspeakable gap between the last time they met and their absence in family life. This situation
has also arisen due to quarantine, and families have not been able to participate in a family
member’s funeral, thus making the gap even greater. Members of a given community in
which someone has passed away have also had similar experiences, although to a lesser

extent. Fear of infection, epidemic restrictions, and one’s own powerlessness have caused the
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deceased to disappear from the social horizon in an almost invisible and unknown way,
without saying goodbye. In this way, COVID-19 has transformed the character of social
mourning. Compared to the pre-covid era, public figures (politicians, actors, singers, artists
and celebrities) have also died with reduced social response, mourning and sadness. It is as if
the world has grown accustomed to death over time or has at least become immune to it.

An accurate assessment of the impact of COVID-19 on the development of
thanatological knowledge will occur in the future, because distance is essential to reach
comprehensive conclusions. It goes without saying that in the context of this historical
moment, both negative and positive effects can be observed in terms of coping with death.
The former may include the intensified isolation of those in the dying process — removed from
family, the local environment, loved ones, and entrusted to health care services. As far as
medical sector workers are concerned, their exceptional devotion and enormous effort to care
for patients, even at the cost of their own health and lives, is evident. Coming into contact
with death to such a great extent has renewed their fundamental motivation to practice their
profession. It could be said that it has verified their professional vocation, albeit in connection
with enormous effort.

Undoubtedly, people have also started to reflect on the end of their lives and search for
answers to existential questions to a greater extent than previously. However, attitudes of
withdrawal and revolt have been noted, along with ones that feed on conspiracy theories. It
could be said that the fear of death has intensified, which, on the one hand, could lead to
dissent and social revolt, while on the other hand, to a bolder search for answers to questions
that people are unwilling to ask. COVID-19 has also verified the quality of our social
relations, revealed areas of longing and essential issues unrelated to consumption. It has
become a strong incentive, occasion and pressure to reflect on one’s own death. To a larger
extent, it has confronted societies with the issue of death, and not necessarily from the point

of view of dreamers in search of a medicine for immortality.

Summary and Conclusions for Further Analyses

For ages, the ceremonies of “taming” death have been subject to numerous changes;
however, the constant relationship between death and society has never been disturbed.

The paradox of everyday life and death remains essentially an “everyday” topic since it
constantly accompanies life changes. However, at the same time, it is denied the most.
Although death is a natural stage of human existence, it is simultaneously one of the most

unwanted and avoided topics, and a taboo subject.
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Almost every discussion on this topic is reserved for philosophers, ethicists, theologians
and scholars. On the other hand, open discussions about death are avoided and ignored since
they evoke unpleasant emotions in people and are even treated as awkward.

Changes in attitudes and opening society to the problems of death and the conditions in
which it takes place is significant for the way death is experienced by the dying themselves,
their close family and friends and the medical staff providing care. The way we feel and think
about death, what we believe in, and the values we assign to it greatly impact how society,
institutions, and families say goodbye to their departed members.

COVID-19’s lesson is not a clear-cut thanatological lesson, but it has undoubtedly
contributed to the de-tabooisation of dying and death by means of intensifying social
emotions around these issues. It has also revealed great constructive and destructive layers in
individuals and social groups. Such strong social experiences have made people aware of the
need to search for ways of coping with death so that it would bring support and not
destruction to one’s environment, despite the unrest that COVID-19 has also caused.

It could be said that this is the first in a series of lessons on how to live with death and
maintain distance and creativity, being grounded in the present and rooted in relationships,
peace, joy and care. This lesson has undoubtedly been different than other pandemic
experiences due to its more global character. Thanks to the mass media, social media and
other forms of bridging social distance, humanity has experienced and is still experiencing
this pandemic situation in a new way. COVID-19 has shown the important aspects of social
relations and that what death has taken from people — family, relationships, health, physical
fitness, work — while the long-term effects of this virus remain unknown.

While summarizing these reflections on understanding COVID-19, | would like to put
forward the following claim — COVID-19 is a shocking phenomenon on a global scale that
has mainly contributed to intensifying people’s fear of death. In certain situations, it has
caused that people have cut themselves off from the awareness of their own death even more
and have started to celebrate life. Others, however, have initiated thanatological reflection
resulting in changes in their attitude towards death or encouragement to do so. It has also
grounded thanatological thought in shaping knowledge about dying. Perhaps, if people (not
only thanatologists) seriously worked on building awareness of their own passing, they would
confront it and engage in open discourse, make use of their resources more creatively and
reduce the fear that could be the source of increasing aggression and competition.
Furthermore, they would ground themselves in the present to a greater extent, without
expectations and memories that often anchor them and hamper their potential. For this to
occur, thanatological education and research on the long-term effects that COVID-19 will
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have on family relationships, the social mourning process, and taming death by means of the

coronavirus are needed. This topic is certainly a fertile thanatological phenomenon worth

further attention.
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Dobroniega Glebocka, Mariola Raclaw, Unmasking features of the state of
the epidemic: what is the uniqueness of the position of older people in
Poland

Introduction

In Poland, the first case of SARS-CoV-2 was confirmed on March 4, 2020. The state of
pandemic was declared in mid-March 2020. As in many countries, also in Poland it was a shock event
for the society. ,,We understand shock event as a focusing event (...) that has created considerable
stress waves in a society” [10, no page number]. Kaufmann et al. [10] emphasize that these are sudden
events, relatively rare, with harmful (or judged as harmful) results for society. Such an event has a
social impact, causing a wave of shock among politicians, the media and the public. It focuses
attention on the problem, which results in the introduction of specific solutions, often with long-term
effects and long duration. Sometimes along with the "turning point”, when people feel that the
problem has been solved, social tension disappears and the problem is considered historic.

After half a year of the epidemic in Poland, when the country is struggling with growing
economic and social problems [7], it is difficult to indicate which solutions introduced during the
pandemic will be maintained in social life and what processes will be initiated or strengthened by
them. It seems to us that what is visible and will probably leave lasting results is the consolidation and
acceleration of the medicalisation process of old age in Poland with its social consequences. From the
outset, the narrative in the public and political spheres was about public health. According to the
Polish sociologist Jan Domaradzki, health and life gained the status of superior values during the
pandemic [37]. As all government actions were accepted as necessary to protect the population and
health of individuals this was widespread and unguestioned. Their acceptance was related to the
experience of a socio-cultural trauma, as a significant number of Poles lost control over the events in
their lives.

The politicisation of the epidemic, understood as its introduction to the political game, was
associated with a strong medicalisation of various areas of social life. The epidemic per-se is related to
health and medical issues. In the initial stage of the pandemic, a lock-down was introduced in Poland,
the wearing of masks, hand hygiene, physical distance were ordered, remote work was introduced and
service points were closed. The public was informed and continues to be informed about infections,
ilinesses and deaths caused by Covid-19. This coronavirus-induced medication of social life also
meant medication of old age in Poland. The thesis of the article is that the visible trends in the
medicalisation of old age in Poland, which have so far been limited due to the poor condition of public
health services and the low income of older Poles, have been significantly reinforced by the
emergence of the pandemic. They have also gained strong social legitimacy, stemming from the
ideology of protecting older people from the consequences of coronavirus infection. The protection of

the elderly has strengthened the tendency towards their social isolation. In our opinion, the experience
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of the pandemic will contribute to the repositioning of the elderly, medicalisation of their problems
and separating them from other social groups.

Another thesis we put forward relates to the impact of the pandemic on the shaping of a new
paradigm of working with and for the elderly. The paradigm of socializing people and places, derived
from Simmel's understanding of socialization, makes it possible to see the high-level goals of social
work. They are aimed at creating weaker ties of older people in their living environments and
changing the stereotypical, negative image of older people in Poland. We believe that in the long run,
an unintended result of the pandemic, which should be treated as an anticipated reversal effect, will be:
a) the crystallization of the concept of social work with and for the elderly in Poland, which takes into
account the effects of the pandemic, b) the development of new social practices, resulting from the
involvement of social work in building a moral space in the living environment of older people [28], c)
increased interest of representatives of helping professions and social politicians in the concept of the

caring potential of the family and community [11;28].

The SARS-CoV-2 epidemic in Poland and the elderly - statistical data

According to official government data in Poland in September 2020. (as of 07.09), since the
beginning of the epidemic, over 71 thousand infections, over 55 thousand recoveries and over 2
thousand deaths have been recorded. In September, the current number of patients was almost 14
thousand. According to the data of the Central Sanitary Inspectorate, in mid-April 2020, in the total
number of coronavirus deaths, the share of deaths in the 60-69 age group was about 20%, in the 70-79
age group — 33%, and in the 80-89 age group — almost 30%. The percentages in the remaining age
groups did not exceed the value of 6 [38]. These data are confirmed by the Polish Ministry of Health.
In mid-August 2020. 70% of the coronavirus fatalities were over 70 years old [34]. The co-occurrence
of additional diseases such as heart disease, diabetes, hypertension, lung and kidney cancer was not
without significance. Patients with reduced immunity and after organ transplants are particularly
vulnerable to infection and death.

Over-representation of deaths in older age categories is a phenomenon that occurs in all
countries affected by the pandemic [32]. In addition to many important factors influencing population
health data (e.g. availability and quality of health care, behaviour limiting morbidity and mortality),
the age structure plays an important role in the analysis of information. ,,Age structure (the share of the
total population in each age group) alone cannot tell us which countries will be hardest hit in the
pandemic but can provide important context in understanding and responding to the crisis. If two
countries have the same age-specific mortality rates from COVID-19, the country with an older
population would have more deaths per 1,000 people—a higher crude death rate—from the disease
than the country with the younger population” [32, no page number]. This means that Poland, as a
country with an advanced ageing process, will have a relatively high mortality rate due to coronavirus,
including in the sub population of older people. In 2018, the share of the population aged 60 and over

in the total population was 25% [41, p. 13]. Among the sub population of the elderly, about 45% of
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people aged 70 and more were recorded. According to the forecasts of the Central Statistical Office, in
2050 the elderly will constitute 40% of society.

Additionally, the health condition of Polish seniors should be taken into account.
Unfortunately, i