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Should governments continue lockdown to slow the
spread of covid-19?
Until we have a meaningful alternative, lockdown is the only thing we can do to prevent further
catastrophic spread of the virus, says Edward R Melnick. But John PA Ioannidis argues that any
benefits of lockdown depend on its effectiveness and the covid-19 burden—and that the harms are
multifarious
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Yes—Edward R Melnick
There is still much we do not understand about covid-19. Since
the first case was confirmed in the US just over three months
ago we have seen cases overwhelm healthcare infrastructure in
endemic areas,1 while also learning that asymptomatic and
presymptomatic transmission may be rapid and widespread.2
Though reassuring, the preliminary assessments of covid-19
prevalence and under-ascertainment rates must be interpreted
cautiously, considering sample selection bias and high variability
in local rates of infection, transmission, and testing.3 Indeed,
preliminary fatality rate estimates are likely overestimated,
though still likely to be more than 10 times greater than from
seasonal flu.4
Regardless, high transmission in a population naive to covid-19
has contributed to more than 250 000 deaths globally and has
substantially taxed healthcare resources and capacity. Even the
most conservative predictions show that covid-19 deaths may
exceed those from any other infectious diseases in our lifetimes.5
And, at the time of writing, most of the world’s population likely
remains susceptible to covid-19.
In the absence of a safe and effective vaccine, treatment, or
prophylaxis, non-pharmaceutical interventions are the only
options available to slow the virus’s spread. These include
physical distancing, hygiene, masks, isolation of infected people
and their contacts, and lockdowns, such as closures of school
and businesses and bans on public gatherings and travel. The
best strategy to reduce transmission of such an infectious disease
involves aggressive, early detection, with isolation of infected
individuals to minimise transmission before the disease can
become endemic locally.6

This strategy proved particularly difficult with covid-19, most
likely because of the delay between infection and manifestation
of severe symptoms and the lack of testing available. As a result,
strategies have pivoted from containment to mitigation, ushering
in lockdowns on a scale unprecedented in the modern collective
consciousness.

A blunt but necessary tool
Lockdowns are, comparatively, the most draconian
non-pharmaceutical intervention. When implemented
successfully, they decrease disease transmission by limiting
human contact at scale. Historical archival analysis of 43 cities
in the 1918-19 flu pandemic shows a strong association between
lockdowns and delayed or reduced peak mortality rates, as well
as reduced cumulative deaths.7 Earlier implementation and
longer lockdowns were also associated with reduced total
mortality.
Lockdowns are not without cost, risk, or harm. The resulting
economic, social, and emotional toll of covid-19 lockdowns
have been catastrophic and vast.8 And medical consequences
of lockdowns are beginning to emerge, with a paradoxical
increase in preventable deaths due to avoidance in seeking
necessary medical care, resulting in excess morbidity and
mortality from non-covid conditions.9
But restrictions cannot safely be lifted without the capacity for
massive testing, contact tracing, and adequate protection for
high risk populations. Otherwise, covid-19’s spread could
accelerate in communities that have not yet experienced their
peak case incidence rate, and second waves could be deadlier
in communities that have reopened after successful lockdowns.7
Of course, it is not known whether a second wave will occur—or
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But hope is not a strategy. Aggressive, free community screening
without physician referral, along with targeted testing in high
risk locations (nursing homes, prisons, homeless shelters) and
of random populations, could obviate the need for lockdowns.10
Yet, in the US, we have not prioritised the development of
necessary capacity for massive testing; nor is there the public
will to employ such a strategy. Until then, or until an alternative
strategy emerges, lockdowns will continue to be essential in
mitigating this growing pandemic.

No—John PA Ioannidis
Lockdown was justified initially, when announcements declared
a new, contagious virus with a 3.4% fatality rate and no
asymptomatic infections. The prospect of 50 million deaths
matched that of the 1918 flu pandemic. However, we know that
undetected infections are the vast majority. The people infected
outnumber those confirmed by polymerase chain reaction tests,
anything from fivefold (Gangelt, Germany) to more than
500-fold (Kobe, Japan).
The infection fatality rate is thus vastly lower than the
documented case fatality rates. Moreover, most covid-19 deaths
affect people with limited life expectancy,11 while the average
age at death in the 1918 flu pandemic was 28. The expected
loss of quality adjusted life years, even without aggressive
lockdown measures, is 100 to 1000 times lower than in
1918—perhaps comparable with (if not lower than) typical
seasonal flu, which kills 34 800 (95% confidence interval 13
200 to 97 200) children every year with acute lower respiratory
infections,12 in contrast with covid-19, which overwhelmingly
spares children.
Even if covid-19 is far milder than feared, it can still devastate
in specific settings. Massacres in overwhelmed hospitals with
contaminated personnel13 and in nursing homes14 represent the
lion’s share of deaths. Hospital preparedness, universal personnel
screening, draconian infection control, and social distancing in
these locations are indispensable.
However, blind lockdown of entire populations has questionable
added benefits. Locking down healthy, no-risk people and
transferring covid-19 patients to nursing homes was absurd.
Proponents of “lockdown to flatten the curve” should
acknowledge that this gains time for hospital preparedness but
that most, if not all, covid-19 deaths will still happen when
measures are relaxed—unless effective treatments and/or
vaccines emerge. Moreover, the lockdown-to-flatten-the-curve
rationale ignores seasonality and espouses 100 year old
observational data from a 1918 pandemic with an infection
fatality rate 100 times higher than covid-19.

cramped spaces. Low wage, essential workers adopt higher
risks, and shelters for vulnerable homeless people become
infection hotspots, while wealthy, healthy citizens get to stay
at home. Stress may also affect our immune responses to
respiratory infections. And, with the added horror spread by
various media sources, lockdowns represent uniquely stressful
experiences.
Under lockdown conditions many patients with acute, treatable
conditions (such as coronary syndromes) avoid seeking care.15 16
This disruption may be seen in the excess deaths accruing so
far in the covid-19 lockdown.17 Patients with cancer whose
treatment is delayed have worse outcomes.18 And when patients
avoid hospitals many health systems suffer financially, furlough
personnel, and cut services. Covid-19 overwhelmed a few dozen
hospitals, but covid-19 countermeasures have already
jeopardized thousands of them.
Prolonged lockdowns fuel economic depression, creating mass
unemployment. Jobless people may lose health insurance. Entire
populations may witness decreased quality of life and mental
health.19 Gun sales in the US have increased sharply since the
lockdown began, with unpredictable consequences.
Underprivileged populations and those in need are hit harder
by crises. People at risk of starvation worldwide have already
exceeded one billion.20 We are risking increased suicides,
domestic violence, and child abuse. Malaise and societal
disintegration may also advance, with chaotic consequences
such as riots and wars.
And how long a lockdown is enough? If we open now, will
lockdown recur in autumn? Next year? Whenever
authoritarianism so wishes? No dictatorship could imagine a
better precedent for absolute control.
Lockdowns were desperate, defendable choices when we knew
little about covid-19. But, now that we know more, we should
avoid exaggeration.21 We should carefully and gradually remove
lockdown measures, with data driven feedback on bed capacity
and prevalence/incidence indicators. Otherwise, prolonged
lockdowns may become mass suicide.
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Prolonged harms
Lockdowns have multiple components. Some, such as avoiding
mass gatherings, may work; others may not. Some may even
increase the number of covid-19 deaths—for instance, school
closures may increase frail relatives’ exposure to children. But,
regardless of the combination, lockdowns bring multifarious
harms beyond those related to the SARS-CoV-2 virus, such as
the consequences of health system dysfunction and extended
harms eroding health, the economy, and society at large.
Lockdowns implemented during high infectious activity will
force infective people to spend more time with frail relatives in
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how severe it might be. If one does occur, preparation is
essential. Hopefully, less blunt non-pharmaceutical interventions
(such as masks, testing and tracing, and social distancing) will
be adequate to contain a second wave.
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