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Paradox of success and public
perspective: COVID-19 and the
perennial problem of
prevention

Early in the COVID-19 pandemic, some
were speculating that, if social distancing
worked, growth (spread) slowed and hos-
pital capacity was not exceeded (all of
which were purposes of imposing the
restrictions), then people would start say-
ing that precautions were unnecessary, and
demand a quick return to ‘normal’.

That appears to bewherewe are now. The
flattening of the disease curve and the reduc-
tion from the predicted number of deaths in
many areas are the results of the actions
taken to reduce spread. However, that does
not mean that the pandemic is over, nor
does it mean that it is time to eliminate the
protective measures we have taken. The
slowdown is evidence that the social distan-
cing tools are working as intended. Deciding
to return to normal and cease most social
distancing restrictions is similar to a familiar
clinical problem in which a patient stops
antibiotics 2 days into a course of treatment,
because the drugs are working, and the
patient feels better, often with a bad out-
come. Nevertheless, in the current pan-
demic, even some clinicians and hospital
administrators are subject to this rush back
to ‘normality’, perhaps in part because
a ‘stay-at-home’ policy is a threat to revenue
streams from elective procedures and
laboratory procedures uponwhich clinicians
and hospitals depend for economic viability.

A tendency to discontinue preventive
measures that are working is a familiar
problem in public health. The more

successful a prevention programme, the
more quickly public opinion comes to tri-
vialise the severity of the original problem,
and to view prevention as unnecessary and
wasteful. The anti-vaccination movement
is one manifestation of this dilemma. Few
American adults today remember seeing
children dying of measles or pertussis,
which have become exceedingly rare.
People fail to see the need to vaccinate
because the risk of contracting these dis-
eases is perceived as low. However, these
diseases are rare as a direct result of vacci-
nation and the resulting herd immunity.

It is up to medical and public health
professionals, including clinicians, epi-
demiologists, biostatisticians, infectious
disease researchers, etc., to educate
those around us as to the importance
of effective preventive practices and to
not allow withdrawal as a response to
evidence supporting their success. It is
difficult to see statements on social
media and other platforms that comple-
tely disagree with our training, knowl-
edge and experience. We may
feel reluctant to engage in discussion
in order to avoid confrontation and
dialogue that our friends, family and
others in the community find argumen-
tative and dismissive of their beliefs
and/or needs. However, we have
a responsibility to correct misstated
facts and counter misleading informa-
tion. This is the time for health profes-
sionals to correctly inform those who
see these communications, our public
posts and our responses to other posts.
Even if we do not change individual
opinions, we can expose readers to cor-
rect information and hope that it will
make a difference. It is our professional
responsibility to try to assure that deci-
sions to change preventive policy are
driven by science and data.
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