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ARTICLE INFO ABSTRACT

Handling Editor: Medical Sociology Office We explore care as a site of multiplicity and tension. Working with the qualitative interview accounts of nineteen
health care workers in Colombia, we trace a narrative of ‘exhausting care’ in the early days of the Covid-19
pandemic. Accounts relate exhausting care to working without break in response to extraordinary demand,
Care heightened contagion concern, the pressures of caring in the face of anticipated death, and efforts to carry on
Exhaustion . caring in the face of constraint. We bring together the work of John Law (2010, 2011) on ‘collateral realities’
Collateral realities . s . . e . Lo . .
Cruel optimism with Lauren Berlant’s (2011) the51§ o'f cruel optlmlsm to explore care a}s'a site of practice in wh{ch the pr(?mlse
Covid of the good can also become materialised as harm, given structural conditions. Through the reflexive narrative of
Colombia ‘carrying on’ in the face of being ‘worn down’ by care, a narrative which runs through health care worker ac-
counts, we draw attention to the collateral realities of exhausting care as personal and political, at once a practice
of endurance and extraction. We argue that the exhausting care that relates to the extraordinariness of the Covid-
19 pandemic also resides in the ordinariness, and slower violence, of the everyday. The cruel optimism of care is
a relation in which the labour of care reproduces a harmful situation.
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patients, and perceived lack of support, study participants reported
stress, anxiety, depression, inability to sleep, and symptoms associ-
ated with PTSD [post-traumatic stress disorder], including flash-
backs, panic attacks and nightmares. Others reported fatigue and
exhaustion.” (Smeltzer et al., 2022: 12)

1. Introduction

An emergent body of qualitative research accentuates the lived ex-
periences of Covid health care as physically and emotionally
demanding, given contagion concerns, competing care demands,
resource constraints, the challenges of caring in the face of anticipated
death, and working in an atmosphere of crisis and uncertainty (Hoernke
et al., 2021; Podgorica et al., 2023; Shah et al., 2022; Smeltzer et al.,
2022; James et al., 2023; Sherman and Klinenberg, 2024). A diminishing
of agency, sometimes depicted as ‘helplessness’ and ‘powerlessness’,
features in many such accounts, especially of ‘frontline’ care, linked to
experiences of stress, emotional overload, anxiety, depression, and
burnout (Galehdar et al., 2020; Shreffler et al., 2020; Ness et al., 2021;
Franklin and Gkiouleka, 2021; Smeltzer et al., 2022; Shah et al., 2022).

The collateral harms of Covid care in the early phases of the
pandemic have thus been largely understood as an internalisation of
psychological harm (Shreffler et al., 2020; Sirois and Owens, 2021;
Hanna et al., 2021; Billings et al., 2021; Scott et al., 2023). While ac-
counts of embodied stress have emphasised the uneven distribution of
workplace ‘stressors’ (Shah et al., 2022; Arcadi et al., 2021; Shreffler
et al., 2020), as well as community and organisational responses expe-
rienced as devaluing or stigmatising (Smeltzer et al., 2022), there is a
relative lack of research investigating the exhaustions of Covid care as

The following is not untypical:

“Because of the high expectation of health care workers and first
responders during the COVID-19 pandemic, high mortality rates of
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embodied effects of material conditions. Sociological research investi-
gating Covid health care draws attention to agency and care as
co-constituted effects of the unfolding entanglements of people,
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materials, practices and environments (Williams Veazey et al., 2021,
2022; Dowrick et al., 2021; Montgomery et al., 2021, 2023; Harrison
et al., 2022, 2023; Sherman and Klinenberg, 2024). Montgomery et al.
for instance, draw attention to how the affectual flows of Covid care
transcend individual experiences as well as time-space and work-home
boundaries in a “carry-over of emotional body work” that is located in
a “total system of relations” (2023: 13-14). Describing Covid care in the
early days of the pandemic as “extraordinary labour” which was “as
dangerous as it was demanding” and which “took a physical and psy-
chological toll”, Sherman and Klinenberg draw attention to the limits of
many accounts of ‘burnout’ to emphasise how efforts to care were lived
as a form of “moral suffering” shaped by structural relations, including
by health care systems in crisis (2004: 1). Sociological work thus traces
the competing multiplicities, including unforeseen harms, of care as
effects of social practices and structures (Mol, 2008; Mol et al., 2010;
Moser, 2005; Law, 2010; Lindén and Lydahl, 2021). Human-centred
agency, and capacities to care, can be envisaged as always entangled —
‘becoming with’ — their material situations (Duff, 2016; Buse et al.,
2018; Latimer, 2018).

Our focus in this paper is ‘exhausting care’ as narrated by health care
workers in the early phases of the Covid-19 pandemic. We seek to
explore how exhausting care is enacted as an altered agency which lo-
cates not only to matters of psychological concern but to social and
material conditions. Our fieldwork concentrated on Covid hospital care
in Colombia, a country hard hit by the pandemic (Prada et al., 2022).
Colombian studies have reported high levels of psychological stress,
anxiety and fatigue among frontline health care workers (Gonza-
lez-Delgado et al., 2023; Fernandes-Miranda et al., 2023; Penaranda
etal., 2022; Campo-Arias et al., 2021). Studies have also noted precarity
in the organization of ‘managed competition’ in the health care system,
generating financial instability in payment flows to hospitals, insecurity
in relation to working conditions, interruptions in equipment supply,
and some incapacity to manage emergency care demand (Abadia--
Barrero, 2022; Giovanella et al., 2021; Vargas et al., 2016; Lamprea and
Garcia, 2016; Camargo Plazas, 2018). Epidemic waves of Covid-19 have
coincided with the country’s worst economic recession, itself exacer-
bated by six months of stringent lockdown in 2020, as well as with
fiercely debated Government proposals for tax and health care reforms
affecting job insecurity and working conditions (Prada et al., 2022;
Taylor, 2022). We explore the altered agency of exhausting care as at
once personal and political; an effect that resides in the slow and ordi-
nary violence of everyday practices shaped by structural contingencies,
and not only in the spectacular moments of crisis (Berlant, 2011;
Anderson et al., 2020). Our analysis of exhausting care draws on two
intersecting ideas: ‘collateral realities’ (Law, 2011), and ‘cruel opti-
mism’ (Berlant, 2011).

1.1. The collateral realities of care

Informed by social studies investigating the social materialities and
multiplicities of care (Mol et al., 2010; Law, 2010; Puig de la Bellacasa,
2017; Latimer, 2018; Buse et al., 2018; Lindén and Lydahl, 2021), we
treat agency, and care, as capacities of their material situations. This
accentuates practices of care as neither singular nor fixed but as
malleable and adaptive. Care is a practice of tinkering and negotiation,
wherein care is ‘made to work’ given the limits, potentials and tensions
of the unfolding situation (Mol et al., 2010). In this way, care is always a
matter of ‘becoming’ (Duff, 2016; Rhodes et al., 2019). As Mol reminds
us, “caring is complex and erratic” (Mol, 2009: 1757); a set of practices
that are “not only demanding” but “rarely do what is promised”, because
instead, “they do more, or less, or something entirely different”. Because
care is open to multiple interpretation and enactment, practices of care,
and constitutions of ‘good care’, can also become conflicted (Law, 2010;
Van Dooren, 2014; Pols, 2015). This accentuates care as potentially
harm producing and reducing (Law, 2010), in which practices of care
enact “darker sides” (Martin et al., 2015) as well as “destructive”
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potentials (Varfolomeeva, 2021).

Our focus then, becomes tracing some of the ‘collateral realities’ of
care in relation to Covid-19, as they are enacted in health care worker
narratives, including care that becomes conflictual and sometimes
damaging or destructive. John Law imagines collateral realities as those
“that get done incidentally and along the way” and that “may be
obnoxious” (2011: 156). Law’s invitation to trace the collateral realities
of care accentuates caring as a practice that can involve negotiating
“multiple cares” in tension in “chronically problematic” ways. His case
study is the UK’s foot and mouth outbreak in 2001, wherein care for the
animal, the farmer, the scientist and the public are held “in the air”
together in tension yet “without letting them collapse into collision”.
Here, the art of navigating the collateral realities of care is to prevent
collapse, a theme we shall explore below in the context of exhausting
Covid care.

The “darker sides” of care thus emphasise that practices of care
unavoidably enact a “selective mode of attention”, which can value
some versions of care over others, as well as exclude or silence the
violence that can be produced in the name of care (Martin et al., 2015:
627). Care practices may also constrain what is possible by reproducing
rather than transforming the distribution of agency in a given situation
(Giraud, 2019). Drawing attention to the collateral realities of care — the
harms and sufferings potentiated by different versions of care held in
tension as well as absented from attention — accentuates care as an
ethico-political concern (Van Dooren, 2014; Puig de la Bellacasa, 2017;
Law, 2010). In her exploration of “destructive care”, Varfolomeeva
(2021) focuses on miners’ narratives of their lived experiences of
extracting rare ornamental stones in Karelia, Northwestern Russia, as a
process of caring which generates an alienation from the bodily harms
that such care work requires. In this account, miners are said to “take
risks for the sake of productivity, neglect safety rules, and feel
emotionally estranged towards their bodies” (2021: 14). Their “self--
sacrifice for the sake of the industry”, which is promoting of “produc-
tivity over self-care”, is enabled through miners’ <“affective
entanglements” with the stones, which are highly valued and cared for,
and with the work, which requires skill, graft, as well as risk manage-
ment. In caring for the potentials afforded by their labour, workers are
said to “appear distanced from their bodily needs, from their tiredness,
or possible harm to their health” (2021: 19). Here then, we see the
destructive potentials of care materialised in affective-industry
relations.

1.2. The cruel optimism of care

In tracing the collateral realities of care, we also draw on Laurant
Berlant’s account of ‘cruel optimism’ (2011). Berlant draws attention to
the ‘crisis ordinariness’ of events enacted as crises, such as epidemics, to
accentuate their hinterland and endemicity. In Berlant’s analysis of
crisis events — like obesity and HIV — there are ongoing and slower
processes of attrition embedded in everyday hardships linked to struc-
tural conditions. This means that the extraordinariness of crises, with
their sudden and heightened care demands, are at once also ordinary and
ongoing, that is, forms of ‘slow catastrophe’ (Povinelli, 2011), ‘slow
emergency’ (Anderson et al., 2020), and ‘ordinary affect’ (Stewart,
2007). Importantly, Berlant’s thesis of ‘cruel optimism’ extends beyond
the particularities of epidemics and pandemics to the wider crisis ordi-
nariness of unrealised promise linked to the imaginary of living the
‘good life’ as materialised in late capitalist systems of consumption and
extraction:

“A relation to cruel optimism exists when something you desire is
actually an obstacle to your flourishing. [...] These kinds of opti-
mistic relation are not inherently cruel. They become cruel only
when the object that draws your attachment actively impedes the
aim that brought you to it initially.” (Berlant, 2011: 1)

Berlant’s notion of cruel optimism, like Law’s attention to the
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collateral realities of care (Law, 2010, 2011), emphasises the messy,
multiple and potentially harmful effects linked to the promise, and
tensions, of the ‘good’, in this case efforts to care. Cruel optimism is a
relation in which attachments do not produce difference for the better
but reproduce the attritional situation. Recent work by Farrugia and
colleagues (Farrugia et al., 2024), for example, begin to apply Berlant’s
ideas of cruel optimism to the field of health care. They trace the cruel
optimism of new treatments promising cure from hepatitis C, which in
their situations of implementation reproduce inequities in relation to
value, worth, and entitlement among those affected. Despite discourses
of great promise and possibility, the constraints of entitlement to care
and citizenship that are reproduced in the promise of hepatitis C’s
treatment, and even hopeful elimination, are ordinary and familiar, and
reside in an ongoing pattern of marginalisation (Rhodes et al., 2010;
Harris and Rhodes, 2018; Seear et al., 2021; Fraser et al., 2022).

In patterns of sustained structural constraint, where there is ongoing
unrealised promise of the ‘good’, and thus an emphasis on surviving
rather than thriving, there is what Berlant calls ‘slow death’ (Berlant,
2007, Berlant, 2011). Slow death is envisaged as a constraining of
agency in which the experience of efforts to flourish in the face of per-
petual constraint become exhausting; an attritional harm itself; so much
so that, over time, these attritional harms become ordinary, uneventful,
even unnoticeable (Berlant, 2007). We shift then, from an account of
attrition as psychological harm and existential crisis to one that envis-
ages exhaustion as an altering of agency that is embodied in the hin-
terland of material conditions (Povinelli, 2011; Hitchen, 2016; Anderson
et al., 2023; Fraser et al., 2022; Rhodes and Lancaster, 2023). Living in
crisis ordinariness does not engender the heroic or sovereign agency that
enactments of crisis usually call for, but a ‘practical sovereignty’ of
‘lateral agency’; a “mode of coasting consciousness within the ordinary
that helps people survive the stress of their sensorium that comes from
the difficulty of reproducing contemporary life” (Berlant, 2011: 18).
This is an agency of “getting by”; a “condition of being worn out by the
activity of reproducing life”:

“Working life exhausts practical sovereignty, the exercise of the will
as one faces the scene of the contingencies of survival. At the same
time that one builds a life the pressures of its reproduction can be
exhausting.” (Berlant, 2011: 116)

Can we think of health care, including in times of crisis, as a form
cruel optimism? To do so, invites tracing the collateral realities of care
that are materialised in crisis, moving care from its enactments as a
promise, a hope, a flourishing, a good, to an object also made contingent
and multiple, as well as harmful and potentially cruel. To do so more-
over, invites us to locate how enactments of care entangle with the crisis
ordinariness of health care work. We therefore consider the ‘crisis
ordinariness’ of exhaustions made visible in the early days of Covid
health care in Colombia as sites of struggle in which the political
incentive is less to encourage the weary “to get beyond their fatigue” but
to “listen more carefully to the voice of the weary” (Wilkinson and
Ortega-Alcazar, 2019: 164).

2. Case study methods

Our case draws on the qualitative interview accounts of health care
workers engaged in hospital-based Covid care in Colombia in 2020 and
2021. A purposive interview sample was recruited from five hospitals (in
Medellin, Bogotd, Cali, Rionegro, and Apartadd) linked to a national
cohort investigating the mental health impacts of Covid care among 767
clinical and non-clinical health care workers in the first waves of the
pandemic (PAHO, 2022). This national survey was itself linked to a
global initiative mapping the distribution of mental health impacts of
Covid health care in 26 countries (Mascayano et al., 2022). Whereas this
survey work sought to generate standardised quantifiable measures of
psychological distress, depression and post-trauma alongside workplace
and pandemic stressors, our quaitative study engages sociologically to
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situate Covid care and its lived impacts as embodied effects of social and
material relations.

Among those in the national survey expressing interest in our qual-
itative study, we generated a purposive sample based on diversity of
expertise across five hospital settings. The sample comprised: general
physicians (5); specialized physicians (4); resident physicians (2);
headnurses (3); auxiliary nurses (4); and psychologists (1). The majority
of participants (10) were involved in ‘frontline’ care, defined as direct
in-person care with people diagnosed with Covid-19, with others
involved in general hospital-based care (4), virtual care, both specific to
Covid (1) and general (1), and care administration (3). Most (12) par-
ticipants were women (7 were men), and particpants were relatively
evenly spread in relation to age. Our sample, with participant numbers
and pseudonyms, are summarised in Fig. 1. The study received ethics
approval from the London School of Hygiene and Tropical Medicine
Observational Ethics Committee (UK) and the Research Bioethics
Committee of the National School of Public Health, University of Anti-
oquia (Colombia).

We undertook 19 interviews, conducted by MPRO, remotely via
Zoom, between August 2021 and September 2022. Interviews lasted
between 50 and 90 min and adopted a conversational approach. All 19
interviews were transcribed verbatim, translated into English, coded
initially for emerging descriptive content, with coding further refined in
an iterative process of data coding, charting and interpretation (Char-
maz, 2006). Our key areas of conversation, also coded as analytical
themes, included accounts of care, stress, risk/harm, pandemic, Covid,
power/agency, responsibility, systems/environment, and lessons learnt.
Our overarching analytical focus here is how accounts enact agency in
relation to care. Our analytical approach is not oriented to representing
the accuracy of ‘truth claims’ but their performance. We are interested in
‘enactments’ that come into being in interview accounts (Bacchi and
Goodwin, 2006). We therefore approach accounts as storied perfor-
mances (Riessman, 1993; Mattingly, 1994; Law and Singleton, 2000). In
the analysis we present below, we first describe how ‘exhausting care’ is
enacted in accounts before then looking at examples of how the ex-
haustions of care are materialised in practices. This leads us to trace a
narrative of ‘carrying on’ as a reflexive practice of holding out in the
situation of exhausting care. In doing so, we note how interviews invite a
‘looking back’ (Rhodes and Bivol, 2012; Rhodes et al., 2010) in which
narratives work as a site in which altered agency is navigated as well as
performed. In the analysis which follows, all participant direct quotes
are indicated by the use of double-inverted commas.

3. Exhausting care

Care, in its multiple demands and tensions, can become exhausting.
As we shall see, being worn down by the collateral realities of care in the
early days of the pandemic is an entanglement of the extraordinary and
ordinary, emotional and material, as well as personal and political. We
will also see how accounts in response to the exhaustions of care
emphasise a narrative of carrying on.

3.1. No break

In the early phases of the pandemic, hospitals and care units were
said to be “bursting at the seams” [14]. On her arrival for work as a
senior nurse at the intensive care unit, Laura, for instance, remarks that
“the auxiliary team was already worn out”. She says that the “whole
protocol was exhausting” and there was “no break”. Looking back at this
time, Maria comments: “We were thinking all day long about care, care,
care”. And Isabel: “The shifts we’ve had to do, so long, so tiring”. Matias
sums up this period: “Stress, fatigue, people are exhausted”. There was
no let-up: “When you hadn’t finished seeing one patient, they were
already bringing up the next one, who was dying after 6 hours” [15]. The
urgency and intensity of care demand, mixed with contagion concern
and working in the face of anticipated death, created an “emotional
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# Pseudonym Age Location Role

1 Jose 50+ | Medellin Physician

2 Juan 38 Medellin Nursing assistant

3 Daniel 50+ | Medellin Physician

4 Ana 29 Medellin Physician

5 Sara 30 Medellin Nursing assistant

6 Eva 35 Rionegro Nursing assistant

7 Lucia 31 Bogota Nursing assistant

8 Isabel 50+ | Bogota Psychologist

9 Lucas 50+ | Apartado Physician (ER)

10 | Martin 33 Cali Physician (ICU)

11 | Matias 50+ | Cali Physician

12 | Alicia 45 Cali Head nurse (COVID unit)

13 | Nicolds 37 Cali Physician (resident, geriatrics)
14 | Susana 27 Cali Head nurse (ICU paediatrics)
15 | Laura 47 Bogota Head nurse (COVID ICU)

16 | Emma 35 Bogotd Physician (ER)

17 | Elena 30 Bogota Physician

18 | Maria 33 Bogota Physician

19 | Catalina 30 Medellin Physician (COVID unit)

Fig. 1. Study participants.

burden” that you “can’t imagine” [9]. Care was colonising: “You didn’t
have a social life, you didn’t meet anyone, and we hardly had the time
and strength to talk” [15]. Accounts fuse together a loss of time-space as
a marker of care’s attrition (Berlant, 2011; Williams Veazey et al., 2022;
Montgomery et al., 2023).

In this crisis situation, exhausting care reproduces its own attritional
energy. As remarked by a hospital emergency doctor: “The atmosphere
was very tense from the moment you arrived at the hospital, because
everyone came with all that emotional baggage from previous shifts”
[16]. Care staff “lived with [their] adrenaline pumping, from the
moment [they] started” [19]. Exhausting care is passed on, extended,
from shift to shift, becoming an ongoing effect of the crisis situation:

“Shifts are very stressful because, well, the person leaving is very
tired and the person arriving has a certain disposition as to what she
expects to find. So the person who is leaving, the one who is handing
off the shift and wants to go, is already tired and is exhausted from
the shift, whether it was 6 or 12 hours. And the new co-worker ar-
rives like, ‘Um, this is still pending, that other thing is still pending’.

And you're like, ‘Man, just look at everything that needs to be done’.
[3]

The extraordinary demand was described as at once physical and
emotional, and in the early phases of the pandemic “got out of hand”. It
was “very tough”. Exhausting care was described as a suffocation and an
entrapment, “like being tied up, like being against a wall”, “locked-up”
[19]. No break potentiates the risk of break-down. As Laura describes:

“I joined a Covid intensive care unit, and well, that was the last
straw, I collapsed. I mean, the burden was brutal. [...] I was diag-
nosed with burn-out syndrome due to work-related stress. [...] I
developed a very strong depression, issues with anxiety. ‘Quick, run,
get on with it, quick, go on’, all of the time. Not eating, not sleeping.”
[15]

3.2. Caring at the end of care

One element of Covid care demand felt to be especially wearing was

caring in the face of anticipated death. The frequency and intensity of
such care in the early days of the pandemic is presented as extraordi-
nary. Lucas, a general practitioner, described the atmosphere at work in
the first waves of epidemic “like everyone was at a funeral”; a “stress”
that “was overshadowing our daily life”. He talks of the attritional ef-
fects of the “darkening of everyone’s mood™:

“You notice that everyone’s spirits are low, and that one week one
person is feeling low, the next week another, and the next week
another. So that keeps you in a state of worry, of sadness, and that’s
how you are.” [9]

Catalina remarks that caring for the critically ill was “like trying to
swim against the tide”, with patients “like time bombs, who at any
moment would have respiratory failure” [19]. Death was an anticipation
of care: “We knew that sooner or later they were all going to end up
intubated”. Death was omnipresent. Lucas says that: “Every week pa-
tients were coming in, and one or two would die”; and that “I'd go to bed
at night and think about the patient, dream about doing intubations,
dream about doing thousands of things” [9]. There is no easy break from
the extending affects of caring in the face of anticipated death. Like
Lucas, Catalina comments: “I would get home and I would dream,
literally, that I couldn’t intubate the patient, that I had lost their airway,
and that the patient was dying” [19]. Others talked of the exhausting toll
of ‘death dreams’. With Covid-19 hitting the workforce hard
(Malagon-Rojas et al., 2022), death was also feared as a collateral reality
of care:

“Another of our doctors died, a neonatologist died too. Then another
one of our doctors died, and a nurse died too. Then, of course, it
becomes ‘We really are doing to die’” [8].

Other studies have traced the ‘cruelties’ and ‘moral injuries’ of caring
for those critically ill in the early days of the pandemic, including in light
of extraordinary protocol (Driessen et al., 2021; Montgomery et al.,
2023; Rodriquez, 2023; Sherman and Klinenberg, 2024). Here, we
accentuate the attritional effects of caring in the face of anticipated
death as an extinguishing of care itself. Lucas described efforts to carry
on caring as an endurance of “working with patients without losing
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hope”, of “managing to not see a dead patient, but to see potential”, of
“gritting your teeth” to get through, “knowing that people are dying and
there is nothing you can do”. He asks of himself “What am I doing?“.
Despite the urgency, need and sense of duty, he says he “even thought
about taking some time off”. This situation of attritional agency, of care
at the end of care, gives Lucas’s reflexive question of “what am I doing?”
existential resonance. Here, there is a sense of care, and carers, having
lost their course. Care extinguished of generative potential becomes
extractive: “It takes it out of you”; “You feel bad saying, ‘I can’t do
anything else’. It hits you emotionally” [19]. The capacity to carry on
caring reduces: “My mind and my heart can’t take it anymore. I can’t
watch people dying as if they were nothing” [15]. As Laura remarks of
caring at the end of care, “It is a grief marked by death”: “We were all
overwhelmed. We were all burnt out. We all had problems.” [15].

3.3. Contagion concern

Accounts of Covid care in the early days of the pandemic are infused
with extraordinary concerns about contagion. Such concerns were
described as a “terror and a “purgatory” in their pervasiveness and in-
tensity: “You always had that fear” [18], even a “constant fear of death”
[4]. While made ordinary over time through experience and the routi-
nisation of protocols, the collateral contagion risks of caring created
tensions in the balancing of care for patients, self and others. Work and
home conjoin in accounts of contagion concern (Montgomery et al.,
2023), with “bringing it back home” a prime concern of collateral harm:
“You had the emotional burden that you could bring a disease into your
home that could kill your family” [14]. The yearning to finish long
exhausting shifts at work became infused with trepidation about
potentiating harm elsewhere and among others: “I’ve been on shift for
12 h, I want to get home, [but] God, what if I get home and infect them
[children]?” [15]. Laura describes this as “something I wouldn’t forgive
myself for”, precisely because she cares:

“And I infected them all, my whole family, with Covid, and that was
very difficult. To see me with Covid, and to see my children with
Covid. And me being the nurse who cares, who protects. It was very,
very hard.” [15]

In response, attention to hygiene became intense (“I would get home
and undress at the entrance. I washed everything”; “I would stay at the
door, in my underwear, and I would go upstairs and bathe my skin with
Isodine [Iodine]”). Many avoided the home (“I was terrified about
spreading the disease. I didn’t even go home”; I stopped seeing my
family for a year, only by phone, only on Zoom”). Some avoided work,
finding it difficult to carry on caring. As Susana, a head nurse, recounts
of the risk collateral felt among her nursing staff: “She was saying ‘I can’t
take it anymore. I'm tired. I'm thinking of quitting. I’d better stay at
home. We can’t take the risk’” [16]. Enabling care to continue at work,
by minimising time at home, created its own conflicts in care relations,
for instance, workers feeling “disconnected” from children and family,
with some talking of “anxiety attacks” about being “absent” while doing
long shifts at work.

With covid infection transmuting across space, family become ‘pa-
tients’, with covid care entangling “the burden of work and the burden
of home” [14]. Elena, for instance, is “the only doctor” in the family
network. She advises her uncle in his Covid care as best she can. This
becomes difficult, linked to “the anxiety of not being able to help him,
not being with him, being a doctor and not being able to help him”. He
“was in the ICU for eight days and that is where he stayed”, leaving
behind his five year old adopted daughter who “he had fought so hard to
have”. Her uncle’s death was compounded by her mother’s illness. She
also got Covid. As did her brother. This juggling of covid care across
home and work became too much: “I couldn’t sleep. I couldn’t eat. I had
nightmares. I raised my hand at work and said, ‘No more, I feel like I
can’t take it anymore’.” [17]
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4. The matrialisation of exhausting care

The exhaustions of care are embodied not simply in people but in
materials, practices and environments (Law, 2010; Mol et al., 2010).
Here, we accentuate how caring practices are materialised in work re-
lations (Varfolomeeva, 2021), in this case, the equipment and in-
frastructures of health care. We draw specific attention to protective
materials and the social organisation of frontline health care re-
sponsibilities. These examples accentuate the structural politics of
exhausting care.

4.1. Protection materials

Protective clothing materials were described, literally, as a wearing
down (See also: Williams Veazey et al., 2022; Montgomery et al., 2023).
Care was made physically exhausting by materials: “All those protocols
were very exhausting. All those long workdays wearing all those things
which you could never take off, it was terrible” [4]. This was an
exhaustion at once also emotional: “Stuck here day and night, with a
gown, gloves, a mask, visor” that “made you feel anguished, uneasy”
[15]. Caring became an endurance: “They got tired of having all the
equipment on them. They wanted to eat but couldn’t. They needed to
pee and would have to take everything off. So they just put up with it”
[16]. The wearing effects of heightened contagion concern in the early
days of the pandemic are not only incorporated personally - as
“emotional burden”, “worry”, “stress”, “anguish” and so on - but in the
materials of infection control. The uneven supply of protection equip-
ment was a prime source of tension: “We fought over masks because they
only gave us a few” [12]; “You would arrive and find the masks broken
and it was a real drama” [12]. In times of “supply failure”, workers
purchased or created their own material protections. The absence of
protection at work, for some, accentuated the labour of care as
conflicted, with the care of care workers coming into tension with the
interests of caring institutions and the care industry. Laura, for instance,
describes situations where the “same gown lasted for a week”, where “it
had to be stained with blood or secretions before we could change it”,
and that this was ultimately a question of “money” [15]. Alicia, a head
nurse in the peadiatric Covid unit, characterises personal protections as
a public “show”, with the undoing of supply over time linked to weak-
ening institutional protections for workers: “When there are no supplies,
and now that they are no longer available, it’s like they tell people that
they don’t need it anymore” [12].

At the same time, infection control materials and protocols enact a
sense of risk surveillance, especially in the early days of pandemic,
which were not only felt as “tiring” but as a “judgement”, a sense that
“everyone is on top of you”, “watching what you say, what you do, how
you move” [16]. As Emma, an emergency doctor, describes: “Everyone
was on edge, so everyone was always looking around to see who was
breaking the rules about wearing a mask, or who was not wearing all the
bits they should” [16]. Mundane surveillance is here enacted as a cruelty
of extraordinary protocol. Emma gives an everyday example. Her col-
leagues are having breakfast, and they have removed their masks to eat,
taking momentarily release from the pressures of having worked their
shift. This attempt to make a break from the exhaustions of care results
in them being photographed by “people from general services” for
contravening safety protocol. The collateral realities of exhausting care
reside in materials, human and otherwise.

4.2. Care responsibilities

A second example concerns the materialisation of care’s collateral
harms in the social relations of care responsibility. Nurses, for instance,
describe themselves as a frontline in relation to risk, as “facing-up”, even
“abandoned” to contagion, in ways that doctors and specialists are not
[12]. The difference here is presented as the power to choose, for
instance, in the doctor electing not to deliver face-to-face care to patients
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in the face of heightened contagion concern: “Nurse, send me a photo,
because I'm not going in” [12]. For the nurses concerned, the power to
choose not to face up to patients is electing not to care, a “stumbling
block” to care: “The doctor comes to the door, asks three questions,
leaves”. Nurses become abandoned to care: “The nurses are left, and that
is it”. Nurses in Colombia are mostly women and face disproportionate
contagion risk (Malagon-Rojas et al., 2022). The contagion concerns of
care-giving in these early days of pandemic reproduce a familiarity of
power differential. Doing care, being the carer, carries with it the per-
verse effect of discipline and harm potential, at the same time as a sense
of not being cared for: “Going in with my mobile phone to record a video
for a doctor who earns ten times what I am earning. I am also at risk, and
I also have a family, and I have to send him a video so he can write his
notes” [12].

The capacity to make a break, to enact interruption from exhausting
care, is shaped structurally. There is a voiced hinterland and politics to
exhaustion, especially among frontline staff. Nurses providing intensive
care would ordinarily be desperate for breaks: “Give us something as
simple as a space for having lunch”. Breaks in the time-space of care
were felt unequally distributed: “There were rest rooms for doctors, but
never a rest room for a nurse” [15]. The extraordinariness of pandemic
intensifies the ordinary crisis of working conditions. As Laura
elaborates:

“Do doctors get more tired than nurses or auxiliaries, or is it that the
doctor works more than the nurse, or the therapist, or the auxiliary?
No, we work on a par. You are not more important than I am because
you are a doctor. [...] I, in the same way, wear myself out and get
tired, because I am made of the same material as the doctor, a fragile
and vulnerable human being. [...] I'm not saying it wasn’t well
deserved, but when did the nursing staff ever get a rest room? [...]
Yes, an area where you can take everything off, have a glass of water,
or have a coffee to get your energy back, and carry on.” [15]

Agency and contract-based staff are particularly vulnerable to the
uneven structuration of exhausting care. Maria, a paediatrician, em-
phasises the need to “feel secure in your work”. The insecurities of care
work intensify when working under extraordinary pressure. She wants
to “feel sure that they are not going to fire me”. There is a conflict be-
tween not abandoning a duty to care and being abandoned that is
materialised in the trouble and struggle of making a break from
exhausting care:

“We can never rest. If one of us gets ill, if someone can’t come in,
someone else has to come, and you feel the need to do it because how
can you abandon the service? [...] And always thinking [...] if you
don’t comply, they will kick you out, and you’ll be left adrift.” [18]

The labour of care, without escape, at its extremes, was presented by
some as “nothing more than a type of slavery” [12]. Care is understood
here as an extraction, itself in a process of exhaustion. There is a hin-
terland of vulnerability in the frontline of care work, voiced as “com-
plaints” about “bad conditions”, “very poor pay”, “cancelled holidays”,
and being “worked to the bone”. Alicia, for instance, entangles her own
“uncertain future” with that of Colombia’s and being “at the mercy of
delinquency, bad jobs, bad salaries, and the corrupt politics we have”
[12]. The pandemic is felt as an extension of the ordinariness of inequity,
for instance, with health insurance and provider institutions felt to be
“getting big bucks” at the cost of “inhumane” treatment. In Alicia’s case,
she has “worked for two years doing more than 240 hours a month”. She
says that “you don’t even have the right to rest for five days”. And if a
rest day is taken “they deduct it from [what] we earned”. There is a
bifurcated reality to caring in the early days of the pandemic between
the presentation of health care workers as “heroes” on “social media and
on the news” which is “not reflected financially” or in material terms
[12]. Care is extracted without care.
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5. Carrying on

‘Carrying on’ is an overarching reflexive narrative in the face being
‘worn down’. Carrying on is a practice of holding out in the situation of
exhausting care. It is close to what Berlant articulates as a ‘latent
agency’, which focuses on getting-by, which is itself exhausting (Berlant,
2007, 2011).

5.1. Maintaining care

With there being “no break” from the omnipresence of care demand,
making a break in time and space becomes a site of trouble and struggle
in the maintenance of exhausting care. The ‘trouble’ is often articulated
in mundane terms, perhaps to accentuate its unreasonableness: “And
when do you go to the bathroom? Never. It would be 10 hours without
going to the toilet, then hours without taking a sip of water” [15]. The
‘struggle’ at work resides in efforts to “create real active breaks” and
“rest spaces”, yet in practice, these were often short-lived: “In the ICU we
have 15 minutes for lunch” [14]; “We have chosen to eat in the bath-
room: close the toilet door, get organized, and have lunch in 10 minutes”
[12]; “If you have a cup of coffee, it’s on the run” [18]. Here, attempts to
create small breaks from care, no matter how fleeting, enable caring to
carry on within constraints. As Sara describes, “I stop what I'm doing for
a moment, breathe, concentrate, and say, ‘Well, I have to do this”. The
“need to hurry” is handled pragmatically: “fine, let’s go out and do it”. It
means that there is little time-space for emotional release when navi-
gating overloaded care demand: “If you are going to cry, do so for a
moment, but then you have to calm down, because crying isn’t going to
solve anything” [5]; “You have your emotions [...] but you have to keep
going” [5]. There are parallels here to the ‘destructive care’ which re-
sults from “emotionally estranged action” which “sacrifices” the self-
care and bodies of workers as part of the duty of care in work and in-
dustry (Varfolomeeva, 2021: 19). Breaks then, were generally seen as
not “real” enough to actualise a break: “If you have 12 patients, when are
you going to rest, or when are you going to take a break? A real break. If
there is no one to cover you, you can’t” [15].

There is a pressure to carry on in the face of overwhelming care
demand: “You just have to keep going” [14]; “You carry on, keep going,
to the max” [5]; “We just carried on coping with things” [4]. Carrying on
is a constitutive element of care itself, an “ethics” [15] and “re-
sponsibility” [17]. Carrying on is also an effect of structural arrange-
ments: “It’s just that your colleague hasn’t arrived yet, you have to keep
going” [14]; “People carried on even when they were unfit for work”
[15]. Paradoxically, carrying on is presented in accounts as a reasoned
action which seeks to side-step an awareness of the collateral damage of
exhausting care, to enable caring to endure, for as long as possible. As
noted above, a key strategy said to enable carrying on were efforts to
detach the ‘emotional self’ from the situation. For Susana, a senior nurse,
carrying on “was like smearing Vaseline on your face so that everything
slid off”. Carrying on required consciously bracketing-off emotion: “My
strategy was to keep it all inside, I kept it all in” [5]; “Come on, come on,
get on with it, come on, don’t think, don’t feel” [14]. Carrying on is
distinct from being carried away:

“You have to learn to manage your emotions. Because if you let
yourself be carried away by your emotions, you wouldn’t do your job
in the best way. People say, ‘Oh, doctors are all cold, nurses are cold’.
No, you do feel. But you can’t let yourself be carried away.” [5]

Carrying on presents, to self and others, as if conditions are ordinary
and controllable. There is recognition of the ‘presentation work’
involved here, as said of the risk management of emotions: “I didn’t talk
to anyone” [4]; “I would lock myself in the bathroom [...] so that my
wife wouldn’t see me and realise” [9]; “You shouldn’t show those
things’” [17]. Such was the care demand, as we have seen above, that
carrying on encouraged an abandonment to care which, on looking
back, felt “dehumanised”, wherein people likened themselves to
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“things”, for instance, “robots” in the reflex response of emergency: “We
were no longer treated as human beings, but as things” [17]; “In reality,
we were just things, machines” [15]. Care becomes paradoxically ‘less-
than-human’ and ‘all-too-human’ at the same time (Wilkinson and
Ortega-Alcazar, 2019).

In Varfolomeeva’s (2021) account of miners’ bodies becoming
emotionally estranged to harm as they function as machines of industry,
work-related illnesses (such as breathing and back problems) are pre-
sented as “unavoidable side-effects” of “self-sacrifice” made worthwhile
in an affective relation of pride linked to the capacity to carry on as well
as produce. In looking back on the early days of caring in the Covid-19
pandemic, the reflexive narrative of ‘carrying on’ is unsettled as
reasoned action of care. Accounts emphasise that a situation of
time-crunched care did not allow for themselves to see, reflect on, or
resist the harms that were accumulating until the ‘crisis’ of personal
“breakdown”. Attritions of the ‘crisis ordinary’ become unnoticeable
(Berlant, 2011). A common remark, for instance, was that it took others
— usually friends and family — to make it visible to carers how they had
become abandoned to care. In Catalina’s case, it was her sister and father
who impressed upon her that she “had to see someone” because she
“couldn’t take anymore”. In Laura’s case, it was her daughter, who made
a call for help on her behalf. She notes that she had “lost about 12 kilos™,
that she had “developed a very strong depression”, that she would “come
home crying everyday”, but at work, “here at the clinic, I did not real-
ise”. She says that “without that call”, without her daughter saying ““No,
mum you look really bad, let’s go to A&E [accident and emergency]’”
that she “could have carried on”.

5.2. Cruel learning

Carrying on is, therefore, a cruel learning of exhausting care. As
Lucas says of his attempts to elide the harms to himself of carrying on:
“Ignoring it is the worst thing you could do”, because “in reality, that
made the situation worse and worse, until there came a time when I ran
out of strategies” [9]. We can see the narrative of carrying on as a re-
flexive moment which negotiates through the bifurcated realities of
imagined and materialised care. The narrative of carrying on realises
what was not said and bracketed-off at the time: “No one was talking
about it. We all knew we were overwhelmed. We all knew we were tired.
But no one realised it” [19]. Looking back is a making ‘after’ of crisis that
reveals the limits of surviving collateral damage at the end of care: “Now
I think about it, we didn’t used to take care of ourselves at all” [12].
Looking back temporalises, and makes present, the paradox of
exhausting care, that “we are the most incoherent professionals” when
doing care “for ourselves™: “We tell the patient, ‘You have to sleep, you
have to eat, you have to rest, you have to do things’, but we are not
capable of doing it ourselves” [15]. One lesson here is to take better care
of carers. But even here, accounts tend to emphasise not being able to
carry on as a failing of care linked to the incapacity to work:

“Self-care is never promoted. It is always, ‘You are here to take care
of the patient’. But if I don’t care take of myself, I can’t care for
anyone. I think we have to work a lot on the ethics of care”. [8]

Attritional care is extractive in its extremes when it takes break-down
or collapse to realise the collateral damage wrought to human agency.
For Elena, the fundamental learning is “you are human”: “I realised that
yes, you can do it, that you don’t have to have a happy face all of the
time, or say that you are always fine, but that you also have your
downfalls. You are human. You are not made of stone.” [17]. At the end
of care is a crisis realisation, a cruel learning, that brings, in part through
narration, the ‘human’ back in, that re-makes the self, that re-capacitates
the self to care for itself:

“I think this is going to make us evolve little by little, like little grains
of sand, towards a humane practice, not only towards the patient, but
also towards ourselves. Recognizing ourselves as vulnerable beings
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too, with the power to do good to a patient, but with the capacity to
do a lot of harm to ourselves as professionals”. [15]

Ana, a doctor, similarly suggests exhausted care as a crisis learning
that is cruel but humanising. Reflecting on the break-down in agency
among her colleagues, Ana gestures toward learning that extends
beyond the care of the exhausted self:

“I saw my intensive care professors—who are the fiercest, roughest,
most self-centred, most conceited—defeated. Defeated in front of a
PC, looking at a monitor because they didn’t know what more to do.
Desperate because there wasn’t room for even one more Covid pa-
tient, and doing what they already knew how to do, but without
results. It was like ‘I'm tired’, ‘Tired, bored, I want to leave now’.
Like recognizing the humanity that they don’t show to anyone, that
they can’t show to anyone normally, but on those days of exhaustion,
there was no other option. It gives us many lessons”. [4]

5.3. Cruel optimism

We see then, that caring in the early days of pandemic can embody
care as a ‘cruel optimism’, a care that is not without conflict or attri-
tional harm (Berlant, 2011). For Laura, “Covid did not bring out the best
in us” but “brought out the worst”. The extraordinariness of pandemic
reproduces the crisis ordinary. In Laura’s case, “the pain of working in a
Covid ward was so great that [she] took the decision not to go back to
work in intensive care”. The narrative of carrying on realises its end: “I
moved away from care”; “I did not want to work in care anymore”.
Others pondered if they might no longer carry on. Catalina, for instance,
says [she] has an “existential crisis”. She says “I don’t know what to do”.
She says that “I am very tired. I'm extremely tired. I'm exhausted”. She
feels “like throwing it all away”.

For Laura, the overload of exhausting care was perhaps not even a
surprise but an expectation: “At the end of the day, it was all the over-
load, all the inequity, that ended up affecting my mental health”. While
one story of many, Laura’s narrative can be read as a lesson on the cruel
optimism of extracted care:

“I learned that you are not valuable to any institution, that no
institution is worth giving your life to. And I say that as a nurse. I
loved the institution where I worked during the pandemic. It had
been my dream to work with that institution. [...] And to realise that
we were just another thing. When they didn’t need us, they threw us
out.” [15]

An important question then, is how the personal connects with the
political; that is, how the cruel learnings of exhausting care narrated by
carers make structural differences. This is at once a question of how the
ordinary might be remade. Here, there is some doubt:

“There was no learning. A real, structured, learning should already
have made changes in the care system ... For me, there was no
change at all, absolutely no improvement at all. In any sense. They
didn’t improve in terms of availability of beds for patient care, there
are always patients in the corridors. Having the opportunity to look
at that process, and say ‘We have to change’. And there was no
change. In no way. In no way was there change. The working con-
ditions have not improved. [...] It’s the same. It’s the same story. We
carry on the same.” [18]

The exhaustions of care reside in the normal. As said of exhaustion:
“We have normalised it” as a repeated condition of “no staff”, having to
“double up shifts”, having “to work exhausted”, getting “overloaded”.
Laura remarks that “every year [...] there is overload”. Crisis and
collapse are not unfamiliar: “The emergency services are not like they
were during Covid, but they are always collapsing, always”. There is
familiarity also, as we have seen, in the sense of abandonment to care
that is embodied in the everyday materiality of care’s labour; from
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uncertain access to protection materials, to the uneven opportunity to
make a break from care, to the reduced capacity to carry on caring.
Alicia says of nursing at the frontline that “we carry on like that™:

“I don’t think they [the hospital administration] have learnt any-
thing, because we have been abandoned. [...] I really don’t know
what they have learned. They have never come to see how we work,
they never acknowledged that we are there on a daily basis. They
have all gone into hiding”. [12]

While the crisis of Covid care in the early days of pandemic is also
narrated away, in retrospect, as an event of the past that has since been
lived through, as something that has become “routine” and even
“forgotten”, we find that exhausting care is also narrated as an ongoing
‘crisis ordinariness’. Care is made exhausting in the repetition and
extension of crisis: it is “repeated”, it “keeps happening”, “we live
through it all the same”. Indeed, “we carry on like that” [12].

6. Conclusion

Bringing together ideas on ‘collateral realities’ (Law, 2010, 2011)
and ‘cruel optimism’ (Berlant, 2011), we have explored ‘exhausting
care’ in the early days of the Covid-19 pandemic as a form of altered
agency in the materialisation of competing care demand, potentials and
harms. The collateral realities which flow from the exhaustions of Covid
care, we have suggested, are enacted in a narrative of being ‘worn down’
while ‘carrying on’. Exhausting care is a relation in which the promise of
care as a ‘good’ comes into tension with care as a form of harmful
attachment. As we have argued here, while the cruel optimism of
exhausting care becomes especially noticeable in situations of extraor-
dinary care demand, such as in the early days and crisis of pandemic,
these collateral realities also reside in a hinterland of ‘crisis ordinariness’
and ongoing constraint.

Lauren Berlant notes how the rhetoric of ‘crisis’ can “distort some-
thing structural and ongoing within ordinariness into something that
seems shocking and exceptional” (Berlant, 2011: 7). As the accounts of
health care workers in our study emphasise, the exhaustions of care in
the early days of the Covid pandemic are not only materialised as
spectacular ruptures but reside in the slower temporality of personal and
institutional struggles in the face of structural constraints. Exhaustions
are here reproduced in the impasse of the everyday (Stewart, 2007;
Berlant, 2011); from the uneven distribution of personal protection
equipment, to the differential capacities of frontline workers to avoid
contagion, to the unequal opportunities to make breaks from the
relentless pressures of care demand. A cruel lesson of exhausting care is
the lack of learning epitomised in the habituated reflex to carry on - to
repeat as well extend the ‘crisis ordinariness’ — without seizing the op-
portunity for adaptation or fundamental change going forwards.

Crucially, the narrative of ‘carrying on’ speaks at once of personal
endurance and the structuration of care’s attritions. Personal accounts of
the collateral harms of exhausting care are made political through their
narration as a ‘carrying on’ that is at once personally internalised and
situationally habituated. This upscales accounts of exhausting care from
a short-lived problem of extraordinary personal crisis to the precarity of
care itself as a chronic problem of systems and structures (Law, 2010;
Varfolomeeva, 2021; Lancaster and Rhodes, 2023). Accounts emphas-
ised exhausting care as an effect not only of the pandemic situation but
of the unrealised promise and destructive potentials of care work sys-
tems shaped by inequality and competition. The Colombian case study
we have presented here accentuates how the collateral realities of health
care that are lived day to day reflect the longer-term and dispersed ef-
fects of competition and precarity, in which systems of care and work
themselves are in ‘crisis’, for instance, from a mix of recession, mar-
ketisation and structural reform (Abadia-Barrero, 2022; Prada et al.,
2022). An immediate lesson here is a need to care well, and better, for
carers given the systemic collateral harms they endure (Willis et al.,
2021; Williams Veazey et al., 2022; Sherman and Klinenberg, 2024). But
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there is a wider question here of how we might ‘make good’ of a crisis in
care (Wright, 2022). Exhausting care, as we have shown, is reproduced
in practices of ‘carrying on’ until break-down. Rather than perpetuating
a reflex of crisis and emergency response in care, we need to pause
(Wright, 2022), to invite a ‘slower’ and ‘perpetual’ care (Williams
Veazey et al., 2022; Lancaster and Rhodes, 202.3), that helps foster a care
for care itself through social and material change (Puig de la Bellacasa,
2017). A care for care does not detract from acting in emergency but it
resists reproducing the uneven destructive potentials of care when doing
so. For this to become possible, making visible and undoing the crisis
ordinariness of care work is critical.

Though extractive, wearing, and ultimately uncaring, exhausting
care is a form of agency. Exhaustion, in our account, is not simply a
closing-down or loss of agency but “a messy paradoxical state” which
incorporates endurance, the capacity to survive, as well as possibility
(Wilkinson and Ortega-Alcazar, 2019: 158). It is through accounts of
impasse, of survival time, of being ‘worn down’ while ‘carrying on’, that
the relative agency of exhausting care becomes visible (Berlant, 2011).
The narrative of ‘carrying on’, as we have seen, is a site at once of trouble
and struggle. Care felt as a form of risk or entrapment, for instance, tends
to alter rather than extinguish the desire to care. Even while the struc-
turation of exhausting care repeats and reproduces the uneven familiar —
in everyday work shift practices, to protection materials, to working
conditions, to care environments — there is bounded agency in the cruel
learnings of exhausting care. We saw this, for instance, in how the ma-
terials of care are tinkered with in the effort to create breaks in the
time-space of care. We can see this also, in how narratives bearing
witness to the harms and constraints of care give shape to alternatives.
Even narratives of break-down, which tell stories of the collateral
damage of carrying on to the point of personal crisis or system collapse
(Law, 2010), redistribute agency as a site of possibility, induced by the
crisis situation (Berlant, 2011).

Wilkinson and Ortega-Alcazar suggest that “weary withdrawal may
be a way in which to survive”, and that “the quiet murmur of the weary
should be heard as a political demand in itself” (2019: 164). Berlant
(2011) reminds us that the crisis ordinariness habituates a situation in
which the power to enact an intentional or heroic break from trouble is
itself in trouble, a form of cruel optimism. In narratives of the cruel
optimism of exhausting care, and of the paradoxes of ‘carrying on’ while
being ‘worn down’, there is not only endurance and survival but possi-
bility, an invitation to do care differently, not only in times of pandemic
but in ordinary times.
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