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Introduction and aims1 
This article questions the misleading term ‘lockdown’ and argues that ‘zero-transmission 
strategy’ is a better way to describe the approach of countries that are so far beating the 
pandemic, notably China. This clarifies why ‘herd-immunity’ strategies for confronting 
pandemics, which constitute the actual approach of many governments, are wrong and will 
lead to unnecessary deaths. So-called ‘lockdowns’ may feature as part of either strategy, but 
with entirely different consequences. 

I first show that this reconceptualization escapes the misleading polarisation between 
‘authoritarian’ and ‘liberal’ reactions to zero-transmission strategies: properly understood and 
correctly implemented, zero-transmission strategies will not only save lives with no greater 
restriction of individual freedom than already exists in most societies but will, actually, extend 
it. In contrast, herd immunity strategies are not only a greater threat to human life but also 
human liberty. If people are forced to work whilst the threat of infection remains, they lose the 
basic human right to life and health; this can only be imposed through major inroads into the 
power and rights of the workforce, historically the greatest guarantor of general civil rights. 

I then turn to a detailed assessment of the evidence. The false polarization described above 
has obstructed making proper use of public medical data. Distinguishing herd-immunity from 
zero-transmission strategies leads to a rational system for choosing what to do.  

Finally, I assess how we can combat pandemic threats whilst protecting and extending civil 
liberties. This frames the neglected dimension of the relation between legal and material rights 
within discussions about the possible post-COVID world. 

Since we now clearly live in a world where pandemics are a recurring fact of life, all the above 
have consequences beyond the immediate threat from COVID19, meaning we must also 
address, in this way, the question ‘what kind of world do we want to live in?’ 

Life, liberty, and the pursuit of happiness: what does COVID change? 
Current discussions, at the time of writing, are focussed on the notion that the principal 
strategic choice facing governments is between ‘Lockdowns’, which are generally identified 
with total confinement, and some alternative which, it is claimed, leads to fewer restrictions 
on the rights of the individual and a lesser extension of the suppressive powers of the state. 

However, I will show, suppressive lockdowns arise because they are being employed as a 
component of a herd immunity strategy. Lockdowns may, or may not, be one component of a 
zero-transmission policy depending on circumstance. However, first, they are not the defining 
feature of the policy, and second, need not be implemented in a suppressive way. 

 
1 I am grateful for helpful comments and suggestions from Nuall ó Briain, Colin Gillespie, Radhika Desai 
and Kees van der Pijl. There is no implication that these authors endorse what is said here, and I take 
sole responsibility for all errors. 
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I do not deny that sacrifices, sometimes frightening and distressing, are a consequence of zero-
transmission strategies, especially as regards freedom of movement. Being unable to attend 
family burials, for example, was a source of enormous grief to Chinese families facing the loss 
of a loved one. But those affected, heart-rending though the decision was, clearly had no 
interest in placing even more loved ones at risk of death. The cause of distress is the virus, not 
the measures employed to combat it, and this leads to an unavoidable conclusion: the fewer 
are infected, the less distress there will be. 

The question, I will argue, is whether zero-transmission measures are undertaken 
consensually, or imposed. This in turn depends on whether the society offers the necessary 
social support to affected individuals. These include public guarantees of livelihood, free 
access to treatment, and comfortable and safe environments for isolation if necessary – as was 
the case, for the most part, in China. 

To clarify this key point, I make a further distinction a Social Health System and a Medical 
Industry, which express two diametrically opposed concepts of health provision. 

The first applies when society offers its members a universal right to protect themselves, their 
loved ones, their workmates, associates, and neighbours, from threats to health or wellbeing.  

This is not a cultural or moral issue but a material one. In a genuine Social Health System 
access to health is free, universal, and part of a wider system of life protection including a 
decent livelihood and environment for sick, disabled, and elderly people. Care facilities are 
organised as part of the health system with the same standards of hygiene, staff protection, 
PPE provision, and so on, as hospitals and clinics. During pandemics, such material protection 
extends to people who need to isolate. Under these general conditions such simple steps as 
public education, a system of local clinics, and general access to hospital beds, are effective 
even with surprisingly small resources: this was the original UK concept of a Health Service 
and prevails in quite poor countries like Cuba or indeed, Venezuela, which have been effective 
in combatting COVID. 

The second, which predominates in the US and now the UK, is monetized health provision, 
which inevitably makes health a privilege, accessible only to those with means to pay. In a 
pandemic, such a system cannot but give way to repressive practices, because the threat to the 
rich comes from the very existence of a large and pool of deprived people that cannot afford to 
protect or isolate themselves. The only possible recourse is then, frankly, to force them to do 
so, with all the brutality and suffering that this implies. Monetized health provision – not 
pandemics – is also the real source of the distorting pressures of ‘Big Pharma’ because it 
creates corporate entities whose private needs, notably profit, constantly conflict with the 
social need for health. 

Monetized systems have had particularly scandalous effects in sectors, such as elderly care, 
which should be part of the generalised protection of public health but have been turned into 
lucrative profit-making ventures in which neglect is rife, precisely because those concerned 
are least well placed to defend themselves politically and socially: that is to say, the 
suppression of their rights is a direct consequence of monetising the treatment of the 
vulnerable. Elderly care homes have become notorious centres of scandalous mass infection:2 

 
2 Stephen Grey and Andrew Macascill, ‘In shielding its hospitals from COVID-19, Britain left many of 
the weakest exposed’ Reuters, 27th April 2020 
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in Toronto fatalities in the for-profit sector exceeded those in the public sector by a ratio of 
four to one.3 

My case is that repression and loss of civil liberties are intrinsic to herd immunity strategies 
in monetized health systems but not zero-transmission strategies in social health systems. 
That is to say, they are inevitable for the first, but avoidable with the second.  In countries like 
the USA with a highly monetized medical industry or the UK which has taken a wrecking ball 
to its public health system, drastic changes will be needed to correct these historical mistakes. 
But there is no alternative; moreover, as I show in the final section, economically the task is 
not at all difficult: the obstacle is political. 

This central aspect of post-COVID reconstruction should in fact be undertaken forthwith; the 
alternative is to add, to the misery already suffered by that large majority already denied access 
to health care, the further brutality of exposure without protection to deadly threats like 
COVD19. 

What is a herd immunity strategy, and what is the alternative? 
Claims that zero-transmission is intrinsically suppressive arise both from sincere opponents 
of suppressive measures such as Beeley,4 and advocates of them who argue, for example, that 
censorship is necessary to ‘respond’ to COVID,5 provoking a storm of criticism.6 Both sides, I 
argue, base their case on severe misunderstandings of what zero-transmission strategies are, 
and what is necessary to implement them.  

The most important thing is to be clear on what the alternatives really are.  

To take first herd immunity: this is a recognised medical term 7  which whose defining 
assumption is that infection confers immunity. If this holds, and if infection is allowed to 
transmit freely through the population, a point will be reached (estimated, for example at 65 
percent of the population in the UK)8 when the chain of transmission is broken by the immune 
contacts around any given case. This is less than 100% because, when the ratio of new cases 
infected by any existing case (the so-called ‘Rt’) falls below 1, the outbreak begins to ‘die out’ 
rather than expanding.9 

Variants abound; a ‘passive’ herd immunity strategy, initially adopted by the UK government 
with catastrophic results, takes no steps to reduce transmission rates at all. But actually, a herd 
immunity strategy can be combined with ‘lockdown’ (that is, compulsory confinement), which 
is the source both of the confusion described above, and much suffering. Its essence is to accept 
that people are going to get infected. Herd-immunity lockdowns are intended only to slow the 

 
3 Marco Chown Oved, Brendan Kennedy, Kenyon Wallace, Ed Tubb and Andrew Bailey 'For-profit 
nursing homes have four times as many COVID-19 deaths as city-run homes, Star analysis finds'. 
Toronto Star, 8 May 2020 
4 Vanessa Beeley, 'Who controls the British Government response to Covid–19? Part One'. UK Column 
22 April 2020 
5  Jack Goldsmith and Andrew Keane-Woods. ‘Internet Speech will never go back to normal’.  The 
Atlantic, April 2020.  
6 Matt Taibbi, ‘The Inevitable Coronavirus Censorship Crisis is Here.’ Personal blog 30 April 2020. 
7 Wikipedia. ‘Herd Immunity’, Accessed May 1 2020 
8 Kwok, Kin On, L. A. I. Florence, Wan In Wei, Samuel Yeung Shan Wong, and T. A. N. G. Julian. ‘Herd 
immunity–estimating the level required to halt the COVID-19 epidemics in affected countries.’ Journal 
of Infection 80(2020) e32–e33 
9 Gillespie, Colin. ‘Herd Immunity: Friend or Enemy’. Time One, April 2020. Since 65% is the point at 
which Rt falls below 1, more than this proportion may eventually be infected. For the purposes of this 
article, we optimistically suppose that the 65% threshold provides an estimate of total infections. 



4 

speed of propagation – ‘flattening the curve’ – to reduce the burden on medical facilities or 
buy time to produce treatments and/or vaccines. There is no intention of prevent transmission 
altogether. The term ‘herd immunity’ itself has become unpopular, but it is the de facto policy 
of many countries, most notably the UK10 but also the US. 

By a ‘zero-transmission’ strategy, I mean one whose aim is to stamp out the infection as quickly 
as possible long before the unimpeded Rt falls of its own accord, by preventing it from 
spreading: the key is, as rapidly as possible, to get to the point where transmission ceases 
(hence ‘zero-transmission’) because it is not given the opportunity to transmit. It has two 
components, broadly speaking: containment and isolation. Both lead to policies aimed at 
restricting movement, and identifying infected persons (or persons at risk of infection) as 
early as possible. But the basic idea is to identify and create areas and control movement 
across them. In an area where the infection simply is not present, the only restriction required 
is inward movement across the boundary; where it is present, greater restrictions on 
movement up to and including the extreme of preventing people from leaving a residence 
(lockdown) may apply but even in this case, the emphasis is on removing sources of infection 
from contact with uninfected persons; that is, preventing transmission. 

Though superficially these extreme (and temporary) circumstances resemble the protracted, 
vacillating and painful processes under way in the West, they are actually very different, which 
is why the term ‘lockdown’ should be either discarded or used with precision and care. China, 
for example, offers free isolation, public support for confined individuals, and universal access 
to protective equipment and testing facilities, while countries like the UK or US, with their 
chronically underfunded public health systems, large homeless populations, and even larger 
populations who essentially live from  hand to mouth, could not even provide sanitisers, let 
alone help those at risk to isolate without fear of starvation. Lockdown in these circumstances 
is a very different experience. 

Worker rights and the economic case against preventing infection 
Opposition to zero-transmission strategies focusses on two risks: economic and political. 
Economically, any measures that restrict movement or remove individuals from productive 
activity are ‘pro-cyclical’ – they will 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. 

I restrict my comments to two salient points: first, the capitalist world was lurching into 
recession well before the virus struck,11 and second, recovery from recession requires a lot 
more than simply getting people back to work12 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. 

 
10 Anthony Costello. ‘Despite what Matt Hancock says, the government's policy is still herd immunity’. 
The Guardian 3 April 2020 
11 Alan Freeman. ‘The sixty-year downward trend of economic growth in the industrialised countries of 
the world’ Geopolitical Economy Research Group, January 2019 
12 Radhika Desai. ‘Corona Virus: the Unexpected Reckoning.’ Canadian Dimension, March 2020  
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In the absence of such necessary measures, as now increasingly canvassed in the West, 
‘opening up’ the economy will not restore employment or livelihoods to anything near the level 
required to provide for the population. Any counterposition between the needs of ‘the 
economy’ and ‘saving lives’ is then utterly false: an untreated recession is as dangerous as an 
untreated infection. It kills by starving people, depriving them of work, making them homeless 
and ruining them with debt. To blame these outcomes on anti-COVID measures is to disguise 
their true cause. 

A return to work without adequate protection against infection is therefore doubly foolhardy: 
it will not restore the economy, and it will kill more people because the unsanitary and 
dangerous conditions created by neoliberal cost-cutting practices have turned many modern 
workplaces into incubators, 13  graphically illustrated by the catastrophic conditions in the 
North American meat industry.14 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 zero-transmission 
The main opposition to zero-transmission arises from a mistaken understanding of the 
political risks. I do not deny that modern capitalism incubates many threats to freedom, nor 
should any aware person; these threats are, however, independent of how we deal with 
pandemics. A zero-transmission strategy, properly implemented, should increase freedoms 
by providing proper guarantees of the right to protection for the uninfected, safe isolation and 
treatment for the infected, and livelihood combined with rapid and reliable detection for 
everyone else. These rights should be universal, free, and mandatory for employers and 
governing authorities. A post-pandemic world should not only be seen as a freer one; it cannot 
exist otherwise. This is because, as we will discuss, zero-transmission policies can only be 
effective if the receive social consent, so the whole population takes part in implementing 
them. This is incompatible with repression. 

Insofar as any of these rights call for restraint – whether imposed or voluntary – what is really 
required are the normal democratic defences against injustice and loss of liberty: they should 
be fairly implemented, should not require people to do impossible or life-threatening things, 
should offer legal protection against arbitrary or self-interested abuses, and should be 
confined to the minimum necessary. I assess these more fully in the final part of the article. 

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 different way of approaching the 
political choices involved. Asking potentially infected people not to enter zones that are free of 
infection is not a general threat to freedom provided they do not suffer in consequence. 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 Chinese strategy in which a major, and possibly 
the principal element was restraint on movement. 

 
13 Matt Shuham. ‘COVID Case Count At Reopened Tyson Meat Plant Doubles To More Than 1,000’. 
TPM May 8, 2020. 
14 Gaby Galvin, 'CDC: Nearly 5,000 Meat Processing Workers Infected With COVID-19'. US News May 
1, 2020 
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This was clearly of great significance in inhibiting the spread of infection from Wuhan to the 
rest of China. This is clear in the province-by-province infection levels. At the time of writing 
Hubei’s case total is 67,000 of which 49,000 are in Wuhan, the capital. The next highest 
province, Guangdong, clocks in at 1,353, qualitatively lower. This is not at all to say that 
containment is sufficient on its own; merely that since the inhibition of movement out of Hubei 
was by far and away the greatest single factor in preventing the spread of infection, there is a 
serious danger of misinterpretation if zero-transmission is reduced to confinement. 

Constraint on movement – including the isolation of entire areas by preventing movement 
across their boundaries – is likely to be important for the significant success of South Africa 
which has implemented a complex system of travel within restricted areas, and at least a factor 
in the success of island states like New Zealand or Iceland. 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. 

Nor is isolation – removing persons who are either infected or at risk of infection from contact 
with others –an intrinsically suppressive measure, provided isolated persons are given 
support including medical attention, to 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.15 

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; 
for example, nobody demands the right to drive on the wrong side of the road. People are not 
allowed to freely enter other people’s property. Tickets are a universal control mechanism; 
airline travel is forbidden without proof of identity; and so on. 

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:16 with 423 cases and 
10 deaths, a country under economic and military siege, confounding the predictions of 
Western sources, 17  has clocked up one of the world’s best achievements in defeating the 

 
15 At the time of writing, South Africa has 3.14 confirmed COVID cases per million inhabitants; China 
3.22, USA, 233.05 and the UK, 464.30. Venezuela stands at 0.35, which we comment on directly below. 
16 Maria Paez Victor 'Despite the siege, Venezuela controls the coronavirus', Counterpunch April 24 
2020 
17 Cristina Valencia, William Rhodes 'Venezuela is least equipped for virus', Reuters April 15, 2020 
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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, 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.18 

Indeed, the highly significant issue of social consent is surprisingly absent from the heated 
discussion of suppression: nobody regards stopping at traffic lights, picking up litter, or 
recycling as a constraint on freedom. These are just sensible rules of conduct: people may 
disregard them or be irritated by them but only a tiny minority regards them as a threat to 
liberty. A measure that people agree with is not suppressive, almost by definition. Consent is 
also the most economically efficient, and most likely to succeed 

The key point, however, is that people need to be able to comply. Zero-transmission is thus 
intrinsically more suited to the defence of personal freedom if it includes guarantees that 
people can 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’ with no protection 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 kill innocent civilians, with no legal consequence for what should 
actually be judged criminal and murderous behaviour. 

The confusion between consensual and authoritarian approaches to implementation leads to 
a strange but worrying coincidence of attitudes between libertarian left critics of zero-
transmission 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. 
This is absolutely critical because reacting to a pandemic must involve an assessment of the 
risk to life and well-being. If the risk of death is low and comparable with, for example, the 
health risks of the common cold, then restrictions on movement will be not only more 
expensive but less effective than, say, an adequate system of clinics combined with free 
treatment. But if the risk of death is as great as suggested by the count in countries like Italy 
before the lockdown, or the UK and US 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-
transmission strategy, and the defenders of herd-immunity strategies, are at 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. 

 
18  Andres Oppenheimer 'Under pressure of COVID-19, Venezuela a ticking time bomb waiting to 
explode'. Miami Herald April 29, 2020 
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To make the matter clear, I first present a simple graph showing the case-fatality rate in the 
principal industrialised economies. All data in this article are taken from the public sources 
compiled by curators such as the John Hopkins project19 or the ‘Our World in Data’20 project 
from which the chart below is taken, both of which offer fully-downloadable datasets. 

 

The death or ‘mortality’ rate is normally calculated retrospectively as the number of people 
who are known with some certainty to have died from a given cause. It can be estimated, before 
this final total is known, as 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-transmission strategy is implemented but in the former 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 asymptomatic carriers, non-presentation, misdiagnosis, or inadequate 
testing, 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. 

 
19 COVID19 Dashboard. Centre for System Science and Engineering, John Hopkins University 
20 Max Roser, Hannah Ritchie, Esteban Ortiz-Ospina and Joe Hasell. ‘Our world in Data’ (OWID) 
website. Accessed May 14th 2o20 
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Many other factors affect the reliability of the existing data, dealt with in the excellent 
commentary21 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 
unnecessarily, then the upside risks are substantial. If they are wrong and overestimation 
poses 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,22 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, by taking the first option, you 
will certainly die. If the sea is deep, may live, and you will reach your objective faster.   

Considering the second option, the path is perilous but navigable, so 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 you will get there. 

The herd immunity option, as far as I can ascertain, amounts to saying we should jump off a 
cliff; it recommends that, in the absence of reliable proof that the sea is deep enough to dive 
into, we should jump into it.  

The alternative, I venture to suggest, is the road less taken. It is to follow the rocky path to the 
shore, at every step assessing the risks and the options, and at each stage taking the least risky 
step, until we can rest. 

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 by 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. 

 
21 ‘What do we know about the risk of dying from COVID-19?’ OWID website 
22 'No evidence' that recovering from Covid-19 gives people immunity, WHO says. France24, 25 April 
2020 
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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, 
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 in the North Atlantic, not least that contact with one normally leads to 
sinking, that the decision to build such a large vessel for transatlantic passenger traffic 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 
building such a large ship and setting sail without sufficient numbers of lifeboats were 
misguided choices. 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. 

The decision was wrong. 

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 23  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 very large passenger vessel equipped with insufficient numbers of lifeboats, 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. 24  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, 

 
23 Andrew J. Hawkins. 'What are the 737 Max jets? Why did two of them crash within five months of 
each other?' TheVerge, March 22, 2019 
24 Wikipedia ‘Scenario Analysis’. Accessed May 14th 2020 
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pessimistic, and more and less probable developments. However, all aspects of 
scenarios should be plausible. 

The scenarios we consider are: 

(1) 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%) 

(2) 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% 

(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. 

For comparison, but not for the basis of policy, we add a fourth scenario, based on each 
country’s current (May 1st) 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 
plausible 

(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. Even the optimistic scenario leads us 
to expect 10 million deaths among the countries listed alone and 60 million worldwide, of 
which 3.4 million in the US, 1.3 million in Japan, and over half a million in the UK. The most 
plausible scenario multiplies these by three. 
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This is just in the first wave of the pandemic. 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. 

Finally, these figures pay no attention to the possible impact of future pandemics. Since 
pandemics are undoubtedly a part of life on this planet for the foreseeable future, it would be 
the gravest possible error to confine our responses to COVID19 alone. 

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, for dealing with pandemics, is to stop infections being 
transmitted, as fast as we possibly can. 

How to improve the data – and how not to. 
Because the factual case for zero-transmission is so overwhelming, and because it has been 
mistaken for ‘lockdown’, criticism has focussed on questioning the data. Of course, the data 
may be wrong and actually, we earnestly hope it is. However, neither hope, nor ignorance, nor 
speculation are a substitute for protecting people from death. 

What is required is a systematic and public-driven process of producing the best possible data, 
and deducing policies from it. 

This includes critique, where critique is due, of the methods by which data is collected, 
reported, and interpreted. But what is the aim of such critiques? One, legitimate purpose is to 
make the data better: if it’s wrong, to correct it, if it’s been misinterpreted, to interpret it 
better, and if wrong  conclusions are being drawn from it, to draw better ones. 

What is not helpful, and will lead not only to unnecessary deaths but, because of the 
intrinsically repressive tendencies of herd-immunity data, will also lead to avoidable lack of 
freedom, is simply to discredit the data without providing any alternative. With this in mind, 
in this section we consider some of the critiques that have been offered. 

The most serious risk, acknowledged by many responsible providers, notably the ‘Our World 
In Data’ project from which I took the data for this paper, is that of under or over- or under-
counting, either of deaths, or cases, or their causes. Of particular concern is that this may take 
place not just because of deficiencies in knowledge but because of pressures from material 
interests.  

Thus Engdahl:25 

Hospitals and doctors are being told to list COVID-19 as cause of death even if, 
say, a patient age 83 with pre-existing diabetes or cardiac issues or pneumonia 
dies with or without COVID-19 tests. The CDC advises, “In cases where a definite 
diagnosis of COVID cannot be made but is suspected or likely (e.g. the 
circumstances are compelling with a reasonable degree of certainty) it is 
acceptable to report COVID-19 on a death certificate as ‘probable’ or ‘presumed.’” 
This opens the door ridiculously wide for abuse of coronavirus death numbers in 
the United States.  

Engdahl then goes on to note that there is a ‘Money Incentive’ to over-report deaths. 

 
25 William Engdahl. ‘Coronavirus and Dodgy Death Numbers’. Personal blog, 11 May 2011 



13 

A provision in the March 2020 Coronavirus Aid, Relief, and Economic Security 
Act, known as the CARES Act, gives a major incentive for hospitals in the US, 
most all of them private for-profit concerns, to deem newly-admitted patients as 
“presumed COVID-19.” By this simple method the hospital then qualifies for a 
substantially larger payment from the government Medicare insurance, the 
national insurance for those over 65. The word “presumed” is not scientific, not 
at all precise but very tempting for hospitals concerned about their income in this 
crisis.  

We cannot but agree that money incentives are a distorting factor – which underscores the 
crucial need to demonetise health care. However, incentives do not all go in the same direction. 
There are countervailing pressures to understate both deaths and cases, since government 
reputations are at stake, and the employers’ interests lie with getting people back to work at 
minimum cost to themselves, which is why leaders such as Trump, Johnson and Bolsonaro 
are also at pains to minimise the danger. 

These pressures work in different directions in different countries. Indeed, it is ironic that the 
Trump camp and its followers simultaneously claim that danger in their own country is 
overstated but attack the Chinese for allegedly understating it. Without endorsing either claim, 
there is no identifiable material reason for the Chinese government to overstate the risks and 
if anything, an incentive to understate it in support of the ‘soft-power’ argument that China’s 
socialist system has dealt with the pandemic better than the West’s. It is therefore very 
reasonable, as we have done to adopt a ‘pessimistic’ scenario well below the Chinese case-
fatality ratio and to take the Chinese ratio as the plausible case.  

There are, of course other options. For example, the average of a slew of other countries 
including Japan, Germany, and Norway, seems to be levelling out at around 2.5%. This could 
be another basis for the ‘plausible’ scenario. We should be completely open to revising the 
three scenarios in line with both the levels and trends in a multitude of countries. What would 
be wrong (and I make no implication at all that Engdahl  is guilty of this) is to base a world 
estimate of the plausible fatality rate on conditions in one country alone; to do that, we would 
need to be confident that the same pressures for overstatement exist throughout the world.  

This brings us to the contributions from Vanessa Beeley,26 a journalist we greatly respect for 
her work on Syria and the Middle East and were proud to host in Winnipeg.27 Her central 
concern is the repressive effect of ‘lockdowns’. I devote some space on her contribution on 
COVID18 both because of her justified reputation as a courageous investigative journalist, and 
because it illustrates the dangers that beset those who venture, without due precautions, into 
the world of data-based truth-seeking; my hope is for a significant improvement in the general  
way that alternative and critical data-based journalism is conducted.28 

Her central issue is the case for ‘lockdown’ which she believes is unfounded and driven, among 
other things, by the interests of the Pharmaceutical alliance grouped around Bill Gates, which 
stands to gain enormous profits from providing medical solutions for pandemics. She first 
offers the following graph: 

 
26 Op. cit. 
27 Where we notched up the dubious achievement of the most deplatformings of any Canadian city on 
her tour. Fortunately, the video is recorded, as is the controversy surrounding the censorship, so that 
those denied access can see both what she actually said, and the excuses given for attempting to ban it.  
28 This is the rationale for the Geopolitical Economy Research Group data project, which aims to create 
a platform for data-based investigative research. 
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She accompanies this with the following commentary: 

The numbers game is acting in many instances as a smokescreen. It is impossible 
to rely upon “official” statistics, that vary wildly from one website to another: 
statistics that rely upon unreliable and sporadic testing procedures. and based 
upon death certificates that misrepresent the actual cause of death as Covid–19, 
regardless of pre-existing medical conditions. Statistics, too, that were set in 
stone very early on in the development stages, when the perspective was limited 
and compressed, before a true picture could be seen. The newly emerging 
statistics29 are now increasingly undermining initial conclusions and pointing to 
the futility and negative consequences of lockdown. 

Let us begin with the graph itself. The most important issue is the selection of countries. The 
glaring omission is China, with deaths per million at 3.22. This is a particularly significant 
omission because of the tactic now being employed by Trump and Johnson, which is to distract 
attention from their own failures by blaming China.30 This is part and parcel of the continuing 
dangerous polarisation provoked by an anti-China campaign that has ramped up since Trump 
took office and goes hand in glove with the ferocious campaign of sanctions and regime change 
which Beeley has played a courageous role in exposing.31 Why miss China out now? Because, 
we can only assume, it does not fit the narrative. But the defence of lives will not be achieved 
through narratives: it requires cold facts. 

A further omission is New Zealand, with deaths per million at 4.3. Or indeed, Venezuela with 
0.352 or Cuba with 6.886, or South Africa with 3.473 

There are equally important errors of commission. What is Belarus doing in the lockdown 
countries? Is it there just to make a point, or is it statistically informative? Why is Ecuador, 
with 131 deaths per million and graphical videos reminiscent of mediaeval Plague-bound 
England, of bodies being dragged into the streets, missing from the non-lockdown countries? 

 
29 Swiss Geopolitical Research. ‘Facts about Covid19’, Website. Accessed 14 May 2020. 
30 Davide Mastracci 'Don’t Blame China For Your Government’s COVID-19 Failures' April 7, 2020 
31 See for example Vanessa Beeley, 'White Helmets work with terrorists – Vanessa Beeley on the Taylor 
Report' The Wall will Fall, December 16, 2019 
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Why isn’t Brazil, at 58 per million and rising exponentially, listed at least on one side or the 
other? 

As regards Sweden the death rate per million at time of writing according to OWID (which 
unlike other data providers including the popular John Burn-Murdoch,32 directly provides 
data on deaths per million, allowing for proper comparisons) is 328.8, twice what it was when 
Beeley’s graph was compiled and eleventh in world rankings, with only Italy, the UK, Belgium 
and France ahead. Anyone who wishes to single Sweden out as an exemplar is welcome to pick 
the sword they wish to fall on; however Sweden’s own data (which neither Beeley nor Engdahl 
question) proves it the opposite of a shining example of non-lockdown success. 

The first rule of data interpretation is to let the data speak. What Beeley’s figures show is not 
the failure of lockdown: it is the failure of neoliberalism. The ‘non-lockdown’ countries are 
simply picked to prove a point. The problem then is to make sense of the right-hand side of 
Beeley’s graph. But their distinguishing feature is not their attitude to lockdowns, but their 
attitude to money. All the failures are committed to a monetary concept of health system. 

Beeley’s selection also draws our attention to a further remarkable fact, which I hope she will 
publicise in future polemics: her worst performers are uniformly the imperial nations of the 
world. If this is the case then the real question to address is, what is it that these nations have 
in common, that causes them to perform so badly? 

This then exposes the primary problem of classification. The central point of this article is to 
say that ‘lockdown’ as such is a misleading category. The real difference is between herd-
immunity and zero-transmission strategies. Within each of these, we find lockdown plays a 
part; the part is, however, very different within each strategy. In herd-immunity strategies, the 
purpose of lockdown is to protect the rich from the poor. In zero-transmission strategies, its 
purpose is to protect the poor from the rich.  

This then brings us to the second component of Beeley’s argument, which is that the data are 
inherently unreliable. In support of this she offers two types of evidence. First, she sadly 
corrals to her case evidence from highly dubious sources such as Judy Mikovits’s ‘Plandemic’ 
I have no objection to citing ‘outlier’ research but it cannot be presented as factually reliable 
when no mention is made of the comprehensive refutation offered by the scientific 
community.33 This is significant not because her case rests on Mikovits’ evidence but because 
of the general light it sheds on the ‘counter-case’ against WHO data; namely the proponents 
do not conduct the basic journalistic duty of cross-checking with alternative sources. This is 
especially sad, with the steady corruption of the mainstream media to provide little more than 
manufactured consent, alternative journalism is fast becoming the world’s main source of 
reliable evidence: it is therefore necessary to maintain higher standards than the MSM, rather 
than stooping to their level. 

This brings us to the link she offers to the site that described itself until 14 May as ‘Swiss 
Geopolitical Research’34 and has shot into the rankings as one of the main sources of ‘newly 
emerging statistics’. The site’s ‘about’ page describes it thus: “Swiss Propaganda Research is a 
research and information project on geopolitical propaganda in Swiss and international 
Media”. The page URL contains the words ‘a-swiss-doctor-on-covid-19’ although the doctor’s 

 
32 John Burn-Murdoch, ‘Corona Virus Business Update’, Financial Times, accessed May 14, 2020 
33 Martin Enserink and John Cohen, ‘Fact-checking Judy Mikovits’. Science Mag May 8, 2020. 
34 Swiss Geopolitical Research, accessed 14 May 2020. 
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name is not given. It is entitled ‘Facts about COVID19’ and assembles an impressive array of 
studies and reports from which the principal conclusion is “According to data from the best-
studied countries and regions, the lethality of Covid19 is on average about 0.2%, which is in 
the range of a severe influenza (flu) and about twenty times lower than originally assumed by 
the WHO.” 

The first point is simple: Beeley’s use of SWPR evidence contradicts the case she makes 
immediately before it. If the WHO data are unreliable, how does her chart, compiled from this 
unreliable data, prove anything about lockdown? Either we use the data reported to WHO – 
sceptically, with constant attempts to improve it, criticise it, take account of new evidence and 
regularly revisiting earlier conclusions, etc., etc., etc. – or we don’t. One cannot use one set of 
data to prove one point, and another set of data to prove a different point – a procedure rightly 
described by statisticians as ‘cherry-picking’. 

The second question concerns the function of the site. The page is entitled ‘facts’ about COVID 
but all the evidence points in a single direction; that is to say, it is curated to select only the 
evidence that proves what the Swiss doctor believes. The consequence is a huge selection bias. 
The function of science is not to frame a single hypothesis and then collect all the evidence 
that confirms it; it is to frame alternative hypotheses and test them all against all the facts. 
The minimal duty of a scientific reporter is at least to run the conclusions of any given study 
past other experts in the field, and the duty of the researcher is to make the evidence available 
to co-workers who can replicate and thus verify – or refute – the conclusions. Virtually all the 
‘evidence’ on the site consists of scientifically unconfirmed studies or just plain ‘opinions’. 
When this is not done, the result is not an investigation but a crusade. Crusades have their 
function but should not be presented as confirmed facts. 

The Swiss Doctor’s method leads to a series of serious faults.  First, the ‘evidence’ contains 
large numbers of simple non-sequiturs. The author thus claims that “Countries like Russia and 
China also want to massively expand the surveillance of the population in the wake of the 
alleged ‘corona crisis’, but will most likely do so independently of the US.” Leaving aside the 
fact that the cited link makes no mention of China, the fact that a country does, or does not,  
introduce censorship simply is not a proof what its mortality rates are. 

Yet more glaring is that because the evidence offered has the function of confirming a belief, 
self-evident contradictory facts are not explained, but explained away. Faced with the fact that 
people in elderly care most certainly have died during the epidemic, and in large numbers, the 
site simply claim that they died not of COVID but of the lockdown. Faced with the evidence 
from many, many countries – not just the USA – which all points in the same direction, the 
site (echoing Trump’s campaign, it should be noted) simply charges WHO with manipulating 
the data. 

Worse still, any evidence that conflicts with SWPR’s preformed beliefs is simply not examined 
at all. Neither Chinese nor Cuban medical research and evidence is even mentioned. Evidence 
from countries such as Ecuador, with no lockdown and bodies being dragged out into the 
streets, is simply omitted. The alarming rise in deaths of perfectly healthy people in the US 
meat industry finds no mention. Any source that claims to be objective, scientific and factual 
must be judged not just by the evidence it includes which supports its case but the evidence it 
excludes that contradicts that case. 

The fact of the matter is that, though it clearly has its uses, this site and the evidence it 
conveniently amasses in one place, does not give us scientific grounds to modify the scenario 
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conclusions derived from WHO data, and certainly do not justify risking the lives of hundreds 
of millions of workers in the rush to restore profits destroyed not by COVID but by fifty years 
of economic and social neglect. 

Where does this leave us? 
What is actually required, then? First and foremost, what steps can concretely protect not just 
against pandemics, but about the real risk that they will trigger, or be used as the excuse for, 
infringements on individual rights and the abuse of state power? The first part of the answer 
may be trite, but it cannot be forgotten: empower working people.  

ACTU35 

Demonetise health and care 

Demonetise information 

Extension of rights by bringing into the framework of law 

 

 

The risk of distorted overestimates (or underestimates) is real – but does not lead to the 
conclusion that the risk of death is ignorable. What it points to is this: 

(1) International cooperation, to secure the best possible underlying data is essential. The key 
is the earliest possible establishment of uniform reporting rules. If necessary, countries 
should offer two sets of data, being those which they use for their own purposes, and those 
that comply with international standards. This in turn calls for the depoliticization of 
medical data collection and analysis: the climate induced by the US-led attempt to 
demonise WHO and shift the blame for the US government’s own failures onto China, is 
entirely counterproductive. 

(2) National sovereignty in interpreting the data is also necessary. If the US authorities wish 
to set criteria for calculating likely risk that differ from those suggested by WHO they are 
entirely welcome to do so and it will contribute, when the outcome is known, to human 
knowledge. This does not, however, excuse the government from participating in data 
collection. 

(3) Transparency, as Engdahl notes in other articles, is desirable; this is however easy to 
demand but more difficult to secure because it is only really possible on the basis of 
inspection: if we don’t trust a hospital’s records, it is necessary to go in and study them, 
case by case. But this is not likely to become part of the way the international community  
approaches matters, because the US decision to inculpate China, its reputation for 
manipulating and undermining international bodies charged with the collection of 
trustworthy evidence, notably the OPCW36 and the justifiable fear that inspection as an 
excuse for spying, all contribute to a poisonous atmosphere which stands in the way of 
such openness. 

(4) In the absence of internationally acceptable transparency there is a very simple set of 
measures that can be undertaken, namely that the US itself should select a number of 

 
35 Australian Confederation of Trade Unions. Pandemic leave, WHS reforms needed before workers can 
return 
36 Dave DeCamp. ‘OPCW insiders denounce latest Syria report’. Anti-War, 4 May 2020 
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hospitals and either re-examine past results on a case-by-case basis, or conduct trials of 
future reported results on the basis of alternative reporting regimes. 

 


