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This article explains why the ‘herd-immunity’ strategies for confronting pandemics which 
predominate in the West are wrong and will lead to many unnecessary deaths, and proposes 
the term ‘zero infection’ to describe the alternative. This is the best way to understand what 
China has done, establishes a framework for classifying and interpreting other responses, and 
offers guidelines for the general way we should respond to pandemics. It rejects the false 
polarisation between ‘authoritarian’ and ‘liberal’ reactions to COVID which, I will show rest 
on serious misunderstandings of what China’s strategy actually was. 

I make a careful study of the factual evidence, and show that the most likely consequence of 
herd-immunity is a large and unacceptable number of deaths. The data show that these deaths 
are preventable, and that there are unjustifiable risks in failing to prevent them. This being so, 
the suppression of civil and democratic rights arising from forcing people back to work under 
unsafe conditions greatly outweigh the temporary and limited sacrifices of freedom of 
movement that arise from zero-infection strategies.  

This exposes the error in those counter-arguments which claim that since the data may 
overstate the risk of COVID-related death, these sacrifices are unjustified. It however refutes 
the economic argument that zero-infection strategies stand in the way of recovery. Actually, 
the precondition for a safe return to work is to restructure the work environment on the basis 
of the right to protection from infection. This is a counter-cyclical measure because of the 
substantial investment it calls for, and requires a significant empowerment of the workforce, 
historically the primary guarantee of all modern human liberties from the earliest days of the 
Industrial Revolution.  

Since some countries, some regions, some cities, and some workplaces are adopting zero-
infection policies and others are not, and since some social environments allow households 
and persons to respect the norms of zero infection and others do not, safe transit and safe 
isolation will become critical defining human rights for a pandemic-safe world.  

In order to use the data properly we must clarify a critical issue concerning how to interpret 
them. The purpose of studying data is, in short, to know what to do. This being so, we have to 
know what the options are: what are the real policy choices at our disposal, and how can the 
data inform us as to which is the best? 

Distinguishing herd-immunity from zero-infection strategies, I will argue, leads to a rational 
system for choosing what to do. It thus gets us away from the popular but misinformed idea 
that the alternative to herd-immunity is to eat into personal freedom and increase the arbitrary 
powers of the state.  

COVID may be, and is, used as an excuse for suppressive measures which governments have 
long itched to impose. But, beginning with Russiagate, the imprisonment and torture of Julian 
Assange, and the generalised drive to criminalise dissent and purge politically unwelcome 
material from social media, they have already been doing this quite independent of COVID. 
The problem is the suppression, not the zero infection strategy. In fact, I will show, a zero-
infection strategy is not intrinsically suppressive - it is perfectly possible to implement it 
without any infringement of civil rights. In contrast, herd-immunity strategies really are 
intrinsically suppressive, because they lead to a drive towards ‘opening up’ before the risk of 
infection is eliminated, which forces people to work under unsafe conditions and creates 
infection incubators putting the whole population at avoidable risk. 
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Claims that zero-infection is intrinsically suppressive arise both from sincere opponents such 
as Beeley and reluctant advocates such as Harvard Professors Goldsmith and Keane-Woods, 
who support Chinese-style measures but wrongly describe them as ‘authoritarian’, and 
advocate suppressive measures such as internet censorship as a necessary ‘response’ to 
COVID. Both have led to a storm of criticism based on severe misunderstandings.  

What is a herd immunity strategy, and what is the alternative? 
First, let us define each of the alternatives. To take first herd-immunity: this is a recognised 
medical term which supposes that infection confers immunity. If this holds, and infection 
spreads through the population, a point will be reached (estimated, for example at 65 percent 
of the population in the UK) when there are insufficient uninfected individuals available for 
the virus to propagate. This is less than 100% because, when the opportunity for the infection 
to transmit falls below a certain level (the so-called ‘R0’) level, the infection begins to ‘die out’ 
rather than expanding.  

The essence of the strategy is therefore to accept that people are going to get infected. 
Measures may be taken to slow the speed of propagation – ‘flattening the curve’ – to reduce 
the burden on medical facilities, or buy time to produce treatments and/or vaccines, but it is 
impractical and wrong to try and prevent infection altogether. Although the term ‘herd 
immunity’ itself has become unpopular, the strategy itself informs the policies of many 
countries, most notably the US and the UK. Paradoxically, a key consequence is a huge strain 
on medical facilities, manifested in a political crisis in the neoliberal economies where it is 
most popular, because it leads to a very large number of people needing treatment. It is 
nevertheless popular among neoliberal circles because it places relatively smaller demands on 
social facilities, essentially leaving people to fend for themselves. 

The alternative – which is what I term a ‘zero-infection’ strategy – is to stamp out the infection 
altogether, as quickly as possible, by preventing it from spreading, to the point where the 
population contains no new sources of infection (hence ‘zero-infection’) even though many 
members of it may not be immune. The essence of such a policy is containment and isolation. 
This in turn leads to policies aimed at restricting movement and isolating infection. Equally 
paradoxically, this may very well create a smaller demand on medical facilities, in that it only 
needs guarantee that an infected person can be safely isolated. However, it places a much 
greater demand on social facilities, because it must guarantee the comfort, dignity and 
livelihood of all who consent to restrictions on movement – which means that their direct 
welfare has to be paid for and organised. 

There is no necessary correlation between zero-infection and either loss of civil liberty, or 
reinforcement of arbitrary state power. The particular measures involved depend both on local 
circumstances and also on political choice: it is a very different thing to isolate infected 
persons, to quarantine potential carriers, or require proof that a person is infection-free, in a 
country like China that offers free isolation, public support for confined individuals, and 
mobilises to ensure everyone has access to protective equipment and testing facilities, than in 
countries like the UK or US with chronically underfunded public health systems and large 
homeless populations, which cannot even provide sanitisers, never mind help those at risk to 
isolate without fear of starvation. 

Worker rights and the economic case against preventing infection 
Opposition to zero-infection strategies focusses on two risks: economic and political. 
Economically, infection-reducing strategies are ‘pro-cyclical’ – they exacerbate tendencies to 
recession. They eat into demand, by restricting travel or entertainment; even more 
dramatically they choke off supply if the result is that people cannot work.  
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I restrict my comments to two salient points: first, the capitalist world was lurching into 
recession well before the virus struck, and recovery from recession requires a lot more than 
simply getting people back to work. It requires major stimuli driven by state-led investment 
in infrastructure, social provision and new technology. These will have to be spearheaded by 
resource-decoupling and a massive expansion in new forms of consumption, driven by the 
creative economy. But these are precisely the measures on which liberal capitalism has 
systematically turned its back since 1974. The ‘opening up’ required is a return to public 
investment as a decisive instrument of policy, not a return to the ‘normal’ that created the 
mess we are in. 

In the absence of such necessary measures, which is the main step canvassed in the West, 
‘opening up’ the economy will not restore employment or livelihoods. Any counterposition 
between the needs of ‘the economy’ and ‘saving lives’ is then utterly false: recessions also kill 
people, by starving them, depriving them of work, making them homeless and impelling 
countries to war, and to blame these deaths on anti-COVID measures is simply to disguise 
their true cause.  

Furthermore, a return to work without eliminating infection is simply going to kill more people 
because the unsanitary and dangerous conditions created by neoliberal cost-cutting practices 
have turned many modern workplaces into what may only described as incubators for 
infectious diseases, graphically illustrated by the catastrophic conditions unearthed in the 
North American Meat industry. Indeed, a radical restructuring or the law governing safety at 
work, informed both by the risk to the workforce and the population as a whole, is the first 
order of the day in any post-COVID economic reconstruction. 

The right to health and the political case against restricting infection 
The main opposition to zero-infection arises from a profoundly mistaken approach to the 
assessment of the political risks. I do not deny that genuine threats to freedom are emerging 
in modern capitalism and nor should any aware person; these are, however, independent of 
how we deal with COVID. Bolsonaro, the most prominent advocate of herd immunity, took 
power through the illegal removal of an elected president and the jailing of his most popular 
opponent. Kashmir’s citizens were denied access even to the internet, let alone freedom of 
movement, long before Modi sought to cash in on COVID by using it as further justification of 
his government’s already suppressive practices. If India lets Modi extend state terrorism to 
the rest of the country, this will be because he heads a fascist party, not because India chooses 
to protect her people from dying. 

The choice is not, therefore, between a fictitious authoritarian dystopia and an equally 
fictitious libertarian paradise, but between societies that take responsibility for halting the 
spread of infection, and those which do not. 

This approach leads to two critical differences. The first is a very different way of approaching 
the political choices involved. So-called ‘lockdown’ is no more a threat to freedom than forcing 
people to stop at traffic lights. It is an extreme containment and isolation policy in which 
people are temporarily confined to their homes and infected people are removed from them. 
The focus on lockdown, necessary though it was in the circumstances, has obscured the wider 
fact that it was only one element in a much wider strategy. It was imposed only in one province 
(Wuhan) and for a quite short time, but critically was combined with a series of other measures 
of which the most important was the isolation of Wuhan from the rest of the country – which, 
essentially, stopped the infection spreading from Wuhan to the rest of China. 

This aspect of so-called ‘lockdown’ – the isolation of entire areas by preventing movement 
across their boundaries – is hardly commented on at all but is critical, for example, to the 
significant success of South Africa which has implemented a complex system of travel within 
restricted areas, and is likely to be at least a factor in the success of island states like New 
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Zealand. But preventing people from moving from one place to another is a very different thing 
from imprisoning them; not least, it is the basis of the entire passport, visa, and immigration 
system of most modern states. 

Equally, isolation – removing persons who are either infected or at risk of infection from 
contact with others – is not an intrinsically suppressive measure, above all as in China if 
isolated persons are given support including medical attention where necessary, that ensure 
their well-being during isolation. 

The essence of the strategy is not, therefore, the total restriction of freedom, but the planned 
rollout of containment and isolation policies which comprise a complex mix of different 
measures to be undertaken in different degrees in different places and at different times. Only 
if we approach the strategic choices in this way can we understand why countries as diverse as 
New Zealand, Venezuela and South Africa appear to be succeeding, thus far, in a limitation of 
the COVID-related deaths as significant as China’s. 

To interpret containment and isolation as inherently anti-democratic is to misunderstand 
what is at stake. All societies restrict movement and all societies restrict dangerous activities. 
The primary questions are, first, where we allow people to travel and what we treat as 
dangerous, and second, how we implement any implied restrictions. A strategy that 
guarantees comfortable and well-provided isolation for those at risk is very different from one 
which empowers petty officials to throw them in jail for simply being on the street, let alone 
excusing repressive measures such as internet censorship which have nothing to do with 
preventing infection.  

A country with the social capacity to restrict movement by popular consent has no need to 
extend policing; if people are convinced it is a bad idea to travel or leave quarantine, and 
believe that testing is in their best interests, they will comply of their own free will and will 
deal with miscreants in the same way they already deal with anti-social behaviour. This 
suggests an explanation for Venezuela’s success in dealing with COVID: with 345 cases, 148 
recovered, and 10 deaths, a country under economic and military siege, confounding the 
predictions of Western sources, has clocked up one of the world’s best achievements in 
defeating the pandemic. It is very reasonable to suppose that a population already accustomed 
to great privation imposed by the USA’s illegal sanctions, and mobilised to resist invasion and 
provide mutual social support, and will implement measures that protect the population from 
COVID in a consensual way, and far more credible than the counter-claim that Venezuela is 
misreporting on an implausibly massive scale. 

Indeed, the highly significant issue of social consent is, sadly, virtually absent from the heated 
discussion of censorship under way at the time of writing. In fact a suppressive 
implementation of zero-infection, such as in India, is not only more expensive because of the 
extra policing, but likely to be counter-productive because people who don’t agree with 
suppressive measures are likely to find ways to disobey them. The most economically efficient 
measures, and those most likely to succeed, are those that actually provide people with all the 
necessary means to constrain their activities voluntarily.  

Zero-infection, unlike herd-immunity, is thus, intrinsically, more suited to an increase in 
personal freedom if it allows people to protect themselves without loss of livelihood. If it is 
implemented in a suppressive way, then the problem is not the strategy itself, but the manner 
of doing it. 

In contrast the drive to ‘open the economy’ without providing any serious guarantees of 
protection from infection is far more authoritarian than a proper, democratically-
implemented zero-infection policy. It is a license for employers to kill large numbers of people 
by forcing them to work in unsafe conditions, and to create pools of infection which will then 
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kill innocent civilians, without no legal consequence for what should actually be judged 
criminal and murderous behaviour. 

The confusion between zero-infection and authoritarian measures hence leads to a strange but 
dangerous coincidence of attitudes between libertarian left critics of zero-infection strategy, 
motivated by legitimate fears that it can be used to justify a large extension of the suppressive 
tendencies already inherent in modern capitalism, and the very forces that are driving these 
tendencies, such as the bases of Bolsonaro and Trump who are leading the charge to force 
employees into unsafe work. 

What do the data tell us? 
We can now turn to the main concern of this article, which is how to interpret and use the data. 
If the risk of death from a ‘herd immunity’ strategy is low and comparable with, for example, 
the likelihood of dying from a common cold or, as critics argue, influenza, then there is a much 
stronger case against restrictions on movement and subjection to detection measures. But if 
the risk of death is as great as suggested by the count in countries like Italy before the 
lockdown, or the UK at the moment of writing, then those who foolishly argue for an end to all 
restriction are, in essence, justifying mass murder – no matter how innocent the case or 
sincere the motivation. It is for this reason that the opponents of a zero-infection strategy, and 
the defenders of herd-immunity strategies, are always at great pains to minimise the risks of 
death. 

This has led to a kind of ‘displaced war’ of numbers and the treatment of numbers which has 
surreptitiously become the front line of the real battle, namely how to protect the great mass 
of the population from a very real danger. 

To make the matter clear, I first present a simple graph showing the case-fatality rate in the 
principal industrialised economies. 
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The death or ‘mortality’ rate is a product of two numbers: the proportion of the population 
that will be infected, or the infection rate, and the proportion of the infected that will die, 
known as the case-fatality rate. The first figure of course depends on whether a herd-
immunity or a zero-infection strategy is implemented but in the first case, it is reasonable to 
estimate it at 65%. Note that this number is not derived from the current observed case rates 
but from the assumption of the strategy itself, and is therefore quite reliable. 

The difficulties surrounding how to interpret the data arise because the case-fatality rate is not 
accurately known. If for example the extent of COVID cases is underestimated for any reason, 
whether because of inadequate testing, asymptomatic carriers, or misdiagnosis, then the case-
fatality ratio will be overstated. But equally, if deaths are wrongly attributed to causes other 
than COVID the ratio will be understated. The risks of error are thus on both sides, so the 
reported figures cannot be considered an upper bound for the true risk. 

Many other factors affect the reliability of the existing data, dealt with in the excellent 
commentary provided by the Our World In Data project, from which chart 1 and the data in 
this article are taken. 

However, it is essential not to confuse two very distinct issues: the first is whether the data, so 
far collected, provide a reliable scientific estimate of the actual risk of death, that is to say the 
‘true’ case-fatality ratio. The second is what should be the basis for policy choices when data 
are available but do not yet provide fully reliable information. The task of public policy can 
be broken down into three elements: 

 To make the best estimate possible of likely deaths given the existing state of knowledge 
 To minimise the downside risk of underestimating likely fatalities 
 To minimise the upside risk of overestimating likely fatalities 

The first thing to note is that these are criteria of choice: they are different, depending on which 
strategy is adopted. The second point is that the danger of making a mistake depends on what 
we treat as a risk. If the critics of Chinese strategy are correct and, say, overestimating fatality 
is likely to lead to millions of people being deprived of their freedom and livelihood, then the 
upside risks are substantial. If they are wrong and overestimation leads to a relatively small 
threat to public well-being, whilst underestimation is likely to lead to millions of death at work, 
through ‘second waves’ of reinfection, and not least if infection does not confer immunity, then 
the downside risks are immeasurably greater. That is why the preceding discussion of the 
actual extent and nature of these risks is critical. 

An analogy would be making a decision on whether to jump off a hundred-foot cliff into the 
sea, or descend a rocky path to the beach. If the sea is shallow, you will certainly die but if the 
path is perilous but navigable, you have a good chance of making it to the bottom. You may 
get there more slowly and there is a (smaller) risk of death or injury, but basically, you would 
have to be either pretty foolhardy, or in possession of statistically reliable proof that the sea is 
deep enough to dive into, before choosing to jump. Thus if the risks are high, you need a greatly 
more reliable source of information than if they are low. 

Unlike a scientific observer whose duty is to obtain the greatest possible accuracy, the policy-
maker has the further duty to provide the greatest possible protection to the public in the 
current state of knowledge. This has to be done on the basis of making best use of the 
knowledge available. It is therefore legitimate to use the existing case-fatality data as a guide 
to policy choices. We can take additional measures to improve the data, and we can constantly 
revise our predictions and the measures we are taking when the data suggest our assumptions 
should change, but what we must not do is ignore the data. 

Moreover a fact that escapes the critics of evidence-based strategy is that all the alternatives 
are worse. One may of course combine mass data with additional evidence such as field tests, 
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outlying cases like Iceland, or new medical discoveries, to modify the estimates of risk. But it 
is completely irresponsible to substitute partial, isolated, unconfirmed or outlying information 
sources for the great and accumulating mass of data supplied by the reporting authorities. 

An example might serve to illustrate the principle. When the Titanic set sail, we now know, 
the probability of being sunk by an iceberg was significantly underestimated. This could not 
have been known in advance. Nevertheless, there was sufficient accumulated knowledge of the 
frequency of icebergs, not least that contact with one normally leads to sinking, that the 
decision to set sail should not have been undertaken. The evidence could not be considered 
sufficient to provide a reliable estimate of the likelihood of a collision but it was certainly 
sufficient to establish that setting sail was a wrong choice. What happened is that, driven by 
the thirst for profit and fame, the ill-fated voyage was indeed undertaken, buoyed up by the 
untested and false prediction that the ship was unsinkable. 

A second analogy is air transport. Essentially the only valid strategy for assessing whether a 
passenger aircraft should take off is that the risk of crashing should be as close to zero as 
possible. Tragedies such as the recent fatal crashes of Boeing 737 Max airplanes arose because 
this principle was abandoned, and Boeing, essentially, caused the death of 690 people by 
removing safety features in order to sell more aircraft. At the time, the risks were not fully 
known and they now are. The point is a very simple one: any step that increased the risk of 
death is indefensible, and the aircraft should never have been allowed to fly. 

My argument is completely straightforward one: a herd-immunity strategy is tantamount to 
jumping off a cliff without knowing what is at the bottom, setting sail into an iceberg-strewn 
ocean in a vessel equipped with untested technology, or penny-pinching on safety measures 
to get aircraft off the ground. The risk of death may be lower than we can currently predict 
from the data and it can only be hoped this is so: however, the risk is not worth it. 

To illustrate this point we construct three scenarios, a common method in welfare economics. 
Scenario analysis is a method for assessing different possible alternative outcomes, depending 
on different assumptions. As the rather good Wikipedia article on the subject notes it is a 
method for “considering alternative possible outcomes (sometimes called "alternative 
worlds)": 

In contrast to prognoses, scenario analysis is not based on extrapolation of the 
past or the extension of past trends. It does not rely on historical data and does 
not expect past observations to remain valid in the future. Instead, it tries to 
consider possible developments and turning points, which may only be connected 
to the past. In short, several scenarios are fleshed out in a scenario analysis to 
show possible future outcomes. Each scenario normally combines optimistic, 
pessimistic, and more and less probable developments. However, all aspects of 
scenarios should be plausible. 

The scenarios we consider are 

(1) A more or less probable scenario based on a final case-fatality ratio of 5%. This is below 
the final reported case-fatality ratio in China at 5.56%, where it should be noted the 
pandemic has actually run its course, and substantially below the USA, currently at 
5.9% 

(2) An optimistic scenario based on a large cluster of case-fatality rates at the bottom end 
of the existing data, which come in at 1.6% - more or less the original projected rate 
from early Chinese data and significantly below Japan (3.15%) and South Korea 
(2.32%) 
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(3) A pessimistic scenario based on the lowest current case-fatality rate of 11% in the 
cluster of European nations at the top of the chart. Note that higher rates are reported 
by the United Kingdom, Italy, the Netherlands, Belgium, Sweden and Spain. 

We finally add a fourth scenario, based on the current (May 1st) country case-fatality rate. 

We confine ourselves to the industrialised countries of the West and Japan (xxx include South 
Korea) xxx explain why. 

Country Population 

Current 
Fatality 

Rate 

Current 
Rate 

Scenario 
Optimistic 

(1.6%) 

Most 
probable 

(5%) 
Pessimistic 

(11%) 
Australia 24,460,180  1% 216,000  254,000   795,000   1,749,000  
Belgium 11,431,629  16%  1,163,000  119,000   372,000  817,000  
Canada 36,609,848  6%  1,423,000  381,000   1,190,000   2,618,000  
Denmark 5,723,435  5% 184,000  60,000   186,000  409,000  
Finland 5,516,175  4% 151,000  57,000   179,000  394,000  
France 64,925,600  19%  7,939,000  675,000   2,110,000   4,642,000  
Germany 82,097,152  4%  2,109,000  854,000   2,668,000   5,870,000  
Greece 11,174,401  5% 392,000  116,000   363,000  799,000  
Iceland  335,512  1%  1,000  3,000   11,000  24,000  
Ireland 4,775,626  6% 186,000  50,000   155,000  341,000  
Italy 59,266,368  14%  5,244,000  616,000   1,926,000   4,238,000  
Japan  127,270,000  3%  2,502,000   1,324,000   4,136,000   9,100,000  
Luxembourg 4,739,880  11% 350,000  49,000   154,000  339,000  
Netherlands 17,018,070  12%  1,349,000  177,000   553,000   1,217,000  
New Zealand 4,705,106  2% 51,000  49,000   153,000  336,000  
Norway 5,293,654  3% 91,000  55,000   172,000  378,000  
Portugal 10,324,779  4% 265,000  107,000   336,000  738,000  
Spain 46,381,824  12%  3,477,000  482,000   1,507,000   3,316,000  
Sweden 9,902,335  12% 789,000  103,000   322,000  708,000  
Switzerland 8,460,522  5% 265,000  88,000   275,000  605,000  
United Kingdom 66,135,244  16%  6,720,000  688,000   2,149,000   4,729,000  
United States  324,229,088  6%  12,412,000   3,372,000   10,537,000  23,182,000  
Total  930,776,428  47,279,000  9,680,000   30,250,000  66,551,000  

The scale of these deaths exceeds anything acceptable. If the pessimistic scenario proves to be 
the final outcome, and if the herd immunity hypothesis that everyone is infected, both hold, 
then 6.7 million will die in the UK, more than in the whole world in the holocaust. In the 
optimistic scenario three million US citizens will die and in the most probable, ten million. In 
the industrialised countries of the West and Japan (whose population is a sixth of the world), 
on the most probable scenario 30 million will die unless herd immunity strategies are 
abandoned. 

A recent cheerful article on the Icelandic data (ref) joyfully concludes that, if Icelandic fatality 
and infection rates hold, ‘only 600,000 Westerners will die’. First, let us set aside the casual 
racism of the notion that only Westerners need concern us. Even if the ratio in Iceland, the 
only country in the world with the good sense to jail its bankers, were to hold, this ultra-
optimistic estimate predicts upwards of three and a half million deaths worldwide. In the West 
alone, the figure matches even the most apologetic estimates of the deaths in the notorious 
and futile offensive of Passchendaele in World War I. 

This is just in the first wave of the pandemic, and discounts all collateral deaths such as those 
denied treatment for fatal conditions due to the pressure of COVID19 on resources. It 
moreover assumes immunity is guaranteed by infection, and not least, omits from 
consideration the many collateral deaths that arise from the diversion of much-needed 
resources to COVID emergency cases. 
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These figures, in the mind of any responsible or sane political or community leader, medical 
authority, journalist, scientist, or just ordinary citizen, lead to only one possible conclusion: 
the only responsible strategy is to get the number of infections to zero as fast as we possibly 
can. 

This cannot be accomplished by ‘social distancing’ alone. It is necessary to ensure that infected 
individuals simply cannot infect others. This involves a combination of the German technique 
of mass testing accompanied by isolation of any positive case, and the Chinese/Italian/South 
African strategy of creating entire areas, such as cities, provinces, and even countries,, within 
which the virus is simply given no chance for ‘community dissemination’, and to establish 
boundaries over which the virus cannot pass, for long enough that, by means of quarantine, 
potential transmitters of the disease can be prevented from passing it on. 

How not to use data 
Here: deal with Beeley, Goldsmith, Burns, etc 

TBA 

Implications 
TBA 

Appendix: scenario selection 
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Further to add: 

Material from Colin’s NBER article 


