
COVID-19 provided a unique opportunity for the world to pull together in fighting a 
common enemy but it was squandered by bickering and sometimes violent disagree-
ments among people, between people and their governments, and among govern-
ments. Moreover, it brought to light and called into question gross inequalities, styles 
of leadership, the favouring of hospital services while disregarding and undervaluing 
home-care services, the moral and social positioning favouring health over wealth or 
vice versa, individualism versus collective responsibility, the disregard of science amid 
changing public sentiments the unseemly rush to queue up for the not-yet-available 
vaccine, and the disproportionate economic burden upon the poor. As this book went 
to press at the end of 2022, COVID-19 still lingered in many parts of the world and was 
spreading in a major wave in China.

Yet some light of good shone through, with so many examples of people getting 
it close to right, of humanitarianism, of selfless devotion to duty, of families coming 
closer, and of the environment taking a breather—skies clearing and birds singing—
albeit for a relatively short period.

COVID-19 was the most acute mortality shock since World War II. In 2020, it 
took the world seven months to record the first million COVID-19 fatalities. Within 
another five months, another million people died from the disease. Since then, a million 
people have died from the disease approximately every three months. The global death 
count reached five million at the end of October 2021. By the end of September 2022, 
the global confirmed death toll from COVID-19 had pushed pass 6.5 million people. 
Experts believe the true number of fatalities was probably much higher—an estimated 
18 million died as a result of COVID-19 by end-2021.1 There are at least three reasons 
for the discrepancy: jurisdictions counted COVID-19 deaths in different ways; there 
was a lack of testing for COVID-19 in many places; and record keeping, and death reg-
istrations were inadequate in some jurisdictions.

1.	 David Adam, ‘COVID’s True Death Toll: Much Higher Than Official Records’, Nature, 10 March 2022.
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These numbers, while large, cannot convey the many forms of suffering people 
from all walks of life experienced, starting with the dread of themselves or a family 
member catching COVID-19. Losing a family member is one of the most traumatic 
experiences one can have—COVID-19 deaths changed the lives of very many people 
all over the world. ‘Long COVID’ continues to affect some survivors of the infection. 
The sense of fear, loss of control, and helplessness amid lockdowns, massive business 
closures and lay-offs, and social isolation affected mental health on an incalculably large 
scale. School closures stunted the education of children all around the world, especially 
those from low-income households. In late February 2022, cases spiked in places that 
had previously managed to control the disease, reminding the world that the pandemic 
was not over after three years. Moreover, COVID-19 exacerbated the suffering of those 
who were poor and vulnerable, highlighting the depth of socio-economic inequalities 
around the world. One area of inequality was the availability of vaccines. Vaccines 
became available in rich economies by early 2021. By the end of May 2022, while nearly 
66 per cent of the world population had received at least one dose of a COVID-19 
vaccine, representing nearly 12 billion doses, but only 16.2 per cent of people in low-
income countries had received at least one dose.2

Governance in the Time of Pandemic

Governance is of paramount importance in fighting pandemics. The COVID-19 crisis 
had enormous social and economic repercussions. It became clear that public govern-
ance mattered immensely. Governance arrangements played a critical role in how coun-
tries responded, and they remain crucial in the recovery process and in strengthening 
resilience against future epidemics and pandemics.

Trust in government was probably the single greatest identifiable factor for juris-
dictions that performed better. The role of government in promoting confidence 
through clear, consistent, and compelling communication, as well as public trust in 
the government’s ability to organise society to fight the pandemic, including getting 
people vaccinated when vaccines became available, was essential to success, which was 
by no means easy as there were several ‘waves’ of outbreaks and troublesome variants 
to deal with. Each jurisdiction evolved its own formula—there was a diversity of global 
responses to the same disease—that reflected their respective attitudes, basic public 
health practices, and local systems and cultures. What COVID-19 showed was that 
controlling an infectious disease was as much a socio-political undertaking as a scien-
tific one, and missteps were costly not only in terms of public health, but also in social, 
economic, and political terms.

2.	 Our World in Data, ‘Coronavirus (COVID-19) Vaccinations’, https://ourworldindata.org/covid-vaccinations.
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Global Pandemic Unpreparedness

SARS-CoV-2, a highly transmissible virus of relatively low virulence, was enough 
to cause enormous global havoc for an extended period of time that had not ended 
when this book went to press. Had it been more lethal, the world would have been 
in greater trouble still. The WHO and health experts had warned continuously that 
governments needed to be prepared for a pandemic because it was just a matter of time 
before the world would face a highly transmissible and virulent disease. There were 
many scary forerunners—SARS, Ebola, Zika and MERS were recent epidemics. In 
2009–2010, the swine flu, or H1N1, did become a pandemic, and subsequent studies 
over the years suggested that between 151,700 to 575,400 people globally may have 
died from it. Together, these recent outbreaks should have highlighted the need for 
effective national and international preparedness, but they may have contributed to a 
sense of complacency as the epidemics were controlled, and the H1N1 pandemic was 
considered manageable.

Dealing with outbreaks

While COVID-19 is not influenza, it has influenza-like transmissibility characteris-
tics. The basics of dealing with influenza-like outbreaks are well-known. Information 
and good public messaging are crucial, because the authorities and the public need 
to cooperate to fight contagion. Containment measures to cut transmission consist of 
ramping up testing and contact tracing to find out where and how the virus is circu-
lating, isolating those infected, and quarantining contacts. Mitigation measures, also 
referred to as public health and social measures—wearing face masks, social distanc-
ing, frequent handwashing, closing schools and businesses, work-from-home rules, and 
lockdowns—help to slow the spread and require public cooperation. When an infec-
tious disease has ballooned, the ability to increase surge capacity to treat those needing 
hospital care becomes vital. Those working in healthcare need to be adequately pro-
tected from infection, with adequate supplies of protective gear such as gloves, gowns, 
shoe covers, head covers, masks, respirators, eye protection, face shields, and goggles. 
The higher the number of infections, even if mild, the greater the need for care, as there 
will be an increased number of severe cases. Fatalities rise if the hospital system is 
overwhelmed. Effective pharmaceutical interventions—vaccines and drugs—result in 
fewer infected people becoming very ill, but they cannot eradicate the pathogen. Before 
vaccines and drugs are available, containment and mitigation measures are what it takes 
to deal with the disease. Even with pharmaceuticals, those measures are still needed for 
various reasons: vulnerable groups (the elderly and those who are immunologically 
compromised) need protection, the disease may wane and wax again, pharmaceuticals 
are effective only for a limited period of time, and pharmaceuticals may not be widely 
distributed and used. COVID-19 tested every jurisdiction on how they managed out-
breaks. Moreover, the single-minded effort needed to fight a pandemic means other 
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illnesses have to wait to be treated, and deaths from those illnesses because patients 
could not access healthcare are part of the overall public health burden.

Understanding COVID-19

Infectious diseases differ greatly. The threats of a new disease are not immediately 
knowable. SARS-CoV-2, the new coronavirus that became known as the disease 
COVID-19, was particularly confounding as it had many manifestations. It humbled 
even renowned experts. It took time for it to reveal itself—its relatively low virulence, 
high transmissibility, victims of preference, symptomatic and asymptomatic natures, 
variable incubation periods, lengthy persistence, re-infections, and ‘long-haul’ impact 
on many patients were all part of its distinctive character. Animals were not spared. In 
late 2020, outbreaks of COVID-19 in people in Denmark and the Netherlands were 
linked to farmed mink, resulting in mass culls. In 2021, pet hamsters in Hong Kong 
were found to carry the virus.

There was a lot to discover about COVID-19, and more will unfold in time. As 
SARS-CoV-2 continued to spread, it evolved, which helped it to survive and gave rise to 
variants that were more or less transmissible and more or less deadly. Just to complicate 
things further, variants have subvariants, and some were more able to evade vaccines 
and antiviral drugs. The Omicron variant that emerged in late 2021, for example, has 
many sub-lineages—BA.1, BA.1.1, BA.2, BA.2.12.1, BA.2.75, BA.2.75.2, BA.3, BA.4, 
BA.4.6, BA.5, BA.5.1.7, BF.7, XBB, BQ1 and BQ1.1 and there could be new descend-
ants. The Delta variant was more transmissible than the ancestral strain, and the sub-
variant BA.2 was a further 30 per cent to 60 per cent more transmissible than Delta, 
albeit less deadly.

While the emergence of variants is not surprising in populations with high levels 
of immunity from vaccinations and prior infections, the speed at which variants have 
evolved has surprised some. There is much more about COVID-19’s evolution and the 
implications for protection from vaccination or previous infections that still needs to be 
discovered. New variants waves could still come and are a reason for caution. COVID-
19 may eventually become ‘endemic’ and cause periodic outbreaks, like the seasonal flu, 
but when this book went to press, it had yet to become predictably endemic. Moreover, 
endemicity does not necessarily mean a disease is mild. What drives the evolution of 
viruses is transmission, and the variants that infect more people will thrive. Vaccinated, 
asymptomatic individuals can still carry a high viral load and therefore spread the virus. 
Experts warn that because most COVID-19 transmission happens while people have 
no or few symptoms, severity is not a driver of evolution, but instead a byproduct of 
whichever mutations improve transmission and how they interact with existing levels 
of immunity. For the Alpha and Delta variants that came before Omicron, it led to 
greater severity, while Omicron had less severity, but this was an evolutionary accident. 
The next variant could easily be more severe again.
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The desire and need to understand COVID-19 were strong. Its emergence led to 
a torrent of studies and publications. Scientists, mathematicians, clinicians, medical 
doctors, economists, and other scholars published what they learnt as quickly as pos-
sible to help each other understand the many aspects of the virus, as well as to help 
authorities deal with the disease. The body of work on COVID-19 is very large. The 
earliest studies were on treating patients in hospitals and mortality in China. Other 
early studies focused on how SARS-CoV-2 spread in confined spaces and outdoor 
environments. There were studies using modelling to make predictions that could help 
control spread. There were also many studies on diagnostics and testing, the effective-
ness of various mitigation measures, impacts on mental health and social and ethnic 
aspects, the impact on the economy, and much more. Scientific research traced the 
virus’s path around the world. Publications from authors in mainland China and Hong 
Kong peaked first, and as the virus caused havoc in Italy, the number of papers from 
scientists there increased. One of the first and most cited papers about COVID-19 was 
the 24 January 2020 publication in The Lancet reporting on about 41 people hospital-
ised in Wuhan. The paper should have warned health authorities around the world that 
the new coronavirus was going to be challenging and ought not be dismissed as ‘just 
like the flu’.

According to the scientific publication Nature, around 4 per cent of the world’s 
research output was devoted to COVID-19 in 2020. London’s Royal College of 
Physicians noted there were 125,000 articles published in the first ten months of the 
pandemic on COVID-19, of which 30,000 (around 25 per cent) were in online pre-
print form that had not yet gone through a formal peer-review process. There was a 
sharp rise in sharing advanced outputs through pre-prints, as the scientific community 
felt there was great urgency to understand COVID-19. Experts also created online 
portals to keep track of data relating to COVID-19 cases and fatalities for each country, 
apart from the WHO dashboard, the best-known being the Johns Hopkins Coronavirus 
Resource Center.

One issue that remains unsettled is the origin of SARS-CoV-2. The definitive 
answer may not be known for a long time, considering that the origin of the 2003 SARS 
coronavirus has still not been definitively determined, although it is believed to have 
come from bats, most likely through an intermediate wild animal species such as the 
civet cat that was sold for human consumption in wet markets in China. The hunt for 
SARS-CoV-2’s origin will continue, as knowledge is important to help head off future 
diseases. There are competing narratives. It has a close similarity to some bat corona-
viruses, and there could have been other intermediate animals before the virus spilled 
over to humans. The spill-over may have happened in Huanan Seafood Market in 
Wuhan, which housed all kinds of wildlife. Scientists are continuing to investigate and 
publish their research. The second hypothesis is that the virus leaked from the Wuhan 
Institute of Virology, which is one of the few high-biosecurity laboratories in the world 
that collects and studies bat coronaviruses to identify those that might pose a pandemic 
threat. The second hypothesis has raised wider questions about how bio-laboratories 
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that work on vaccine research or even bioweapons are managed, not just in China, but 
elsewhere in the world including the United States. A variation of the second hypoth-
esis is that the virus resulted from laboratory research and experimentation, and it 
was likely created in the United States with American biotechnology and know-how 
that had been made available to researchers in China.3 As both versions of the second 
hypothesis relate to a laboratory leak, and China had also suggested that the virus could 
have come from the United States, the origin of COVID-19 has become a part of the 
wider conflict between the United States and China in their power contest. In other 
words, the pursuit of science in this case has been unhelpfully mixed with politics. We 
will have to wait for further research and debate for greater clarity.

Phases of COVID-19

From the initially reported outbreak at the end of 2019 in the city of Wuhan in China to 
the summer of 2022, the world had to deal with phases of containment and relaxation, 
with waves of re-infections and the emergence of variants, and with vaccinations and 
‘living with COVID’, each of which proved extremely challenging for decision-makers. 
The authorities’ responses varied in the early months of outbreaks. Despite the severity 
of the outbreak in China, some acted aggressively right from the start, while others took 
considerable time to get organised, notably the United States and the United Kingdom. 
Some jurisdictions did better in the earlier phases of the pandemic—for example, 
Hong Kong, Taiwan, South Korea, Australia, and New Zealand—but the highly trans-
missible Omicron variant that emerged in late 2021 resulted in explosions of cases 
in the first half of 2022 in those previously low-infection jurisdictions, even as cases 
eased in North America and Europe (although COVID cases started to rise again from 
the summer of 2022; and by the end of the year, they faced a ‘tripledemic’ alongside 
influenza and other respiratory infections). By November 2022, mainland China saw 
a massive explosion of Omicron. It is doubtful whether any jurisdiction may be said to 
have gotten every step correct—a sobering thought. There is no place for politicising 
and moralising public health or pointing fingers at others—there are many lessons for 
collective learning.

Living with COVID

It is premature to speculate on what ‘living with COVID’ will entail, as the future path 
of the epidemic is unknown. Some major historical epidemics, such as the Black Death 
in the Middle Ages, burnt out within five or so years, but then periodically resurfaced 
over the next few centuries, killing large numbers of people with each wave. Some epi-
demics, such as smallpox, were eradicated by vaccines, but primarily because there was 

3.	 Neil L. Harrison and Jeffrey D. Sachs, ‘Did US Biotechnology Help to Create COVID 19?’, Project Syndicate, 
27 May 2022.
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no animal reservoir—one reason it is extraordinarily difficult to eradicate rabies, which 
is endemic in wildlife populations. Polio is on the verge of eradication by vaccination 
but not gone. Cholera has been eradicated in higher-income regions, but is still a per-
sistent killer in low-income countries lacking adequate sewage treatment and access to 
clean drinking water. Transmission of HIV/AIDS has been reduced by barrier methods 
of sexual behaviour, and by ensuring uncontaminated blood transfusions; deaths have 
been reduced by treatment protocols. Influenza continues to sweep the world annually, 
and twice each year, vaccine authorities have to make educated guesses as to what the 
upcoming strains will be and produce a vaccine to target them.

There are different definitions of the transition from the pandemic to the endemic 
phase, and eliminating the disease is not feasible for any country with open borders.4 
The WHO has yet to declare an end to the ‘emergency phase’ of COVID-19. In March 
2022, the International Health Regulations Emergency Committee on COVID-19, 
looking at the criteria needed to declare the public health emergency of international 
concern as terminated, noted that: ‘As of now, we are not there yet.’5 It is unknown 
where COVID-19 will be in a year’s time, never mind in ten or 100 years. It does not 
bode well for the hope of total eradication that this virus, like the flu virus, rapidly 
mutates and has been detected in non-human animals. The best hope is that ‘living 
with COVID’ will most resemble ‘living with the flu’ and require only occasional public 
health interventions during the largest outbreaks.

Potential vs. performance

The Global Health Security Index (GHSI), first published in October 2019, warned 
the world was poorly prepared for epidemics and pandemics. The GHSI was the result 
of a partnership among Johns Hopkins Center for Health Security, the Nuclear Threat 
Initiative, and The Economist Intelligence Unit, and was funded by several philan-
thropic foundations to create ‘a comprehensive assessment of countries’ health security 
and considers the broader context for biological risks within each country, including 
a country’s geopolitical considerations and health system and whether it has tested 
its capabilities to contain outbreaks’.6 It uses six categories, 34 indicators, and 85 sub-
indicators, covering prevention, detection and reporting, rapid response, health system 
robustness (including equipping healthcare workers with personal protective equip-
ment or PPE), compliance with international norms, and risk environment. The GHSI 
surveyed and assessed 195 countries and ranked them in each of the six categories, and 

4.	 Sarun Charumilind, Matt Craven, Jessica Lamb, Adam Sabow, Shubham Singhal, and Matt Wilson, ‘When 
Will the COVID-19 Pandemic End?’, McKinsey, 1 March 2022, https://www.mckinsey.com/industries/
healthcare-systems-and-services/our-insights/when-will-the-covid-19-pandemic-end.

5.	 Thomas Mulier, Andy Hoffman, and John Lauerman, ‘WHO Exploring When and How to Declare End 
of Covid Emergency’, Bloomberg Asia Edition, 12 March 2022, https://www.bloomberg.com/news/
articles/2022-03-11/who-is-exploring-when-and-how-to-declare-end-of-covid-emergency.

6.	 GHS Index 2019, https://www.ghsindex.org/wp-content/uploads/2019/10/2019-Global-Health-Security-
Index.pdf.
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then gave an overall score to each country before ranking them according to it. The 
overall picture was highly concerning—‘no country is fully prepared’, and only 19 per 
cent of countries scored well on detection and reporting capabilities, whereas fewer 
than 5 per cent had the ability to rapidly respond and mitigate. The average global score 
was only 40.2 out of 100; and even for high-income countries, the average score was 
only 51.9.7

The GHSI 2019 was right that the world was unprepared. In the GHSI 2021 
report, the global preparedness average score fell from 40.2 out of 100 in 2019 to 38.9, 
in the light of COVID-19. What was confusing about the GHSI was that the rankings 
did not reflect what happened on the ground. The United States had the best overall 
score among all the countries in 2019 with 83.5, followed by the United Kingdom with 
77.9. The surprise was the strengths of the United States and the United Kingdom 
proved superficial when put to the test by the pandemic. They both had extremely high 
infections and fatalities. The GHSI 2021 report acknowledged their performance was 
poor. Nevertheless, it continued to rank the United States at the top position, while the 
United Kingdom dropped to seventh place. New Zealand’s rank improved from 39th 
in 2019 to 13th in 2021 due to its quick decision to close its border in 2020. However, 
cases skyrocketed in February 2022 after the rankings were published. Likewise, South 
Korea, which did well to control COVID-19 in 2020, also saw record cases in early 
2022. The same thing happened in Hong Kong, an autonomous sub-national part of 
China that was not covered by the GHSI. China is an outlier among countries in terms 
of how it mobilised resources to fight the outbreak domestically. It seems the GHSI 
categorisation system cannot account for China’s efforts, which were very different but 
succeeded in keeping cases and fatalities relatively low.

The GHSI 2021 report explained its ranking system as follows:

Even as many countries proved they could ramp up new capacities during the emer-
gency—including setting up labs and creating cohorts of contact tracers to follow the 
spread of COVID-19—some responses were crippled by long-unaddressed weak-
nesses, such as lack of healthcare surge capacity and critical medical supplies. Some 
countries found that even a foundation for preparedness did not necessarily translate into 
successfully protecting against the consequences of the disease because they failed to also ade-
quately address high levels of public distrust in government and other political risk factors 
that hindered their response. Further, some countries had the capacity to minimize the 
spread of disease, but political leaders opted not to use it, choosing short-term political expe-
diency or populism over quickly and decisively moving to head off virus transmission.

Those factors do not excuse but may explain why countries that received some of 
the top marks in the 2019 GHS Index responded poorly during the COVID-19 pan-
demic. As a measure of health security, the Index assigns the highest scores to countries 
with the most extensive capacities to prevent and respond to epidemics and pandemics. With 
its vast wealth and scientific capacities, the United States was ranked first in the 2019 
GHS Index and again in the 2021 edition, although in both cases, the highest position 

7.	 Ibid.
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was still measured to have critical weaknesses. Despite its ranking, the United States 
has reported the greatest number of COVID-19 cases, and its response to the pan-
demic has generally been viewed as extremely poor. The result highlights that although 
the GHS Index can identify preparedness resources and capacities available in a country, 
it cannot predict whether or how well a country will use them in a crisis. The GHS Index 
cannot anticipate, for example, how a country’s political leaders will respond to rec-
ommendations from science and health experts or whether they will make good use 
of available tools or effectively coordinate within their government. The Index does, 
however, provide evidence of the tools that countries have and the risks they need to 
address to protect their communities. Countries that fail to use those tools or address 
those risks to thereby enable an effective response should be held accountable.8

In other words, the GHSI ranked countries against each other according to their 
potential capacities—not performance—in preparedness. The discrepancy between 
potential versus reality arises from a scoring system based on assessing technical infra-
structure and universalised templates, which naturally favoured high-income developed 
economies. Scholars had criticised the GHSI’s scoring system as being biased because 

8.	 Italics added for emphasis. GHS Index 2021, https://www.ghsindex.org/wp-content/uploads/2021/12/ 
2021_GHSindexFullReport_Final.pdf. 

Table 1.1:  GSHI rankings and scores in 2019 and 2021 (selected countries)

Country 2019
Overall GHSI Rank and Score

2021
Overall GHSI Rank and Score

United States 1 (83.5/100) 1 (75.9/100)

United Kingdom 2 (77.9/100) 7 (67.2/100)

Australia 4 (75.5/100) 2 (71.1/100)

Canada 5 (75.3/100) 4 (69/8/100)

Thailand 6 (73.2/100) 5 (68.2/100)

Sweden 7 (72.1/100) 10 (64/9/100)

South Korea 9 (70.2/100) 9 (65.4/100)

France 11 (68.2/100) 14 (61.9/100)

Germany 14 (66.0/100) 8 (65.5/100)

Japan 21 (59.8/100) 18 (60.5/100)

Singapore 24 (58.7/100) 24 (57.4/100)

Italy 31 (56.2/100) 41 (51.9/100)

New Zealand 35 (54.0/100) 13 (62.5/100)

Vietnam 50 (49.1/100) 65 (42.9/100)

China 51 (48.2/100) 52 (47.5/100)
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it equates capacity with a country’s wealth rather than the quality of decision-making.9 
The response to COVID-19 showed the importance of political and social features, as 
individual countries drew on their unique capabilities to create their responses when 
facing a fast-moving public health emergency, with China being a good case study. It 
may make more sense to change the GHSI to assess changes over time for an individual 
country rather than ranking them against each other, to avoid misperception between 
potential and actual performance.

Contagion Politics

The GHSI 2019 report noted that knowing the risk was not enough, and that ‘political 
will is needed to protect people from the consequences of epidemics, to take action 
to save lives, and to build a safer and more secure world’. The 2021 report, quoted 
above, reemphasised this point. COVID-19 showed the importance of the political and 
social features of a jurisdiction, as each had to draw on its capabilities and capacities to 
respond to the contagion.

Trust in government and society

While the GHSI cannot predict how well a country would do in an epidemic or pan-
demic because it does not account for the consequences of poor leadership and dys-
functional political environments, other research suggests trust was possibly the most 
useful predictor of performance. A study published in The Lancet pulled together data 
from 177 countries and territories from January 2020 to September 2021 and found 
that trust in government and society stood out as the best predictor of how a country 
performed against the spread of infections.10 Other factors, such as systems of govern-
ment, governance styles, availability of universal healthcare, extent of inequality, belief 
in science, and even the degree of pandemic preparedness did not show a strong linkage 
to performance. The identification of trust as a key factor goes some way towards 
explaining why high-income countries such as the United States and the United 
Kingdom did poorly, as trust in government and among citizens in those jurisdictions 
were at an all-time low when COVID-19 struck. In other high-income societies, such 
as the Scandinavian countries, trust in government and among citizens was high, as 
was also the case with China,11 Thailand, Vietnam, and Singapore. On the whole, Asia-

9.	 Matthew M. Kavanagh and Renu Singh, ‘Democracy, Capacity, and Coercion in Pandemic Response: 
COVID-19 in Comparative Political Perspective’, Journal of Health Politics Policy and Law 45, no. 6 (2020): 
997–1012.

10.	 COVID-19 National Preparedness Collaborators, ‘Pandemic Preparedness and COVID-19: An Exploratory 
Analysis of Infection and Fatality Rates, and Contextual Factors Associated with Preparedness in 177 
Countries, from Jan 1, 2020, to Sept 30, 2021’, The Lancet 399, no. 10334 (2022): 1489–14512, https://doi.
org/10.1016/S0140-6736(22)00172-6.

11.	 In China, the trust level in the central authorities is high. Chapter 10 notes trust level among citizens is con-
sidered low, however.
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Pacific jurisdictions were performing better than Western ones in terms of cases and 
fatalities as of the time this book went to press. Trust in government and in society 
appeared to determine people’s willingness to follow government guidance and rules 
in observing mitigation measures, such as masking, social distancing, and vaccination.

The vaccines that became available by early 2021 in developed economies using 
the new Messenger RMA (mRNA) and viral vector technologies have been shown 
to be highly effective in preventing severe illness and death. While initially appearing 
to have lower effectiveness against infection, inactivated vaccines have also proved to 
confer a high level of protection against severe disease. Nevertheless, sizable numbers 
of people in jurisdictions where those vaccines were available and free of charge—such 
as the United States and Hong Kong—chose not to get vaccinated. As COVID-19 vac-
cines were rolled out, research showed the roles that trust, belief in conspiracy theories, 
and the spread of misinformation through social media played in impacting vaccine 
hesitancy.12 In the United States, where trust was low, the choice to get vaccinated also 
appeared to be driven by a partisan divide rooted in party politics and political ideol-
ogy. A key factor for the high fatalities in Hong Kong when the Omicron variant broke 
through in 2022 was the result of its failure to get the elderly vaccinated (which led to 
high death rates among them). Moreover, general complacency because the city had 
been previously successful in containing COVID-19, extremely dense living condi-
tions, and also low trust in government that affected people’s decision to get vaccinated 
were also factors. The experience makes it clear that governments must focus on vulner-
able groups as a priority.

The Lancet’s findings on trust can be examined alongside surveys from other organ-
isations that carried out periodic trust scoring. Of the countries noted in Table 1.1, 
eleven were part of the annual 28 countries surveyed by the Edelman Trust Barometer,13 
as shown in Table 1.2. The barometer surveyed how the general population felt about 
their government, business, media, and NGOs. A score below 50 denotes low trust, 
a score between 50 and 60 indicates that the population is neutral on trust, and a 
score above 60 reveals high trust. The results of the OECD 2020 survey on trust in 
government among its member countries correlated with the Edelman barometer for 
the Organisation for Economic Co-operation and Development (OECD) countries. 
It showed that the level of trust in government was high in Sweden (above 70) and 
New Zealand (above 60), but scores for the United Kingdom, France, Italy, the United 
States, and Australia were all below 50. Japan was an outlier here, as cases and fatalities 
were relatively low despite having low trust in government.14

12.	 Jeffrey V. Lazarus, Scott C. Ratzan, Adam Palayew, Lawrence O. Gostin, Heidi J. Larson, Kenneth Rabin, 
Spencer Kimball, and Ayman El-Mohandes ‘A Global Survey of Potential Acceptance of a COVID-19 
Vaccine’, Nature Medicine 27 (2021): 225–228; and Will Jennings, Gerry Stoker, Hannah Bunting, Viktor 
Orri Valgarðsson, Jennifer Gaskell, Daniel Devine, et al., ‘Lack of Trust, Conspiracy Beliefs, and Social Media 
Use Predict COVID-19 Vaccine Hesitancy’, MDPI 9, no. 593 (2021): 1–14.

13.	 Edelman is a public relations and marketing consultancy that has conducted trust surveys for 22 years. The 
2022 report surveyed more than 36,000 respondents with at least 1,150 respondents per country. 

14.	 OECD, ‘Trust in Government’, 2022, https://data.oecd.org/gga/trust-in-government.htm.
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Public trust in the media provides yet another lens to look at trust in society. The 
Reuters Institute Survey of 46 countries in 2021 found that people turned to trusted 
news organisations to get information during the pandemic, but there was a great 
diversity in the level of media trust across countries. Not surprisingly, trust was higher 
in well-known news media versus social media. The level of trust in media among 
Scandinavian countries was relatively high at 50–65 per cent. France had one of the 
lowest trust levels among European countries. In Asia, Thailand and Singapore had the 
highest levels of media trust. Canada’s media trust level was 45 per cent, but the United 
States had the lowest level at 29 per cent among the countries surveyed. China and Italy 
were not included in that survey.15

‘Infodemic’, Sensationalism, and Conspiracies

The COVID-19 pandemic has been accompanied by an ‘infodemic’—an overabun-
dance of information—both online and offline, some accurate and some not, that 
made it hard for people to find trustworthy sources. While technology and social media 
played a vital role in keeping people informed, sharing information, and taking col-
lective action, ‘misinformation’ appeared alongside ‘disinformation’. Misinformation 
applies to incorrect statements often spread unwittingly by people who may believe 

15.	 Nic Newman, Richard Fletcher, Anne Schulz, Simge Andı, Craig T. Robertson, and Rasmus Kleis Nielsen, 
‘Digital News Report 2021’, Reuters Institute, https://reutersinstitute.politics.ox.ac.uk/sites/default/
files/2021-06/Digital_News_Report_2021_FINAL.pdf.

Table 1.2:  Edelman Trust Barometer 2021 and 2022

Country 2021 Trust Level
General Population

2022 Trust Level
General Population

China 72/100 83/100

Singapore 68/100 66/100

Thailand 61/100 66/100

Australia 59/100 53/100

Canada 56/100 54/100

Germany 53/100 46/100

Italy 52/100 53/100

France 48/100 50/100

United States 48/100 43/100

South Korea 47/100 42/100

United Kingdom 45/100 44/100

Japan 40/100 40/100
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they are true. Disinformation, by contrast, involves deliberate falsehoods spread to 
manipulate behaviour and public opinion by sowing confusion and division. Both are 
harmful.

The WHO was explicit about the harm:

Mis- and disinformation can be harmful to people’s physical and mental health; 
increase stigmatisation; threaten precious health gains; and lead to poor observance of 
public health measures, thus reducing their effectiveness and endangering countries’ 
ability to stop the pandemic.

Misinformation costs lives. Without the appropriate trust and correct informa-
tion, diagnostic tests go unused, immunisation campaigns (or campaigns to promote 
effective vaccines) will not meet their targets, and the virus will continue to thrive.

Furthermore, disinformation is polarising public debate on topics related to 
COVID-19; amplifying hate speech; heightening the risk of conflict, violence and 
human rights violations; and threatening long-terms [sic] prospects for advancing 
democracy, human rights and social cohesion.16

Mis- and disinformation can be hard to distinguish, and falsehoods were spread by a 
whole host of people, including political leaders, media, well-known figures, and even 
health professionals. For example, a research team at Cornell University analysed 38 
million English-language reports on the pandemic in 2020 and found US President 
Donald Trump (2017–2021), in the context of COVID-19 misinformation, made up 

16.	 See World Health Organization, ‘Managing the COVID-19 Infodemic: Promoting Healthy Behaviours and 
Mitigating the Harm from Misinformation and Disinformation’, Joint statement by WHO, UN, UNICEF, 
UNDP, UNESCO, UNAIDS, ITU, UN Global Pulse, and IFRC, 23 September 2020, https://www.who.int/
news/item/23-09-2020-managing-the-COVID-19-infodemic-promoting-healthy-behaviours-and-mitigat-
ing-the-harm-from-misinformation-and-disinformation.

Table 1.3:  Reuters Institute Survey 2021

Country Media Trust Level (%)

Germany 53

Thailand 50

Singapore 45

Canada 45

Australia 43

Japan 43

United Kingdom 42

South Korea 32

France 30

United States 20
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the largest single component of inaccurate information.17 It was understandable that 
people had many questions about the disease, and experts needed time to understand 
the many manifestations of SARS-CoV-2. The WHO created the Information Network 
for Epidemics, an online portal, to provide updated information about COVID-19 
in April 2020. The WHO and other public health institutions fought an uphill battle 
against mis- and disinformation in the ‘fake news’, ‘post-truth’, and ‘alternative facts’ era. 

Worse, the global media’s sensational reporting of COVID-19 sowed doubts, 
distrust, and division. Scholars have observed that contemporary opinion discourse in 
global media was often sensationalised and played a not inconsiderable role in stoking 
outrage, ridicule, mockery, insult, moral indignation, and ad hominem attacks on people 
with different views,18 which spread like wildfire through social media.

Conspiracy theories proliferated during the pandemic, and their rapid spread 
through the press and social media among various segments of society all over the 
world jeopardised the public health response, for example by undermining people’s 
motivation to socially distance and get vaccinated. At the heart of conspiracy theories 
is distrust. COVID-19 made people feel insecure and not in control, which in turn 
created the perfect circumstances for conspiracy theories. Scholars observe that most 
of the conspiracy theories stemmed from existing tensions between groups with dif-
ferent values and views, and as the pandemic continued, conspiracy theories further 
fuelled and deepened those tensions.19

The ‘Freedom Convoy’ protest provides a good illustration of the problem. In 
late January 2022, as Omicron was levelling off in Canada and COVID-19 measures 
were easing, large numbers of lorry drivers and others blocked roads and camped 
outside Parliament in Ottawa for over three weeks to oppose a vaccine mandate for 
lorry drivers. They also blocked US border crossings. While the Canadian government 
was preparing to get tough with protesters, certain segments of the Republican Party 
and sympathetic media organisations in the United States that were against COVID-19 
restrictions threw their weight behind the truckers, describing them as ‘heroes’ fighting 
for freedom.20  The Canadian protests were eventually curtailed when the Emergencies 
Act was invoked for the first time in Canada’s history, allowing police to imprison the 
generally peaceful protesters and their supporters and freeze their bank accounts. The 
protests in Canada inspired convoys of vehicles in France, the Netherlands, and New 
Zealand to protest COVID-19 restrictions in their own countries. American lorry 

17.	 Cornell, Alliance for Science, ‘Cornel Study Suggests President Trump Played Leading Role in the 
COVID Misinformation “Infodemic”’, October 2020, https://allianceforscience.cornell.edu/wp-content/
uploads/2020/10/Cornell-misinformation-studypresser.pdf.

18.	 Jeffrey M. Berry and Sarah Sobieraj, The Outrage Industry: Political Opinion Media and the New Incivility (New 
York: Oxford University Press, 2014).

19.	 Karen M. Douglas, ‘COVID-19 Conspiracy Theories’, Group Processes & Intergroup Relations 24, no. 2 (2021): 
270–275, https://doi.org/10.1177/1368430220982068.

20.	 ‘How American Right-Wing Funding for Canadian Trucker Protests Could Sway US Politics’, PBS, 17 
February 2022, https://www.pbs.org/newshour/world/how-american-right-wing-funding-for-canadian- 
trucker-protests-could-sway-u-s-politics.



Christine Loh and Judith Mackay	 15

drivers and others organised their own ‘People’s Convoy’ to drive to Washington DC 
to protest against COVID restrictions and vaccine mandates. Those protests pulled 
together many strands of distrust and discontent that coalesced into general resistance 
against COVID-19 measures and the authorities.

Social Contracts

There may be another factor alongside trust that is also important. Similar cultural 
influences may explain why the East and Southeast Asian jurisdictions did better on 
the whole than their Western counterparts in dealing with COVID-19, irrespective of 
their varying levels of trust in their respective governments ( Japan and South Korea 
were found to have low trust by the Edelman Trust Barometer). This phenomenon has 
been described as a paradox.21 A useful frame to understand these Asian cultures is 
through the lens of how they see the ‘social contract’ between the state and its people. 
The term ‘social contract’, a Western coinage, broadly involves an implicit agreement 
by the people to follow policies and rules set by the government because they are for 
the greater good of society.22 East Asian cultures are influenced by Confucian thinking, 
which has a deep sense of people living together like within a family set-up with each 
member having separate roles. The sovereign and subjects relate to each other like in a 
family, each having their respective responsibilities. Laypeople regard political leaders 
and bureaucrats as parental officials who should care for them, and rulers commit 
to serving the people as their children (zimin 子民). These deep-rooted sentiments 
continue to also influence relationships within society—everyone has an obligation to 
others. This is best demonstrated by the willingness of Asians to wear facemasks and 
increase social distancing as part of collective social behaviour to beat an infectious 
disease. Therefore, whatever might be the level of trust the Japanese and South Korean 
public might have in their respective governments, they observed their social obliga-
tions within their societies.

Purpose of This Book

It is not possible for this book to cover the many socio-economic and political issues 
that arose from the COVID-19 pandemic. No one publication could do so, as the 
impacts were so wide. This book seeks to fill in gaps in the overall deliberation about 
COVID-19. This book has two segments. The first eight chapters focus on the general 
good governance conditions needed to manage infectious diseases. Governance 
impacts preparedness, as well as how efforts are sustained over time. This book starts 
at the multi-lateral level in discussing the role of the United Nations and its agencies, 

21.	 Yves Tiberghien, The East Asian COVID-19 Paradox (Cambridge: Cambridge University Press, 2021).
22.	 The idea of a social contract that binds individuals in a polity was developed during the Enlightenment by 

Thomas Hobbes (1588–1679) and others who articulated the social contract hypothesis in terms of individu-
als giving up their liberty to the sovereign on the condition that their lives were safeguarded by sovereign 
power.
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especially the crucial role played by the WHO. Other publications have tended to focus 
on the response of specific countries, neglecting the multi-lateral efforts that have been 
so important, especially for low-income countries. Alongside governance at the inter-
national level was the opportunistic lobbying by certain industries, especially tobacco, 
for industry advantage, a topic that has so far not been covered in COVID-19 literature 
and is addressed in this book. Another important factor that has a governance perspec-
tive is vaccines. While there were important scientific and technological breakthroughs 
in the development of COVID-19 vaccines, questions about the risks and efficacy of 
the different vaccines played a role in people’s unwillingness to get vaccinated. A con-
tribution in this book shows all the vaccines created using different technologies are 
helpful and there is no reason to refuse any of them should they be available. However, 
making vaccines widely available around the world remained a challenge at the time 
this book went to press. An important factor influencing governance and how political 
leaders of different countries responded to COVID-19 had much to do with the nature 
of the respective social contracts in different countries. The use of the notion of the 
social contract as a frame in this book to assess the different COVID-19 responses is 
an original contribution to the overall deliberation about the pandemic. Governance 
involves not only how decisions were made about fighting the pandemic but also what 
to do about the collapsing economy. This first part of the book discusses in lay terms 
the mathematical concepts and modelling used to help governments think about their 
public health responses, as well as the decisions governments made to boost their econ-
omies. The final chapter of this part of the book includes a discussion about PPE—so 
important during any infectious disease outbreak—and the governance dimension 
related to good PPE supply chain management.

The second part of this book has four chapters with a geographical focus on 
specific countries and regions using the lens of good governance, political trust, and 
the social contract to compare their responses. The two major powers and largest 
economies (making up about 45 per cent of global Gross Domestic Product) are China 
and the United States. Their political, socio-economic, organisational, and cultural 
systems could not be more different. Their respective responses from the start of the 
COVID-19 outbreak to the summer of 2022 were also very different. This book pro-
vides a comparison of the influencing factors that resulted in these responses. Despite 
fatigue, grumbles, and protests in late 2022, the case of the Chinese people is unique 
in COVID literature during the pandemic in their overall response to lockdowns and 
stringent restrictions, which were influenced by their generally high trust in the central 
government, political values, and sense of obligation to obey regulations, how neigh-
bourhoods are organised, and the impact of possible deterrence and sense of fairness. 
A discussion about China would not be complete without an account of the Greater 
China region, covering Hong Kong, Macao, and Taiwan. Singapore is also mentioned 
in this part of the book. A discussion about Europe helps to provide a fuller picture of 
the pandemic response of Western cultures, which had some similarities to that of the 
United States but were very different from the Asian response.
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The authors have diverse expertise that includes public health, epidemiology, 
health policy, mathematics, economics and finance, business, supply chains, law, gov-
ernment institutions, and politics, which give this book a wide angle of interpretations. 
All but one of the authors are from Hong Kong or based in Hong Kong, and are also 
actively engaged internationally on the subjects they wrote about. They understand 
global conditions, and this perspective comes through in their writing about the pan-
demic. Chapter 13, the concluding chapter, is a collaboration of all the contributing 
authors, summarising their observations and recommendations.

Chapter 2 by Judith Mackay discusses the WHO. While the WHO (and many 
other UN agencies) played a critically important role internationally during the pan-
demic, there has yet to be a deeper reflection on that role, and in general on how wide 
the scope of the WHO should be in the future. Should there be an international treaty 
on pandemics; stronger, more reliable funding with less reliance on private funding; 
sanctions against countries that fail to comply with a WHO mandate; or more open 
governance of the WHO itself? This chapter opens up these debates.

Chapter 3 by Judith Mackay deals with the negative influence of commercial deter-
minants of health upon government health policies during COVID-19. Remarkably 
little has been written about the influence of unhealthy commodity industries, such as 
Big Tobacco, Big Food, Big Soda, Big Alcohol, and others—all of which contribute to 
the global burden of non-communicable diseases, which in turn influence COVID-19 
outcomes. These industries have taken advantage of COVID-19 to attempt to influence 
governments, politicians, and the media, and to position themselves as health partners.

Chapter 4 by Benjamin J. Cowling reviews the rapid development and deployment 
of COVID-19 vaccines and their effectiveness against infection and severe disease. 
While high-income countries had rapid access to vaccines from early 2021, there was 
a lack of equitable distribution to lower-income locations. The emergence of variants 
alongside observations of waning immunity led to the rollout of booster doses. This 
chapter also explores the future of COVID-19 vaccines and vaccine strategies.

Chapter 5 by Michael Edesess discusses the mathematics related to COVID-19. 
Understanding the spread of COVID-19 was particularly important in 2020, as experts 
and governments tried to devise plans to fight the new virus. The power of exponential 
spread was not always well-understood—many decision-makers acted too slowly—
even though the concept is taught at the school level. Shockingly, COVID-19 fatali-
ties decreased life expectancy in many countries. Chapter 5 provides an easy-to-read 
account of complex mathematical concepts and relates them to experiences readers 
may remember.

Chapter 6 by Renu Singh explains the theory behind and application of the notion 
of the ‘social contract’ to public health and healthcare policy, with a specific focus on 
COVID-19. Social contract theory centres on the relationship between individuals and 
society, with the exact definition varying among different regions, based on how they 
perceive the responsibilities and freedoms of individuals and of government.
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Chapter 7 by Michael Edesess and Christine Loh discusses the economic and 
social consequences of COVID-19. The pandemic exacerbated inequalities around the 
world, with the most vulnerable bearing the biggest brunt. The authors reflect upon 
the enormous aid packages provided by the rich governments of the world in 2020 to 
demobilise economies, and the fact that those massive bailouts essentially enhanced 
the fortunes of the relatively well-off while doing too little to alleviate the suffering of 
the poor, while also privatising gains and socialising risks. The authors use the medical 
phenomenon of ‘long COVID’ to describe the lasting effects of the pandemic on the 
global economy as activity resumed in 2022, but they had to contend with rising geo-
political tensions between democracies and autocracies and the war between Russia 
and Ukraine, which further divide the world into two broad camps of rich and middle- 
and low-income economies with their very different interests – the latter want peace to 
pursue development.

Chapter 8 by Christopher S. Tang and ManMohan S. Sodhi discusses how  
COVID-19 affected the world as a public health crisis. Hospitals and the general public 
experienced severe shortages of medically necessary item including PPE and ventila-
tors, revealing vulnerabilities in the supply chains of essential products. The authors 
identified the causes of the shortages and used the United States as the reference 
country to observe the challenges of managing PPE stockpiles.

Chapter 9 by Christine Loh compares how China and the United States dealt with 
COVID-19 at a time of increasing geopolitical rivalry. China is where the new coro-
navirus SARS-CoV-2 was first reported. China developed its own unique method to 
deal with the disease by calling upon the country’s capacities and capabilities to mobi-
lise resources on a massive scale. The chapter explains why China adopted the world’s 
toughest containment and mitigation methods, and held onto them, and contrasts that 
with how the United States, considered the most advanced economy and considered 
the best-prepared for a pandemic, reacted to COVID-19. The contrast helps to explain 
fundamental differences in the governance structure, systems, cultures, and social con-
tracts of the two jurisdictions. Chapter 9 should be read with Chapters 10 and 11 to 
gain a comprehensive picture of the COVID-19 response from Greater China.

Chapter 10 by Hualing Fu contains a detailed description of the neighbourhood 
structure and how it is managed in mainland Chinese cities, and the various roles played 
by local community units in fighting COVID-19. The ability and speed of the Chinese 
authorities to mobilise resources and manpower to contain outbreaks had much to do 
with the existence of that structure. China’s anti-pandemic measures and ‘stay at home’ 
orders were enforced within neighbourhood structures all over the country. This chapter 
discusses how community mobilisation formed the core of the Chinese containment 
strategy and was the most crucial aspect of enabling China to contain COVID-19. The 
success, in turn, helped legitimise the existing social and political system. This localised 
governance system is in fact a unique public-private partnership under the leadership 
of the ruling party at the grassroots level, and while the poorly coordinated lockdown 
in Shanghai in April–May 2022 created widespread public complaints there, stretching 
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local governance to a near breaking point, the neighbourhood structure remained intact 
while the local authorities worked to mend relations with residents, often through the 
same neighbourhood organisations.

Chapter 11 by Richard Cullen reviews how Hong Kong has managed its response 
to COVID-19 and includes some comparative discussion of the other Greater China 
jurisdictions of mainland China, Macao, and Taiwan, as well as the predominantly 
Chinese polity of Singapore. Hong Kong succeeded in keeping COVID-19 at bay for 
two years, with low infections and fatalities. That changed swiftly and dramatically with 
the Omicron onslaught in February 2022. The Hong Kong government called upon 
the mainland authorities for assistance, which provided a fascinating glimpse of the 
interaction between the mainland Chinese and Hong Kong governance systems. This 
chapter also explains key aspects of the contrast between Hong Kong and Singapore in 
their handling of COVID-19.

Chapter 12 by Renu Singh unpacks the application of the social contract to public 
health and healthcare policy in the European context. Europe has a unique relation-
ship between government and citizens, given the fact that most jurisdictions not only 
have relationships with and expectations of their own local and national governments, 
but also the European Union (whether or not they are members of the supranational 
organisation itself). Despite the harmonisation of a number of policies at the European 
Union level, in the context of COVID-19 and health policy, much of the response 
involved predominantly national-level decision-making, ranging from some of the 
most stringent policies administered by Italy in early 2020 to the more laissez-faire poli-
cies of the United Kingdom. Chapter 12 explores COVID-19 responses in these three 
cases – the European Union, Italy, and the United Kingdom – through this framework, 
discussing why certain policy approaches were adopted as well as the public’s reaction 
to these measures.

Chapter 13, the concluding chapter, is an effort by all the authors to collectively 
summarise their observations and recommendations.

One of the most remarkable things—perhaps the most remarkable thing—about 
the COVID-19 experience was the disparity between the assumed and the actual perfor-
mance of countries in the pandemic. The rich countries with established and expensive 
health systems were among the worst performers in the number of cases and fatalities, 
whereas a number of emerging economies did much better. Those who acted quickly 
and decisively made a difference. The political will to act reflected how the notion of the 
‘social contract’ was understood in different countries and cultures. The ability to act 
showed the capacity and capability of a jurisdiction to mobilise resources to fight out-
breaks. Research showed the degree of public trust in government and within society 
made a difference too. Those jurisdictions with higher political and/or social trust did 
better. On the whole, Asia-Pacific jurisdictions did better because of the higher focus 
on community wellbeing and lesser assertion of individualist preferences. The results 
show that controlling an infectious disease is at least as much a social undertaking as a 
scientific, medical, and capital-intensive one.
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