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The new identified virus COVID-19 has become one of the most contagious diseases in human history. The ongoing coronavirus has created severe threats to global mental health, which have resulted in crisis management challenges and international concerns related to health issues. As of September 9, 2021, there were over 223.4 million patients with COVID-19, including 4.6 million deaths and over 200 million recovered patients reported worldwide, which has made the COVID-19 outbreak one of the deadliest pandemics in human history. The aggressive public health implementations endorsed various precautionary safety and preventive strategies to suppress and minimize COVID-19 disease transmission. The second, third, and fourth waves of COVID-19 continue to pose global challenges to crisis management, as its evolution and implications are still unfolding. This study posits that examining the strategic ripostes and pandemic experiences sheds light on combatting this global emergency. This study recommends two model strategies that help reduce the adverse effects of the pandemic on the immune systems of the general population. This present paper recommends NPI interventions (non-pharmaceutical intervention) to combine various measures, such as the suppression strategy (lockdown and restrictions) and mitigation model to decrease the burden on health systems. The current COVID-19 health crisis has influenced all vital economic sectors and developed crisis management problems. The global supply of vaccines is still not sufficient to manage this global health emergency. In this crisis, NPIs are helpful to manage the spillover impacts of the pandemic. It articulates the prominence of resilience and economic and strategic agility to resume economic activities and resolve healthcare issues. This study primarily focuses on the role of social media to tackle challenges and crises posed by COVID-19 on economies, business activities, healthcare burdens, and government support for societies to resume businesses, and implications for global economic and healthcare provision disruptions. This study suggests that intervention strategies can control the rapid spread of COVID-19 with hands-on crisis management measures, and the healthcare system will resume normal conditions quickly. Global economies will revitalize scientific contributions and collaborations, including social science and business industries, through government support.
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INTRODUCTION

The World Health Organization, China office reported a new strain of SARS infection (severe acute respiratory syndrome) in Wuhan, China, in late December 2019 (1–5). Accordingly, health experts recognized this fatal viral disease as SARS-CoV-2 (6–8). This new strain of the viral disease caused COVID-19, which brought the ongoing worldwide pandemic (9–11). The WHO declared the outbreak as an “International Concern” related to the Public Health Emergency on January 30, 2020. WHO later called it a global pandemic on March 3, 2020 (12–15). The rapid spread of COVID-19 has massively infected people worldwide and caused public anxiety similar to the 1918 H1N1 influenza plague instigated by an “H1N1 Influenza A” viral disease (16–18). The Spanish influenza pandemic persisted from February 1918 to April 1920. This viral disease infected 500 million people. In four successive waves, the H1N1 pandemic infected about one-third (33%) of the worldwide population. The death toll is typically reported to be somewhere between 20 and 100 million and made it the deadliest pandemic in recorded human history (19). Data released by the WHO and John Hopkins University showed that there were over 223,474,638 verified COVID-19 cases, a total of 4,611,342 deaths, and more than 200,010,731 recovered patients as of September 9, 2021, worldwide (20). The advent of the COVID-19 lethal communicable viral disease has resulted in the most dangerous and fatal human health disaster in the current century of human history (21).

Not since World War II has the world faced more significant global health difficulties and economic crisis management, including social, political, environmental, and financial and health emergency issues. This infectious viral disease has massively interrupted social interactions, business activities, global relations, and global economies (22–25). The main feature of COVID-19, similar to that of MERS and SARS, was its rapid spread worldwide through air travel. The 1918 Spanish influenza pandemic took months longer to spread in Europe, Australia, and South America because ship-borne travel took a long time. However, in the modern world, fast air travel permits voyagers to traverse this globe within a day or less. The key reason for the rapid spread of COVID-19 across continents was that screening efforts at airports were relatively costly and unsuccessful (26). The common feature of in-flight transmission of the COVID-19 disease among passengers was also evident during the SARS outbreak (27, 28).



SYMPTOMS OF COVID-19 AND RECOVERY RATIO

The symptoms of the ongoing lethal disease COVID-19 are not static and vary from mild to moderate to severe infection (4). The typical virus infection symptoms include muscular pain, congestion, runny nose, body aches, nausea or vomiting, diarrhea, headache, loss of taste and smell, nasal congestion, cough, rhinorrhea, fever, sore throat, and breathing complications. The general symptoms can be different among sufferers, and their symptoms might change with time. For people without prior throat and nose disorders, loss of smell combined with the loss of taste indicates an association with the COVID-19 infection with a specificity of 95% (29). The literature specified that almost 81% of people present with mild to moderate COVID-19 infection symptoms, including mild pneumonia, and 14% display severe disease symptoms, such as hypoxia, dyspnea, or 50% lung involvement imaging. A minority of the people (5%) face very acute symptoms, including shock, respiratory failures, or multi-organ dysfunction (30). About 33% of COVID-19-infected people do not show observable virus symptoms at any point (31).

Therefore, the asymptomatic carriers of COVID-19 tend not to undergo testing and therefore spread the infectious disease to others (32). Infected people will show symptoms of the infection later, called “pre-symptomatic,” or develop mild symptoms and spread the virus (33). It is a common phenomenon of virus infections that an infected person will show symptoms later. The median delay time is 4–5 days for COVID-19 symptoms. After exposure to the virus, most symptomatic patients experience symptoms within the first to the third week. Almost all infected people will experience one sign of the virus within the first 12 days (34, 35). More than 90% of infected people recover from the acute infection phase, depending on their immune system. However, some patients experience the adverse effects of COVID-19 infection for several months after they recover due to damage to organs. Hence, multi-year investigations are underway to further explore the long-term adverse impacts of the COVID-19 disease worldwide (35).



GLOBAL MENTAL HEALTH CHALLENGES AMID THE COVID-19 OUTBREAK

The arrival of COVID-19 posed social, environmental, financial, and mental health challenges worldwide (36). In the first wave, there were more than 119.7 million declared infected people, with a death toll of more than 2.7 million worldwide. However, almost 97% of patients survived the infection of this lethal disease which indicated that 96.3 million people recovered as of March 12, 2021. The second and third waves became more dangerous and lethal. As of July 18, there were over 191,084,631 cases, more than 4,103,306 deaths, and 174,041,354 recovered cases worldwide (14). COVID-19 has dramatically changed people's health-related behavior and lifestyle (37). Educational institutions, such as schools and universities, have been closed and exams and activities have been postponed (38). Health information services have been limited, socializing with friends and a more comprehensive range of mixing with friends and families has been discouraged. Living in these situations can be difficult for young people's social, physical, and mental health (39). This study analyzed information and resources related to COVID-19 that can support people through these challenging times and inspire them to become leaders in addressing the uncertainties of the COVID-19 pandemic.

Past research identified the relationship between MERS (Middle East respiratory syndrome) and SARS to cause psychiatric and mental health problems (40). The severe MERS and SARS phases resulted in psychiatric symptoms, such as mental distress, depression, mood disorder, confusion, anxiety, psychotic symptoms, panic attacks, stress, and delirium (41–44). A study identified post-illness problems, such as fatigue, PTSD (post-traumatic stress disorder), memory impairment, anxiety, depression, and irritability (43). The COVID-19 outbreak resulted in neurological manifestations, dysomia, parageusia, encephalitis, cerebrovascular disease, and actuate meningitis. It has led to mental health issues worldwide (45, 46). A past study examined the COVID-19-enhanced psychiatric complications in the UK. The altered mental status among people was the second most prevalent problem. It caused brain disorders, such as encephalitis and encephalopathy. Over 50% of the patients facing altered mental status were over 60 years (47). The psychological responses during past infection diseases can offer helpful insights into mental health research (6, 48). The Ebola virus illness epidemic outbreak during 2014–2016 hampered public health efforts to manage fear-related human behaviors and impeded survivors' recovery. Past follow-up research has reported persistent mental health problems among infectious diseases survivors, and over 50% of Ebola disease patients reported various mental disorders, such as depression, anxiety disorder, and post-traumatic stress disorder (49). The survivors of SARS reported levels of mental health problems, such as anxiety disorders, depression, panic attacks, social isolation, irritation, and post-traumatic symptoms (8, 50). In follow-up studies over 8 years, almost 25% of SARS survivors reported mental health problems, such as post-traumatic stress disorder (51, 52).

Evidence from past pandemics and infectious disease arrivals has reported adverse mental health consequences due to social isolation and other restrictions in human society (53–55). Large-scale disease outbreaks, pandemics, and natural and traumatic crises cause higher levels of mental health issues, such as depression, anxiety, domestic violence, child abuse, stress, and substance use disorder (56). Amid the COVID-19 outbreak, physical distancing, restriction on economic activities and social gatherings, and closure of educational institutions increased the prevalence of anxiety, stress, PTSD, antisocial and irritating behaviors, depression, and suicidal thoughts among all age groups (57–59). A nationwide psychological disorders survey based on the Chinese population amid the COVID-19 pandemic identified a series of mental health issues, including depression, anxiety disorders, antisocial behaviors, panic disorders, and PTSD (60). The past research findings indicated an almost 200% increase in depression and anxiety disorders among adults during the quarantine restrictions (61). The COVID-19 outbreak in the UK evidenced higher levels of mental health issue symptoms among the adult population in 2020 (62). The mental health problems' prevalence related to the pandemic indicated the level of mental disorders in the general population. The United States of America, Census Bureau Household Pulse Survey reported a spike in anxiety disorders, antisocial behaviors, depression, and stress in April 2020. Almost 35% of US residents reported the clinical symptoms of depression, mental distress, and anxiety disorders during January, February, and March 2019. The fatal result of the COVID-19 virus has affected the general population's mental health (63, 64). Therapeutic mental health care and timely preventive measures are helpful to address the general population's mental health needs in the COVID-19 outbreak (65). The prompt response to control the adverse effects of the COVID-19 crisis on mental health, psychological education, and timely preventive measures can help decrease infection risks and promote resilience to the influence of social changes necessitated by the COVID-19 outbreak (66).

Figure 1 shows the 10 most affected countries around the world. The US is still the most affected with confirmed COVID-19 patients as of January 31, 2021. The second most affected is India, as indicated in Figure 1. Followed by the UK, Italy, Spain, France, and Brazil. Globally, countries have initiated plans to “flatten the COVID-19 pandemic cases curve.” Flattening the COVID-19 curve involves minimizing the transmission and reducing new cases of COVID-19 from 1 day to the next day. Reducing new cases of infectious disease helps prevent healthcare systems from becoming overwhelmed. When fewer COVID-19 positive patients emerge today than were reported on the previous day, it is a sign that the state/country is flattening the curve. A flattened curve shows a downward trend of recording new positive cases of the coronavirus. The 7-day moving average analysis visualizes recent COVID-19 cases, and this method reflects the rate of change. This research helps manage healthcare systems to provide medical treatment to the patients, and it is helpful to lower the burden on healthcare systems around the world.
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FIGURE 1. COVID-19: Top 10 most affected countries (7-day moving average), as of July 18, 2021. Source: WHO and JHU COVID-19 datasets.


WHO facts and figures about COVID-19 stipulate that the United States has the highest number of confirmed coronavirus patients. It reported 29,300,000 patients, with 532,400 deaths and a case mortality rate of 1.80%, the highest number of any nation and the 10th highest in terms of per capita income. Recently, India has reported the most significant number of infected patients in Asia. India has the second largest number of coronavirus patients in the world. There have been 11,308,846 total testified cases, 158,306 deaths, and a case mortality rate of 1.40%. Brazil has the third highest COVID-19 case rate globally and declared 11,277,717 confirmed cases, with a death toll of 272,889 and a case mortality ratio of 2.405. Health experts first identified a patient with the coronavirus in Russia on January 31, 2020. Since then, Russia has confirmed 4,311,893 COVID-19-positive patients, with a death toll of 89,224 and a CFR (case fatality ratio) of 2.10%. Similarly, the United Kingdom has reported 4,254,714 confirmed coronavirus cases, with 125,403 deaths and a corresponding mortality rate of 2.90%, as of March 12, 2021. As of July 18, there were over 191.1 million verified coronavirus cases, more than 4.1 million deaths, and 174.0 million recovered patients.

Table 1 shows the COVID-19 positive cases, deaths, and mortality rate by considering the top 20 affected countries, as of July 18, 2021. According to JHU and the WHO's statistics, the USA remains the highest affected country and reported 34,067,912 positive COVID-19 cases, with 608,884 total deaths and a case-fatality ratio (CFR) of 1.80%. India is the second most affected country with 31,106,065 declared cases, 413,609 deaths, and a CFR of 1.30%. Brazil remains the third highest affected country with 19,342,448 positive cases, 541,266 deaths, and a CFR of 2.80% as of July 18, 2021. See Figure 1 for more details.


Table 1. COVID-19 verified cases and rate of mortality in the top 20 affected countries (July 18, 2021).

[image: Table 1]

Figure 2 specifies the most affected countries worldwide. The US is still the most affected country with the most newly confirmed COVID-19 patients as of March 12, 2021. The second most affected nation is India, as indicated in Figure 2. The UK, Italy, Spain, France, and Brazil face a burden on health care systems. Many countries are incorporating preventive strategies to “flatten the COVID-19 cases curve.” Flattening the COVID-19 curve minimizes the quick spread of the disease and reduces new virus cases from 1 day to the next day. Reducing new COVID-19 cases helps prevent burdens on hospitals. When fewer COVID-19-positive cases emerge today than reported on the previous day, it shows that the country is successfully flattening the curve. A flattened curve shows a downward trend of recording new positive cases of the coronavirus. The 7-day moving average analysis visualizes recent COVID-19 cases, and this method reflects the rate of change. This study helps in offering valuable suggestions for the healthcare system to provide medical treatment to the patients, and it is helpful to lower the burden on healthcare systems around the world.
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FIGURE 2. COVID-19: new confirmed positive cases (7-Day Moving Average) by March 12, 2021. Source: WHO and JHU COVID-19 information.


Table 2 indicates the COVID-19 verified positive cases in different countries around the globe. The WHO data reported that the USA remained the most affected country with 34,067,912 positive patients, 608,884 deaths, and 11,166,500 recovered patients. India was the second most affected country, with 10,746,183 confirmed patients, 154,274 total deaths, and 10,423,125 recoveries. Brazil reported 9,204,731 infected cases, 224,534 deaths, and 8,027,042 recoveries, as of February 1, 2021. There were 3,817,176 confirmed cases in the United Kingdom with 106,158 deaths, and France reported 3,197,114 patients with 76,057 deaths, Spain recorded 2,743,119 COVID-19-confirmed patients with 58,319 deaths. Italy declared 2,553,032 cases with 88,516 deaths, and the total number of recovered patients was 2,010,548 (see Table 3).


Table 2. The COVID-19 global cases in various affected countries as of July 18, 2021.
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Table 3. COVID-19 cases and mortality of the most affected countries, as of July 18, 2021.
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Table 3 shows the reported COVID-19 cases concerning case fatality rates in the leading and most affected countries globally. The WHO statistics showed that Yemen had the highest rate of case fatality, CFR = 19.60%, followed by Peru, CFR = 9.30% and Mexico = 8.90% as of July 19, 2021. Before this, the USA remained the most affected country. India declared the second highest positive cases of the coronavirus. Brazil reported 19,342,448 infected cases, 541,266 deaths, and a case fatality rate of 2.8%, as of July 18, 2021. There were 5,917,397 confirmed cases, over 111,657 deaths, and a case fatality rate of 1.9% in France. Russia acknowledged 5,860,113 established COVID-19 patients, 145,222 total deaths, and a case fatality rate of 2.5%. Turkey reported over 5,522,039 confirmed cases, a death toll of 50,488, and a case fatality rate of 0.90%. Similarly, the United Kingdom professed 5,407,428 total positive cases with 128,960 total deaths. Argentina reported a total of 4,749,443 cases of the coronavirus with a death toll of 101,434 and a case fatality ratio of 2.10%. Italy declared 4,284,332 cases with 127,864 deaths and a CFR of 3.00% as of July 18, 2021.

The world is suffering from the damages of the new Delta variant, originating from B.1.617.2 lineage, a novel variant of SARS-CoV-2, which results in rapid transmission of the COVID-19 viral disease. Health experts first detected this new virus in India during the last quarter of 2020. Health experts investigated this new variant, WHO named it B.1.617, and then called it the Delta variant, on May 31, 2021. Public Health England (PHE) recorded a second attack ratio that remained 51–67% higher than the Alpha variant. The Delta variant is fatal and doubles the hospitalization cases of COVID-19 patients. The Delta variant has affected more than 80 countries as of July 12, 2021. The Delta variant massively struck India and brought a second wave at the beginning of February 2021. It resulted in the third wave in the United Kingdom (UK), Fiji, and South Africa. According to the WHO warning in July 2021, the Delta variant can bring new waves of COVID-19 in Africa, Asia, and Europe (67). The Center for Disease Control and Prevention (CDC) acknowledged Delta as a variant of international concern (68–71) (see Figure 3).


[image: Figure 3]
FIGURE 3. COVID-19 waves, positive cases in the USA, Brazil, India, and Czechia, July 18, 2021. Source: WHO and JHU CSSE data on COVID-19 disease.


Virus transmission is still increasing in the US, Brazil, and India based on new tested and verified coronavirus infections cases on a 7-day average basis. The reported new cases of the viral disease have shown a rising trend in some countries, while some have declared a steep decline in new cases. For instance, the US has registered a decline in the number of new COVID-19 virus cases after January 2021. Likewise, Germany, France, and Czechia have reported an increasing trend of newly infected people, and Italy has announced an upsurge in new infections in February 2021. Many countries face new waves, such as first, second, third, and fourth waves, resulting from the ongoing pandemic COVID-19 worldwide. Europe has become the epicenter, and there were around 38 million cases of the virus as of March 2021. Brazil is also still very much part of the pandemic. Brazil confirmed the arrival of the disease on February 25, 2020. Since November 2020, Brazil has reported an increasing trend of new cases of COVID-19. By January 15, 2021, confirmed positive cases in Brazil exceeded 8,000,000, with a death toll exceeding 200,000. COVID-19 hit hardest in Brazil and made it the worst affected country in the world. Since then, Brazil has reported 11.4 million cases and more than 275,000 deaths. The USA reported the first confirmed case on January 22, 2020, and since then, the US has declared 29,347,338 cases, with a death toll of 532,590. There is a rising trend of the disease in India. The country has confirmed 11,333,728 COVID-19-positive patients and a death toll of 158,446 as of March 12, 2021. Yemen reported the highest case fatality (CFR = 25%) ratio, Mexico was the second highest (CFR = 9%), Syria reported a CFR of 6.7%, Sudan announced a CFR of 6.35), and Egypt reported a CFR of 5.9% as of March 12, 2021.

The WHO and JHU datasets specified that Yemen had the highest CFR, 25%, in March 12, 2021. They reported 2,667 infected patients with 667 deaths, and a death rate/100K population of 2.34. Mexico remained the second highest with verified patients, and a CFR of 9%. Mexico reported 2,150,955 confirmed infected patients with a total death number of 193,152/100K population. Syria reported a CFR of 6.7%, and Sudan declared a 6.3% CFR. Table 4 displays the results for total cases per million vs. case doubling time. Figure 4 shows cases of COVID-19/million population vs. doubling the time of virus-infected patients in different regions across the world. Figure 4 stipulates the time of doubling patients from 0 to 50, 50 to 100, 100 to 150, 150 to 200, and 250 to 300 days in the countries and territories.


Table 4. COVID-19 global cases in the most affected countries, as of September 10, 2021.
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FIGURE 4. Total recorded COVID-19 cases/million vs. how quickly these figures double as of July 18, 2021.


Figure 5 reports on COVID-19 identified cases vs. deaths due to the coronavirus in the top seven regions, as of January 23, 2020, worldwide. The arrival of the pandemic has also immensely affected Pakistan's economy (72, 73). The pandemic influenced all the key factors and damaged economic activities. As of September 9, 2021, there were 1,194,198 verified patients, 26,497 total deaths (2.2%), and 1,076,112 recoveries in Pakistan. The pandemic posed enormous economic, health, social and political, and environmental issues in society. The pandemic's second, third, and fourth waves in Pakistan were potent and fatal, resulting in thousands of deaths. Pakistan reported 920,066 verified COVID-19 patients, a death toll of 22,811 (2.3%), and the recovery rate remained 92.8% as of July 19, 2021. As of March 12, 2021, China had a 4.8% case fatality rate, followed by Australia: 3.1%, the United Kingdom: 2.6%, Africa: 2.6%, Europe: 2.4%, the whole world: 2.2%, Asia: 1.7%, and the United States of America: 1.7%.
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FIGURE 5. COVID-19 identified cases vs. deaths due to coronavirus in the top seven regions, globally. Source: JHU and WHO dashboard.


Facts stipulate that the European Union and the United Kingdom reported 27,385,890 total infected cases, 53,137 cases per million, with a death toll of 680,930, and deaths per million of 1,321. North America declared 29,880,184 total cases, 81,018 cases per million, 542,230 deaths, and 1,470 deaths per million. Similarly, South America recorded 12,809,782 COVID-19 cases, 43,396 cases per million, 482,707 deaths, and 1,123 deaths per million. South Asia reported 12,809,782 total positive cases, 6,900 cases per million, 186,009 deaths, and 100 deaths per million. Central America recorded 3,115,633 infected cases, 17,341 cases per million, a death toll of 212,838, and 1,185 deaths per million. The Middle East declared 5,712,789 total cases, 21,889 cases per million, a total death toll of 105,482, and 404 fatalities per million.

Table 4 shows the number of global infected patients, total deaths, total recoveries, and new cases and deaths as of September 10, 2021. It shows a detailed analysis of the COVID-19 global spread, infections, recoveries, deaths, and critical patients.

Table 5 presents the global scenario of COVID-19 transmission and infected patients, total cases, total deaths, total recoveries, and new cases and deaths worldwide. It shows a detailed analysis of the COVID-19 global spread, infections, recoveries, deaths, and critical patients in the world as of July 19, 2021. The pandemic has posed global, regional, and domestic-level health challenges worldwide (5, 74–79). Figure 6 shows the most affected countries that reported the highest number of verified and tested patients of COVID-19. See Table 4 and Figure 6 on the global health crisis and number of infected people worldwide.


Table 5. Worldwide COVID-19 cases and the top 30 most affected countries, as of July 19, 2021.
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FIGURE 6. Distribution of the cases in various countries worldwide (July 18, 2021). Source: Data provided by World Health Organization related to the coronavirus (COVID-19).


Figure 6 demonstrates the confirmed infected patients of COVID-19 in different countries worldwide. The WHO statistics reported the confirmed total cases and death toll, cases/million, number of deaths/million, total population by different regions, absolute facts and figures, and ratio per million inhabitants. US patients make up 18.29% (34,960,760) of the global infected cases (191,324,829). India reports 16.29%, a total of 31,143,595 as of July 19, 2021. There were over 223.475 million COVID-19 cases, 4.611 million deaths, and more than 200.0111 million recovered patients globally, as of September 9, 2021.



SOCIAL MEDIA USE AND HEALTH BEHAVIOR

The coronavirus has affected all spheres of society, leading to reshaping human attitudes toward life (5, 78–81). The coronavirus outbreak has influenced human behaviors, leading to people relying on updates through social media platforms and other reliable sources. Social media tools help provide the latest news and health-related updates amid the COVID-19 crisis (82). The different waves of the current pandemic have created a massive burden and caused health risks for human beings, leading to an increase in the usage of social media applications as people seek the latest news about preventive measures against the COVID-19 disease. People look for precise and correct information related to their health, which has led to more use of platforms of media technologies to stay connected with family members, peers, and friends (83–86). People seek accurate information related to viral disease, and social media use has helped people find public communication to follow preventive measures (87). The coronavirus crisis has dramatically influenced human preventive behaviors and life patterns to safeguard themselves against the COVID-19 virus globally (88). The global COVID-19 health crisis has promoted health behaviors, and people have adopted preventive measures such as social distancing, avoiding social gatherings, washing hands, and using face masks (89, 90). Humans health behavior theories help describe the health behaviors change model (91). The HBM (health behavior model) helps understand the supportive interventions and strategies for promoting healthy behaviors. For instance, adherence and following SOPs and medical treatment to combat this fatal viral disease (92). Thus, the health behavior measuring model provides valuable information. It interprets that humans are involved in health-related behaviors when they perceive vulnerability to a fatal and contagious viral illness that can lead to dangerous health-related adverse results. This type of preventive health-related measure help people to combat viral infectious disease, and it helps to overcome the barriers (93). The health crisis of COVID-19 has influenced individuals' emotions and their life patterns' quality (94). Health experts need managerial skills to handle health emergencies in a crisis (95).

This present paper primarily focuses on examining the crucial effects of social media and web-based technological applications in the crisis of the current pandemic. The study investigates how social media can help in the COVID-19 crisis in providing accurate information related to this viral disease to allow people to remain safe by following preventive measures. Social media technology is vital for responding to and adopting practical actions to manage COVID-19 damages and health crises. The public receives updated, reliable, and credible health-related material by using social media tools. Accordingly, social media has greatly helped all spheres of life in society get back to the next normal. Business activities have become possible with work from home policies. Universities and educational institutions have adopted online learning methods in response to restrictions on face-to-face learning imposed by the governments to minimize the damage of the COVID-19 outbreak (96). The online and virtual learning methods helped reduce student and teacher stress and offered them relief in the stressful situation of the COVID-19 crisis. This study examines how social media technological applications have helped people respond to the crisis environment and minimize the damage of COVID-19 that has resulted in mental health issues worldwide. Social media applications can improve social interaction and harness contacts and social support (97). The pandemic has changed socialization patterns, and people use online tools and social media for communication with friends and relatives via video calls, telephone, and other social media apps. Interventions help combat the transmission of COVID-19, and social media technology tools are effective in changing perception and behavior amid the COVID-19 health crisis (28).



ENVIRONMENTAL IMPACTS

According to expert estimations, shutdowns of transportation and economic activities in this pandemic will lower global emissions for the first time since the world financial crisis of 2008 (84, 98–101). The pandemic has affected demand for renewable energy consumption, trade on environmental quality, and human capital (102–104). The pandemic has affected global and regional progress and disrupted economic activities on micro and macro levels (105–108). Carbon Brief analysis specifies that the emergence of the ongoing COVID-19 outbreak might decrease carbon dioxide emissions by up to 1,600 million tons during the year 2020 and onwards. This decrease in emission equals 5.50% of 2019's total emissions worldwide. It equals removing 3.47 billion passengers from the highways and roads for 1 year, according to the Greenhouse Gas Equivalence Calculator (GGEC) measurement, which is assessed by the Environmental Protection Agency (EPA). The decline in air pollution has resulted in substantial health benefits; however, it has not alleviated the catastrophic consequences of the COVID-19 pandemic. It has resulted in over 191.085 million confirmed COVID-19 patients. As of July 18, there were over 191,084,631 verified coronavirus patients, more than 4,103,306 deaths and 174,041,354 recovered patients worldwide (109).



CRISIS MANAGEMENT AND HEALTHCARE SYSTEMS

Besides, the emergence of this transmittable disease speedily instigated significant disruption to societies, healthcare systems, and global economies. The COVID-19 outbreak posed global challenges and problems of economic crisis management, which are still unfolding. This article explores the effects and strategic retorts on the protective actions for combating the viral disease COVID-19 and its adverse consequences on social, environmental, economic, and health factors. The study primarily focused on challenges and crises on the economy, business activity, healthcare burden, and government support for society. This research suggests that intervention strategies control the rapid spread of COVID-19 through a hands-on crisis management system, and the healthcare system will quickly resume normalcy. Through government support, the global economy will revive through scientific contributions and collaborations, including social science and the business industry (110). Health crisis management is a challenging and complex subject. Global economic crises necessitate institutional, organizational, and individual responses at large-scale with an effective direction by linking various approaches based on interdisciplinary and multidisciplinary tactics to handle this vital issue. Each crisis indicates a positive aspect inheritance to perceive and respond to a challenge or a crisis. Resilience helps deal with a challenge or a crisis effectively. Economic crisis management in a challenging situation provides opportunities to capitalize on new openings and economic horizons. Organizations, business managers, and financial experts need adequate and innovative organizational skills, innovative business plans, and entrepreneurship.



NPIs (NON-PHARMACEUTICAL INTERVENTIONS) IN THE ABSENCE OF COVID-19 VACCINES

Non-pharmaceutical interventions are the methods to combat the ongoing COVID-19 pandemic's adverse impact, apart from taking medicines, or getting vaccinated, which communities and ordinary people can take as preventive measures to help minimize the rapid spread of the infectious disease. The past studies on the Spanish influenza 1918 (H1N1) pandemic showed that close settings, army barracks, college and university dormitories, early patients' identification, and isolation of the infected patients did not stop the infection transmission (18). However, it was helpful to decrease rapid spread, especially with restrictions on social gatherings and travel bans to and from the adjacent communities (111). Health experts take NPIs as the mitigation strategies of communities to slow and reduce the pandemic's quick transmission. When a novel virus rapidly spread in communities and infects people, causing contagious diseases worldwide, it becomes a pandemic flu as per the declaration of the WHO. The ongoing virus is a novel disease, and human populations have little or no strong immunity against the pandemic. It has massively infected global communities.

This new virus, COVID-19, quickly spreads among people and infects people who make close contact with infected patients. In this panic situation, the WHO and health professionals have declared NPIs among the best possible preventive strategies for controlling the quick transmission of the pandemic when effective medications and vaccines are not yet available to general populations at large scale. The literature documented that NPIs are significantly practical and helpful to reduce the quick transmission of the deadliest diseases. Implementing the social distancing strategy is incredibly effective and beneficial, more so than other NPIs, to contain the rapid spread of the coronavirus. Two or more synchronous NPIs are more productive and useful than a single NPI strategy. The literature indicated that NPIs help contains the rapid spread of the COVID-19 transmission significantly. Based on the above debate, social distancing and implementing two or more NPI strategies can significantly contain the quick spread among people. These strategies should be the priority in the ongoing panic situation of COVID-19.

This study has proposed two viable, practical rudimentary strategies: (1) a mitigation strategy which principally focuses on preventive measures through social distancing and lockdown to control and minimize COVID-19's rapid transmission in human society. However, it is not considered helpful in preventing the spread of the epidemic. This strategy is useful in sustaining or reducing the peak burdens on healthcare systems. (2) The suppression model intended to reverse the epidemic's development by lowering infections from higher or lower ratios or permanently maintaining the suppression policy. Each approach has the challenge to gain positive results. This article explains that the best possible and useful mitigation strategy is combining quarantine for suspected patients and maintaining social distancing/separation of aged people and individuals facing higher risks of COVID-19. It helps reduce the peak burdens on healthcare systems by two-thirds (67%), and it decreases the rate of deaths (50%) by half (112). On the contrary, the mitigation policy can lower the pressure on the healthcare systems to facilitate the patients. It helps minimize the rate of casualties, as the mitigation strategy reduces the probability of rapid spread of the disease. Many countries have opted for these strategies to control the rapid spread of contagious diseases, and they have achieved their goals by minimizing infections in the general population (113).

In the current global situation, suppression recommends social distancing to minimize the spread of the COVID-19 disease. Isolation for suspected individuals and household quarantining is helpful for the relatives of the alleged cases of COVID-19. It helps to prioritize health needs among people (114–118). There could be a recommendation for the closure of universities, colleges, and schools worldwide. However, such a restricted and upset environment might create deleterious impacts on individuals' mental health because of social distance and the absence of face-to-face interactions (119–123). This article describes the implications of resilience, economic crisis management, global health, and economic challenges in combatting the adverse effects of the pandemic. This study focuses on global challenges with a case study of Pakistan. This study aims to discuss the negative impacts of the ongoing COVID-19 outbreak on global economies, business industries, and how governments support societies and business sectors to minimize the disruptions through implications for global economic and healthcare provision disruptions. This study suggests that intervention strategies control the rapid spread of COVID-19 with hands-on crisis management measures, and the healthcare system will resume normal conditions quickly. Global economies will revitalize scientific contributions and collaborations, including social science and business industries, through government support.



CONCLUSION

The world has encountered the massive shock of the ongoing waves of the pandemic, and it still continues to affect people worldwide. Experience documented in the 1918 Spanish influenza (H1N1) pandemic showed that timely patient identification and isolation, including restrictions on social ties and travel bans from adjacent communities, did not stop disease transmission but helped decrease the virus spread. Lessons from past pandemics have showed us that public health interventions such implementing closure of educational institutes (schools, colleges, and universities), swimming pools, restaurants, and other public places, canceling sports events, and disinfecting buses, taxis, and public areas are very beneficial. The majority of the individuals and communities strictly followed preventive measures, used masks in public places, and washed hands frequently. A high percentage of people avoided unnecessary social gatherings and mixing among people. Social distancing dramatically decreased virus transmission among communities.

The World Health Organization suggested preventive measures be taken in conjunction with this global health emergency to combat COVID-19. The general relaxation of social distancing and lockdown policies has led to a higher number of recorded incidents, infections, and more deaths worldwide. Remarkably, the second wave has been more potent and lethal in Europe, and the USA and governments are under pressure to provide health care facilities to patients. This pandemic has already posed significant impacts on societies, individuals, healthcare systems, and human well-being. Since the advent of the epidemic, a wide range of challenges and economic crisis management issues have developed for everybody worldwide. Thus, the coronavirus crisis will have massive adverse effects that are not yet visible in the long run. The practical solutions, knowledge, and various studies will provide insights to limit and counter the adverse consequences of COVID-19. However, each crisis offers some aspects to capitalize on learning and seeking knowledge based on positive and negative experiences.

This study explains that non-pharmaceutical interventions are useful in responding to the COVID-19 challenges and economic crisis to manage the spillover impacts on global mental health disasters and financial emergencies. The various combinations of NPIs help to drastically decrease the virus attacks and quick transmission of the contagious disease among healthy communities worldwide. The suppression model introduced in China has been helpful to minimize the rapid spread of COVID-19, as the Government of China strictly implemented restrictions on social gatherings. Pakistan applied a mixed method of NPIs and gained very productive results. Initially, Pakistan implemented both lockdown and mitigation strategies and later implemented a smart lockdown, which identified highly infected communities and areas. The WHO appreciated the smart lockdown strategy, as it helped to resume life to standard settings gradually. In the absence of effective vaccines, NPIs help combat the COVID-19 health crisis worldwide.
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