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CHAPTER 1

Social Distance

Abstract The chapter reviews primary-source virological and epidemio-
logical studies to profile the COVID-19 virus. Key epidemiological con-
cepts are introduced and various methods of mitigating viruses are 
discussed. The social nature of virus communicability and the roles of 
interpersonal distance and high-contact cultures as media for the transmis-
sion of the virus are detailed.

Keywords Social distance • High-contact culture • Clusters • 
Immunity • Crowds • Reproduction number • Family • Home • Death 
• Mortality • Nursing homes • Pathogen • Proxemics • High-touch 
societies • Social connections • Strangers • Transmission

1.1  2020
2020 will be remembered by contemporaries like 1989, 2001 and 2008 
were. These were years of exogenous shocks. Societies and economies 
were roiled by big external events. In 1989 it was the collapse of the Soviet 
Union. In 2001, terrorism. In 2008, the sub-prime mortgage crisis. Each 
event triggered a fallout that cast a long shadow over the succeeding 
decade. All manner of dislocations, reconfigurations, adjustments and 
adaptations followed as societies scrambled to cope with a big jolt and 
make sense of it. In 2020 a similar exogenous shock was provided by the 

http://crossmark.crossref.org/dialog/?doi=10.1007/978-981-15-7514-3_1&domain=pdf
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2

COVID-19 (SARS-CoV-2) virus.1 It set off a cascading series of interven-
tions, restrictions and disruptions that culminated in the lockdown of 
whole societies and economies. What happened, why did it happen and 
was it justified? To answer these questions, we must begin with the 
virus itself.

1.2  Mortality

The degree of virulence of a virus can be measured. The standard mea-
sure—the R0 [R-zero] or basic reproduction number of a virus—is the 
average number of persons that an average infected person can potentially 
infect. The effective reproduction number (RE) tells us how many persons 
an average infected person actually infects at a given point (or points) in 
time.2 The R0 number assumes that there are otherwise no measures or 
conditions that limit the virus’ communicability. The profile of the suscep-
tible population, the behaviour of transmitting agents, and degrees of 
immunity can all affect the rate of spread of a virus in practice. An R0 
below 1 means that an infected person infects on average less than one 
person—and when that happens the virus struggles to reproduce itself 
and spread.

The basic reproduction number varies depending on the virus. The R0 
of mumps is high (4–12) though not as high as measles (12–18) or chicken 
pox (10–12). The 2019 H1N1 influenza R0 was 1.4. Seasonal influenza 
ranges from 0.9 to 2.1 (Eisenberg 2020, February 5). The early estimates 
of the R0 of COVID-19 varied widely. Oxford University’s Centre for 
Evidence Based Medicine on April 14 2020 cited a median figure of 2.63 
and an R0 ranging from 0.4 to 4.6 (Aronson et al. 2020). This was based 
on nine early studies from Wuhan, Shenzhen and South Korea. In com-
parison, the 1918 pandemic flu had an R0 of 2 to 3.

By assuming a given R0 number, epidemiologists can derive from that a 
presumptive figure for the level of immunity that is potentially needed 
across society before a virus is unable to effectively reproduce itself. 
Infected persons if they don’t die acquire immunity to re-infection. The 
susceptible population at a certain point begins to decline—and the virus 
increasingly struggles to reproduce itself. This is community immunity—
or herd immunity. If the R0 figure for COVID-19 was 2.63 then it was 
calculable that 62% of that population would need (in one way or another) 
to be immune in order for COVID-19 to die out (Aronson et al. 2020). 
That presupposed that no other factor reduced the person-to-person com-
municability of the virus.

 P. MURPHY
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The level of community immunity varies from virus to virus. In the case 
of mumps, given its high R0 number, 75–86% of a population potentially 
needs to have immunity, either by virtue of a vaccine or the body’s own 
antibodies, for the reproduction of the virus to fall low enough (below an 
R0 of 1) for the transmission of the virus to slow and eventually stop. The 
R0 figure has limits. It indicates the potential virulence of a virus. But this 
potential exists in the absence informal social adaptation, government 
control measures or environmental (e.g. hygiene, ventilation) factors that 
work to reduce the R0 to an RE—the latter being a measure of the virus’ 
actual rather than just potential capacity to transmit from one person to 
one or more other persons. Models of R0 that extrapolate from periods 
and places of uninhibited (maximum) spread of a virus do not necessarily 
reflect the communicability of the virus over its entire infectious history.

Immunity to a virus is achieved in several ways. The first is pharmaceu-
tical: a vaccine against the virus. The second is exposure. Individuals who 
have not been vaccinated (or those for whom a vaccine is ineffective) are 
exposed to the virus. They then get sick and their own immune system 
responds. If their immune system successfully fights off the virus, they 
recover. The “memory” of their successful immune response is stored in 
their body in the form of B cell and IgA anti-bodies and memory T cells. 
Should the recovered person get exposed to the virus again, antibodies 
immediately tell their immune system what to do in order to repel the 
virus. T cells organize bodily immune defences and attacks. Vaccines take 
molecules (antigens) from the pathogen and introduce them into the 
body. This teaches the immune system to produce antibodies that will 
“remember” the viral pathogen in the future and act swiftly to repel it 
before the pathogen spreads and causes an illness.

When a person is exposed to a virus, one of four things happens: (a) 
they fall ill—in a small percentage of cases seriously or critically ill—and in 
a very small percentage of cases they will die; (b) they get exposed, have 
mild symptoms and recover; (c) they are asymptotic and never know that 
they were exposed and carried the virus;3 (d) they have a vaccine shot, and 
the vaccine trains their immune system to successfully fight off the 
virus. Vaccines are often ineffective among aged populations over 70 with 
compromised immune systems. 

Just as immunity to a virus varies across a population, so does suscepti-
bility. Which part of a population is more susceptible or less susceptible to 
a virus also varies between different viruses. In the case of COVID-19- 
related deaths, these were concentrated among persons over 70 years of 
age (and especially among those over 80) who had multiple co- morbidities 

1 SOCIAL DISTANCE 
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(underlying chronic conditions, notably high blood pressure, cardiovascu-
lar disease and diabetes).4 In the United Kingdom for example, as of June 
9 2020, 27,706 patients had died in hospital in England and tested posi-
tive for COVID-19. Of those persons, 95% had comorbidities, 53% were 
over 80 years old and 38% were aged between 60 and 79.5

This susceptibility profile was compounded—or reinforced—by social 
factors. Variously high and very high percentages of national and regional 
deaths from COVID-19 occurred in nursing homes (Table 1.1). A study 
of one American (Seattle) residential aged nursing home found that 
COVID-19 spread rapidly through the facility. Twenty-three days after 
the first positive test result for the COVID virus in the facility, 57 of the 
89 residents (64%) tested positive (Arons et al. 2020, April 24). As of April 
26 2020, in the countries where there was available official data on nurs-
ing homes—Australia, Belgium, Canada, France, Hungary, Ireland, Israel, 
Norway, Portugal, Singapore and some regions of Spain—the percentage 
of COVID-related deaths in care homes ranged from 19% to 72% (Comas- 
Herrera et al. 2020, April 26). As of late April 2020 in the United States 
64% of Colorado’s COVID-related deaths were in nursing homes and 
more than 50% in Connecticut (Wingerter 2020, April 22; Phaneuf 2020, 
April 20). The Foundation for Research on Equal Opportunity tabulated 
all nursing home/residential care deaths from COVID reported through 
to May 20 2020  in the United States. The Foundation calculated that 
53.6% of all these deaths were in nursing homes (the figure excluded New 
York State as that state counted as hospital deaths nursing home residents 
who died in hospital) (Girvan and Roy 2020, May 8 & 22).6 Nursing 
home residents make up 0.5% of the US population but over half of the 
COVID-related deaths in the United States (Table 1.1). As with all things 
COVID, the level of nursing home mortality that was associated with the 
virus ranged widely—from 81% of total deaths in Minnesota and 75% in 
Rhode Island to 35% in Tennessee and 32% in South Carolina. A compa-
rable range applied internationally—from 11% in Singapore and 25% in 
Australia to 62% in Ireland and 82% in Canada (Table 1.1).

Principally old and especially very old persons had a high risk of dying 
if they were infected with the COVID-19 virus. That however raised the 
question of causality. For while many persons might die with the virus 
recorded on their death certificate, it remained an open question whether 
they necessarily died because of the virus. It was possible—and perhaps 
likely—that anywhere between a half and two-thirds of those in the high-
risk cohort (i.e. aged persons with multiple underlying conditions) who 

 P. MURPHY
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died after being infected with the virus would have died in 2020 in any 
event.7 Such deaths should not show-up in statistical reporting as excess 
deaths—that is as deaths over and above the expected national median for 
a given week. So it is statistically possible to filter such persons out of the 
picture of mortality by looking at excess deaths that occurred above the 
weekly national norm. In March, April and May 2020, many countries 
confronting COVID-19 did not register significant or even any increases 
in excess deaths—i.e. deaths above the norm. Yet other countries did 
(Table 1.2). This is puzzling. Why did some COVID-affected countries 
experience much higher than normal mortality rates while others did not?

As Table 1.3 indicates, COVID-19 was associated with a wide span of 
rates of fatality between countries. As we will see later on, the same thing 
applied between regions in the United States and Canada. This suggests 
that, in addition to the biochemical characteristics and behaviour of the 
virus, there are social reasons or social contexts that explain—or partly 
explain—the significant variations in the number of fatalities per capita 
between nations and regions. Lower and higher national and regional 
rates of death reflect a range of RE and infection fatality rates. The varia-
tion of fatalities per capita between and within nations is striking.

In the case of COVID-19, a vaccine in 2020 was unlikely to happen. 
This did not mean that it would not or could not happen. Just that the 
probability of it happening was low. Vaccines are slow to develop and 
test—twelve to eighteen months from March 2020 was the most common 
optimistic timeline given for a COVID-19 vaccine. It was also widely 
observed that a vaccine might never eventuate, or it might be many years 
away, or it might only protect some people. For all its resources, pharma-
ceutical science has not had much success over decades in creating antiviral 
vaccines. It took 47  years to develop a vaccine for polio, 46  years for 
measles, 35 years for yellow fever, 22 years for the Hepatovirus A, and 
17 years for the Hepatitis B virus. One in ninety antiviral vaccine projects 
fail. In April 2020 there were eighty COVID-19 vaccine projects under 
way around the world (Swan 2020, April 13). By May that number had 
risen to 100. With that degree of investment of resources and time, it was 
plausible to think that a vaccine would be produced. Yet that was not 
guaranteed—due to the very high failure rate of such projects. Hope is not 
a scientific methodology.

In any event vaccines do not always provide comprehensive immunity. 
The efficacy of seasonal flu vaccines varies from year to year. The elderly—
the principal COVID risk group—often respond less well to vaccines. If not 
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a vaccine then what? One option in lieu of a vaccine is community immunity 
(“herd immunity”)—when enough healthy members of the population are 
exposed to the virus without getting seriously ill or dying or even knowing 
they have been exposed. Susceptibility to a virus varies. It may be condi-
tioned by an adaptive immunity built up in a population through exposure 
to an earlier comparable virus. The alternatives to herd immunity included 
social distancing, that is, creating sufficient physical distance between peo-
ple (limiting close contact), and fine-tuning environmental (including sani-
tation and ventilation) conditions to reduce the communicability of the 
disease. A further option was all of the above combined. In a combined 
scenario, those at low risk (the young) carry the burden of herd immunity 
while those at high risk, the elderly, are physically distanced.8

Human populations naturally wish to acquire immunity—however it is 
obtained—for a very simple reason. A small percentage of persons who fall 
sick from exposure to a viral pathogen will fall seriously or critically ill from 
the virus and some will die from it. As in the case of COVID-19 a critical 
illness can mean not only death but long-term damage to the body.9 Like 
other viral pathogens, COVID-19 has an infection fatality rate (IFR). This 
is the percentage of those who get infected who die. In the case of 
COVID-19, like the R0 and RE, it is better to think of the IFR of the virus 
not as a single number but rather as a range of numbers. The pattern of 
deaths per capita that occurred during the months of January through 
May 2020 indicated that COVID-19 was associated with a considerable 
range of different infection fatality rates in different countries, regions and 
cities. In short, a single IFR for COVID-19 did not apply uniformly across 
the world. Heterogeneity rather than homogeneity characterised the 
impact of the virus.

Anthony Fauci, the director of the US National Institute of Allergy and 
Infectious Diseases, in an editorial for The New England Journal of Medicine 
published online on February 28, 2020, said that, among diagnosed cases, 
ultimately the consequences of COVID-19 will be “more akin to those of 
a severe seasonal influenza (which has a case fatality rate of approximately 
0.1%) or a pandemic influenza (similar to those in 1957 and 1968) rather 
than a disease similar to SARS or MERS, which have had case fatality rates 
of 9 to 10% and 36%, respectively” (Fauci et  al. 2020, February 26). 
Thirteen days later on March 11, giving evidence before the US Congress’ 
House Committee on Oversight and Government Reform, Fauci esti-
mated that the mortality rate of the virus was at around 1% “which means 
it is ten times more lethal than the seasonal flu” (Facher 2020, March 11). 

1 SOCIAL DISTANCE 
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The American Centers for Disease Control (CDC) similarly see-sawed. In 
March the CDC estimated an infection fatality rate (IFR) of 0.8% of all 
persons infected, not just diagnosed cases. In late May in a revised estimate 
it calculated a case fatality rate (CFR) of 0.4% together with a rate of 
asymptotic infections of 35%. An infection fatality rate of 0.25% can be 
inferred from those figures. The infection fatality rate for the seasonal flu 
in 2018–2019 in the United States was just under 0.1% (based on an esti-
mated 34,000 related deaths among 35 million flu cases during that year).10

Estimates in early April of the virus’ IFR ranged from 0.01% to 0.36% 
including random-sample research conducted in Germany and Iceland 
(Table 1.4). As of May 20 2020 34 serological studies of the virus had been 
undertaken.11 The median average IFR across these studies was 0.37%. The 
infection fatality rate calculated on the basis of different individual studies 
ranged from 1.15% (Milan) to 0% (San Migue, Colorado). John Ioannidis 
reviewed 12 of those studies (excluding those with a low sample size and 
other prohibitive design features). Of that cohort of 12, the inferred infec-
tion fatality rates ranged from 0.03% to 0.50% and the corrected values 
ranged from 0.02% to 0.40%.12 Seven of the 12 inferred IFRs were in the 
range 0.07% to 0.20% (the corrected IFRs were in the range of 0.06% to 
0.16%) which, Ioannidis observed, were similar to the IFR values of a sea-
sonal influenza. Three of the values were modestly higher; one value was 
lower than this range. It should also be noted that serological tests identify 
anti-bodies produced by B cell and mucosal immune reactions. However 
seronegative persons (those who test negative for anti-bodies) may test 
positive for T cells. One study of May 2020 Swedish blood donors reported 
that almost twice the number of the donors had generated memory T cell 
responses compared to antibodies (Sekine et al. 2020).

In one important respect, virus behaviour is predictable. As William 
Farr discovered in the nineteenth century, viral infections expand and 
decline at a bell-curve shaped rate.13 Slowly at first, followed by a quick- 
paced rise upwards, then a cap, then a quick-paced decline and finally 
(slowly again) a taper until the virus fades out.14 The curve upwards and 
downwards can be relatively steep or comparatively gentle. Nations or 
regions that are successful (for whatever reason) in moderating the bell 
curve reduce the RE number (the number of persons an infected person 
will infect in practice) as well as the fatality rate among infected people. 
Given the history of viruses there is no guarantee that the bell curve pat-
tern of infection will not recur in the form of a series of bell curves or 
“waves” of infection, though this does not always occur.

 P. MURPHY
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What explains the variation in the RE number and the infection fatality 
rate within and between nations and regions? What explains the large 
range in the incidence of deaths per capita between (say) Italy and Taiwan 
(Table 1.3)? Why does one society have over five hundred deaths per mil-
lion population while another society has a handful of deaths per million 
population? During the COVID-19 episode explanations multiplied. They 
included climate (temperature), ICUs (intensive care units) per capita, the 
percentage of persons in single households, the percentage of persons in 
multi-generational households, air quality by country, the death rate per 
capita from influenza and pneumonia, the national median age, and the 
rate of smoking per country.15 The explanations went like this: COVID-19 
survives a shorter period of time in sunlight;16 single persons are more 
socially isolated; youthful populations are less at risk; multi-generational 
families are more likely to transmit the virus from the young to the most- 
at- risk elderly populations. In addition, because COVID-19 attacks the 
respiratory system, there are several respiratory-related possible causes: air 
pollution and smoking. The incidence of influenza is a proxy for the state 
of the respiratory health of a susceptible population. As is evident from 
Table 1.5, 1.6 and 1.7, there is no correlation between COVID-19 deaths 
per capita and these factors except intergenerational contact.17

1.3  interpersonal Distance

A lot of explanations for the variable impact of COVID-19 ignored the 
most elementary fact about the virus. It is passed on by close contact 
between persons. The virus is transmitted via droplets or aerosol particles. 
A droplet or particle containing the virus passes from one person to another 
person (or persons) who are in close physical contact with the first person.18 
The second person draws it in through the mouth, nose or eyes. As we’ll see 
in a moment, close contact—the proximity of one person to another—is 
not only a physical or bio-medical phenomenon. It is also a social one.

In late March 2020 researchers from Bonn University undertook a pre-
liminary virological study of Gangelt in Germany, a town hit hard by 
COVID-19 (Streeck et al. 2020, April 9).19 They could find no evidence 
of the transmission of the virus in supermarkets, restaurants or hairdress-
ing salons. Rather, they concluded, major outbreaks of the virus were the 
result of close-packed get-togethers that took place over extended periods 
of time.20 Outbreaks stemmed from tightly-packed events such as after-ski 
parties with people pressed together in close quarters for a sustained 

1 SOCIAL DISTANCE 
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Table 1.7 Air passengers by major COVID-19 affected cities, 2018

City Airline passengers, 
2018

City population, 
2019

Annual passengers per city 
resident

COVID-19 Hotspot cities
Daegu, S Korea 2,530,000 2,460,000 1.0
Madrid 57,891,340 5,567,000 10.4
New York 141,964,323 19,354,922 7.3
Detroit 35,236,676 3,522,206 10.0
Denver 64,494,613 2,787,266 23.1
Milan 24,600,000 2,945,000 8.4
London 177,276,807 8,567,000 20.7
New Orleans 13,100,000 1,029,123 12.7
Comparator cities
Sydney 44,400,000 4,630,000 9.6
Singapore 65,628,000 5,183,700 12.7
Hong Kong 74,517,402 7,206,000 10.3
Los Angeles 109,825,171 12,815,475 8.6
Stockholm 26,800,000 1,264,000 21.2

Sources: Airports Council International, World Airport Traffic Report, 2018; Simple Maps, World Cities 
Database, 2019. Supplementary air traffic data: Daegu 2016, New Orleans 2018, Sydney 2018, Detroit 
2018, Milan 2018, Stockholm 2018

City PM2.5a Annual mean, ug/m3, 2016

Wuhan 57
Daegu, S Korea 42
Madrid 10
New York 7
Detroit 8
Denver 8
Milan 27
London 12
New Orleans 8

Top-50 world’s most polluted cities, 2019 average PM2.5

Number one most polluted: Ghaziabad, India, 110.2 PM2.5

Number fifty most polluted: Bhiwani, India 61.6 PM2.5

Sources: WHO air quality database, 2016 data unless otherwise 
stated; World most polluted cities 2019 (PM2.5), IQAir. New 
Orleans air pollution data 2014
aAtmospheric particulate matter (PM) that have a diameter of 
less than 2.5 micro-metres

Table 1.6 Air pollution 
by major COVID-19 
affected cities, 2016
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period of time. Football crowds and carnival celebrants were also directly 
connected to outbreaks.21 Whether the relevant transmissions occurred 
outdoors or in related celebrations in bars or in packed transport going 
home—crowded enclosed spaces—was not established.22 Chinese research 
(below) though suggested that transmission occured mostly in enclosed 
spaces. The Bonn researchers could detect the virus when they swabbed 
tactile surfaces such as remote controls, washbasins, mobile phones, toilets 
and door handles. However they only detected RNA, the ribonucleic acid 
(genetic information) of “dead” viruses. As the lead virologist observed in 
reported remarks: a door handle could only be infectious if someone has 
actually coughed in their hand and then reached for it. “After that, you 
have to reach for the door handle yourself and touch your face” (Anon 
2020, April 2).

In China, researchers studying the transmission of the virus also raised 
doubts that supermarkets, restaurants and hairdressers were significant 
locations of transmission (Qian et al. 2020, April 7). The Chinese research-
ers looked at outbreaks involving three or more secondary cases in 320 
municipalities in China. The study excluded Hubei province where the 
virus pandemic began as well as Beijing, Shanghai, and Guangzhou. From 
a total of 7324 cases and 318 clusters tabulated for the study, the research-
ers found that 254 (79.9%) of the outbreak clusters occurred in a home 
(one in a villa; all others in apartments), 108 (34.0%) occurred in a trans-
port location, 14 (4.4%) at a restaurant or other food venue, 7 (2.2%) at 
an entertainment venue, 7 (2.2%) at a shopping location (shopping mall 
and supermarket), and 26 (8.1%) at a miscellaneous location (e.g., hospi-
tal, hotel room, unspecified community venue, power plant). All of the 
cluster outbreaks identified from municipal data occurred in indoor 
(enclosed space) locations.

The research drew on municipal data from January 4 to February 11 
2020. Wuhan, the centre of China’s mass outbreak, was locked down on 
January 23. Chinese New Year 2020 ran from Saturday January 25 to 
February 8 so the data was necessarily skewed against workplace locations 
for virus transmission and skewed in favour of family travel for Chinese 
New Year. After the January 23 shutdown of Wuhan, Chinese across the 
country began voluntarily staying home. Nonetheless it is notable that, at 
a busy shopping, eating-out and public entertainment time of year, virus 
transmission mostly occurred between family members, relatives, and 
socially-connected individuals and not between socially-unconnected indi-
viduals (strangers). Among the 318 cluster outbreaks, 129 (40%) involved 

1 SOCIAL DISTANCE 
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only family members, 133 (41.8%) involved family relatives, and 29 (9%) 
involved socially-connected individuals. In contrast only 24 (7.5%) 
involved socially un-connected individuals (strangers).

One of the earliest studies of transmission outside of China, an American 
study (from March 6, 2020) monitored 445 persons who had come into 
contact with 10 US cases of confirmed travel-related COVID. Four per-
cent of the 445 were household members. The rest were community con-
tacts with more than 10 minutes of physical contact within a proximity of 
6 feet as well as community contacts in health care settings and health care 
workers. Of all of these, two only—both of them household members—
tested positive to COVID (Burke et al. 2020, March 6). Subsequently a 
review was conducted of the (then) first known person in Illinois in the US 
to be infected with COVID—a woman in her sixties who had travelled 
from China in January. This March 13 study monitored 347 contacts of 
hers and her husband who also became infected. Of those contacts, none 
contracted the virus except her husband. The conclusion of the study was 
that “person-to-person transmission of SARS-CoV-2 occurred between 
two people with prolonged, unprotected exposure while Patient 1 was 
symptomatic” (Ghinai et al. 2020, March 13, p. 1137).

A study of close contacts in Ningbo city in China, published on March 
26 2020 reported that of 2147 close contacts tracked and investigated, 
6.1% were infected by contact (Chen et al. 2020, March 4). Of that num-
ber, 22.31% were friends, 18.01% were family members and 4.73% were 
relatives. Close contacts of medical staff were not infected. Living with an 
infected person (13.26%), taking the same transportation together 
(11.91%), and dining together (7.18%) were high risk factors for infection. 
1.94% were cross-infections in hospitals. From January 14 to February 12 
2020, the Shenzhen Center for Disease Control and Prevention identified 
391 COVID cases and 1286 close contacts (Bi et al. 2020, April 27). The 
observed reproduction number (R) was 0·4. The cases were older than the 
general population (mean age 45 years). Household contacts and those 
travelling with a case were at higher risk of infection than other close con-
tacts. 77 (91%) of the 84 infected contacts were associated with household 
contact (Bi et  al. 2020, April 27, Table  3). The household secondary 
attack rate was 11·2%, that is, fewer than one in six contacts.23

A study was undertaken between January 15 and March 18 in Taiwan 
of 100 cases and their 2761 close contacts (Cheng et al. 2020, May 1). 
5.5% of the contacts were household contacts, 2.8% were non-household 
family contacts, and 25.3% were health care contacts. 23 secondary cases 
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were found. 6.6% of household contacts contracted the disease along with 
6.5% of non-household family, 0.85% of healthcare workers and 0.054% of 
others. Secondary infection was higher among persons aged 40 to 59 years 
(1.25%) and those aged 60 years and older (0.9%) than the 20–39 (0.68%) 
or 0–19 (0.35%) age groups (Cheng et al. 2020, May 1, Table 2).

A Guangzhou China study of contact tracing looked at 212 primary 
cases involving 137 secondary or tertiary cases and 1938 uninfected close 
contacts. Comparing household and non-household contacts, the overall 
non-primary attack rates—that is, the percentages of at-risk populations 
during a specified time interval—were 12.6% and 3.06% respectively. 
Households were much more conducive to transmission. So much so that 
the Guangzhou study surmised that “within-household transmission 
might have contributed substantially to the continued rise in cases in 
China even after the introduction of nationally enforced restrictions on 
human movement. Home isolation/quarantine of people with an expo-
sure history or mild symptoms is frequently recommended as a disease 
control measure in countries with COVID-19 outbreaks, but such restric-
tions likely have limited or no effect on family transmission” (Jing et al. 
2020, April 15). A March 30 2020 study, this one an analysis of literature 
published between December 2019 and March 2020, looked at 31 house-
hold transmission clusters from China, Singapore, South Korea, Japan, 
and Iran. It concluded that of these clusters only 9.7% (3/31) had a child 
source. The view of the study was that “while SARS-CoV−2 can cause mild 
disease in children, the data… suggests that children have not played a 
substantive role in the intra-household transmission of SARS-CoV-2” 
(Zhu et al. 2020, March 30).

What these figures underlined is the degree to which COVID-19 is a 
disease of social proximity or close contact. Families (adult members) and 
homes (including nursing homes and families travelling together) figure 
prominently in the transmission of the virus because they are relationships 
and locations of close contact. The crowding of persons in enclosed social 
spaces has a similar effect. Early large outbreaks of the virus were associ-
ated with close contact in crowded charismatic church assemblies and 
cruise ships.24

What if the pattern that applied at a micro-social level also applied at 
the macro-social level? The virus transmits—or doesn’t transmit—subject 
to how intensely physically-close individuals touch each other, breath-on 
each other or in some way communicate microscopic sprays to each other. 
How does this operate on a large social scale—at the level of nations or 
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regions? Is relative physical distance something that not only occurs 
between dyads and triads and small groups of human beings in close or 
crowded contact but also is manifest on a large social scale involving mil-
lions of people?

The anthropologist Edward T. Hall introduced the idea of proxemics 
to the social sciences in the 1960s (Hall 1966). Proxemics—and related to 
it haptics (touch)—is the study of personal space. This is the space that 
persons normally allow for in their interactions with others—families, 
friends, acquaintances and strangers. What this research over the years has 
shown is that personal space varies by nation and region—considerably. A 
number of serious studies have measured habitual physical distance 
between nationalities and between denizens of regions within nations. 
The discipline of inter-cultural business communication studies has also 
produced a large literature based on accumulated observation and report-
ing of national personal spatial habits—a subject of some importance when 
Americans and Japanese or Swedes and Italians do business together.

Table 1.8 compares death rates per capita connected to COVID-19 
with national interpersonal spatial habits. Interpersonal distances vary 
between nations. This is true of interactions with strangers, acquaintances 
and families. Table  1.9 illustrates the difference between France and 
Germany. Those relative distances mirror the rates of COVID-related 
deaths per capita to a significant degree as does the propensity of national 
subjects to touch each other, as do meeting-and-greeting conventions—
notably so when the causal effects of all of these traits combine (Table 1.8). 
The kiss-on-the-cheek versus the handshake versus the bow-nod greeting 
all imply relative degrees of social distance that mirror the relative spread 
and impact of COVID-19 between nations.

What applies on a national level is replicated, in a fractal manner, on a 
regional level, as Tables 1.10 and 1.11 illustrate.25 A high-contact culture 
is a culture in which habitual everyday physical interactions between peo-
ple are close by comparison to low-contact cultures where physical dis-
tance is, as a matter of habit, greater. The degree of distancing is 
culturally-specific, the product of the long history of cultural ancestry. The 
habit of distancing is formed early in childhood. Three cases are examined 
in detail here: the United States, Canada and Italy. French and Italian 
cultural ancestry is used as a proxy for high-contact culture in North 
America. In the case of the United States, the incidence by region of the 
“un-inhibited” personality type is also used as a proxy for close-contact. In 
the case of Italy (Table 1.11), the proxy for a high-contact culture is a 
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measure that was made famous by the American political scientist Robert 
Putnam: degrees of “civic” behaviour by region, that is, membership of 
clubs, societies, choirs and the like. To a moderately significant degree, the 
higher the rate of “civic” behaviour, the higher the rate of deaths per 
capita in Italy’s regions.

As with all social phenomena, there are wheels within wheels. Take the 
case of Sweden. Outwardly it is a low-contact culture. Swedes are well- 
known for keeping their distance. “Swedes need space. A lot of space.”26 
“A little more than an arm’s length of personal space is common during 
conversations. Even when amongst family and friends, individual space is 
maintained. Swedish people really like to have their own personal space. 
For example, in elevators they tend to stand as far apart as humanly pos-
sible. Light touching is acceptable when conversing with friends and fam-
ily; a hand on the arm or elbow is not uncommon.”27 So you’d expect that 
Sweden would do well if social proximity was a major factor in the dissemi-
nation of the virus. But Sweden’s deaths per capita from COVID-19 
proved to be relatively high. On the other hand you might explain that by 
saying that Sweden refused to lockdown its society and economy. But then 
you’d have to explain why countries with severe lockdowns like Britain, 
Italy, and Spain had a higher mortality rate per capita than Sweden did 
(Table 1.3). Another explanation, used even by the Swedes, is that their 
death rate was accounted for by the spread of the virus in their nursing 
homes, which they failed to effectively quarantine. The difficulty with this 
explanation is that, compared to the Swedes, neighbouring Norway had a 
still higher percentage of total COVID-related deaths in their nursing 
homes drawn from a much smaller national pool of nursing home resi-
dents—and yet Norway ended up with a substantially lower death rate per 
capita than Sweden (Table 1.1).

Then again, perhaps Sweden’s operative model of social interaction is 
not as low-contact as might appear at first glance. Sweden’s style of per-
sonal interaction is culturally quite distinct. Outwardly it is very individu-
alistic.28 A substantial percentage of its population live in solo households 
(Table 1.5). Though, contrary to reputation, no higher number than in 
Italy. Rather what is distinctive about Sweden is its paradoxical culture of 
being “alone together” (Törnqvist 2019).29 That is, it is a society of indi-
vidualized collectivists. The individualized component of the paradox is 
expressed in and through physical distance in interactions. The collectivist 
component of the paradox is expressed less through the intimate zone of 
personal interaction and more through what Edward Hall called personal 
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Table 1.11 Italy COVID-19 deaths per capita by region May 26, 2020 com-
pared with population density and civic intensity

Region Population 
January 2019

Total 
COVID-19 

deaths by 
region as of 

April 16

Deaths per 
million 

population

Population 
density, persons 

per km2

Most civic 
(1) to least 

civic regions 
(9)a

Lombardy 10,060,574 15,896 1580 436 2
Aosta Valley 125,666 143 1138 38 4
Liguria 1,550,640 1431 923 287 2
Emilia- 
Romagna

4,459,477 4076 914 201 1

Piedmont 4,356,406 3812 875 173 3
Marche 1,525,271 996 653 162 3
Trentino- 
South Tyrol

1,072,276 461 430 87 1

Veneto 4,905,854 1866 380 282 3
Abruzzo 1,311,580 400 305 121 6
Tuscany 3,729,641 1021 274 163 1
Friuli- 
Venezia 
Giulia

1,215,220 329 271 160 2

Apulia 4,029,053 494 123 209 8
Lazio 5,879,082 693 118 347 5
Umbria 882,015 75 85 106 3
Sardinia 1,639,591 130 79 69 6
Molise 305,617 22 72 69 8
Campania 5,801,692 405 70 426 9
Sicily 4,999,891 271 54 195 7
Calabria 1,947,131 96 49 128 9
Basilicata 562,869 27 48 56 7
Italy 60,359,546 32,955 546

Source: Statista, Coronavirus (COVID-19) deaths in Italy as of May 26, 2020, by region; Eurostat, 
Population density by NUTS 2 region, 2018; Robert Putnam, Making Democracy Work: Civic Traditions 
in Modern Italy, Princeton, Princeton University Press, 1993, Fig. 4.4, 97

Note: The correlation coefficient of explanatory variables to the outcome variable of COVID deaths per 
capita by region: civic behaviour [moderate 0.59], population density [weak 0.27]
a“Civic” refers to membership of associations, clubs, choirs, music groups, literary circles, and the like
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and social zones.30 The latter fall short of public interaction. Sweden’s 
distinctive culture of interaction encourages forms of autonomous solidar-
ity, independent interdependency, friendship in a domestic setting, indi-
vidualists who are part of group, sociable autonomy, and forms of personal 
autonomy enacted together with others—along with individualist forms 
of collectivism, state individualism, residential sociability combined with 
intimate diffidence, friendly lonerism, reclusive conviviality, loose com-
munity, detached loves, companionable privacy and other kinds of social 
ambidexterity. This does not make for easy comparison with other nations 
but it does explain why in this rather unique case habitual psychological- 
physical distance (the sense of personal space) does not neatly translate 
into social distance. This is also a reminder of how heterogeneous the 
spread of the virus was—with sharply differing effects on neighbouring 
countries and regions—and how subtle micro-social factors have very vis-
ible macro-social impacts.

What applied at a national and regional level almost certainly applied 
also at a sub-regional level. The fractal pattern of the spread of COVID-19 
went all the way down. New York State for example had high levels of 
COVID-related deaths in some counties but not in others.31 I would cau-
tion against the prognosis that urban density explains this. As Tables 1.5, 
1.10 and 1.11 illustrate, there is no effective explanatory correlation 
between urban density and per capita death rates. That is also the (reluc-
tant) conclusion of Rader et al. (2020, April 20).32 That study looked at 
the role of climate and urbanization in the spread of the disease in China. 
Drawing on prefecture level data it analysed the relationship of epidemic 
peaks to the “mean crowding” of urban density and “patchiness” of urban 
clustering as well as daily mean temperature and specific humidity. The 
study, against expectation, found that epidemic intensity was significantly 
negatively correlated with mean population crowding. The research did 
not find more epidemic intensity in crowded areas. More crowded cities 
experienced less intense virus outbreaks. The reason for this, the study 
suggested, was “crowding enables more widespread and sustained trans-
mission between households leading incidence to be more widely distrib-
uted in time”. But that speculation likely attributes to crowding in the 
sense of persons per square kilometre a causality that it does not possess. 
Close physical contact between persons—centimetres of separation, the 
necessary medium of COVID transmission—is not the same thing as 
urban population density. One can live in a dense urban setting without 
necessarily interacting in a physically close—“in your face”—manner. We 
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are talking here about two different kinds of crowding—one is the num-
ber of persons per square kilometre; the other is the habitual personal 
space between individuals who know each other.

notes

1. Severe acute respiratory syndrome coronavirus 2.
2. For reasons of clarity and ease of understanding for readers who are not 

science professionals, I have chosen to use the abbreviation RE rather than 
the more technical notation Rt for the effective reproduction rate.

3. Buitrago-Garcia, D.C. et al. (2020, April 29) analysed eight prior studies 
and estimated on that basis an upper bound for the proportion of asymp-
tomatic cases to be 29%. 40–60% of all SARS-CoV-2 infections, the study 
estimated, were the result of transmission from pre-symptomatic 
individuals.

4. Statistik över antal avlidna i covid-19, April 272,020, from Sweden’s 
National Board of Health. A Chinese study (Xie et al. 2020, April 10) of 
168 patients who died in 21 hospitals in Wuhan in January 2020 con-
cluded that “(75.0%) were men. The median (IQR) age was 70 (64–78) 
years, and 161 patients (95.8%) were older than 50 years… Hypertension 
was the most common comorbidity (84 patients [50.0%]), followed by 
diabetes (42 patients [25.0%]), and ischemic heart disease (31 patients 
[18.5%]).” As of April 14, 2020, 97.4% of persons in New York City whose 
deaths were related to COVID-19 had an underlying condition. 60% were 
men (NYC Health 2020, April 14). In Italy as of April 23, 96.4% of per-
sons who had died with COVID-19 had 1–3 comorbidities. The median 
age of death was 81. 63.6% were men. (SARS-CoV-2 Surveillance 
Group, 2020)

5. National Health Service, COVID-19 total deaths – weekly summaries, June 
11, 2020.

6. See also The Foundation for Research on Equal Opportunity (FREOPP), 
Reported Deaths from COVID-19 in Long Term Care Facilities. Data 
used in the current work was reported by May 202,020 and tabulated in 
FREOPP’s continuously updated spreadsheet: https://docs.google.com/
s p r e a d s h e e t s / d / 1 7 J m y F z O d 3 Z E Y C G p P 0 m K 5 l S _
P10yPgCuYF8PYALKuTs8/edit#gid=31142859

7. On March 29, 2020, giving evidence to the UK House of Commons 
Science and Technology Committee Neil Ferguson, the Imperial College 
London epidemiologist, put it this way: “We don’t know what the level of 
‘excess’ deaths will be, in this epidemic, by excess deaths I mean by the end 
of the year, what proportion of those people who died from COVID-19 

 P. MURPHY

https://docs.google.com/spreadsheets/d/17JmyFzOd3ZEYCGpP0mK5lS_P10yPgCuYF8PYALKuTs8/edit#gid=31142859
https://docs.google.com/spreadsheets/d/17JmyFzOd3ZEYCGpP0mK5lS_P10yPgCuYF8PYALKuTs8/edit#gid=31142859
https://docs.google.com/spreadsheets/d/17JmyFzOd3ZEYCGpP0mK5lS_P10yPgCuYF8PYALKuTs8/edit#gid=31142859


33

would have died any-how, but it might be as much as half—half to two 
thirds of the deaths we are seeing from covid-19. Because it is affecting 
people either at the end of their lives or with poor health conditions.”

8. This is what in effect what Streeck et al. 2020, April 9, recommended after 
their study of Gangelt in Germany: “[The already-infected] 15 percent of 
the population reduces the speed (net number of reproductions R in epi-
demiological models) of a further spread of SARS-CoV-2. By adhering to 
stringent hygiene measures, it can be expected that the virus concentration 
in the event of an infection in a person can be reduced to such an extent 
that the severity of the disease is reduced, while at the same time develop-
ing immunity.”

9. The innate immune response of the body causes bodily “inflammation”. 
When the immune response is uncontrolled, this can result in substantial 
damage to uninfected body tissue.

10. Centres for Disease Control, Disease Burden of Influenza, Figure  1: 
Estimated Range of Annual Burden of Flu in the U.S. since 2010.

11. Sweden, Los Angeles, Milan, Luxembourg, France, Indiana, Spain, 
Switzerland 1 and 2, Czech Republic, Slovenia, Sweden 1 and 2, Idaho, 
Madrid, Iran, Kobe, Denmark, Sweden, New York 1 and 2, International, 
Miami-Dade, Northern France 1 and 2, Wuhan, Chelesa Street, Santa 
Clara, Netherlands, Germany, Finland, Scotland, Denmark, San Francisco, 
San Miguel. An on-going list of these studies was tabulated by Dr. James 
M.  Todaro at: https://docs.google.com/
spreadsheets/d/1zC3kW1sMu0sjnT_vP1sh4zL0tF6fIHbA6fc-
G5RQdqSc/htmlview?usp=gmail#gid=0

12. “The inferred IFR was obtained by dividing the number of deaths by the 
number of infected people. A corrected IFR is also presented, trying to 
account for the fact that only one or two types of antibodies (among IgG, 
IgM, IgA) might have been used.” Ioannidis 2020, May 19.

13. On March 31, 2020 the biostatistician K. Wittkowski noted that the 2003 
SARS virus had run its course in nations and regions for a median period 
of 44  days (1.4  months) and ranging from 20  days (0.6  months) to 
103 days (3.4 months). For the COVID-19 virus his estimate was that it 
“takes at least a month from the first case entering the country (typically 
followed by others) for the epidemic to be detected, about three weeks for 
the number of cases to peak and a month for the epidemic to ‘resolve’”, 
with an incidental or zero number of cases ongoing—i.e. around three 
months total. Wittkowski 2020, March 31, p.  15. The current work 
(Table 1.3) suggests 120 days average—around four months total.

14. As Carl Heneghan and Tom Jefferson of Oxford University’s Centre for 
Evidence-Based Medicine put it: “In the midst of a pandemic, it is easy to 
forget Farr’s Law, and think the number infected will just keep rising, it 
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will not… most of all we must remember the message Farr left us: what 
goes up must come down.” (Heneghan and Jefferson 2020, April 11)

15. An Intensive Care National Audit and Research Centre, London, study 
looked at 6720 critical care COVID-19 patients. The median age of admis-
sion was 62  years-old, 72% were males. Of 4078 admissions with out-
comes, 2067 died [50.7%] and 2011 were discharged. Of those receiving 
advanced respiratory support (mechanical breathing etc.), 65% died. 
ICNARC 2020, April 24, Table 1 and 9.

16. There is a strong positive correlation between sunshine duration and tem-
perature. See for example Besselaar et al. 2015.

17. “Other households” was used as a proxy for inter-generational households 
as the category “other households” excludes couple, single parent and 
sole-person households.

18. Liu et al. (2020, April 27) undertook a study of COVID-19 aerosol (air-
borne) transmission in the enclosed spaces of a Wuhan hospital and found 
little evidence of it except in crowded spaces and unventilated spaces 
including toilet cubicles.

19. As of April 2 the Heinsberg area—where Gangelt is located—had a popula-
tion of 250,000 and a death rate from COVID-19 of 156 per million, a 
significant figure.

20. The reference is to after-ski-parties held in Ischgl, Austria, a scene of high-
energy revelling in bars, pubs, clubs and discos.

21. The references are to a Champions League football match played in Milan 
on February 19, 2020 attended by 40,000 fans from nearby Bergamo and 
to carnival celebrations in Gangelt on February 15, 2020.

22. In the Champions League/Bergamo case, it is surmised that the virus 
spread was “exacerbated by the outcome of the game, as fans hugged and 
kissed each time Atalanta (the team from Bergamo) scored” (Avery et al. 
2020, April, p. 11).

23. In a study of 3 hospitals in the Hubei region, Li et al. (2020, January 29) 
identified 105 COVID patients who had a recent history of travel or 
 exposure to high-risk sites and 392 household contacts. Secondary trans-
mission of COVID developed in 64 of the 392 household contacts 
(16.3%). The secondary attack rate of children was 4% compared to 17.1% 
for adults.

24. The reference is  to the Diamond Princess cruise-ship and the messianic 
Shincheonji Church of Jesus in Daegu, South Korea, the Pentecostal 
Bethany Slavic Missionary church in Sacramento, California and the evan-
gelical church of Bourtzwiller in Mulhouse, France, among others. A 
Singapore study examined three COVID clusters involving 28 transmitted 
cases. Two of the clusters originated in church congregations and one in a 
family gathering. Yong et al. 2020, April 21.

25. Fractal refers to a structure whose patterns recur at ever smaller scales.
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26. The Swedish Toolkit book series.
27. Cultural Crossing Guide, Sweden, Personal Space & Touching, https://

guide.culturecrossing.net/
28. Sweden scores 71 out of 100 for individualism on Geert Hofstede’s 

6-dimensions of national culture index. https://www.hofstede-insights.
com/country/sweden/

29. Törnqvist’s study focuses only on the small minority of Swedes who live in 
collective housing but the ethos of this group places in sharp relief a 
broader social ethos whose mentalities and mores are comparable even if 
the housing arrangements are different. The small group makes explicit 
what is implicit and buried in the habits and mentality of the broader 
society.

30. Hall defined the intimate zone as up to 45 centimetres; the personal as 
45–140 cm; 140–365 cm.

31. Very high in the southern counties in and around New York City (such as 
Suffolk, Bronx, West-Chester) but very low in the northern parts of 
the state.

32. The study also found only weak correlation coefficients between mean 
temperature, mean specific humidity, population size and COVID peaks.
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CHAPTER 2

Public Policy

Abstract The chapter examines various public policy measures in response 
to COVID-19 from advisories, testing and tracking through to lockdowns 
of economy and society. The role of epidemiological modelling in making 
public policy, proportionality in decision-making, the weighing of com-
peting goods, and the unintended consequences of public policy decisions 
are discussed.

Keywords Competing goods • Control • Distance • Economic costs • 
Social costs • Households • Government • Public policy • Hospitals • 
Humility • Intervention • Judgment • Prudence • Life span • Middle 
way • Mitigation • Suppression • Modelling • Residential care homes • 
Observation • Pattern • Planning • Pluralism • Proportionality • Public 
opinion • Restrictions • Targeting • Uncertainty • Unintended 
consequences

March and April 2020 saw a dramatic development in public policy across 
most of the world. In March, governments began to sponsor social dis-
tancing policies—first by advising populations to physically distance and 
then implementing regimes to test persons who might be infected, track 
their contacts and quarantine confirmed carriers of the virus at home 
(Table 2.1). A range of prohibitions short of comprehensive social shut-
down were also progressively introduced (Table 2.2). This was followed in 
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April 2020 by governments locking down their economies (to varying 
degrees) to further reduce physical interaction between people. Tables 2.3 
and 2.4 indicate the relative intensity of these shutdowns by nation.

In the absence of government prohibitions, four factors in principle 
could reduce the reproduction number of COVID-19: a vaccine, com-
munity immunity, social distancing and environmental conditions. In 
addition, re-purposing an existing drug might provide an effective therapy 
for persons in critical care. There was little chance of a vaccine being devel-
oped early enough to combat the virus spread in 2020. In March–April 
2020, drug therapy was also uncertain. A public policy argument that was 
common in the latter part of March 2020 boiled down to the following: 
community immunity will reduce the R0 number in the long run. But in 
the interim, if the R0 number is high or very high, the resulting influx of 

Table 2.3 Workplace location visits and length of stay against a baseline of Jan 
3–Feb 6, 2020 activity

Country March 
23–29

March 
30–April 5

April 
6–12

April 
13–19

April 
20–26

May 
4–10

May 
11–17

Spain −66% −72% −75% −67% −64% −55% −49%
United 
Kingdom

−58% −65% −67% −66% −61% −60% −55%

Italy −68% −67% −66% −65% −61% −42% −38%
France −68% −67% −65% −66% −60% −55% −37%
Sweden −24% −26% −40% −33% −21% −19% −19%
Netherlands −45% −44% −43% −45% −38% −36% −28%
United States −42% −46% −49% −45% −44% −39% −37%
Switzerland −47% −46% −51% −49% −40% −30% −23%
Canada −53% −56% −60% −55% −52% −47% −45%
Germany −41% −39% −46% −43% −30% −9% −8%
Denmark −47% −45% −55% −43% −32% −29% −24%
Hungary −42% −42% −50% −46% −37% −30% −29%
Norway −46% −44% −60% −44% −35% −28% −22%
Japan −5% −10% −17% −22% −25% −45% −22%
South Korea −7% −7% −6% −11% −3% −12% −2%
Australia −23% −33% −45% −43% −36% −31% −29%
Singapore −13% −17% −55% −60% −63% −63% −62%
Hong Kong −17% −25% −23% −28% −16% −9% −8%
Taiwan −13% −16% 4% 4% 4% 4% 3%

Source: Google COVID-19 Global Mobility Report May 27 2020

Note: The baseline is the median value, for the corresponding day of the week, during the 5-week period 
Jan 3–Feb 6, 2020
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serious and critical cases could put undue pressure on a nation’s hospital 
system. In lieu of a vaccine or an effective therapy, and a R0 number 
between 2 and 3, this left governments with a third mitigating factor: 
human agency. In short, the ability to distance oneself from others.

A series of public health measures were introduced in March 2020—
social distancing advisories, advice to regularly and thoroughly wash hands 
and clean surfaces regularly touched, travel advisories, travel restrictions, 
flight screening, testing and tracing infected persons, home quarantining 
of infected persons, flight bans, nursing home restrictions, temporary 
school closures, border closures, sports cancellations, bans on gatherings 
and the hotel quarantining of infected persons. These were largely—
though not entirely—proportionate to a serious health issue. The best of 
these measures addressed key characteristics of the virus spread. Social 

Table 2.4 Retail and recreation location visits and length of stay against a base-
line of Jan 3–Feb 6, 2020 activity

Country March 
23–29

March 
30–April 5

April 
6–12

April 
13–19

April 
20–26

May 
4–10

May 
11–17

Spain −88% −91% −91% −89% −88% −78% −71%
United 
Kingdom

−72% −76% −76% −75% −73% −72% −69%

Italy −84% −88% −84% −84% −82% −62% −59%
France −84% −87% −83% −83% −80% −74% −49%
Sweden −22% −24% −22% −22% −13% −15% −17%
Netherlands −48% −46% −44% −45% −36% −31% −31%
United States −42% −42% −45% −41% −39% −29% −28%
Switzerland −71% −80% −76% −75% −71% −56% −35%
Canada −53% −55% −56% −53% −55% −42% −40%
Germany −62% −55% −52% −57% −49% −37% −32%
Denmark −37% −31% −29% −28% −20% −24% −21%
Hungary −56% −53% −52% −53% −47% −31% −30%
Norway −46% −40% −43% −37% −25% −17% −12%
Japan −8% −14% −23% −33% −37% −32% −32%
South Korea −19% −16% −15% −13% −13% −2% −6%
Australia −31% −41% −44% −40% −39% −29% −26%
Singapore −19% −22% −52% −61% −67% −65% −63%
Hong Kong −28% −31% −24% −28% −25% −18% −18%
Taiwan 7% −11% −14% −10% −16% −8% −9%

Source: Google Global Mobility Report May 27 2020

Note: The baseline is the median value, for the corresponding day of the week, during the 5-week period 
Jan 3–Feb 6, 2020
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distancing targeted the specific nature of the transmission of the disease 
that occurs through close physical contact—especially within families and 
between relatives and friends. Tracking and tracing targeted persons who 
were ill from the virus or who had contracted it (Tables 2.1 and 2.2). 
Nursing home advisories and restrictions targeted persons in nursing 
homes who were at particular risk of dying from the disease or with the 
disease present in their autopsies.

Other aspects of the March 2020 public policy phalanx appeared exces-
sive. Closing schools to prevent the spread of the virus among the very 
low-risk population of children and their young adult parents was an 
example.1 In the state of New South Wales in Australia, from March to 
mid-April 2020 there were 18 cases of students with the virus out of a 
total school population of 1.1 million (NCIRS 2020). 735 students and 
128 staff had close contacts with the 18 cases. No teacher or staff member 
contracted the virus from any of the cases. One primary school and one 
high school child may have contracted COVID-19 from the 18 carriers. 
Even within households, it was adults not children who were the primary 
transmission agents of the virus (Zhu et al. 2020, March 30). Death from 
the virus among children was negligible—unlike many of the more viru-
lent seasonal flus.

Despite this, governments and public health authorities in many juris-
dictions insisted on closing schools. The reason why is evident from a 
reporter’s exchange with Jeannette Young Queensland’s Chief Health 
Officer (CHO) and Australia’s longest serving CHO (Lynch 2020). 
Young explained why she told the Premier of Queensland to shut down 
schools on March 26 even though evidence showed that schools were not 
a high-risk environment for the spread of the virus.2 The “reason” was 
that closing schools down would help people understand the gravity of the 
situation. In other words it was to scare people. The measure had no ratio-
nal basis. This came from a senior health official who, after the first case in 
Queensland was confirmed on January 25, concluded that this “is going 
to be a nightmare”. “[My] advice to the Premier was, ‘we have to throw 
everything at this’.” But how much was this a self-fulfilling prophecy? And 
one with very little evidence to support it.3

On February 24 the World Health Organization (WHO) published a 
report on China, the original source of the virus outbreak. The WHO 
report concluded several pertinent facts: the primary route of transmission 
was via households, there was a relatively low attack rate for individuals 
aged 18  years old and under, transmission in hospitals and health-care 
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settings was relatively rare, there were reports of transmission in closed 
settings involving close proximity such as prisons and a long-term care 
facility, and the susceptibility to the virus skewed towards much older per-
sons (the WHO estimated a mean age of 51, which later would be raised 
substantially).4 “Within Wuhan,” the WHO reported, “among testing of 
ILI samples, no children were positive in November and December of 
2019 and in the first two weeks of January 2020” (WHO 2020, p. 11). 
Individuals, the WHO observed, who were at highest risk of severe disease 
and death were persons aged over 60 and those with underlying condi-
tions such as hypertension, diabetes, cardiovascular disease, chronic respi-
ratory disease and cancer (WHO 2020, p. 12). That was a pretty accurate 
profile of who was most susceptible to the virus. In spite of that, govern-
ments and public health officials proceeded to shut down schools.

Worse still was the story of those in nursing homes. Nursing home resi-
dents were the population most at risk from COVID-19. They were old, 
often with multiple comorbidities, and living in large numbers in close 
proximity in an enclosed space. It is an obvious and much more efficient 
strategy to quarantine the most at risk rather than the least at risk or whole 
populations. Not only did this not happen but (to the contrary) hospitals 
in New York City and in the United Kingdom—locations that were among 
the most intensely affected by the virus—till late April decanted COVID 
patients from hospitals into nursing homes without requiring a test to 
determine the patients were no longer infectious. This decanting policy 
was a sign that the health system as a whole had a distorted understand-
ing—or perhaps, more accurately, interpretation—of COVID’s pattern 
behaviour. It was also a sign that “protecting hospital systems” from being 
overburdened by COVID patients was de facto a higher priority than pro-
tecting populations that were highly susceptible to the virus. This is a 
strong indicator that institutional priorities and anxieties were driving gov-
ernment and public health responses to COVID-19 rather than a 
grounded, evidence-based assessment of the risks and behaviour of 
the virus.

In mid-March Britain’s National Health Service (NHS) decided to 
“transfer 15,000 patients out of hospitals and back into the community, 
including an unspecified number of patients to care homes… [These] 
included some who had tested positive for COVID-19, but were judged 
better cared for outside hospital” (Grey and Macaskill 2020). A UK 
Department of Health guidance note dated April 2 stated that “negative 
tests are not required prior to transfers/admissions into the care home.” 
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Consequently asymptomatic and symptomatic COVID-19 patients were 
discharged from hospitals into care homes (Booth 2020, May 20). New 
York State similarly on March 26 mandated nursing homes to take COVID 
patients who had been discharged from hospital. The state did not reverse 
that mandate till May 10 (Mathews 2020a, b, March 26 & May 14). The 
Society for Post-Acute and Long-Term Care Medicine in March warned 
New  York that “admitting patients with suspected or documented 
Covid-19 infection” represented “a clear and present danger to all of the 
residents of a nursing home”. Michigan in the United States had a policy 
similar to New  York’s. Michigan mandated nursing homes to accept 
patients infected with COVID-19. As late as May 13 the state governor 
renewed the mandate and without releasing nursing home death statistics.

Why the peculiar emphasis on “protecting hospitals”? If we think of 
hospitals and public health systems as a collective ego, what we saw on 
display in the COVID episode was an ego that is both fragile (in need of 
protection) and self-important (making its own protection a greater prior-
ity than that of the most vulnerable population). The anxieties of this 
fragile yet vain ego were compressed in a series of vastly exaggerated mod-
elling projections of beds required for COVID patients. What was pre-
sumed was that some kind of crisis faced hospitals that would be critically 
short of beds and overwhelmed by demand. What actually happened? In 
New York City, barely over 1000 persons were treated in a 2500-bed 
emergency military hospital that was constructed at the Javits Convention 
Center. A US navy hospital ship (Comfort) was sent to New York to sup-
port its presumed hospital bed emergency. The navy ship treated fewer 
than 200 patients. In the UK in the middle of April British hospitals had 
four times the normal number of empty beds (West 2020). So effective was 
the UK government panic about COVID bed numbers that 40.9% of 
NHS general acute beds were unoccupied as of April 11 and 12—37,500 
out of a total of 91,600—because of ramped up discharges and directives 
for non-COVID patients to leave hospital. A temporary 4000-bed over-
flow Nightingale Hospital was built in 10 days at the ExCel conference 
centre at Docklands in East London. Just 54 patients were treated at the 
temporary facility (Campbell and Mason 2020, May 4).

In May 2020, the chair of the British Parliament’s Health and Social 
Care Committee (HSCC), Jeremy Hunt, estimated that 20,000 of 
Britain’s 36,000 plus deaths—55%—occurred in nursing homes.5 This 
compared then with Australia’s 25%, Singapore’s 11% and Hong Kong’s 
0% (Table 1.1). Giving evidence to the HSCC, Hong Kong University’s 
Professor Terry Lum observed that, of all possible measures, what is “most 
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important is stopping the transmission from hospital to nursing home” 
(Booth 2020, May 20). To achieve this, anyone in a Hong Kong nursing 
home who was infected was isolated in hospital for three months. Close 
contacts were quarantined for two weeks for observation. Hong Kong 
nursing homes have trained infection controllers who regularly practice 
emergency drills. The most effective infection control aimed at COVID-19 
was ensuring no close contact with aged relatives. Yet there are powerful 
built-in social expectations that militate against this. When the New South 
Wales government in Australia eased restrictions on family visits as a first 
step in relaxing its compulsory lockdown in early May 2020, the state’s 
Health Minister articulated the ambivalence: “It’s really tough to not be 
able to hug your mum or kiss your mum, but it would be the wisest course 
to not do that” (Clun 2020, May 9). The minister, in a nutshell, summed 
up the tension between prudent distance and the communitarian brain 
that is drawn to a high-touch society. Anxiety about viruses drive people 
apart physically—they step back from any real or imagined corporeal 
threat. Yet that same anxiety drives people closer together seeking physical 
comfort, consolation and reassurance in a period of heightened 
nervousness.

2.1  ProPortionality

A lack of proportionate, targeted, fine-tuned and mid-range responses 
dogged COVID-19 public policy through March and April 2020. It is as 
though no public language or civic rhetoric existed anymore to deal with 
mid-range public matters that fall between the extremes of unimportance 
and catastrophe. The medium, middle and intermediate fell out of focus 
while the rhetoric of emergency, crisis and disaster heated up.

This is typified on a national scale by the United States which swung 
from doing little in March to shutdowns mostly beginning in April (Tables 
2.1 and 2.2). Within a few weeks the country careened from the President 
calling the virus a hoax to shutdowns of variable lengths in most American 
states with much of the population directed to stay-at-home. In numerous 
countries, March restrictions on gatherings addressed the propensity of 
the virus to propagate in crowded enclosed spaces. But like many of the 
later April lockdown measures the bans on gatherings lacked finesse. These 
did not distinguish between enclosed and unclosed spaces, outdoor or 
indoor spaces, ventilated or unventilated spaces, packed or dispersed bod-
ies, or take into account the length of time (prolonged or short) that a 
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person might spend in an enclosed space, or identify the difference 
between a crowded indoor space and one that was not crowded. The lock-
down measures in late March and April exhibited even less proportion and 
finesse. These were of a wholesale and largely undifferentiated nature. 
They required the closure of arbitrarily-defined “non-essential” busi-
nesses, the quarantining of whole nations and their healthy populations in 
their own homes, and the extended closure of schools.

In one way or another all the measures in March and April 2020 were 
(or rather tried to be) an artificial amplification of the habits of social dis-
tancing and inter-personal spacing that nations and regions already prac-
ticed. Governments in effect attempted to augment, magnify and intensify 
habitual social spacing. Did it work? Judged at least by the outcome 
(though the causality is unclear) the March 2020 government advisories, 
tracking, tracing and quarantining regimes, and targeted prohibitions 
(such as travel bans) had a measurable influence on the spread of the virus. 
German epidemiologists reported a drop in Germany’s reproduction 
number from a high of 3.1 on March 9 2020 to an admirable low of 1 by 
March 21. After that, through to April 9, the reproduction number fluctu-
ated between 0.9 and 1—a success reflected in Germany’s modest death 
rate per capita (Table 2.5).

The results of the April 2020 measures—the lockdowns—by govern-
ments are less impressive. Germany reached the propitious reproduction 
number of 1 before its lockdown began. Death rates per capita in countries 
with severe lockdowns, like the United Kingdom, commonly peaked in 
April and then dropped—outwardly a success of the lockdown policy. But 
deaths per capita is a lagging indicator of infections that begin (conserva-
tively) three weeks prior to death on average.6 In many countries including 
the United Kingdom the rate of inflection (as indicated by the subsequent 
rate of daily deaths) had peaked and had been falling before the imposition 
of a lockdown (Table 2.6).

Given the stages of incubation followed by infection through to death 
or hospital discharge in serious COVID cases, any positive effect of a lock-
down on the rate of death would only show itself three weeks after the 
lockdown had begun. Conversely if COVID-19 followed the characteris-
tic symmetrical bell-curve trajectory of viruses that William Farr observed 
in 1840, it was predictable that the time lapse between the lip of the bell 
curve in its early phase to the lip of the curve in its fading days would be 
several months only. Japan’s Ministry of Health on March 9, 2020 pre-
dicted that the COVID peak of each Japanese prefecture would occur 
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“roughly three months” after their first reported case of local transmis-
sion.7 At the end of May 2020 it looked like two months would be the 
average around the world (Table 1.3).

What the bell curve pattern should remind us is that nature has its own 
regularities—and human intervention is limited in the degree to which it 
can alter or reverse these. Humanity can adapt to nature’s constancies 
(social distancing being an example) and it can re-purpose natural phe-
nomena for its own ends (vaccines being an example). But “the govern-
ment must do something to fix this now” styles of intervention rarely 
work effectively. They lack the modesty of successful human adaptation. 
Humility is a virtue too often absent from public policy.

Public and government attitudes in March 2020 and early April 2020 
were strongly influenced by predictions made by researchers modelling 
the reproduction number of COVID-19 and what was inferred from that: 
the anticipated rate of death per capita and projected demand for hospital 
beds. Given different assumptions, the projections of deaths differed 
widely (Table 2.7) even within the same model. Modellers often made no 
clear distinction between the effective reproduction number RE and the 

Table 2.5 Germany, effective reproduction number of COVID-19 compared 
with government actions taken

Date Reproduction 
number

Government action in corresponding week

Last week of 
February

Home quarantines, flight monitoring

March 6 2.3
March 9 3.1
March 11 peak 3.3 Sports cancelled, school closures, mild lockdown 

measures, gatherings ban, nursing home restrictions
March 16 2.7 Moderate lockdown measures, gatherings banned, 

travel ban, home quarantine, hotel quarantines
March 21 1 Formal social distancing rules
March 23 0.9 Severe lockdown measures
March 26 1
March 30 0.9
April 1 1
April 6 0.9
April 9 0.9

Source: Schätzung der aktuellen Entwicklung der SARS-CoV-2-Epidemie in Deutschland – Nowcasting, 
Epidemiologisches Bulletin 17, 15 April 2020, Fig. 4
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Table 2.6 COVID-19 infection peak compared to lockdown timing

Nation Date 
lockdown 
began

Daily 
deaths peak

Infection 
peaka

Infection peak 
before (B), after 
(A) or same (S) as 
lockdown start

Number of days 
that infection 
peak occurred 
after lockdown

Australia March 29 April 6 March 16 B 0
Italy March 7–9 March 27 March 6 S 0
Spain March 28 April 2 March 12 B 0
United 
Kingdom

March 23 April 8b March 10 Bb 0

Austria March 16 April 8 March 18 A 2
Germany March 23 April 8 March 18 B 0
Denmark March 13 April 4 March 14 S 0
France March 16 April 15 March 25 A 9
United 
States

March 
19–April 7

April 21 March 31 B/A 0–12

Thailand March 26 April 3 March 13 B 0
Switzerland March 16 April 4 March 14 B 0
Netherlands March 15 April 7 March 17 A 2
Israel March 19 April 2 March 12 B 0
Ireland March 28 April 24 April 3 A 6
Finland March 18 April 21 March 31 A 13
Croatia March 22 April 19 March 29 A 7
New 
Zealand

March 26 March 28 March 7 B 0

Slovenia March 20 April 7 March 17 B 0
Philippines March 15 April 12 March 22 A 7
Malaysia March 18 March 26 March 5 B 0
Lithuania March 12 April 10 March 20 A 8

Source: Worldometer, Coronavirus, Daily deaths by nation; UK NHS COVID-19 daily deaths summary 
May 3 2020
aThe infection peak is imputed. It back-dates infections three weeks prior to deaths
bOn UK National Health Service (NHS) figures the peak occurred on April 8; April 21 is the peak accord-
ing to UK Government figures, coronavirus.data.gov.uk, Coronavirus (COVID-19) in the UK

basic reproduction number R0 of the virus. Insistent claims were made 
during March of 2020 that comprehensive lockdowns of the economy and 
society were needed to save hospital systems. The lockdown strategy was 
developed by Communist China. Yet most democratic nations embraced 
it in March.

Hospitals are flexible enough to deal with known contingencies. It is 
a known contingency that influenza is a recurring seasonal phenomenon 
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and that there will be bad flu seasons, so hospitals ask surgeons to defer 
elective operations while they deal with the variable load from influenza 
cases year to year. However the same institutional and procedural flexibil-
ity is markedly less apparent in the case of unknown contingencies. In 
March 2020 the anxieties of the health modellers and planners focused on 
hospitals: could hospitals cope with a novel virus? The modellers and plan-
ners assumed relative inflexibility in the face of a contingency (a new virus) 
whose behaviour was unfamiliar. The new phenomenon could not be 
readily analogized with prior examples and patterns or perhaps the model-
ling mind lacked a sufficient range of analogies and analogical techniques 
to deal with novelty. Whatever the case, the modellers and health planners 
assumed on the part of hospitals an inability to rapidly convert ward beds 
to ICUs or delay elective operations in favour of urgent cases as demand 
required. In other words the planning and procedural mind could not 
imagine hospitals matching demand with supply in a flexible self- organizing 
manner rather than on a rigid inert basis that somehow inexorably would 
result in the swamping of the health system if society was not shutdown.

As March progressed, COVID hawkishness rose. It was increasingly 
argued that severe measures had to be imposed—in particular, the quaran-
tining of a large portion of the healthy populations of nations. Without 
this, hospital systems would collapse under the weight of an over- whelming 
demand for beds to treat serious and critical COVID-related cases. In 
some cases there were apocalyptic-scale predictions of the need for hospi-
tal beds. In the end though actual demand fell markedly, often dramati-
cally, short of the predictions (Tables 2.8 and 2.9). This is a stark reminder 
that modelling is not an observation of what has happened. It is a predic-
tion of future events based on the assumptions of the modellers. Those 
assumptions in themselves can be more or less realistic. The probability 
that a successful model of the behaviour of a novel virus can be created in 
the early stages of the spread of a virus is low if basic behavioural attributes 
are not known like what percentage of the infected population will be 
asymptomatic or what percentage of the population have an adaptive 
immune response that is cross-reactive from their experience of compara-
ble viruses. Models have to be constructed on data about past events. Yet 
when faced with modelling a novel event, the question remains: what bits 
of the past are comparable and which are not? Without extensive empirical 
evidence about the novel entity, this question cannot be meaningfully 
answered. Even then models rarely effectively model countervailing 
forces—be they natural or social—that can reverse a predicted course of 
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events. This is especially true in the case of natural or social causation that 
is dependent on the interaction of multiple causal factors.

Modelling commonly provides a range of possible outcomes based on 
a range of assumptions. Some of these assumptions will be more probable 
or realistic than others. Many will be stabs in the dark, and not very reli-
able. The difficulty is that figures at the upper end of the range—the least 
probable ones—tend to get widely quoted because of their melodramatic 
character. The most exaggerated figures—all of them based on assump-
tions, not on empirical realities—enter the public imagination. In March 
and early April 2020 this kind of histrionic translation occurred on a mass 
scale—initially via journalists, academics, health officials and government 
ministers. What followed was a torrent of apocalyptic imaginings—a social 
contagion—that cascaded through many national populations. This tidal 

Table 2.8 Australia, ICU and ward beds for COVID-19 peak, predicted 
and actual

Number of serious + critical [hospitalisation] COVID-19 cases, Australia                  

February 15 (0) March 1 (0) April 1 (50) April 15 (76) April 20 (49)
Total [baseline] hospital beds, 2017–2018
97,500
Predicted need for hospital ICU and ward beds for admissions [Doherty Institute, University 
of Melbourne]
Scenarios assume cancellation of non-urgent surgery and reduction in admissions for 
conditions such as respiratory infections and traffic accidents
Scenario A [5xbasline ICU bed capacity]
Total ICU and ward beds for admissions during COVID-19 pandemic, 
worst-case scenario A

26,870

COVID ICU and ward beds for admissions [50% of total] worse-case scenario A 13,435
Scenario B [3xbasline ICU bed capacity]
Total ICU and ward beds for admissions during COVID-19 pandemic, scenario 
B

16,122

COVID ICU and ward beds for admissions [50% of total] scenario B 8061
Scenario C [2xbasline ICU bed capacity]
Total ICU and ward beds for admissions during COVID-19 pandemic, scenario 
C

10,748

COVID ICU and ward beds for admissions [50% of total] scenario C 5374

Sources: Australian Institute of Health and Welfare, Hospital resources 2017–18: Australian hospital sta-
tistics; Worldometer, Coronavirus data archived by date at the Internet Archive; Moss R, Wood J, Brown 
D, Shearer F, Black, AJ, Cheng AC, McCaw JM, McVernon J, Modelling the impact of COVID-19 in 
Australia to inform transmission reducing measures and health system preparedness, The Peter Doherty 
Institute for Infection and Immunity, The University of Melbourne and Royal Melbourne Hospital
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wave of “imagining the worst” was reinforced by obsessive daily  case 
and death counts. But was the COVID episode actually an apocalypse? Or 
was it a serious mid-range public health matter that then was blown out of 
all proportion? In Europe as death tolls associated with COVID-19 grew 
through March and April and reached a peak in April 2020, measures of 
excess deaths [rate of deaths greater than what would normally be 
expected] indicated that the matter was serious but variable in its serious-
ness and far from apocalyptic—and confined to a relatively short time 
period as would be expected from the bell-curve pattern of viral pandem-
ics (Tables 1.2 and 1.3). Yet forebodings of immanent disaster circulated 
widely even while the worst death rates per capita were confined to specific 
nations and even in those cases to regional hotspots (Tables 1.10 and 1.11).

2.2  the Ferguson rePort

The report for the British government produced in March 2020 by 
Imperial College, London, researchers led by Professor Neil Ferguson 
(hereafter the Ferguson report or the Imperial College report) was the 

Table 2.9 IHME projected mean hospital COVID-19 beds needed vs actual 
COVID-19 serious and critical care hospitalisations, United States

IHME COVID-19 estimates, mean COVID-19 Beds 
Needed

Actual Serious and Critical Care 
Hospitalisations

March 25 release April 1 release April 8 release

March 15 
Projected

March 15 
Projected

March 15 
Projected

March 15 Actual

3503 3922 1338 10
March 30 
Projected

March 30 
Projected

March 30 
Projected

March 30 Actual

96,733 93,743 36,646 1411
April 11 
Projected

April 11 
Projected

April 11 
Projected

April 11 Actual

226,620 246,346 94,248 11,320
April 26 
Projected

April 26 
Projected

April 28 
Projected

April 26 Actual

166,643 204,571 55,754 15,143

Sources: IHME, Institute for Health Metrics and Evaluation, COVID-19 estimate downloads, http://
www.healthdata.org/covid/data-downloads; Worldometer Coronavirus daily reports by country, USA, 
Internet Archive https://www.worldometers.info/coronavirus/
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single most influential document produced during the COVID-19 epi-
sode (Ferguson et al. 2020, March 16). Its influence was enormous. It 
galvanized governments (not just in the United Kingdom but more gen-
erally) to impose increasingly severe shutdown policies. The paper gave 
different estimates of total deaths over a five month or longer period 
depending on different reproduction numbers and different “suppression 
strategies” (Table  2.10). Among an enormous range of predictions of 
total deaths in the UK—ranging from 500,000 to 5600—the report had 
to make some more or less correct predictions almost by definition. In a 
way the model couldn’t be wrong—or usefully right. The modelling of the 
number of American deaths by the Institute for Health Metrics and 
Evaluation at the University of Washington proved much more reliable 
not least because its numbers concentrated on the mean projected number 
of fatalities—a notable step in the direction of statistical humility 
(Table 2.11).

Modelling of future behaviour and effects is based on assumptions and 
parameters. Where such assumptions and parameters (at least 400 of them 
in the case of Ferguson report) work well is when the phenomenon being 
modelled is a known quantity whose behaviour and effects has been previ-
ously empirically observed and recorded. Assumptions then can be made 
on the basis of what has happened in reality. The problem with a novel 
entity, such as COVID-19, is that the assumptions of a model are unlikely 

Table 2.11 IHME projected mean cumulative COVID-19 deaths vs actual 
COVID-19 deaths, United States

IHME COVID-19 estimates, deaths, mean projected Actual Deaths

March 25 release April 1 release April 8 release

March 15 Projected March 15 Projected March 15 Projected March 15 Actual
79 79 79 68
March 30 Projected March 30 Projected March 30 Projected March 30 Actual
3182 2997 2997 931
April 11 Projected April 11 Projected April 11 Projected April 11 Actual
22,297 22,253 20,899 20,562
April 26 Projected April 26 Projected April 26 Projected April 26 Actual
53,865 59,119 47,997 55,415

Sources: IHME, Institute for Health Metrics and Evaluation, COVID-19 estimate downloads, http://
www.healthdata.org/covid/data-downloads; Worldometer Coronavirus daily reports by country, USA, 
Internet Archive https://www.worldometers.info/coronavirus/
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to capture how the virus actually behaves in reality. How could a model 
created in March 2020 anticipate the possibility of research in May 2020 
that suggested that a body’s established ability to fight the “common 
cold” coronaviruses might adapt itself to fight the COVID-19 virus which 
also is a species of coronavirus (Grifoni et al. 2020, May 7)? Assume the 
latter is true for a moment. It has all kinds of implications for the potential 
deadliness of the virus and the susceptibility of the population to the virus. 
Without a weighty empirical anchor, a model may be little more than 
fiction.

As far as the social dimension of the behaviour of COVID-19 is con-
cerned, the largest blind-spot in the Ferguson report to government was 
its failure to adequately identify the discriminating nature of the virus and 
highlight the implications of this. The lacuna itself subdivides into three 
subsidiary lacunae:

Firstly, the Ferguson report noted the way the virus targeted different 
age groups and noted in passing the significance of pre-existing health 
conditions. The virus was most lethal for the over seventies and eighties, 
and those with chronic underlying health conditions, and especially those 
over seventies and eighties with underlying serious health conditions. Yet 
the highly targeted nature of the virus’ behaviour was not reflected in the 
report’s “whole of population” policy prescriptions that, in effect, treated 
the entire population as at high risk of either transmitting the virus or 
being exposed to the virus or dying from the virus.

Secondly, the Ferguson report did not discuss the significance of or 
draw policy conclusions from one of the key pattern behaviours of the 
virus: the relatively narrow band of social contact that the virus typically 
was transmitted through. This was a spectrum of persons predominately 
composed of family (spouses not children), relatives, friends and acquain-
tances in physically close contact and usually for a prolonged period.

Thirdly, the Ferguson report did not identify that the spread of the 
virus varied remarkably between region, city and nation—and even within 
cities. The viral spread was not a uniform phenomenon that required or 
demanded or was best served by uniform solutions. The cognitive bias of 
public health officials is toward uniform regulation and prohibition. This 
bias is echoed in the Ferguson report. Universal law allows a lot of flexibil-
ity. Uniform regulations do not. The recommended Ferguson policies 
focused on the nation as a single entity. But the virus behaved regionally 
not nationally. Even within regions clusters occurred. The virus had a 
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highly differentiated impact globally which was repeated nationally, 
regionally and sub-regionally in a fractal-like manner.

Three examples illustrate the point:

 (a) Consider the results for national serological testing (testing for 
herd immunity antibodies to the virus) in mid-May 2020 (these are 
a snap- shot of the past, as anti-bodies take almost three weeks to 
form in the human body from symptom onset) (Long et al. 2020). 
Spain’s infection spread was estimated by serological testing to be 
5% (López 2020). But the regional differences hidden beneath this 
headline figure were telling. Madrid’s rate of infection was 15%. 
Barcelona’s was 8%. At the national level, France’s spread was cal-
culated at 4.4%.8 But in the Paris region it was 9.9% and in Grand 
Est 9.1%. In Sweden, 7.3% of the population in Stockholm had 
been exposed to the virus compared to 4.2% in provincial Skåne 
(Anon 2020b, May 20).

 (b) Similar heterogeneity is evident in the UK, as we can see from the 
spectrum of cumulative cases (per 100,000 population) in different 
cities as of 13 May 2020. The differences are striking: Portsmouth 
(144), Bristol (147), Richmond on Thames* (203), Leeds (212), 
Hackney* (223), Birmingham (281), Liverpool (307), Luton 
(311), Newcastle upon Tyne (333), Ealing* (335), Southend on 
Sea (346), Sheffield (418), South Tyneside (457) and Sunderland 
(481).9 Urban density played no role in this hierarchy of case inci-
dence as is evident when we look at the population density (per-
sons per square kilometre) of the same sequence of cities: 
Portsmouth (5326), Bristol (4224), Richmond on Thames (3430), 
Leeds (1430), Hackney (14,681), Birmingham (4262), Liverpool 
(4242), Luton (4939), Newcastle upon Tyne (2646), Ealing 
(6157), Southend on Sea (4370), Sheffield (1583), South Tyneside 
(2334) and Sunderland (2018).10

 (c) Perhaps the most striking examples of the heterogeneous impact of 
the virus was the policy of lockdown itself. Numerous countries 
adopted official lockdown policies. Yet the results of policies that 
were the same or similar were markedly divergent. If we are to 
assume that lockdown policies had an effect—that is they had some 
kind of causal power—then that should be evident in the spread 
and fatality of the virus. All countries applied some government 
controls (such as border controls or banning entertainment estab-
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lishments). But not all countries had government-mandated stay-
at-home policies. Yet through the months of April and May 2020, 
lockdown (stay-at-home) countries covered the entire spectrum 
from low morbidity per capita countries like Australia to high 
deaths per capita countries like the United Kingdom, Italy and 
Spain. The same applied to no lockdown countries. Iceland, 
Taiwan, Hong Kong, South Korea, Japan, Latvia and Estonia had 
low or relatively low rates of morbidity per capita while Sweden’s 
rate was relatively high.11

The fact that several countries avoided lockdown and achieved a low 
per capita rate of death strongly implies that government stay-at-home 
prohibitions shutting down large parts of a nation’s economy and society 
were not actually necessary to reduce the effective reproduction rate of the 
disease. The point is not that government controls had no positive bene-
fits. Every country deployed such controls. But that government action—
or rather its efficacy—had limits. Yet the Imperial College model assumed 
that there were only two effective causal agents: government policy and 
the viral agent itself. Meaningful action was equated with government 
action. The tacit principle of the Imperial College researchers was that the 
only effective counter to the virus was the mandated shutting down of 
much of a country’s economic and social activity. This required much of 
the population to stay-at-home, and (where practical) work-from-home 
along with the closing of much of a country’s face-to-face businesses and 
outlets excepting those deemed “essential”.

As it turned out, the potency of the viral agent varied more according 
to social conditions than government proscription. Government action 
could modulate social patterns to a degree. But it could not control, create 
or erase such patterns. The Imperial College report supposed a causal 
power of government to modify both viral and social agency—and their 
interrelationship—to a degree that it did not and could not possess. The 
potency of the virus varied according to the age of persons exposed to it 
and their underlying health condition. Crucially though, in addition to 
that, the effects of the virus varied according to patterns of social connec-
tion—cultural and social patterns of everyday proximity and haptics and 
preferred psychological space. These patterns encapsulated habitual, 
deeply-encoded, micro-logically structured and historically-formed modes 
of social closeness and distance.
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A study drawn on by the Ferguson paper estimated a virus infection 
fatality rate of 0.66% based on Chinese data concerning 3665 cases (Verity 
et al. 2020, March 13, p. 8). The Ferguson paper upped the IFR estimate 
to 0.9% by assuming a set of age-stratified estimates of IFR, notably that 
9.3% of infected persons aged 80 and over would die from the infection 
along with 5.1% of those aged 70–79 compared to 0.002% of 0–9 year 
olds (Ferguson et al. 2020, p. 5). The Ferguson paper thus assumed that 
age was a major variable factor in the impact of the virus, as it proved to 
be. But it is notable that in the Imperial College paper there is no explicit 
reference to significant countervailing social factors reducing infection 
exposure—at least none stated to be effective—except for broad-spectrum 
government intervention (shutdown).

2.3  Mitigation

In the Imperial College model two strategies only were laid out (Ferguson 
et al. 2020, p. 3). One was to mitigate the virus via the “home isolation of 
suspect cases, home quarantine of those living in the same household as 
suspect cases, and social distancing of the elderly and others at most risk of 
severe disease”. The second was to suppress the virus. The first strategy 
could only slow the spread of the virus, the model argued. Unlike the 
second strategy, it could not reduce the virus reproduction number below 
1. Suppression was the result exclusively of government-mandated actions. 
The model of China was explicitly cited by the Ferguson paper. “Through 
the hospitalisation of all cases (not just those requiring hospital care), 
China in effect initiated a form of case isolation, reducing onward trans-
mission from cases in the household and in other settings. At the same 
time, by implementing population-wide social distancing, the opportunity 
for onward transmission in all locations was rapidly reduced. Several stud-
ies have estimated that these interventions reduced R to below 1” 
(Ferguson et  al. 2020, p.  14). One study published on February 18 
2020—by researchers in the Centre for Mathematical Modelling of 
Infectious Diseases in the London School of Hygiene and Tropical 
Medicine—was cited by the Imperial College researchers. The Ferguson 
report summarised it as concluding that the median daily reproduction 
number declined from 2.35 one week before the Chinese government 
introduced travel restrictions in Wuhan on January 23 to 1.05 on January 
31.12 From that one statistic in one report attributed to one act of Chinese 
government control in Hubei province, the Imperial College researchers 
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concluded that government control was the key to management of the 
virus. The causality for the drop that occurred in the effective reproduc-
tion number was implied though it was not demonstrated. It is notable 
however that it was January 26 when the death rate from the virus peaked 
in Hubei Province, indicating that infections in the region had peaked 
three weeks before the Chinese government action, as the virus developed 
conventionally along a bell-curve path.13

In the UK context, “population-wide social distancing” meant the clos-
ing of schools, churches, bars and social events. The Imperial College 
researchers’ virus suppression strategy assumed that all households would 
reduce contact outside household, school or workplace by 75%, workplace 
contact rates would be reduced by 25% and household contact rates were 
assumed to increase by 25% (Ferguson et al., Table 2). This advice to gov-
ernment, made on March 16 2020, was directly at odds with the scope 
and tenor of the recommendations for antiviral measures that were made 
by the British government’s SAGE (Scientific Advisory Group for 
Emergencies) Committee from its first COVID meeting on January 22 
2020 right up until the pivotal March 16 date.14 Between March 13 and 
March 16 it is evident from the SAGE Committee’s minutes that, during 
those few days, the exogenous force of nervous public opinion and the 
British government’s own evidently spooked response to both the virus 
and public pressure had the effect of over-determining what had been 
previously the Committee’s generally sober, realistic and evidence-based 
approach (SAGE 2020).

Prior to the March 16, the SAGE Committee had recommended the 
following as measures to mitigate the virus: port-of-entry screening only if 
a simple and rapid test was available (January 22), self-isolation of infected 
persons (January 28), infection control in healthcare settings (January 
28), and the rapid detection of cases (January 28). SAGE allowed itself 
various “assumptions”—namely, that the reproduction number of the 
virus was between 2 and 3 (January 22, January 28, February 11) and the 
virus was similar to an influenza (January 28, February 4, February 11). 
The Committee’s forecasts of the peak of the Wuhan/Hubei infections 
were badly wrong (February 4, February 11) as was its March 10 projec-
tion of the UK peak. Earlier, more accurately, it estimated that the peak of 
UK infections would occur 2–3  months after widespread transmission 
began (February 11). Also to its credit, the Committee repeatedly asked 
for more empirical data and serological testing to establish the virus’ actual 
spread in the community as opposed to its spread modelled on “assump-
tions”. To understand the epidemic, it was important to have case 
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numbers reported by their onset date, data on numbers of people being 
tested, the age distribution of cases and co-morbidity information 
(February 3). The Committee noted it was significant that, as of February 
4, there had been no reports of illness among children, under-20s appeared 
to be least susceptible and most deaths were among the over-60s (see also 
February 11). Serological evidence was the best means of predicting an 
epidemiological peak (February 20) and determining the ratio of asymp-
tomatic to symptomatic cases (March 16).

The SAGE Committee was appropriately sceptical about many of the 
measures suggested to control the virus. A 95% effective ban on travel to 
the UK would not supress the virus, only delay its impact by a month 
(February 3). Shutting down public transport (February 4, February 11, 
March 18) or restricting public gatherings (February 4, February 11, 
March 3, March 5) or travel restrictions within the UK (February 11) 
would be ineffective in delaying the spread of the virus. School closures 
would only have a modest impact on delaying the peak of the virus 
(February 20, March 5). At best the effect of these closures was “uncer-
tain” (March 18). Implying the lack of any prior empirical evidence, the 
Committee noted that modelling could not analyse with “great precision” 
the impact of closing schools, restaurants, bars, entertainment, indoor 
public places or indoor workplaces (March 18).

On February 25 the SAGE Committee speculated that a four-step miti-
gation policy of school closures, home isolation, home quarantine and the 
social distancing of the elderly could reduce the reproduction number of 
the virus below 1. This policy outline was fashioned after the experience of 
Wuhan, Hong Kong and Singapore. The Committee also hinted at home-
working for businesses. On March 3 the Committee noted that “social 
distancing for over-65s is likely to have a significant effect on overall deaths 
and peak demand for critical care beds” even if this would “not signifi-
cantly reduce overall transmission”. By March 5 (and subsequently on 
March 10 and March 13) these ideas were boiled down to an anti-virus 
plan with three components: home isolation of symptomatic persons, iso-
lation of infected households and the cocooning (social distancing) of 
over-65s and those with underlying medical conditions. The latter advice 
was refined on March 10. “SAGE agreed that social distancing measures 
for the elderly should apply to those aged 70+.” The “cocooning” of per-
sons was relevant to two distinct groups: “a) those aged 70+ who are 
generally well and b) vulnerable groups of all ages (including those aged 
70+)”. There was, the Committee added, limited evidence that children 
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were at risk from the virus. Children, the Committee observed, will 
“mostly experience mild illness, though they probably transmit the virus”.

On March 13 and 18 the SAGE Committee stated it was keen to make 
its modelling and other inputs underpinning its advice available to the 
public and fellow scientists. The political wind though was blowing in the 
opposite direction. The British government led by Prime Minister Boris 
Johnson proved reluctant to release the SAGE minutes. It did so only after 
a court case forced its hand. In reality the government was tracking away 
from SAGE’s tailored and circumspect recommendations. On March 16, 
the Ferguson report was released. It concluded that the SAGE mitigation 
measures “might reduce peak healthcare demand by 2/3 and deaths by 
half”. However “the resulting mitigated epidemic would still likely result 
in hundreds of thousands of deaths and health systems (most notably 
intensive care units) being overwhelmed many times over” (Ferguson 
et  al. 2020, p.  1). The Ferguson estimate of deaths resulting from the 
mitigation strategy is empirically testable. Uppsala University researchers 
applied the Ferguson model to Sweden (Gardner et al. 2020). Sweden’s 
public health model relied on a largely self-managing mitigation model. In 
April 2020 the Uppsala researchers predicted that Sweden’s public health 
model would result in a median projected mortality of 96,000 (some-
where between 52,000 and 183,000 deaths) by July 1, 2020. With SAGE- 
like mitigation policies that outcome, they estimated, would be reduced to 
48,000 deaths (26,000–91,500). As of June 14, Sweden had a total of 
4874 COVID-related deaths.

If the government of Boris Johnson had ever committed itself to a miti-
gation strategy, the Ferguson report effectively put an end to that. On 
March 16, the SAGE Committee reiterated its social distancing measures. 
It repeated that school closures were not a particularly effective measure. 
It conceded that closing schools might be a measure needed to keep 
demand for critical care hospital beds at a viable level. But its scepticism 
about school closures was still clearly evident—as it was again on March 
18 when it reiterated that the evidence about the effect of school closures 
was “uncertain”. The Committee though agreed that “its advice on inter-
ventions should be based on what the NHS needs” (March 16)—a tell- 
tale sign of what was then emerging in the United Kingdom and elsewhere, 
namely a view that the priority in fighting the virus was to protect the 
nation’s hospital system. In any event the modelling of apocalyptic popu-
lation and institutional scenarios decisively overshadowed more propor-
tionate measures that were tailored to the known empirical behaviour of 
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the virus whose impact overwhelmingly was on the over-70s and those 
with underlying chronic conditions. Instead only the shut-down of 
Britain’s society and economy with stay-at-home orders directed at 
schools, businesses and organizations could stop the apocalypse of hun-
dreds of thousands of deaths, a scenario that was modelled on the behav-
iour of influenza—a virus whose profile was significantly unlike that of the 
COVID-19 virus.

In the absence of any government control measures or spontaneous 
social behavioural changes—that is, if society and government did nothing 
at all—the Ferguson report estimated that the R number of the virus 
would remain at around 2.4 and 81% of the population would be infected 
before the virus petered out due to community immunity. Only govern-
ment control would bring the R number down below 1. However, Gomes 
et al. (2020, May 2) suggested that social variation or population hetero-
geneity places considerably more downward pressure on viral behaviour 
than the Ferguson model allowed for. As the Gomes paper observed, vari-
ation in individual susceptibility to the virus (e.g. the age of a person or 
their underlying chronic health status) affects the rate at which new cases 
occur as does crucially variation in exposure to the virus (for example 
degrees of closeness of physical contact). Populations, in other words, are 
heterogeneous in nature—and not just in terms of age. The coefficient of 
variation is a statistical measure of relative variability. It is the measure of 
the ratio of the standard deviation of data points to the mean. Gomes 
(et al.) searched existing literature for estimates of individual variation in 
the propensity to acquire or transmit COVID-19. Most coefficient of vari-
ation estimates, they concluded, were between 2 and 4. This was a range, 
they observed, where naturally acquired immunity to COVID-19 might 
place a population over the “herd immunity” threshold once as few as 
10–20% of its individuals were immune.15 It should be remembered in this 
context that the 1918 Spanish flu—more virulent than COVID-19—
infected 30% of the world’s population and then dissipated.16 The cruise 
ship, the Diamond Princess, was a living laboratory for the interaction of 
COVID-19 with a human population. 3700 passengers and crew in an 
enclosed and close-contact environment were exposed for a month in 
February 2020 to the risk of acquiring COVID-19. Eventually 19.2% of 
this population were infected. The Imperial College estimate was that, 
without stern government intervention, 80% of the UK population would 
eventually be infected mostly over a two month period before abating.17 
This implied a community immunity threshold of 50–60%, which was also 

2 PUBLIC POLICY 



68

the most common reported expectation of virologists, epidemiologists 
and other specialists at the start of the epidemic.

The Ferguson paper made explicit age as a factor responsible for a sig-
nificant variation in individual susceptibility to the virus and hinted at 
underlying health conditions as a further factor. But what about variation 
in exposure to the virus? The propensity of a person to be exposed is at 
least in part social and cultural in nature.18 The closeness and distance in 
interaction between persons—and whether droplets can pass effectively 
between an infected person and a susceptible person—is a cultural and 
social phenomenon, one that is pervasive in human relationships. But 
throughout the Imperial College paper the word “social”, which recurs, is 
almost exclusively used in conjunction with government action—whether 
the action is to close schools, churches, bars and similar venues or else to 
mandate by regulation the social distancing of “the whole population”. 
Any projected or preferred social action is closely entangled with 
government- directed “population-wide” measures. There was not only an 
implicit and explicit link made between “the social” and “the governmen-
tal”—which in itself is not unreasonable—but in addition to this it was 
assumed, almost unconsciously, that government was not just an active 
agent in shaping social behaviour but the only active agent.

Socially distancing of “the whole population” in contrast to virus miti-
gation strategies assumed that the everyday interaction of strangers or 
semi-strangers constituted high-risk behaviour. But the converse was true. 
The more intimate the social connection the higher the risk simply because 
the principal transmission of the virus was via families, relatives, friends 
and acquaintances. Not strangers in public transport, at work or in hospi-
tal settings but interactions with intimates—be it at home, travelling on 
public transport together or elsewhere. Not the solo walker in the national 
park or the lonely jogger on the sidewalk but dyads and triads and larger 
groups of friends, families, relatives and friendly acquaintances.

The Imperial College report cited a study of close contacts in the spread 
of infectious diseases that noted that the large differences (the heterogene-
ity) in physicality depending on the type of social interaction. It observed 
that “contacts lasting at least one hour or occurring on a daily basis mostly 
involved physical contact, while short duration and infrequent contacts 
tended to be nonphysical. Contacts at home, school, or leisure were more 
likely to be physical than contacts at the workplace or while travelling” 
(Mossong et  al. 2020).19 The World Health Organization (WHO) in 
February reported that household transmission was the primary conduit 
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for the virus.20 The Imperial College report noted this but also down-
played its significance on the grounds that this had occurred in a context 
where social contact had been markedly reduced by government interven-
tion (Ferguson et al. 2020, p. 15). This was stated even though cluster 
studies in China included the tracing and cataloguing of infection cases 
that occurred before Chinese government intervention in late January. 
Many if not most of the cases in the studies that were reported to WHO 
visitors in the third week of February would have been infected before the 
Chinese government lockdown. And the primacy of household transmis-
sion was confirmed in country studies outside China where shutdown had 
not occurred or had not yet occurred (Cheng et al. 2020, May 1; Ghinai 
et al. 2020, March 13).

2.4  unintended ConsequenCes

Is social distancing of “a whole population” a proportionate response to a 
virus that reproduces itself primary through household and related close 
physical contact such as in nursing homes? Such a strategy will reduce 
social contact in the public sphere dramatically—though it also increases 
household contact. But is public interaction—the interaction of strang-
ers—really an appropriate target to manage a virus whose mode of trans-
mission is primarily intimate or personal but not public? Also is public 
interaction an appropriate target when, as the Imperial College researchers 
noted in passing, it means high economic and social costs? Is reducing the 
interaction of strangers and near-strangers in a broad-spectrum—essen-
tially unselective and undiscriminating—manner prudent if it means shut-
ting down much of a society’s economic and business activity and shutting 
persons in their homes with predictable increases in depression and anxi-
ety—and long-term reductions in life-span years for persons most severely 
affected by any resulting economic downturn (Table 2.10)?

The shutdown of society and economy became commonplace through-
out the world in April 2020. The intensity of the shutdowns varied 
between nations (Tables 2.3 and 2.4). The immediate economic impact 
across the board was variable but typically severe (Tables 2.12 and 2.13). 
As for the longer-term impact of COVID policies on economies, it is not 
an easy thing to predict the outcome of what were in effect government- 
engineered recessions because there is no precedent for them. In April 
2020 the International Monetary Fund (IMF) forecast a −6.6% real GDP 
decline among the economically advanced European nations and a 9.2% 
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unemployment rate in 2020 (IMF 2020). In the major economies of Asia, 
the projected figures were −4.5% GDP growth and 4.1% unemployment. 
Advanced economies predicted to have 10% or more unemployment in 
2020 included Germany, France, Italy, Spain, Ireland, Portugal, Greece, 
Sweden, Norway, and the United States. As of April 29, many major econ-
omies had borrowed heavily to provide economic stimulus packages to 
sustain economies that had been furloughed during lockdowns until they 
could restart once shutdown measures were eased or removed. In the case 
of Germany the government stimulus package was the equivalent of 18.2% 
of GDP; Japan 14.3%; the United States 13.6%; Australia 12.9%; France 
9.5%; Italy 8.5%; South Korea 8.1%; Canada 6.3% and China 3.7% (Segal 
and Gerstel 2020).21

Table 2.12 Purchasing Managers Index (PMI), manufacturing by country, 
expansion and contraction

Country April 
2020

March 
2020

February 
2020

November 
2019

February 
2019

Spain 30.8 45.7 50.4 47.5 49.9
Italy 31.1 40.3 48.7 47.6 47.7
France 15.0 43.2 49.7 51.7 51.5
Netherlands 41.3 50.5 52.9 49.6 52.7
Switzerland 40.7 43.7 49.5 48.5 54.3
United 
Kingdom

32.9 47.8 51.7 48.9 52.1

Sweden 36.7 43.2 53.2 46.4 52
Denmark 38.6 46.8 49.1 53.6 61.5
United States 36.9 48.5 50.7 52.6 53
Germany 34.4 45.5 48 44.1 47.6
Canada 33.0 46.1 51.8 51.4 52.6
South Korea 41.6 44.2 44.4 49.4 47.2
China 49.4 50.1 40.3 51.8 49.9
Australia 45.6 49.7 50.1 49.9 53.1
Singapore 44.7 45.4 48.7 49.8 50.4
Japan 43.7 44.8 47.8 48.9 48.9
Hong Kong 36.9 34.9 33.1 38.5 48.4
Taiwan 42.2 50.4 49.9 49.8 46.3

Source: The Global Economy, Purchasing Managers Index (PMI), manufacturing by country, 
April 30 2020

Note: >50 = expansion; <50 = contraction; Based on a survey of business as to whether their supplier 
deliveries, inventory levels, production, employment and new orders are expanding, contracting or staying 
the same. Each factor is equally weighted
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Social life is multi-dimensional. It requires the balancing of multiple 
private and public goods. A sense of proportionate behaviour is necessary 
to accompany this. One cannot with justification elevate one good with-
out taking into consideration other competing goods. Proportionality is 
crucial. In a given time period we might treat an issue like the spread of a 
pathogen as “serious”. So a certain proportion of time and resources is 
devoted to it. 60:40 might be an appropriate weighting. Let us call this an 
Aristotelian approach to public policy. It assumes that there is a “middle 
way” in public policy—a balancing of competing considerations. Good 
judgment—or prudence—is the intellectual virtue that reflects this. Good 
judgment is different from the notion of the need to act out of “an abun-
dance of caution” that was common in government statements during late 
March and April 2020. This supposes that governments can eliminate risk 
from societies caught-up in a state of uncertainty. This is impossible. 
Attempting to entirely eliminate one risk creates other, even greater, risks 
as a result. What is the right relation to risk? It’s not fear. Nor is it foolhar-
diness. Rather it’s prudence. In making prudential judgments we take risk 

Table 2.13 Purchasing Managers Index (PMI), services by country, expansion 
and contraction

Country April 
2020

March 
2020

February 
2020

November 
2019

February 
2019

Spain 7.1 23.0 52.1 53.2 54.5
Italy 10.8 17.4 52.1 50.4 50.4
France 10.4 27.4 52.6 52.5 50.2
Switzerland 21.4 44.7 51.9 52.6 56.2
United 
Kingdom

12.3 35.7 53.2 49.3 51.3

Sweden 39.0 46.9 56.7 48.2 55.3
United States 27.0 39.8 49.4 51.6 56.0
Germany 16.2 31.7 52.5 51.7 55.3
China 44.4 40.3 26.5 53.5 51.1
Australia 19.5 38.5 49.0 49.7 48.7
Japan 21.5 33.8 46.8 50.3 52.3

Source: The Global Economy, Purchasing Managers Index (PMI), services by country, April 302,020

Note: >50 = expansion; <50 = contraction; Based on a survey of business as to whether their supplier 
deliveries, inventory levels, production, employment and new orders are expanding, contracting or staying 
the same. Each factor is equally weighted
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into account and modify behaviour accordingly. But we don’t cave into 
fears and anxieties.

Rushing urgently in one direction to avoid a risk may lead unintention-
ally to other equally bad or worse outcomes from other unseen risks. Take 
the case of deaths—specifically the number of excess deaths per week by 
country in March, April and May 2020 (Table 1.2). Tallies of excess deaths 
allow us to calculate the number of deaths attributable to COVID-19 
separate from COVID-related deaths due principally to co-morbidities. 
The question though is: attributable to COVID-19 in what way? A per-
centage of persons exposed to the virus will die directly as a result of that 
exposure. But among excess deaths there are also deaths of persons with 
no infection that were caused by anti-COVID public policy measures. It 
has long been observed that public policy routinely leads to (negative) 
unintended consequences. Take the case of England and Wales. Between 
Week 1 and Week 11 of 2020 these regions had below average deaths 
(−4894) compared with their five year average.22 Between Week 12 and 
Week 19, deaths substantially exceeded the weekly five year average by 
49,647 deaths. Of those though 37,290 were COVID related, leaving an 
additional 12,357 deaths to be accounted for.

Researchers examining population-based health records in England 
and Northern Ireland found that, during the public health emergency 
period, there was a 44–66% drop in admissions for chemotherapy and a 
70–89% reduction in urgent referrals for early cancer diagnosis compared 
to pre-emergency levels (Lai et al. 2020). They calculated that this repre-
sented, in its effects on mortality, 6270 excess deaths at 1 year in England 
and 33,890 excess deaths in the US.  The British Heart Foundation 
reported that in March 2020 the number of people in England attending 
emergency departments with the symptoms of a possible heart attack 
dropped from an average of around 300 per day at the start of the month 
to around 150 per day at the end of the month (Bakker 2020, April 9). 
Coronary heart disease is the top cause of death in the United Kingdom, 
accounting for around 16% (96,000) of the 600,000 persons who die in 
the UK annually.

In the United States, by April 7, 261 hospitals (4%) had furloughed 
employees because of declining admissions and the related suspension of 
elective procedures due to the COVID episode (Paavola 2020). Consumer 
spending on healthcare in the US fell by 18% in the first quarter of 2020 
(Coombs 2020, April 29).23 A research study found an increase in 
observed, compared with expected, mortality in Scotland (+73%), England 
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and Wales (+49%), the Netherlands (+65%) and New York state (+34%).24 
But of these deaths, only 65% in Scotland, 68% in England and Wales, 49% 
in the Netherlands and 73% in New  York State were attributable to 
COVID-19 infections. How to explain the number of excess deaths that 
were not attributable to COVID-19 infections? COVID public policy 
measures and associated rhetoric disrupted normal clinical patterns. 
Populations avoided emergency, medical and hospital waiting rooms 
because of stay-at-home pressures and fears of infection. The effect was a 
pronounced fall in the diagnosis and treatment of life-threatening non- 
COVID conditions.25

The unintended consequences of public policy span not only the short 
term but also the long term. Governments paid close attention to the 
projected loss of life-span due to COVID-19 but did not give proportion-
ate attention to the significantly larger number of life-span years lost when 
societies are plunged (or in this case plunge themselves) into periods of 
mass unemployment (Table 2.10). Prudent social distancing to reduce the 
RE number of the virus would have led to global recession in any event by 
slowing and curbing social interaction but not nearly to the same degree 
as government stay-at-home orders. The greater the degree of shut-down, 
the larger the unintended negative effects on physical and mental health.

Economies are robust. They bounce back after recessions. But, as prob-
able in the case of COVID-19, a major recession in economic activity 
means a period of time with as much as 10% unemployment. This is not 
just an economic phenomenon. It is also a health phenomenon. What fol-
lows eventually from periods of high unemployment are deaths of 
despair—or, in a more technical sense, shorter life-spans for those who 
were out of work for significant periods of time.26 The psychological and 
mental dynamics that lead to this are well-known and set out in Table 2.14. 
A prudent balanced approach to public policy would consider deaths in 
the long-term as well as the short-term. Not least, as in the case of 
COVID-19, when the long-term loss of life-span years (assuming a mass 
10% unemployment peak) far outweighs any but the most extreme 
COVID-19 mortality scenarios (Table 2.10).

The remarkable thing about the public policy decisions to shutter econ-
omies in late March and April 2020 is how little cost-benefit analysis was 
applied to the process. There was almost a complete absence of balance in 
public policy making during this period. Public policy routinely deals with 
competing goods. Any major government action involves trade-offs. The 
opportunity to do X always comes with Y cost. Resources devoted to A 
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Table 2.14 Near-term visible expressions of long-term pathways to deaths 
of despair

Despair: “sentiment affecting entire segments of a population in response to the bleak 
conditions that follow economic stagnation”
Forms of despair
Cognitive despair
Thoughts indicating defeat, hopelessness, guilt, worthlessness, learned helplessness, 
pessimism, and limited positive expectations for the future
Cognitive biases including repeated mistakes in perceiving, interpreting, and 
remembering others’ actions as antagonistic (e.g., hostile attribution bias)
Hyperbolic discounting: giving undue weight to current outcomes and discounting the 
value of longterm outcomes; assuming the long-term future may never come to pass
Depressed thoughts of resignation, defeat; anxious thoughts
Emotional despair
Feelings of excessive sadness, irritability, hostility or loneliness
Anhedonia and apathy: the inability to experience pleasure and reward and the resulting 
lack of motivation and action
Behavioral despair
Risky, reckless or unhealthy acts that are self-destructive and reflect limited hope for the 
future
Examples: high-risk sexual behaviors, gambling, self-harm, reckless driving, excessive 
spending, criminal activity, smoking, substance use, low physical activity
Inaction, learned helplessness, sickness behaviors
Biological despair
The body’s stress reactive systems no longer function homeostatically and show signs of 
dysregulation or depletion
Biological despair manifests itself in the hypothalamic–pituitary–adrenal axis, 
the autonomous nervous system, and the immune system
Biological despair can be inferred from changes in body functions (e.g., sleep, appetite, 
concentration or restlessness, and somatic symptoms or pain)
Social despair
Arises in networks and communities when their members are exposed to the same 
distressing event
Social contagion: the diffusion of (or increasing similarity in) emotions, cognition, 
behavior, or biology in social contexts
Pathways to deaths of despair
Increase in despair in different domains leads to diseases of despair (suicidal ideation and 
attempts, illicit drug use, alcohol abuse and addiction) leads to increased risks of deaths of 
despair, and autoimmune and infectious diseases

Source: Shanahan, L. et al. (2019) Does Despair Really Kill? A Roadmap for an Evidence-Based Answer, 
American Journal of Public Health AJPH Perspectives, January 26
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cannot be allocated to Z. Yet in late March and April there was no concen-
trated public discussion of the costs and benefits of an Imperial College- 
style shutdown approach. There was no discussion of whether the projected 
decrease (a speculative outcome at best) in the virus’ reproduction num-
ber could justify a 6% drop in annual economic growth in 2020 (even 
offset by a 4% rebound in growth in 2021). Nor was there clear and com-
pelling evidence presented that extreme artificial social distancing (lock-
down) would do substantially better in achieving such a decrease than the 
more moderate forms of social distancing that prevailed for most of March.

As it turns out, the more moderate social distancing techniques in key 
cases appeared to work sufficiently well to see infection rates peak and 
begin to decline before lockdowns were instituted (Table 2.6). Daily deaths 
in many countries peaked around the first or second week of April and 
began to decline. Deaths are a lagging indicator. This means that three 
weeks before the peak of deaths in April—that is, in the second and third 
week of March—infections peaked and began to decline. Lockdowns pre-
dominately began in the last week of March—well after the decline in the 
effective reproduction number had kicked in.

Speaking on April 25 2020, Australia’s Chief Medical Officer, estimated 
that the effective reproduction number in the country had reached 1 (the 
level at which the virus will start to peter out) before the country’s lock-
down restrictions began (Hayne 2020, April 25.)27 The Norwegian 
Institute of Public Health on May 5 reported that the nation’s RE level 
had already fallen to 1.1 before Norway’s lockdown had been announced 
(Folkehelseinstituttet 2020, p. 24). On May 22, Camilla Stoltenberg, the 
Institute’s Director General, remarked that “our assessment now….is that 
we could possibly have achieved the same effects and avoided some of the 
unfortunate impacts by not locking down, but by instead keeping open 
but with infection control measures” (Anon 2020c, May 22a). Denmark’s 
Prime Minister Mette Frederiksen announcing her country’s lockdown on 
March 11 said that the measure had been recommended by the nation’s 
myndighederne—authorities or agencies. Yet a list of possible measures 
proposed by the Danish Health Authority on March 10 included few if 
any lockdown measures (Anon 2020d, May 22b).

In Australia, the state of Queensland introduced a series of lockdown 
measures including stay-at-home requirements  (April 2) and restric-
tions  on  “non-essential” businesses (April 9). It gradually lifted these 
through late April-early July. Looking at the rolling 7-day average of 
recorded cases in Queensland, the average reproduction rate of virus 
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between March 1 and one week after the lockdown was introduced was 
1.1. (Given the one week incubation period of the virus, the effect of any 
shutdown should not show up in cases for a week). From that one-week 
post-lockdown marker to July 3, the 7-day average effective reproduction 
rate was 0.92, barely below the pre-lockdown  rate and close to  the RE 
number (0.95) the week before the lockdown was introduced. Queensland’s 
before-and-after RE numbers strongly suggest that customised and tar-
geted measures rather than the state’s broad-band measures would have 
had as great an impact on the RE level. 

But the COVID state of mind was not simply a political one. It suffused 
entire societies. Lockdowns were politically popular. They had broad pub-
lic support—something politicians live for and some at virtually any cost. 
The shutting down of economies and societies had less to do with practical 
level-headed measures to reduce the exposure of a population to a virus 
and more to do with a social mood that had been a long time in develop-
ment. In 2020 a conjunction of the novel virus and a brittle social atmo-
sphere triggered an unprecedented stampede to close societies to 
themselves. Numerous currents had shaped this atmosphere. Some 
belonged to recent decades, others reached back deep into the nineteenth 
century. All contributed to an overweening sense of social anxiety.

Every individual is calibrated differently. Some deal with fear, including 
the fear of the unknown, robustly. Others are haunted by fear. Most fit 
somewhere in-between these poles. As there is individual psychology, 
there is also mass psychology. Societies from time to time exhibit a collec-
tive ego. This is calibrated to be more or less conducive to fear. What was 
evident in 2020 was the significant number of anxious societies. These 
concluded that the range of individual prudential responses to COVID-19 
was not sufficient in itself. It was not enough for individuals to adhere to 
public health advisories according to their particular circumstances, level 
of risk tolerance and personal mechanisms for coping with fear. Instead a 
collective ego, with a single anxiety setting, had to temporarily take over. 
Notably in these cases the collective social ego lacked any soulful counter-
weight. It was earnest and mechanistic to the nth-degree overriding the 
flexibility and adaptability of the wide spectrum of millions of persons 
adjusting to exigency in their own adult and level-headed ways.

The collective ego emerged from a mutually reinforcing spiral of public 
pressure and government response in mid-March 2020. Momentarily it 
condensed itself into an arrogating social force bent on the epidemiologi-
cally impossible project of suppressing the virus. This collective ego 
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crossed all political boundaries. It melded deep anxiety with presumptive 
confidence in its own power to contain the virus through broad sweeping 
all-encompassing stay-at-home commands that were at odds with the 
body of evidence about the virus that had been accumulated between 
January and mid-March. Social passions subsumed the available dispas-
sionate evidence. Fantasies of “what if” devoured the realities of “what is”. 
Anxiety is a special kind of fear. It is not the fear of a tangible threat. 
Rather it is the fear of contingency—that is, the fear of what “might be”. 
The COVID moment saw anxious societies briefly spiral down into the 
fearful anticipation—the dread—of a plague that “might happen”. Fear 
communicates. Panic is communicable. In the COVID episode it spread 
quickly among all manner of denizens, citizens, householders, journalists, 
politicians and officials. Visions of pestilence and blight multiplied. But, in 
the end, the moment of truth was an anti-climax. The plague never came.

notes

1. The reason for this fell into two categories. One was a prejudice of public 
health officials against the idea of community immunity, even if the com-
munity carriers were low-risk young persons. The second was the fear that 
education employees—not so much teachers who skew young but ancillary 
staff who skew older—might be at risk.

2. In a study of Wuhan published in the New England Journal of Medicine on 
January 29, 2020, Li et al. observed that: “It is notable that few of the 
early cases occurred in children, and almost half the 425 cases were in 
adults 60 years of age or older, although our case definition specified severe 
enough illness to require medical attention, which may vary according to 
the presence of coexisting conditions. Furthermore, children might be less 
likely to become infected or, if infected, may show milder symptoms, and 
either of these situations would account for underrepresentation in the 
confirmed case count. Serosurveys after the first wave of the epidemic 
would clarify this question.”

3. On January 28, the journal Nature (Callaway and Cyranoski 2020, January 
22) reported: “The WHO last week [January 21] published an estimated 
R0 of 1.4–2.5. Other teams suggest slightly higher values. These estimates 
are similar to the R0 of SARS during the early stages of the 2002–03 out-
break, and of the novel strain of H1N1 influenza that caused a pandemic 
in 2009… But researchers caution that R0 estimates come with large 
 uncertainties because of gaps in the data, and the assumptions used to 
calculate the figure. They also point out that the R0 is a moving target and 
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that estimates of the figure change over the course of an outbreak.” That 
might have suggested prudential measures to find out more, including 
testing for the virus and tracking infected persons, but it was hardly reason 
to panic. Adam Kamradt-Scott, a health-security specialist at the University 
of Sydney noted that the 1918 influenza outbreak killed 2.5% of those it 
infected, possibly as many as 50 million people worldwide. The China 
coronavirus, he told Nature, probably would not trigger such an apocalyp-
tic scenario, because it wasn’t typically infecting or killing young, healthy 
people (Lewis 2020, January 31).

4. WHO (World Health Organization) (2020, p. 11). A study of 41 Wuhan 
hospital patients through to January 2 and published in The Lancet on 
January 24 (Huang et al. 2020) found that 73% of infected patients were 
men, 32% had underlying diseases, and their median age was 49 years.

5. As of May 1, 2020, there were 27,510 confirmed COVID-related deaths 
in the UK. Of these 12,526 (45%) were care home residents. Holt and 
Butcher 2020.

6. The incubation period—the time between exposure to the virus (becom-
ing infected) and the onset of symptoms—is on average is 5–6 days (WHO, 
2020, April 2). There are 17.8 days on average from the onset of symp-
toms to death or discharge from hospital (Verity et al. 2020, March 13).

7. Anon (2020a, March 9).
8. Salje et al. (2020, May 13).
9. * = Greater London boroughs. Dr. Foster, UK Coronavirus Tracker, 

https://drfoster.com/2020/04/06/uk-coronavirus-tracker/
10. UK Office of National Statistics.
11. Deaths per capita, 21 May 2020: Iceland (29), Taiwan (0.3), Hong Kong 

(0.5), South Korea (5), Japan (6), Latvia (11), Estonia (48), Sweden 
(380), Australia (4), United Kingdom (526), Italy (535), Spain (596).

12. The study cited was Kucharski et al. (2020, February 18).
13. Hubei death rate data: China’s National Health Commission, Health 

Commission of Hubei. Zhang et al. 2020 dates the peak of the daily death 
rate as January 23, 2020.

14. Neil Ferguson was a member of the 17-member expert committee.
15. This is consistent with the experience of the cruise ship, Diamond Princess, 

where the COVID-19 virus spread in a closed and close-contact environ-
ment for a month among 3700 passengers and crew. Eventually 19.2% of 
these were infected.

16. Centers for Disease Control, Pandemic Influenza, Past Pandemics, 1918 
Pandemic (H1N1 virus).
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17. “[Given] an estimated R0 of 2.4, we predict 81% of the [Great Britain] and 
US populations would be infected over the course of the epidemic.” 
Ferguson et al. 2020, March 16, p. 6.

18. Avery et  al. (2020, April) argue that various social heterogeneities are 
important in the spread of disease but heterogeneities are not incorporated 
in standard epidemiological models. They postulate the systematic differ-
ences in the patterns of daily life make a single transmission rate for a dis-
ease improbable. The strength of network ties to early cases is an example 
of how social heterogeneity may affect the pace of viral dissemination.

19. A study of 7290 participants and the recorded characteristics of 97,904 
contacts.

20. “In China, human-to-human transmission of the COVID-19 virus is 
largely occurring in families. The Joint Mission received detailed informa-
tion from the investigation of clusters and some household transmission 
studies, which are ongoing in a number of Provinces. Among 344 clusters 
involving 1308 cases (out of a total 1836 cases reported) in Guangdong 
Province and Sichuan Province, most clusters (78%–85%) have occurred in 
families. Household transmission studies are currently underway, but pre-
liminary studies ongoing in Guangdong estimate the secondary attack rate 
in households ranges from 3–10%.” WHO, February 16–24, 2020.

21. The scale of spending that this represents was only possible because of low 
interest rates on bonds.

22. UK Office of National Statistics, Number of deaths registered by week, 
England and Wales, 28 December 2019 to 8 May 2020.

23. Employment in the US health sector fell by 42,000 jobs in March 
2020 (2.3%).

24. Docherty et al. (2020, April 28). The researchers examined data through 
to April 22 2020.

25. A letter-submission to the South Africa President by the actuaries Nick 
Hudson and Peter Castleden estimated that South Africa’s lockdown 
would cause a loss of life at least 29 times greater than the loss of life it 
stood to prevent. The actuaries looked at the aggregate years of life lost 
(YLL) from two impacts: the impact of COVID-19 overburdening of the 
South African health system and the impact of economic contraction stem-
ming from COVID-19. The authors assumed a 10–15% decline in GDP in 
2020 and a 10–15% unemployment rate. They note that, after 2008, South 
African employment took five years to fully recover and United States and 
Euro Area employment took six years. The bottom half of skill and pay 
grade occupations were the most affected and the slowest to recover. 
Actuaries use five socio-economic classes to determine relative mortality 
(life span years) for pricing life insurance. The letter-submission expected 
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that, with mass employment, 10% of the population would experience the 
equivalent a drop of one level in socio-economic class for a period of ten 
years—resulting in a substantial number of years of life lost. Hudson and 
Castleden (2020, May 5).

26. Of concern were the number of deaths resulting from undiagnosed serious 
illnesses due to the health industry focus on COVID-19 and the pattern of 
patients avoiding medical and hospital waiting rooms for fear of being 
exposed to the virus.

27. Based on a rolling five-day average of new cases reported, the virus’ effec-
tive reproduction rate reached a peak of 1.39 in Australia on March 12 well 
before the country’s shutdown. Between March 29 and April 24—through 
Australia’s shutdown—the effective reproduction rate varied between 0.99 
and 1.11. Cases (unlike deaths) are an imprecise measure of reality—for 
many cases are not detected. Nonetheless the data indicated a clear trend 
and approximated what happened.
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CHAPTER 3

Social Mood

Abstract The chapter explores the background social thinking that 
shaped government and public responses to COVID-19. Various ideolo-
gies, social moods and belief systems are discussed. Prevailing attitudes to 
risk, control, government efficacy, human agency, and human freedom are 
considered. The chapter details how ideas of planning, emergency and 
calamity, feelings of fear, pessimism and anxiety, and uneasy attitudes to 
death, human finitude and the future shaped responses to COVID-19.
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Public opinion and Mental Contagion
1957–58 saw the spread of the “Asian” influenza (H2N2 virus) epidemic. 
An estimated 116,000 persons in the United States died from causes 
related to the virus.1 That is, 674 per million population. In 1968, the 
“Hong Kong” influenza (H3N2 virus) epidemic was connected to around 
100,000 deaths in the US. That is, 500 deaths per million. As of late May 
2020, the United States (one of the globe’s more severely affected nations) 
was tracking to match the estimated virus-related death toll from the 
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1957–58 flu.2 Yet the reaction of governments and publics worldwide to 
COVID-19 (America included) proved by an order of magnitude to be 
much more obsessive and zealous than during the pandemics of 1957–58 
and 1968. No shutdown of societies or economies occurred in either 1958 
or 1968.

What happened in late March and April 2020 was a form of collective 
hysteria about a serious yet not catastrophic public health matter. 
Governments and publics both panicked. Hysteria is a kind of mental con-
tagion. Once it is set running, it overwhelms all other considerations for a 
time. Then as swiftly it recedes. At its height it tolerates no opposition. It 
cannot be questioned. It is as infectious as a viral pathogen. But like viruses 
its effective reproduction number at some point begins to decline. The 
social body forms anti-bodies to the mental virus. Calm is restored.

Public opinion routinely operates much like a viral contagion. Have 
you ever wondered why political and social issues suddenly appear out of 
nowhere, rise swiftly in public notice for a period of time and then plateau 
until the amount of attention paid to them declines, often sharply? This is 
because public opinion is communicable—that is, it is contagious. Certain 
issues transmit rapidly from one person to another. These issues have brief 
periods of exponential growth. That is, in each case, a brief take-off 
moment. Then growth of interest in the issue slows but still continues to 
grow at a fair pace until it plateaus and the process is reversed. An issue 
that happens to be pervasive at one point in time, two years later may 
barely be remembered.

When it is pervasive an issue generates more noise than information. It 
is often the case that what appears to be evidence introduced to promote 
one or other side of an issue turns out to be a talking point. This is a way 
of increasing the communicability of the issue but to the detriment of its 
substance or meaning. Media—be it newspapers, broadcasters or social 
media—on the whole exhibited a poor understanding of COVID-19 evi-
dence. A day’s spike in cases or deaths was confused with a trend. The 
cherry-picking of the worst day’s data was extrapolated on a linear basis 
into the future. Virus growth was routinely interpreted as though it was an 
unbending line projected in one direction rather than a bell-curve. Case 
fatalities were confused with infection fatalities. Asymptomatic persons 
were excluded when calculating infection fatality rates. If case numbers 
increased because of expanded testing, the assumption was made that 
things were getting worse while in fact the number of cases hadn’t 
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changed—just more of them were being discovered. In reality no more 
deaths would occur as a result of more cases being uncovered and 
registered.

As a general rule, headlines gravitated to the worst scenarios. So did the 
responses of the larger majority of newspaper readers and social media fol-
lowers. This is a common feature of public opinion: negative information 
bias. Good news does not sell. Human beings are attracted to images of 
disaster and doom. Through March, April and May 2020, media of all 
kinds functioned primarily as an echo chamber. The chamber repeated 
official clichés. The most prominent of these was the phrase “flatten the 
curve” the use of which exploded in mid-March. As it turned out no 
national COVID curve was ever flattened. Nation by nation the curve 
either peaked steeply or its top was rounded. A flattened curve would have 
been drawn out for many months until it finally tapered off. We saw no 
example of that. Just as quickly as it entered national lexicons, the phrase 
“flatten the curve” disappeared, almost overnight.

Mentalities, Politics, Beliefs
Why in March, April and May 2020 did the COVID-19 issue transmit 
virally for a time—virtually precluding all other discussion of public issues? 
What in this case put the contagion into public opinion and set it running 
feverishly? No one factor explains this. On the contrary numerous factors 
were in play. These came together like a huge spark igniting public opin-
ion and causing the COVID-19 issue to spread like wild-fire among opin-
ion makers, executive governments, politicians, the media and the public 
at large. Among the factors that coalesced in the COVID moment were 
the following:

3.1  Mentalities

3.1.1  Catastrophism

For decades over-wrought and apocalyptic scenarios have periodically 
gripped the world—be they about environmental calamity, computer cata-
clysms, nuclear accidents, terrorism and food poisoning. The apocalypse is 
an old religious idea. It originally meant a struggle of good against an evil 
that lays waste to world. The struggle is painful and destructive. The world 
ends. But the end-times is a precursor of a world of divine beatitude in 
union with God. In secular modernity the idea of the apocalypse leading 
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to some kind of divine exaltation or blessed state disappeared. However 
the catastrophic nature of the idea of the apocalypse was retained. 
Catastrophism and end-of-the world scenarios appear remarkably often in 
arguments about public policy. They are the direct antithesis of prudential 
arguments.

Prudence relies on calm and composure in contrast to feelings of 
impending doom. The prudential mentality is one that avoids thinking in 
terms of extremes, be it exaltation or convulsion. Prudence is closely 
related to the epistemologies of the observer or the spectator. These focus 
on the observation of reality rather than over-heated projections of what 
“might” happen. Just as stock markets from time to time exhibit irrational 
exuberance in their behaviour so projections of the future at times exhibit 
irrational exaggerations [“sublimities”]. Irrational exaggerations come in 
many forms including the anti-scientific and the nominally scientific. They 
all involve to some degree the hallucinatory imagining of a lurid future.

3.1.2  Alarmism

Secular apocalyptic scenarios are typically built on predictions of wide- 
spread harm and destruction. These predictions are matched by various 
forms of psychological hyper-sensitivity. The prominence of anxiety and 
depression in the mass psychology of the last century seeded the ground 
for alarmism. Alarmism is a kind of communicable nervousness. It is typi-
cally triggered in response to predictions of apocalyptic social harm. 
Predictions of disaster and alarmed responses to such predictions feed off 
each other. A downward spiral occurs. Forecasts of disaster beget anxious 
responses that beget statements of alarm that beget further, even more 
intense disaster forecasts. The cycle goes on and on until it reaches a pitch 
of hysterical intensity and then subsides.

3.1.3  Pessimism

Then there is the legacy of 2008. The world economy recovered in three 
years after the Global Financial Crisis of 2008. But the legacy of cognitive 
and emotional despair caused by the shock of that event, the most serious 
downturn since the Great Depression, left significant parts of populations 
in the major economies with a mental outlook dominated by pessimistic, 
hyperbolic, and anxious thoughts. In those parts of society that were most 
deeply affected by 2008, stress coping mechanisms were impaired by the 
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initial deep shock and the after-waves of the downturn. The number and 
extent of anxious social contagions increased. The characteristic medium 
of the 2010s—social media—facilitated and in many respects exemplified 
this process of moral contagion. However it was not alone. Media in gen-
eral through the 2010s echoed the pessimism, hyperbole and anxiety of 
the post-2008 era.

3.1.4  Futurism

In principle modelling is a way of predicting the course of novel mass 
events. If a shock event occurs there is an understandable desire to know 
what the future holds. From oracles and prophecies to social forecasting 
and economic predictions, that desire has remained the same over millen-
nia. The future is made up of predictable routine events and surprising 
shocks. The sun rises in the morning and the stock market unexpectedly 
crashes. Predicting routine events—like the daily weather—is modestly 
successful. The ability to predict surprises—exceptional events that startle 
and stun—is rare. When events daze, confuse and scare people on a large 
scale, it is a sign that the future has entered unknown territory. Human 
beings have a strong desire to know the unknowable—and it is under-
standable that they will try to do that. But the very nature of what makes 
shock-wave events so startling is that they are driven by an uncertain mix 
of multiple causes that interact in ways that follow no well-established and 
empirically mapped routine or pattern. This makes the modelling of mass 
shock events effectively often little more reliable than the pronouncements 
of oracles and prophets.

3.1.5  Realism

Mass events are governed by the patterns of big numbers—fractals, ratios, 
bell curves, averages, coefficients, clusters, per capita figures and the like. 
Empirical observation allows us to establish what patterns are at play in the 
midst of mass events. Observational knowledge usually does not allow us 
to control or suppress mass events. But typically mass events can be gradu-
ally mitigated by virtue of adaptive behaviour. Even when explicit knowl-
edge of the underlying pattern behaviour of shock events does not exist, 
human beings nevertheless are good at adapting to these events even if 
they are poor at controlling them. Realism is the acceptance of this along 
with the acceptance that reality (in the case of large-scale jolting events) 
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cannot be usefully modelled, though close observation of empirical reality 
as it twists and turns can provide useful knowledge about these events. 
The realist is sceptical of sooth-saying forecasting.

While mass events are imprinted in the consciousness of modern per-
sons, most individuals do not like big numbers. Such numbers appear to 
be—and in truth are—abstractions. To say that 600,000 persons die annu-
ally in Britain and that any reasonable estimate of COVID-19 deaths will 
be a modest-to-moderate portion of that number is lost on populations 
that wish everything to be personalised and concretised. But what makes 
modern societies tick is their scale and (with that scale) the patterns of 
large numbers. Modern populations are more often drawn to magical real-
ism than they are to metrical realism. They prefer banging on a drum to 
the quiet ticking of the metronome. Some of the effects of mass events can 
be seen. They are visible to the eye. They happen in the here and now. 
Other effects are not visible because they are delayed. They do not appear 
for months, years or decades. The unseen effects of mass events are as 
important—if not more important—than the immediate visible effects of 
those events. But the distinction between the visible and the invisible also 
is an abstraction, and, as such, is at odds with the mind-set of the personal-
ity who is interested only in concrete specifics in the here-and-now. The 
same tension between the abstract and the concrete repeats itself in poli-
tics between the retail politician who is sensitive to the voter who thinks in 
terms of visible tangibles and the metrical realist who is used to balancing 
the present and the future, costs and benefits, and inputs and outcomes.

3.1.6  Rationalism

The policy sciences are divided between metrical realists and rationalists. 
Reason is the faculty that we have for finding the right means to deliver the 
ends we want. Rationalists deploy the faculty of reason in a particular way. 
They typically isolate or prioritize one end. That favoured end excludes or 
else significantly de-prioritizes other ends. In the mind of the rationalist, 
reason is not a faculty in the service of several ends but rather in the service 
of the end. In the COVID case, the end is to reduce or eliminate the death 
toll from the virus. Rationalism always has a noble end. Its nobility though 
is one-eyed. The end in this case justifies not just the means used but cru-
cially it excludes other competing ends. Rationalism is mono-manic. Or 
perhaps another way to put it: rationalism is obsessive. And curiously, as a 
consequence, rationalism is irrational. It is reason elevated to the point of 
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irrationality. It is the irrational side of reason. Thus the policy rationalist 
can say: forget anything but COVID deaths. Forget ancillary deaths from 
reduced hospital referrals or waiting-room avoidance. Forget deaths from 
despair. Forget economic gutting. Instead, the only thing that matters are 
COVID deaths. Focus on those alone.

3.1.7  Pluralism

The metrical realist’s response to the rationalist is that inherently there is 
a pluralism of goods and not just one good only. A balance or an equilib-
rium has to be struck between competing goods. This is part of what we 
call prudence or good judgment. Good policy judgment means being able 
to trade off the needs of one value against that of another value, one ben-
efit against another benefit, one cost against another cost. This requires a 
certain shrewdness in working out how best to achieve that. It needs a 
sharp minds-eye to see the various goods at stake in any given decision. 
The pluralist and the rationalist necessarily find themselves at loggerheads. 
For the rationalist there is only one direction to go in. There can be no 
compromise, no weighing up of competing considerations, and no stop-
ping. For the pluralist, the overriding mentality is quantum in nature: 
there are competing goods and those goods have to be brought together 
in a way that resembles quantum super-positioning.

3.1.8  Moralism

We tend to think of public opinion as a space in which conflicting opinions 
clash and argue. To an extent this is true. But more often public opinion 
is not a realm of opinions (plural) but rather an opinion (singular) that 
functions in effect as an external authority in the way that the state for 
example functions as an external authority.3 Public opinion singular tends 
to be aggressive and intimidating. It does not like dissent or disagreement 
or being called into question. It is “right”, a supreme social repository of 
justified true belief. Its rightness—its validity—rests on its being widely 
held. This in turn supports all manner of over-bearing and heated insis-
tence that it is “right”. Anger, vehemence, passion, enthusiasm, supercil-
iousness, scorn and disdain are mobilised in support of public opinion in 
the singular as defences against its very “obviousness” being called into 
question.
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Public opinion in the singular is the externalisation (as a social author-
ity) of internal self-certitude. It is self-certitude projected as a social force. 
It is not a very tolerant or forgiving external authority. Alexis de Tocqueville 
in the 1830s noted its propensity to despotism—specifically a kind of dem-
ocratic despotism. Its lack of tolerance stems from the nature of its source 
in self-certitude. Self-certitude is the internal mechanism—part cognition, 
part emotion—that allows persons to think that they are “right” and “cer-
tain” about a matter with little or no evidence that that is so. It is not 
intuition, instinct or gut feeling but rather an internal feeling of certainty 
that reassures the person that their course of action is “correct”. It is an 
emotional-cognitive response to uncertainty or contingency, which rap-
idly asserts a kind of felt certainty in the absence of any real evidence for 
the belief. “I feel I am right.” On a grand social level, self-certainty exter-
nalized as public opinion (singular) gives individuals the warrant to make 
insistent, loud, moralising statements and gestures that preclude discus-
sion, criticism or reflection on the grounds that measure A is “correct” or 
“self-evident” without any need for discussion, criticism or reflection. 
Governments mirror the authority of public opinion in the singular with 
their own reluctance having adopted a course of action ever to admit they 
were wrong. Even about tiny things, governments having made a decision 
will rarely if ever acknowledge that it was the wrong course of action.

3.2  Politics

The COVID moment was not a good time for metrical realists. The com-
bination of rationalism, pessimism, alarmism and catastrophism shoved 
them to one side. The gale force of COVID’s policy rattle and bluster was 
amplified by the resurgence of a phalanx of political trends, many of them 
long latent in the invisible repository of modern political thought. No idea 
dies, it seems. It just slumbers away till its time comes again. The COVID 
moment coalesced strands of thinking derived from socialism’s planning 
state, liberalism’s regulatory state, rationalism’s bureaucratic state, com-
munism’s command-state, and constitutionalism’s state of exception (the 
constitutional emergency state). Traces of all of these played a part in the 
world’s COVID lockdown moment.
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3.2.1  Romanticism

The lockdown strategy originated in Communist China. It resembled in 
many respects Johann Fichte’s influential idea of a closed commercial 
economy. German Romanticism’s powerful fantasy-image of a closed 
economy and society minutely regulated by the state has long had a fol-
lowing in various guises and forms. In the COVID moment this dream 
was realized on a world scale for a month. Persons were locked-down in 
their houses. Freedom of movement, that most fundamental of liberties, 
was suspended. Nations banned air travel. “Inessential” commerce was 
forbidden while “essential” commerce was permitted. Romanticism is the 
source of the modern autarchic vision of a shuttered society immune from 
exogenous impacts. Suspending the freedom of movement was reminis-
cent of totalitarian societies, the step-children of Romanticism. That China 
inaugurated the lockdown policy was unsurprising. That the liberal- 
democracies followed suit was surprising. That Sweden, well-known for its 
large state, was one of the few democracies that refused to become tempo-
rarily an illiberal carceral society was perhaps most surprising of all.

3.2.2  Asceticism

“Inessential” commerce is a recurring political theme that we hear from 
time to time. On this view, human beings possess “real needs” and “false 
needs”. Consumption, or a large part of it, is one of the “false needs”. 
Driven by false needs, we consume what is “inessential”. We are seduced 
by all manner of indulgence, frippery and inauthenticity. We commit 
unnecessary or destructive expenditures of time, money, resources and 
energy. If only the world was frugal. From this vantage-point, the real 
disease of the world is consumerism. Lockdowns are good because they 
prefigure a world that consumes less and uses less. The promise of shut-
downs is that the ascetic priests—the experts in other persons’ abstemious-
ness and the state managers of social prohibitions—one day will oversee a 
society where abstinent and self-denying behaviour is the norm and every-
thing is meticulously rationed by those who administer a closed commer-
cial state.
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3.2.3  Organic Solidarity

Even socialism, or at least one of its numerous off-spring, momentarily 
returned in the COVID moment: in the form of the resurrection of Emile 
Durkheim’s image of a state-orchestrated organic solidarity. For a few 
weeks globally the world of shutdown turned togetherness (social solidar-
ity) into a function of emergency executive action that directed human 
beings to achieve togetherness through physical separation. In the case of 
Durkheim’s mechanical solidarity—the glue of archaic societies—each 
part of society is more or less the same as all other parts—making togeth-
erness a simple function of social being. In the case of modern societies, 
which are highly differentiated, and in a lockdown are physically differen-
tiated, togetherness (solidarity) occurs in and through the state. By limit-
ing interaction outside the home, governments did something that was 
reminiscent of the atomisation of totalitarian societies but with two impor-
tant qualifications. The stay-at-home orders were a temporary not a per-
manent condition. And while social interaction outside the household 
decreased dramatically, virtual interaction beyond the household increased 
and was not regulated. Nonetheless the state for a discrete period of time 
became at least society’s most effective and prominent social bond—gen-
erating thereby a high degree of interest in the statements and symbols of 
prime ministers and health officials. The degree to which this temporary 
housebound society was disconnected from its usual physical peer net-
works was the degree to which the state became the connector of the 
social atoms.

3.2.4  The Emergency State

In the COVID moment, Durkheim’s image of organic solidarity was com-
bined with and effectively mediated by Carl Schmitt’s model of the emer-
gency state. In an emergency, the state can use its constitutional powers to 
rule by decree or instruction. A constitutional state of emergency is a form 
of temporary, that is to say, exceptional authority. The state is authorized 
to rule for a period of time through the medium of directions rather than 
laws. This temporary form of power exists for the explicit purpose of com-
batting an emergency. It is based on the ancient Roman model of the 
constitutional dictator. In the case of COVID-19 the emergency was a 
public health emergency with apocalyptic connotations that tapped into a 
well-spring of public and government alarmism that had developed over 
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decades. The justification for the emergency authority was to control the 
virus and thereby save lives.

3.2.5  The Planned State

The idea that the state could control a virus is consistent with the essential 
nature or make-up of the state. At its core, the state is an agency of con-
trol. That is, in normal circumstances, it establishes parameters of human 
behaviour ranging from laws to instructions. In the COVID moment, 
governments issued copious instructions from “wash your hands” to “stay 
at home”. Mass shock events can be controlled to a degree. But—and this 
is the dilemma, indeed the conundrum—only ever to a degree. How far 
does control go before it becomes futile or even counter-productive? For 
the rationalist control can never go far enough.

The COVID moment was replete with rationalist methods: govern-
ment stages, steps, schedules, and levels abounded. Each implied a plan. 
These plans were based on models of the virus’ future behaviour. This 
modelling was reminiscent of the old Communist idea of a centrally- 
planned economy. Its flaw was the same as its predecessor. Planners can 
never have sufficient knowledge of all the innumerable working parts of an 
economy, so they can never actually plan its development so that plan and 
reality coincide. Similarly, modellers can never possess sufficient knowl-
edge of all the factors that determine the dissemination and mitigation of 
a virus and the way these multiple factors interact—speeding and imped-
ing the spread of the virus. This is a problem of the limits of human knowl-
edge—which also means the limits of the state’s ability to plan and thus 
control any outcome. Those limits as they applied to economic plans were 
widely understood by the 1970s. Yet bad ideas persist in new forms. So 
that even after the demise of various twentieth-century ideologies of plan-
ning—which once were commonplace—the desire to plan has remained 
with us because we have a strong desire to control the future. Simply hav-
ing this desire though does not make either models or plans effective. The 
ability to control either the natural or social environment, or a mix of both 
in the case of pandemics, is inherently limited. Control—or rather attempts 
at it—can have serious negative unintended consequences. Yet the inclina-
tion of the planner is not to observe and (surgically) respond to mass 
events but rather to foresee them and in foretelling those events (pro-
phetically) decide how to intervene and control them.
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3.2.6  Freedom

Freedom is crucial to civil societies. But COVID can’t be construed simply 
as a civil liberties issue, even though governments did in essence lock up 
populations for a month or more in their own homes. The COVID epi-
sode in interesting ways posed the question of the antinomy of freedom. 
What is most powerful socially are concepts that have a nexus with their 
opposites. So it is with freedom and discipline. We admire free societies. 
But we also admire societies that are disciplined and that don’t fritter away 
freedom in indulgent behaviour. Can one be free and disciplined? That 
requires the bridging concept of responsibility. A responsible person is a 
free person who is sufficiently disciplined not to cause others foreseeable 
harm. Social distancing is a behavioural discipline that a free but respon-
sible person can engage in, in order to mitigate the COVID virus.

Responsibility is the resolution of the antinomy of freedom and disci-
pline. When states replace the self-responsibility of their populations with 
regulatory directives and paternalistic stay-at-home orders they are violat-
ing the principles of a free society just as free but undisciplined actions also 
undermine the foundations of a free society. Modern state paternalism is 
the fruit of romantic socialism. Modern wilful freedom is the fruit of 
romantic expressivism. Their philosophical source is the same even if their 
demeanour is different. In the COVID moment, the free and responsible 
person got squashed between a rush to embrace the paternal state and to 
paint sceptics of lockdowns as partisans of wilful freedom. Walking solo in 
a national park or playing a solo round of golf became for a brief time acts 
of wilful freedom and dangerous affronts to a paternal state whose busi-
ness it was to “look after” all its “children” not least the population of 
adults who it had decided, as a matter of care, were incapable of self- 
responsibility. Yet in many states (not all) that paternalism failed in the case 
where it was most justified—in the case of nursing homes, filled with per-
sons who cannot look after themselves who were known from early report-
ing of COVID to be the most vulnerable to its pathogen. Rather than 
targeted proportionality that matched the paternal state with the most 
vulnerable persons, states chose to infantilize whole populations of adults 
at low risk rather than ask them to exercise responsible freedom.
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3.3  Beliefs

3.3.1  Explanatory Beliefs

Beliefs (among other things) provide explanations of why mass events 
happen. Modern societies routinely feel the shock effects of such events. 
Economic booms and recessions, rates of suicide and mortality, the rela-
tive prevalence of contentment and worry, patterns of social intimacy and 
distance like seasonal illnesses and pandemics all occur on a mass scale. 
Explanatory beliefs provide individuals with reasons “why” a mass event 
occurs. Like personal assumptions and expectations, beliefs tend to be 
forms of self-certitude. They provide psychological certainty in the face of 
society’s contingencies and especially in the face of threatening contingen-
cies. However, most explanatory beliefs are wrong. Self-certitude, while it 
is comforting, is not a source of reliable knowledge.

In the COVID moment, false explanations proliferated. They did so 
among citizens, publics, governments, politicians, officials, academics, 
journalists and commentators. Explanatory beliefs are frequently false 
because they tend to focus on a single cause for a given phenomenon and 
will do so without any substantial evidence—or any evidence at all—that 
the reputed cause is actually causative. In contrast most mass social events, 
like the impact of COVID, have multiple causes. They don’t lend them-
selves to “easy” explanations. Yet comfort-explanations need to be simple. 
Part of their simplicity is that they can be believed irrespective of any plau-
sible or contrary evidence. It might be comforting to believe conspiracy 
theories or claims of panaceas and magical remedies or even more plausible- 
sounding speculations (e.g. that the virus attack rate was highest in very 
dense cities). But like most of the rampant COVID explanations, these 
claims were based on no real supporting empirical evidence or effective 
observation or else, in the case of conspiracy theories, on a thicket of 
made-up evidence.

3.3.2  Consolatory Beliefs

The will to believe is powerful. In no small part this is because persons 
seek consolation and reassurance in difficult times. That’s a normal human 
response to bad events. Belief induces certainty. Belief is a cognitive feel-
ing—really in fact more feeling than cognition. If we believe X (no matter 
how unrealistic it might be), then we become more confident that Y will 
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occur. If we believe that an unproven or quack remedy can “treat” the 
virus, we become more confident that a patient who is seriously ill with the 
virus will have a therapeutic treatment that will mean they won’t end up in 
an ICU with a low probability of surviving. Beliefs are emotionally reas-
suring that the things we fear or about which we are anxious will not hap-
pen or will be overcome.

3.3.3  Heroism

During the COVID episode, doctors and nurses were thought of as being 
on the “front line”, battling an overwhelming disease. The nation was 
fighting a virtual Blitz. The archaic image of the warrior-hero was refor-
mulated for a procedural and institutional world as the emergency services 
or hospital hero. These were the ones, in the midst of a shuttered world, 
who answered the call, left home every day to travel to a place of horror in 
order to do battle with a menacing evil and slay the evil. The difficulty for 
public policy was to separate consolatory belief, perfectly understandable 
in a time suffused by the fear of death, with the hard cold evidence of the 
actual demands on hospitals, the fear of going to hospitals because of 
COVID scares, the methods of virus transmission, and the cohorts at risk 
from death.

Modern societies are procedural in spirit in the same way that tradi-
tional societies were habitual in spirit. Neither the rules of institutions nor 
the ingrained habits of a society are very inspiring. From them societies 
derive their regularity. Rules and habits are recipes for action. They can in 
varying degrees be functional or dysfunctional. However in all degrees 
they are bland and unexciting. No one is filled with exhilaration when they 
follow rules or customs. That’s the nature of social life. It means though 
that many people have an unsatisfied taste for a heroic “something” that is 
outside the normal. In the contemporary era we see the massive consump-
tion of super-hero movies. Visualizing the imaginary hero in some kind of 
extreme situation is a release from routine, be it the quotidian routines 
bound up with the cycles of work and life, or the procedural rule- following 
of modern organizations and institutions.

COVID offered persons unconsciously a heroic moment—either by 
identification with the imagined extremes of emergency conditions or else 
identification with the presumptive heroism of emergency service and hos-
pital workers, applauded for valour exhibited in fulfilling a high purpose, 
like knights fighting (in this case) the plague. Whether in many cases the 
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shifts of these workers were less routine or more stressed or more danger-
ous than the two months of a very bad flu season is an impolitic question 
to ask, even insensitive, when the will to believe in a compensatory hero-
ism is very strong. Everyone likes that some kind of exceptional bravery 
may be attributed to a group. In such cases what is important is myth not 
reality. Myths release energies and motivate life. They are not descriptive 
or explanatory but rather inspiring and rousing. Story-telling and the hero 
narrative are deeply encoded in the human psyche. This is part of who we 
are. But the difficulty is that mass events, which have become increasingly 
prominent in modern societies, both in a positive and negative way, do not 
lend themselves to narrative explanations nor to stories of heroes and sac-
rificial individuals.

Social science once would have provided non-narrative explanations for 
mass social events. But it was mostly silent during the COVID moment. It 
had little to say on the matter. But whether charismatic myths and stories 
or belief in the authority of science can replace it is an open question. As 
far as the myth of the super-hero is concerned, the desire of persons to be 
released from routine life—be it everyday life or institutional life—even if 
only momentarily is understandable. But whether the charisma of the 
super-man is sufficient to justify, or even partly justify, a shutdown of an 
economy or a society is another matter altogether.

3.3.4  The Fear of Death

As the philosopher Thomas Hobbes observed in the seventeenth century, 
the fear of death is a building block for the modern state. It is the cement 
that binds government and public together in the modern (Hobbesian) 
social contract. It motivates a mix of government intervention and protec-
tion. This assumes—and promises—that the sovereign (today: executive 
government) has compelling powers including emergency powers that are 
built on a responsibility for and a power over life and death. The popula-
tions of panicking nations look to the state for reassurance and action. 
April 2020 saw a brief moment of “epidemiarchy”. Public health officials, 
whom the public usually ignore, became celebrities in the public spot- 
light. Democratic states followed the model of authoritarian China and 
locked down their societies and economies. So much so that, for a time, 
this was reminiscent of the feudal peasant tied to the soil.

China’s Communist Party routinely restricts the freedom of movement 
of its population. How could this happen in liberal democracies, where the 
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freedom of movement is one of the basic assumptions and rights? The 
answer is the fear of death. Hobbes supposed that warfare among human 
tribes and societies—and the ensuing fear of death—would cause individu-
als to agree to obey a sovereign power that in return would protect them.

Fear of viral death saw a ready surrender of liberal freedoms in the name 
of protection and the promise of state intervention to control the virus. 
How well-founded the fear was is debatable. But it certainly had the effect 
of populations, for a time, waiving their normal freedoms for something 
that much more resembled a momentary despotic state. In part at least 
this readiness was a consequence of deep ambivalences about the nature 
and meaning of death in societies that, 350 years on from Hobbes, because 
of medical science, have conquered most premature deaths and yet which 
remain curiously uncertain about what this means. If anything the more 
we have been able to control the onset of death and extend life span, the 
more fearful we have become about the prospect of death.

3.3.5  The Fear of Finitude

Contemporaries are uncomfortable with death. Belief in an after-life has 
diminished. Yet reconciliation with the fact of mortal finitude and the 
limits of the “this-worldly existence” has not replaced it. If we neither 
believe that “death is not the end” nor fully accept that “life is finite” and 
that death in old-age is a natural limit that gives shape, form and meaning 
to each life, then anxieties about death are apt to become over-heated and 
eventually hysterical. Tensions, manifest in public opinion, exist between 
conceptions of extending life-span, the inherent limits (the finiteness) of 
life-span, residual ideas about an after-life or re-birth, and models of the 
heroic medical prolongation of life. Conflicting unreconciled images of 
immortality, a fulfilled life, an eternal life—and myriad this-worldly and 
other-worldly promises—haunt social thinking about mortality.

3.3.6  The Fear of Strangers

Though atypical, at times stranger interaction has been a model for per-
sonal interaction. In the English cultural tradition, this was true both of 
the Georgian (Jane Austen-style) formalistic and the Victorian inhibited 
model of behaviour in personal relationships. These fell out of favour in 
the 1960s. After 1970, the model of uninhibited Romantic-expressive 
relationships became more common. The health consequences of this first 
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became apparent during the 1980s AIDS epidemic. Romantic-expressive 
philosophies in a demotic setting are the “touchy-feely” philosophies that 
emphasise breaking down the tactile and proxemic barriers between peo-
ple. Authentic human relations are close, “in your face” relationships. 
Distance is equated with coldness. Proximity is equated with warmth. 
Touch is an expression of community, the perpetual dream of Romanticism. 
The underlying intellectual myth or fantasy is the merging of two bodies 
in one. The hope is to be made whole again, in an expressive oneness, after 
civilization has divided person from person in the same way allegedly that 
it has divided humankind from nature and the individual from the state. 
Romantic-expressive philosophies widely entered the cultural mainstream 
after the 1960s. They coloured many aspects of mainstream culture includ-
ing child-rearing practices that teach pre-school children their tacit con-
cepts of proximity and distance. From the romantic radicals of the 1960s 
core romantic ideas gradually entered into the quotidian mores of the 
broader society. The consequence was that many people, even if only 
unconsciously or mimetically, sought an expressive closeness in all manner 
of human relationships.

In successful societies in modernity the image of the stranger made 
significant headway. It facilitated pattern-based behaviour in favour of 
rule-based or command-based behaviour. The former was key to the 
spread of markets, technologies and publics. But the stranger also has 
always been a figure of fear and anxiety. Societies have never quite resolved 
these attractions and repulsions. The distance of the stranger lends life 
objectivity and calm. But it makes people feel that their fellows are 
“estranged” from them, insufficiently like them. They feel a gulf of separa-
tion that they want to bridge. They want to reach out, touch and some-
how fuse with the other person. They feel a need to loosen their inhibitions 
in doing so. They want to merge with the other person, and feel annoyed 
and hurt when they are denied the symbols of doing so, be it ever so ordi-
nary as the kiss on the cheek or the hand brushing the face. The more 
ordinary, the better. For the symbolic merger of bodies in acts of expres-
sive closeness occurs at a micro-social level. It happens all around us. We 
swim, almost unawares, barely at threshold of consciousness, in a sea of 
touch and proximity.

Our communitarian brain—our social brain—tells us that risk comes 
from strangers (the population as a whole) not from intimates. In the 
COVID case the opposite was true—prolonged contact with persons we 
know well was the primary medium of transmission of the virus. Hugs, 
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handshakes, kisses, and embraces facilitated the transmission of the dis-
ease. Close sustained contact was the problem. But we have thousands of 
years of the communitarian brain that, in some cases, gives an absolute 
priority to close contact relationships. In the COVID case this was a pro-
nounced liability both for being infected and for analysing the specific 
character (channels) by which the infection was communicated. We natu-
rally seek security in those closest to us. But that is not in every case wise.

The space between human beings is emotionally charged. We con-
stantly negotiate it. Fear, anxiety and uncertainty tends to cause us to 
increase the space separating us from others. If we are wary of others, we 
step back, even if only ever so slightly. We keep our distance. But paradoxi-
cally the shrinking of intimate space is also the by-product of fears and 
anxieties. We hug a child who is fearful. The act is reassuring. It is a form 
of emotional sheltering. We seek security by being close to others. But on 
occasions this is not always prudent. Yet it is difficult to countermand our 
in-built, tacit social behavioural norms. We feel the space between us 
rather than think on it or reflect on it.

3.3.7  Emotivism

In the past 50 years, post-1970, the habit of treating acquaintances (e.g. 
colleagues) as if they were intimates has grown. The annual Christmas 
party has mutated into the multiple works drinks, BBQs, outings, drinks 
after work, etc. The office partition gave way to the open-plan office. 
Social life gravitated to work locations. The latent hostility often encoun-
tered in workplaces was offset by a fake sociability marked by kisses on the 
cheek, back slapping, tight-space pub gatherings, team bonding, and so 
on. The deeper social drivers of this were post-1968 romantic expressivism 
and pre-68 forms of ethical emotivism that sought to restrict the distanc-
ing effect of social manners. Both were resistant to cognitive objectivism. 
In both cases, hopes, dreams, fantasies and expectations sought to over-
ride facts. One can reasonably disagree about facts. But one can also 
unreasonably ignore them.

3.3.8  The Death of God

Once it was God, not governments, which had a plan. In the case of God, 
this was a providential plan. That plan may have been inscrutable to those 
who suffered yet it provided a reason (viz. God’s design) that made sense 
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of that suffering, no matter how undeserved or arbitrary it might have 
been. God’s design however opaque gave that suffering a meaning and 
made it thereby easier to bear. In a more general way, religion provided an 
account of not only those things that were within our power to control 
but also what was outside of human control.

Religion pointed to something greater or larger than humankind. That 
which was more powerful than ordinary human agency encompassed 
everything from an abstract depersonalised Deist nature to a wrathful 
commanding God. In modernity, gradually, human will replaced provi-
dence. Science promised (and in part achieved) the prospect that human 
beings would control nature. Government promised that human beings 
could control economies and societies by instructions, commands and 
plans. Providential plans were replaced by organizational plans, necessity 
by directed free will, and preordination by prediction. The end result of 
this was the promise of secular redemption. Rather than the individual 
sinner being saved, the state and its agencies promised to save society even 
if necessary from itself. In the case of COVID-19 it promised the deliver-
ance of society from the plague. Following the logic of this redemptive 
politics, the United Kingdom turned its National Health Service (NHS) 
into a pseudo church. Doctors became “saints”; nurses “angels”. The 
nation at large periodically went about happy clapping the NHS. This was 
the secular and state equivalent of a charismatic religion—clapping and 
shouting during religious services, and worshipping with the body and not 
just the mind.

3.3.9  Stoicism

This is not to say that prediction, free will and administrative plans are 
fruitless or irrelevant. Calculating the future, choosing what we do and 
when we do it, and matching means with ends in a methodical fashion are 
valuable. But so also is the acknowledgement of necessity, which a deep 
sense of destiny and implacability provides. Not everything in the world is 
foreseeable. Not everything can be reduced to choices or plans. Not every-
thing can be determined while much in fact can be adapted to as long as 
we recognize the difference between what can be changed and what can-
not be changed. The Stoic formula is: Accept what you cannot change; 
change what is in your power to change. Many things we experience are 
not changeable while some are. This Stoic precept applies to governments 
as much as to publics. Human purposefulness is limited. So too is 
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government capacity to enact its purposes. Governments like individuals 
are ill-suited to broad spectrum actions that enact change or attempt to 
realise purposes on a broad macro-scale. Human purposiveness is suited to 
the small scale and mid-scale. The wider the scope of change the less likely 
it is to be successful. Successful purposive action is surgical in nature. 
When opening up the social body it aims to make the smallest incision that 
will yield the greatest results.

Aftermath
Climbing back down from March, April and May 2020 will be difficult. 
The government-engineered recessions will leave deep economic and psy-
chological scars world-wide. The enthusiastic emotional investment of 
publics and governments in lockdowns will leave a legacy of deep ambiva-
lence: guilt for over-reacting combined with denial that an over-reaction 
occurred. We will see a defiant insistence that lockdowns were “neces-
sary”, an uneasy conscience that they were not “necessary”, a sense of 
culpability and contrition at the damaging consequences of lockdowns, 
and a feeling of being haunted by 2020 as earlier decades were haunted by 
2008, 2001 and 1989.

notes

1. Centres for Disease Control, Pandemic Influenza, Past Pandemics, 
1957–1958 Pandemic (H2N2 virus).

2. In some cases a second wave of infection followed the COVID-19 wave in 
March-May 2020 or perhaps more accurately in the case of Arizona, Texas 
and Florida in the United States a belated first wave occurred through June 
and July 2020. The wave pattern of virus outbreaks vary. The SARS virus 
impacted Hong Kong in one wave between March and May 2003; in 
Toronto the SARS outbreak occurred in two phases, March to April and 
May to June with a bottoming out between April 29 and May 11. The 
Spanish Influenza of 1918–1919 was the most deadly pandemic of the last 
century. In Australia the Spanish flu occurred in three waves: the first wave 
in January-February 1919; the second wave in mid-March-April and a third 
wave in June-July. 15,000 Australians died from the pandemic—3000 per 
million population. 40% of the population was infected (Defining Moments, 
ND). The New South Wales government imposed lock-downs through the 
first and second waves. By the third wave it gave up. In the first and second 
waves it made masks mandatory (but not on public transport, one of many 
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policy inconsistencies pointed out by critics) and required libraries, schools, 
churches, theatres, public halls, and entertainment venues to close. Debates 
about the wisdom of these measures were eerily similar to debates today. 
Once the third wave hit the government did not reimpose restrictions, 
aware of the effect on employment, and the previous unsuccessful attempt 
to supress the virus. It decided third time round to allow the virus to run its 
course, saying wisely that “there is a stage at which governmental responsi-
bility for the public health ends” and indicating that the population by that 
point should have been aware of the gravity of the situation and capable of 
acting responsibly in the face of that knowledge (Kildea 2020, May 22).

3. An example is the number of videos of serious epidemiologists that YouTube 
removed from its service during the COVID episode on the grounds that 
the views put forward by these scientists were inconsistent with the author-
ity of the World Health Organization. Science is this case becomes an 
authority. In other words it becomes a form of scientism. Science properly 
speaking is not an authority but rather involves the ability to question and 
argue on informed and rational grounds. Scientism is a sign of how far sci-
ence today has moved away from the criterion of falsifiability introduced by 
the philosopher of science Karl Popper. That is, any credible scientific prop-
osition must be capable of being disproved. If it is right only by virtue of 
authority, then it is not a scientific proposition. The Chief Executive of 
Youtube stated that “Anything that would go against World Health 
Organization recommendations would be a violation of our policy” (News 
2020, April 22).
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October 10, 2020. This book was written in May 2020. It was concerned 
with events principally in March through May. Those events continued 
after that. However in the main they were repetitions of the pattern 
observed during March–May. New developments occurred, different 
numbers were registered but the pattern remained essentially the same. It 
was as though a kind of fractal self-similarity was at play. The case of the 
state of Victoria in Australia illustrates neatly the repetitive nature of the 
subsequent months.

Of all the measures of state governments in Australia during April 2020, 
the Victorian government had the harshest shutdown. The state premier 
(Daniel Andrews) and his ministers underscored this with a distinctly 
authoritarian public tone. Yet when the Victorian government relaxed its 
regulations on May 13 2020, one of its first acts was to permit sizable fam-
ily gatherings in spite of the clear evidence of the specific manner in which 
the virus was transmitted. Public pressure for family-type close social con-
tact proved irresistible. Six weeks later, the Victorian government began to 
panic about the number of cases that were being passed on through 
extended-family networks among close-contact cultures particularly in 
north-western suburban outer-ring of Victoria’s 5 million strong capital 
city, Melbourne. On July 9 the state government re-imposed broad- 
sweeping generic lockdown orders contrary to the pattern of virus spread 
which was geographically specific (north-western suburbs), socially 
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specific (extended families, large-sized households and housing towers) 
and institutionally specific (nursing homes, hospitals and food processing 
plants). Deaths were concentrated in the over-70s and nursing home 
cohorts—as it proved to be in most comparable countries. The Victorian 
government’s policy was a scatter-gun one. It attempted to “suppress” the 
virus as opposed to targeted mitigation focused on the diverse nature of 
COVID transmission and mortality.

The pattern of transmission in Victoria was the same as the international 
pattern. Internationally, sources of major spread (more than 20 cases of 
transmission) were nursing homes, labour barracks, conferences, churches, 
ships, food processing plants, prisons, markets, and occasionally parties 
and weddings.1 Internationally, sources of mid-range spread (5–19 cases of 
transmission) were the same as the major spread sources with the addition 
of households. Transmission events related to restaurant meals (many with 
family and close friends), schools, hospitals, workplaces, shopping malls 
and sports occurred but more occasionally. At the low end of cluster spread 
(2–4 cases of transmission), households and family-related meals predomi-
nated alongside sporadic transmission events related to fitness classes and 
hospitals. Communitarian interactions were the primary transmission 
medium for the virus. This social pattern was reinforced by the powerful 
social desire for gemeinschaft and the consequent appetite (much of it 
unconscious) for all manner of close-contact social behaviour. The most 
robust corrective to this was the gesellschaft, the society of strangers inter-
acting at a distance through contracts and other impersonal media.

The uptick of cases that occurred in Victoria in July 2020 but not across 
the rest of Australia reflected the pattern of geographic clustering that also 
was typical of the virus spread. In Victoria as in many other places this 
geographic clustering had a fractal character. Just as the increased spread 
of COVID-19  in June–August was concentrated in a single Australian 
state so also, within that state, the virus spread was concentrated in four 
local government areas in the northern and western suburbs of Melbourne. 
These virus cases had other characteristics familiar from across the world. 
The principal pattern of spread in Melbourne’s northern and western sub-
urbs was through extended families and large-sized households, and in big 
clusters in nursing homes and food processing plants.

The Victorian government chose not to pursue a tailored strategy focus-
ing on (a) the known prime media of transmission (family gatherings, resi-
dential aged care and food processing factories), pathways of transmission 
that could be managed and mitigated, and (b) the known at-high-risk pop-
ulation (over-70s with comorbidities, particularly nursing home residents). 
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A tailored policy would have restricted extended family gatherings and 
installed infection control officers in all nursing homes and food processing 
plants in April 2020. Rather the government chose to lockdown the state 
not once but twice in the June–October period. After the first three-week 
lockdown in July the effective reproduction rate of the virus in Victoria had 
been reduced from 1.75 to 1.16 and below 1 on July 28 and 29.2 A RE of 
1 is the point at which the virus spread declines. In spite of that benchmark 
low reproduction number having been reached, the Victorian government 
on the 2nd of August introduced an even more severe population-wide 
lockdown for a further  three  months. The 7-day average reproduction 
rate through August and September was 0.94, a recurring metrical pattern 
that was  little changed by the  lockdown. Cumulative COVID-related 
deaths by October 10  in Victoria amounted to  809,  2% of the 41,000 
annual deaths in Victoria. Almost all of the COVID-related fatalities were 
aged over 70 and a very large percentage were from nursing homes.

The COVID-19 infection fatality rate (IFR) in Victoria in early October 
of 2020 was likely in the order of 0.2%, extrapolating from the July 2020 
review of 32 serological data sets from across the world by John Ioannidis. 
An infection fatality rate based on serological surveys is calculated using 
the number of persons that anti-body (B cell) tests show to be infected. 
This number does not include persons who were infected but only had a 
T cell immune response to the virus.3 Ioannidis found an infection fatality 
rate of “0.10% in locations with COVID-19 population mortality rate less 
than the global average (<73 deaths per million as of July 12, 2020), 
0.27% in locations with 73–500 COVID-19 deaths per million, and 0.90% 
in locations exceeding 500 COVID-19 deaths per million”.4 On October 
10 2020 the average of deaths per million across the world was 137 per 
million. Eighteen countries out of 215 exceeded the 500 per million upper 
threshold; 132 countries fell below the less than 73 per million line.5 The 
1918 Spanish flu pandemic infected a third (500 million) of the 1500 mil-
lion population worldwide. 50 million of the estimated 500 million 
infected died, a 10% infection fatality rate and 1% of the world’s popula-
tion.6 One million worldwide died from the 1957–1958 H2N2 virus pan-
demic (the “Asian flu”), 0.034% of the global population.7 A million died 
from the 1968 H3N2 virus, 0.028% of the world’s population.8 As of 
October 10 2020, there had been  1,072,712 COVID-related deaths 
worldwide, 0.014% of the 7.8 billion global population.

Victoria was in the mid-range of the international spectrum. Its death 
rate at the time was 124 persons per million. The health risk to the broad 
public was mild. Nevertheless an aggressive shutdown of the state took 
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place. Freedom of movement was severely curtailed as were employment 
and business activity. A night curfew was applied and the state parliament 
was furloughed. An omnipresent executive government operated through 
administrative direction. The primary health risk was overwhelmingly 
concentrated in the state’s nursing homes. By the end of May 2020, 30% 
of COVID-related deaths in Australia had occurred in nursing homes, a 
moderate figure among comparable OECD countries. By October 10 the 
figure stood at 75% of COVID-related deaths. As of May 25 2020, nurs-
ing home deaths averaged 42% across the OECD, ranging from less than 
10% in Hungary to 66% in Spain and 81% in Canada.9 “Australia”, though, 
is a misnomer in this context. For the change in outcomes from March–
April to July–August was entirely attributable to one state, Victoria.

On October 10, there were 676 COVID-related deaths in nursing 
homes in Australia out of a total of 896 deaths (75%). Of the 676 aged- 
care mortalities, 646 (95%) had occurred in Victoria, a state with 25% of 
Australia’s population.10 It was possible to keep COVID-related deaths to 
a minimum with tailored and targeted responses including rigorous infec-
tion control in places where fatalities were concentrated, notably nursing 
homes.11 In countries with comparable social systems to Victoria’s, the 
death rate in nursing homes varied considerably: 35% (Denmark), 63% 
(Ireland), 64% (Belgium) and 85% (Canada).12 Lockdowns or the severity 
of lockdowns had little or no correlation with these outcomes. In Sweden 
with mild restrictions 47% of COVID-related deaths were in nursing 
homes. In England and Wales with a severe lockdown of the population it 
was 49%.13 Singapore had an exacting six-week lockdown with 8% only of 
deaths in nursing homes, off a small total per capita death rate from the 
virus. In contrast Japan avoided a national shutdown of its economy and 
society. It relied instead on its population following the government’s 
three-C advice to avoid enclosed spaces with poor ventilation, crowded 
places with many people and close contact settings such as face-to-face 
conversations. Japan had a low per capita death rate and no excess deaths 
during the virus mortality peak in January through April 2020.14 As of 
May 10, 60 of Japan’s 624 COVID-related deaths had occurred in nurs-
ing homes, 9.6%.15 Japan’s population is 126 million.

The comparison of Victoria’s (6.3 million) and Hong Kong’s (7.4 mil-
lion) population is instructive. Both had a second July–August wave of 
cases: one in winter and one in summer. Both at that point had a high 
percentage of deaths in nursing homes (Hong Kong 85%; Victoria 70%).16 
Yet only a tiny total of 86 deaths had occurred in Hong Kong by the end 
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of August 2020 compared to 513  in Victoria, 6 times the Hong Kong 
rate. Victoria chose a strategy of sweeping shutdown. In contrast Hong 
Kong’s restrictions on businesses, gatherings and institutions were tar-
geted and mild while the public health outcomes were markedly better. 
Rather than adopting a tailored approach the Victorian government 
ordered a large portion of general population to stay at home under highly 
restrictive conditions including a curfew in order to reduce the case count 
among the general population whose immune system responses were 
robust. This was contrary to the lesson of evolution, namely that human 
beings over millennia have evolved a complex and still little understood 
immune system that is effective in fighting viruses. Even vaccines only 
reinforce the “memory” of a person’s immune system in order to leverage 
the body’s own defences against a virus. Most of the work of fighting 
viruses is done by the human body. Science to a limited degree is able to 
boost that. As to governments, in reality the best they can do is to (a) 
shelter those with weak immune systems with good advice or institutional 
infection control measures; and (b) implement effective infection control 
in places known to rapidly spread a virus.

In Victoria’s case, when clusters developed, these were predictable and 
limited in type: nursing homes and food processing plants principally. In 
the case of a virus cluster, the transmission of the virus tracks not just to 
one or a handful of other persons as in the case of transmission via family 
and friends. Rather the virus reproduces itself among a significant number 
of persons. As of August 10 2020, 63 such virus clusters ranging in size 
from 10 to over 300 had been confirmed in Victoria.17 The origin of 37% 
of infections in these cluster transmission chains were residential care 
homes, almost all of them aged care facilities. The source of 24% of cluster 
infections was food processing plants. Ten percent originated in public 
housing. Hospitals accounted for 6% and schools for 4%. Other sources 
were negligible. Rather than targeting the major cluster sources (aged 
care, food production plants and large close-contact accommodation facil-
ities) with effective tailored infection control early on (as early as March), 
which was something within the capacity of government, the state opted 
for a late-arriving stay-at-home approach (as late as July and August) 
which did not stop the spread of the virus among high-risk populations. 
On March 27 2020 as part of a national program the state even created its 
own large close-contact accommodation facilities in the form of quaran-
tine hotels for travellers returning from overseas. These facilities were 
badly managed and later proved to be the ultimate source of most of the 



112 AFTERWORD

subsequent confirmed virus cases in the state, spreading out from the 
barracks- like quarantine hotel crucible into extended family networks 
mostly in a geographical cluster of four northern and western suburban 
local government areas in Melbourne.

In Victoria during its first (March to May) lockdown, pathology cancer 
notifications fell by 28%. In the subsequent August to September lock-
down, emergency department admissions for major fatal conditions were 
down 20%.18 Self-harm admissions of children rose 33% on the previous 
year.19 Vaccinations of under-five year olds dropped by 20%.20 In July 2020 
Victorian government representatives were claiming that the state’s shut-
down had saved “tens of thousands” of lives. Assuming an infection fatal-
ity rate of 0.25% that would have required a population twice the size of 
Victoria’s to have been infected. Conversely on August 23 in the midst of 
Victoria’s July–August case uptick, 585 persons were hospitalised with 
COVID-19, occupying 2.4% of the state’s total hospital beds, far from 
exaggerated predictions of needs for hospital beds and resources.21

What would have happened to the rate of mortality if there had been 
no shutdown? Sweden gives us a good insight into this. Its government 
did not impose an official shutdown of the country though, understand-
ably, social and economic activity did decline significantly during the virus 
peak. Swedish deaths per capita attributed to COVID were on the high 
side by global standards. The Swedes admitted that they failed to insulate 
their nursing homes. Even so on a year-to-year basis comparing deaths 
from all causes in Sweden for the months July–June for the years 2015–16 
through 2019–20, the death tally of the last year—the COVID year—was 
105% (2015–2016), 102% (2016–2017), 103% (2017–2018), and 106% 
(2018–2019) of the preceding years.22 That is, in Sweden the excess death 
rate spike in March–April 2020 attributable to COVID did not translate 
into a markedly higher annual incidence of deaths compared to recent 
prior years. Deaths per year commonly approach one percent of a popula-
tion. In England and Wales in 2016–2017, it was 0.90% and in 2017–18, 
0.91%. In 2019–2020 all deaths totalled 0.98%.23 Did the modest addi-
tion of 0.08% deaths in 2019–2020 over 2016–2017 justify the United 
Kingdom shutting down its economy and society for multiple weeks?

In mid-July 2020, four months after shutdown policies were imple-
mented in the United Kingdom, the British government produced an 
actuarial report on projected mortality and morbidity in coming decades 
from the UK lockdown.24 The report paints a picture of indirect deaths 
and loss of life-span that far outweighs the number of COVID-related 
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deaths. In the UK between March 21 and May 1 2020 there were 32,000 
COVID-related deaths, of which 25,000 were “excess deaths” which 
would not have occurred otherwise within a year. Compare this to the 
public policy related non-COVID deaths: it is estimated in the same 
period that (a) changes to emergency hospital care accounted for 6000 
excess deaths, (b) changes to primary and preventive care in nursing 
homes accounted for 10,000 excess deaths, and (c) postponing or cancel-
ling elective care was responsible for 12,500 excess deaths. Changes to 
community and primary care accounted for an additional 1400 excess 
deaths. There were some positives from the UK’s lockdown including 
fewer deaths from road accidents and childhood infections, accounting for 
3000 less deaths. In short as many excess deaths occurred in April 2020 in 
the United Kingdom because of COVID public policy as occurred because 
of COVID.

What about the future? Mortality as a result of recession is pro-cyclical 
(the immediate effect of a recession is to reduce death rates) resulting in 
an expected 4500 fewer excess deaths within the year following the UK’s 
2020 lockdown. But within 2–5 years the negative health effects of reces-
sion kick in, with a resulting 18,000 excess deaths anticipated. And in the 
longer term, more than five years into the future? The UK’s official actuar-
ies predict a further 15,000 excess deaths, the equivalent of 438,000 
quality- adjusted life years (QALYs) lost.25 The long-term excess deaths 
result from the elevated mortality rate of young adults caught in a severe 
recession. As of August 30 2020, Britain had 41,498 COVID-related 
deaths. By the count of its own actuary’s office, Britain’s COVID public 
policy will be responsible for 55,400 excess deaths in the short term due 
to shutdown [March and April only were included in the count] and in the 
medium and longer term due to the effects of lockdown-induced reces-
sion on mortality. In the end, the cure for the disease will prove worse than 
the disease itself.

Notes

1. Leclerc et al. (2020)
2. Bennett (2020) and Saul (2020).
3. Gallais (2020). This study examined immune responses against COVID in 

7 families including nine index patients with mild cases of COVID-19 and 
eight contacts. Six of the eight contacts reported COVID symptoms 



114 AFTERWORD

1–7 days after the index patients. The six contacts all tested seronegative 
(no antibodies) but positive for COVID-specific T cell immune responses.

4. Ioannidis, July 14, 2020, p. 2.
5. Worldometer, Coronavirus, 11 August 2020.
6. US Centres for Disease Control, 1918 Pandemic (H1N1 virus).
7. US Centres for Disease Control, 1957–1958 Pandemic (H2N2 virus).
8. US Centres for Disease Control, 1968 Pandemic (H3N2 virus).
9. Canadian Institute for Health Information, June 2020.

10. Commonwealth Department of Health data, 8 August 2020.
11. Gilbert (2020) provides an Australian study of an early (March) example of 

failed infection prevention and control at the Dorothy Henderson Lodge 
nursing home in New South Wales.

12. Comas-Herrera et al. (2020, Table 1).
13. UK Office of National Statistics, Deaths involving COVID-19 in the care 

sector, England and Wales: deaths occurring up to 12 June 2020 and reg-
istered up to 20 June 2020 (provisional).

14. Japan Ministry of Health, Labour and Welfare.
15. Lies (2020).
16. Hong (2020).
17. Victorian Department of Health data aggregated by www.

covid19data.com.au
18. Kehoe (2020).
19. Clayton (2020).
20. Royal Children’s Hospital survey of 2000 parents.
21. Hospital bed count, Australian Institute of Health and Welfare, Hospital 

resources 2017–18: Australian hospital statistics.
22. SCB, Number of deaths reported to Statistics Sweden, per day for 

2015–20,201 (entire country), Table 1.
23. UK Office of National Statistics, Deaths registered weekly in England and 

Wales, provisional.
24. Department of Health and Social Care, 15 July 2020.
25. On this measure 1 life year is one year of life lived in perfect health; a 

quality-adjusted year depends on a person’s state of health. A person in bad 
health might be 0.3; a dead person is 0.

http://www.covid19data.com.au
http://www.covid19data.com.au


115© The Author(s) 2020
P. Murphy, COVID-19, 
https://doi.org/10.1007/978-981-15-7514-3

Index1

1 Note: Page numbers followed by ‘n’ refer to notes.

A
Abstemiousness, 93
Acquaintances, 22, 60, 68, 102
Adaptation, 3, 51
Air quality, 15
Analogies, 54
Antibodies, 3, 33n12, 61
Antinomy of freedom, 96
Anxieties, 47–49, 54, 69, 72, 76, 77, 

88, 89, 100–102
Apocalypse, 56, 87
Apocalyptic, 54, 55, 78n3, 87, 88, 94
Asceticism, 93
Ascetic priests, 93
Asymptomatic, 32n3, 48, 54
Attack rate, 20, 34n23, 46, 79n20, 97
Australia, 4, 46, 48, 62, 70, 75, 

78n11, 80n27, 104n2
Authentic, 101
Authoritarian, 99
Autonomous solidarity, 31

B
Balance, 73, 91
Balancing of competing 

considerations, 71
Bans on gatherings, 45, 49
Basic reproduction number, 2, 52
Beliefs, 87, 97–104
Bell curve, 12, 50, 51, 56, 64, 86
Border closures, 45
Broadcasters, 86
Bureaucratic state, 92

C
Calm, 88, 101
Canada, 4, 7, 22, 70
Case fatality rate, 11
Catastrophic, 86, 88
Catastrophism, 87–88
Causality, 4, 31, 50, 64
Cause, 21, 72, 79n25, 96, 97, 100, 102

https://doi.org/10.1007/978-981-15-7514-3#DOI


116 INDEX

Certainty, 92, 97
Change, 78n3, 103
Charisma, 99
Charismatic, 21, 99, 103
Children, 21, 34n23, 46, 47, 60, 

77n2, 93, 96, 101
China, 19–21, 31, 46, 52, 63,  

69, 70, 78n3, 78n13, 
79n20, 93, 99

Chronic underlying health 
conditions, 60

Civic, 29, 49
Clichés, 87
Climate, 15, 31
Close contacts, 20, 21, 46, 68
Closed commercial state, 93
Closeness, 62, 67, 68, 101
Clusters, 19, 21, 34n24, 60, 79n20, 89
Collective hysteria, 86
Communicable, 77, 86, 88
Communism, 92
Community contacts, 20
Community immunity, 2, 3, 11, 44, 

67, 77n1
Co-morbidities, 3, 72
Competing goods, 71, 73, 91
Conspiracy theories, 97
Contingencies, 52, 97
Control, 3, 21, 49, 62, 63, 67, 75, 89, 

95, 100, 103
Coronavirus, 60, 78n3
Costs and benefits, 75, 90
COVID-19, 2–4, 7, 11, 15, 21, 22, 

29, 31, 32n4, 32n6, 32n7, 
33n13, 34n15, 34n18, 34n19, 
44, 46, 47, 49–51, 56, 59, 60, 
67, 72, 73, 78n15, 79n20, 
79n25, 80n26, 86, 87, 
90, 94, 103

Crowded, 19, 21, 22, 31, 34n18, 49
Crowds, 19
Cruise, 21, 34n24, 67, 78n15
Customs, 98

D
Danish, 75
Death, 3, 4, 7, 11, 12, 15, 22, 29, 31, 

32n4, 32n7, 33n12, 34n19, 47, 48, 
50, 51, 56, 59, 62, 64, 72, 73, 75, 
78n6, 78n13, 79n22, 80n26, 80n27, 
85, 86, 90, 91, 98–100, 102–103

Depression, 69, 88
Differentiated, 61, 94
Distance, 11, 22, 29, 39, 45, 49, 62, 

68, 97, 101, 102
Distancing, 11, 22, 39, 44, 45, 50, 51, 

63, 64, 68, 69, 73, 75, 96, 102
Durkheim, Emile, 94

E
Economic and social costs, 69
Economic stimulus, 70
Effective reproduction number, 2, 51, 

64, 75, 86
Emergency state, 92, 94–95
Empirical, 54, 55, 60, 90, 97
Empirical evidence, 54, 97
Enclosed spaces, 19, 34n18, 49
End-of-the world, 88
Entertainment, 19, 61, 105n2
Epidemiarchy, 99
Epidemiologists, 2, 50, 68, 105n3
Equilibrium, 91
Estonia, 62, 78n11
Exceptional authority, 94
Excess deaths, 7, 32n7, 72, 73
Exogenous impacts, 93
Exogenous shocks, 1
Explanations, 15, 97, 99
Expressivism, 96, 102

F
Family, 19–21, 29, 34n24, 49, 60
Family members, 19, 20
Fantasies, 102



117 INDEX 

Farr, William, 12, 50
Fear of death, 100
Fears, 72, 73, 102
Ferguson, Professor Neil, 56
Ferguson report, 56–63
Finitude, 100
Flatten the curve, 87
Fractal, 22, 31, 61
France, 4, 22, 33n11, 34n24, 61, 70
Freedom, 93, 96
Freedom of movement, 93, 99
Free will, 103
Friends, 20, 22, 29, 46, 60, 68
Futurism, 89

G
Global Financial Crisis of 2008, 88
God, 87, 102–103
Good judgment, 71
Government, 3, 44, 47–51, 55, 56, 

60–63, 67–69, 71, 73, 86, 92, 
94, 95, 99, 104, 104n2

H
Habits of a society, 98
Hairdressing, 15
Hall, Edward T., 22
Hawkishness, 54
Headlines, 87
Health care, 20
Herd immunity, 2, 11, 61, 67
Hero, 98, 99
Heroism, 98–99
High-contact culture, 22
High-touch society, 49
Home, 4, 19, 29, 39, 45, 47, 49, 62, 

63, 68, 73, 94–96, 98
Hospital, 4, 19, 34n18, 45, 47–52, 

54, 63, 68, 73, 78n4, 78n6, 
80n26, 91, 98

Hospital beds, 51, 54

Household members, 20
Households, 20, 21, 34n23, 63, 64, 

68, 69, 79n20, 94
Hubei, 19, 34n23, 63, 78n13
Humility, 59
Hungary, 4
Hunt, Jeremy, 48

I
ICU, 98
Ideologies, 95
Immune, 2, 3, 33n9, 54, 67, 93
Immunity, 2, 3, 7, 11, 33n8, 44, 67
Imperial College, 32n7, 56, 62–64, 

67–69, 75
Infantilize, 96
Infection fatality rate, 11, 12, 15, 63
Influenza, 2, 11, 12, 15, 52, 

77n3, 85
Institutional priorities, 47
Institutions, 98
Instructions, 95, 103
Intervention, 51, 63, 67, 69, 99, 100
Intimate diffidence, 31
Italy, 15, 22, 29, 32n4, 62, 70, 78n11

J
Japan, 21, 50, 62, 70, 78n11
Japan’s Ministry of Health, 50
Judgment, 71, 91

L
Law, 60
Liberalism, 92
Limits, 3, 62, 95, 100
Lockdowns, 2, 29, 49, 50, 52, 61, 62, 

69, 70, 75, 79n25, 
92–94, 96, 104

Loss of life-span years, 73
Lum, Professor Terry, 48



118 INDEX

M
Macro-scale, 104
Macro-social, 21, 31
Mass events, 89, 90, 95, 97, 99
Mass social events, 97, 99
Meaning, 86, 100, 103
Mechanical solidarity, 94
Media, 86, 87, 89
Metrical realist, 90, 91
Michigan, 48
Micro-social, 21, 31, 101
Middle way, 71
Mid-range, 49, 56
Mitigation, 63, 68, 95, 96
Modellers, 54, 95
Modelling, 48, 51, 54, 59, 89, 95
Models, 3, 54
Moralising, 92
Moralism, 91–92
Mortality, 2–15, 29, 72, 73, 

79n25, 97, 100
Multi-generational households, 15
Multiple causal factors, 55
Myth, 99, 101

N
Newspapers, 86
New York, 4, 31, 32n4, 33n11, 

35n31, 47, 48, 73
Norway, 4, 29, 70, 75
Novel event, 54
Nursing homes, 4, 21, 29, 

46–48, 69, 96

O
Objectivism, 102
Objectivity, 101
Observation, 22, 49, 54, 88, 89, 97
Observation of reality, 88
Oracles, 89

Organic solidarity, 94
Organizations, 98
Outdoors, 19

P
Pandemics, 56, 86, 95, 97
Paradox, 29
Pathogen, 3, 11, 71, 86, 96
Patterns, 11, 12, 21, 31, 34n25, 47, 

51, 54, 56, 60, 62, 73, 79n18, 
89, 90, 97, 101

Personal space, 22, 29, 31, 32
Pessimism, 88–89
Physical contact, 15, 20, 31, 

46, 67–69
Physical interaction, 44
Planners, 54, 95
Planning state, 92
Pluralism, 91
Population density, 31, 61
Predictions of disaster, 88
Procedural, 54, 98
Proportionality, 49–56, 71, 96
Providence, 103
Proxemics, 22, 101
Proximity, 15, 20, 21, 29, 

47, 62, 101
Prudence, 71, 91
Prudent, 49, 69, 73, 102
Prudential, 71, 78n3, 88
Pseudo church, 103
Public health, 45–48, 56, 60, 72, 

77n1, 86, 94, 105n2
Public opinion, 85–87, 91, 92, 100
Publics, 86, 97, 101, 103, 104

Q
Quantum, 91
Quarantining, 45, 50, 54
Queensland, 46



119 INDEX 

R
Rationalism, 90–91
Realism, 89–90
Reality, 59, 80n27, 87, 89, 95, 99
Recession, 73
Reclusive conviviality, 31
Redemptive politics, 103
Regions, 4, 7, 11, 12, 15, 22, 29, 31, 

33n13, 50, 60, 72
Regulations, 60
Relatives, 19, 20, 46, 49, 60, 68
Religion, 103
Restaurants, 15, 19
Restrictions, 2, 21, 45, 49, 63, 

75, 105n2
Rhetoric of emergency, 49
Romanticism, 93, 101
Rules, 98
Rules of institutions, 98

S
School closures, 45
Seasonal influenza, 2
Secular redemption, 103
Self-certitude, 92, 97
Self-organizing, 54
Self-responsibility, 96
Shock events, 89, 95
Shutdown, 19, 39, 54, 59, 63, 69, 75, 

80n27, 86, 94, 99
Shuttered society, 93
Singapore, 4, 21, 34n24, 48
Single households, 15
Smoking, 15
Sociable autonomy, 31
Social causation, 55
Social contagion, 55
Social distancing, 45–46
Socialism, 92, 94, 96
Socially-connected individuals, 19

Social media, 86, 87, 89
South Korea, 2, 21, 34n24, 62, 

70, 78n11
Spain, 4, 29, 33n11, 61, 62, 

70, 78n11
Stoicism, 103–104
Strangers, 19, 22, 68, 69, 100–102
Suffering, 103
Supermarkets, 15, 19
Suppression, 59, 63, 64, 89
Suppression strategies, 59
Surfaces, 19, 45

T
Taiwan, 15, 20, 62, 78n11
Targeted, 46, 49, 50, 60, 96
Temperature, 15, 31, 35n32
Testing, 45, 47, 61, 78n3, 86
Totalitarian, 93, 94
Touch, 19, 21, 22, 49, 101
Tracing, 21, 45, 50, 69
Transmission, 3, 15, 19–21, 31, 

32n3, 34n18, 34n23, 46, 49, 51, 
63, 68, 69, 79n18, 
79n20, 98, 101

Transport, 19, 68, 104n2

U
Uncertainty, 71, 92, 102
Underlying conditions, 4, 47
Unemployment, 70, 73, 79n25
Uniform, 60
Uninhibited, 3, 100
Unintended consequences, 69–77, 95
United Kingdom, 47, 50, 59, 62, 72, 

78n11, 103
United States, 4, 7, 12, 22, 48, 49, 

70, 72, 79n25
Urban density, 31, 61



120 INDEX

V
Vaccine, 3, 7, 11, 44
Variation in exposure, 67, 68
Variation in individual 

susceptibility, 67, 68
Virus, 2–4, 7, 11, 12, 15, 19–21, 29, 

31, 33n8, 33n13, 34n22, 39, 
44–47, 49, 50, 52, 54, 59–63, 
67–69, 72, 73, 75, 76, 78n3, 
78n6, 78n15, 78n16, 79n20, 
80n26, 80n27, 85, 86, 90, 95, 
96, 98, 100, 101, 104n1, 104n2

W
WHO, see World Health Organization
Will to believe,  

97, 99
Workplace, 19, 64, 68
World Health Organization (WHO), 

46, 68, 77n3,  
78n4, 78n6,  
79n20, 105n3

Wuhan, 2, 19, 32n4,  
33n11, 34n18, 47, 63, 
77n2, 78n4


	Acknowledgement
	Contents
	About the Author
	List of Tables
	Chapter 1: Social Distance
	1.1 2020
	1.2 Mortality
	1.3 Interpersonal Distance
	References

	Chapter 2: Public Policy
	2.1 Proportionality
	2.2 The Ferguson Report
	2.3 Mitigation
	2.4 Unintended Consequences
	References

	Chapter 3: Social Mood
	3.1 Mentalities
	3.1.1 Catastrophism
	3.1.2 Alarmism
	3.1.3 Pessimism
	3.1.4 Futurism
	3.1.5 Realism
	3.1.6 Rationalism
	3.1.7 Pluralism
	3.1.8 Moralism

	3.2 Politics
	3.2.1 Romanticism
	3.2.2 Asceticism
	3.2.3 Organic Solidarity
	3.2.4 The Emergency State
	3.2.5 The Planned State
	3.2.6 Freedom

	3.3 Beliefs
	3.3.1 Explanatory Beliefs
	3.3.2 Consolatory Beliefs
	3.3.3 Heroism
	3.3.4 The Fear of Death
	3.3.5 The Fear of Finitude
	3.3.6 The Fear of Strangers
	3.3.7 Emotivism
	3.3.8 The Death of God
	3.3.9 Stoicism

	References

	Afterword
	Index�



