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Pandemic. The rapid spread of 

disease over a large area, such as in 

many countries or across the globe. 

Lockdown. A vague term to 

describe state limits on behaviour 

(measures include ‘stay at home’ 

orders and business and public 

place closures). The general aim is 

social distancing, to increase the 

physical distance between people to 

limit the spread of infection. 
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Chapter 6 Responding to crisis: COVID-19 

policy and policymaking 
 

Chapter highlights 
1. The COVID-19 pandemic represents an existential and policymaking crisis. 

2. Studies of COVID-19 help to understand policymaking crises and the social and 

economic dilemmas associated with public health. 

3. COVID-19 prompted rapid and radical UK policy change. State intervention, to limit 

behaviour and compensate for economic inactivity, seemed inconceivable before 

2020. Yet, critics of the UK government identify a too-slow and ineffective response. 

4. Three approaches highlight key perspectives on COVID-19 policy and policymaking:  

• Policy analysis identifies how to address a profound existential crisis in public health. 

How could UK and devolved governments define and seek to solve this problem? 

• Policy studies identifies how governments address the problems and policy processes 

that they do not fully understand or control. How did governments respond? 

• Critical policy analysis identifies and challenges inequitable processes and outcomes. 

Whose knowledge mattered? Who won and lost from government action and 

inaction? 

 

Introduction: how did policymakers address an existential crisis? 
COVID-19 emerged in 2020 as an infectious disease with a worryingly high transmission and 

mortality rate and – initially - no vaccine or cure (WHO, 2020a; Cairney, 2021a). It caused an 

existential crisis to which all governments had to respond. The World Health Organisation 

(WHO, 2021b) declared a Public Health Emergency 

of International Concern in January and a pandemic 

in March. China was the first to respond to initial 

cases in January. The crisis hit Europe from 

February, prompting lockdown measures – to 

produce ‘social distancing’ - in most European 

countries by March. The UK number of COVID-

related deaths recorded in the first two years was 

approximately 182,000 (Table 6.1). By February 

2022, the high uptake of effective vaccinations 

allowed the UK and devolved governments to signal 

an end to most legal restrictions on behaviour (but not an end to infections and deaths).  

How did the UK government respond to COVID-19? Its early action (until March 2020) was 

largely exhortation, ‘emphasising effective handwashing, to stay a safe distance from other 
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Herd immunity: 

high protection from 

disease, in a 

population, following 

vaccination and/or 

previous infection. 

people, and to stay at home if experiencing COVID-19 symptoms’ (Cairney, 2021b: 100). 

From mid to late March 2020, it produced rapid and radical policy change, including:  

1. State intervention to curb individual liberty. It produced legislation (to be 

implemented by police forces in England) to oblige people to stay at home, and close 

public places (including schools), rather than trusting people to behave as advised. 

The devolved governments produced similar measures as part of a ‘four nations’ 

approach (Box 6.1).  

2. Government borrowing to expand public spending. It borrowed heavily to fund public 

services (including the National Health Service, NHS), increase social security 

benefits, fund employment ‘furloughs’, and subsidise and compensate businesses, 

rather than letting the market allocate resources (2021b: 102). 

These measures are unprecedented in the post-war period, and seem to contradict the trends 

against state intervention that we described in Chapters 4 and 5. Further, the nature and speed 

of change would have seemed inconceivable before 2020, particularly under a Conservative 

UK government so committed to reducing state intervention in favour of individual 

responsibility and market forces. Yet, the UK government was criticised frequently for not 

acting quickly enough to initiate – and fund properly - a lockdown (2021b: 90-91). Most 

criticism centred on the rapid and high numbers of deaths, particularly among older people, 

while some highlighted government inaction to address COVID-19’s impact on the health 

inequalities that were apparent before the pandemic. 

In that context, we examine COVID-19 policy through three lenses. First, we apply five-step 

policy analysis to address coronavirus:  how could governments define the problem, what 

solutions seem feasible, how can they apply value judgements to consider trade-offs, can they 

predict the effect of each solution, and what should they do? For example, the most stark 

division of approaches was between actors seeking maximal state intervention, to seek ‘zero 

COVID’ until a vaccine or cure could be found, or minimal state 

intervention, to encourage ‘herd immunity’. Within this range are 

calls to minimise COVID-19 infection in the short term 

(emphasising state responsibility and maximal intervention) or 

manage for the long-term (emphasising individual responsibility 

and moderate state intervention). 

Second, we draw on policymaking research to situate this analysis in real-world 

developments, identifying how UK policymakers addressed a policy problem out of their 

understanding or control. We identify the main aspects of policy change, including measures 

to address COVID-19 directly (such as lockdown regulations and economic support) and the 

consequences of COVID-19 policy choices (such as to find alternatives to school exams 

when schools closed for long periods). Throughout, the UK government described an 

epidemic that could not be eradicated, but rather (1) managed in the short-term to ensure that 

a peak of infection did not overwhelm NHS capacity, while (2) seeking to return quickly to 

normal life when a vaccine became available (Cairney, 2021a: 252). It was also at the heart of 

a ‘four nations’ approach with devolved governments (Box 6.1).  
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SAGE: Scientific 

Advisory Group for 

Emergencies (the expert 

group coordinating 

COVID-19 scientific 

advice to ministers) 

PPE: personal protective 

equipment. 

 

 

 

NCDs (non-communicable 

diseases): chronic diseases 

not passed from person to 

person, including heart and 

respiratory diseases, strokes, 

cancers, and diabetes. 

 

Third, we draw on critical policy analysis to identify who benefits and loses from action or 

inaction.  While UK ministers described everyone being in it together, the impact of COVID-

19 has been unequal (Cairney, 2021b: 107; Bambra et al, 2021). The most visible inequality 

related to age, since older people were more likely to become ill or die from COVID-19. We 

also identify the social and economic factors – often described as the ‘social determinants of 

health’ – that cause the unequal spread of NCDs and 

unequal impact of COVID-19 (Cairney et al, 2021). These 

factors include income, wealth and employment (e.g. only 

some have the ability to live and work safely at home), 

gender (e.g. the unequal distribution of employment or 

caring responsibilities), race and ethnicity (e.g. the unequal 

exposure to infection), and disability (e.g. the impact of lockdowns on social care).  

In the conclusion, we ask if COVID-19 has prompted enduring changes to policy and 

policymaking. On the one hand, the Conservative UK government shifted to an emphasis on 

state responsibility for public health, and engaged in a level of borrowing and spending 

comparable to the post-war Labour governments. On the other, it has signalled a return to 

pre-COVID policies as soon as possible, by reducing state public health measures and 

reverting to individual responsibility more quickly than the devolved governments, then by 

seeking ways to reverse its tax and spending trajectory. 

Box 6.1 Who is responsible for COVID-19 policies? 
The UK and devolved governments have responsibility for COVID-19 whenever they class it 

primarily as a public health problem. However, the UK government has a major influence on 

UK policy as a whole (Basta and Henderson, 2021):  

Leading a ‘four nations’ approach. The four governments coordinated key responses (e.g. 

school closures in March 2020) and drew on similar evidence (e.g. from SAGE and meetings 

of the four chief medical officers). The initial emergency 

response was ‘tightly choreographed’, to coordinate health 

service responses, PPE supply, testing capacity, and food 

security (Paun et al, 2020b: 4). Policy for Northern Ireland 

tends to be close to policy for England. The Scottish and 

Welsh governments often produce marginal divergences from 

the UK government, such as by removing restrictions later or 

administering different schemes (2020b: 5-6). 

Making policy applicable to the UK as a whole. The UK government is responsible for 

borrowing and most taxes to fund additional spending. It allocates a share of UK spending to 

other territories (e.g. the employment furlough scheme) or provides budgets ‘consequential’ 

on spending for England (e.g. the devolved government budget rises when NHS funding in 

England rises). Devolved governments could fund their own schemes, but have a limited 

budget to fund divergence. For example, they could maintain longer lockdowns, but would 

not receive additional funding for the employee furlough scheme. 
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Legislating on behalf of devolved territories. The Coronavirus Act 2020 contains provisions 

that range in applicability, from England-only to UK-wide. It confers powers on devolved 

government ministers, such as to introduce regulations consistent with the Act. The Scottish 

Parliament also passed the Coronavirus (Scotland) Act 2020 to establish fines for lockdown 

non-compliance, prevent home evictions, and reform court proceedings. 

Each government oversees policy made or delivered by its own public bodies, such as local 

authorities or health authorities. The roles of public bodies can be contentious, such as when 

the UK government established a separate organisation to oversee its test, trace, and isolate 

policy, rather than boosting existing local capacity and expertise.  

Policy Analysis: how to address the policy problem 

Step 1: how could governments define COVID-19 as a policy problem? 
The definition of a physical problem is not the same as a policy problem. Problem framing 

combines evidence and persuasion to draw attention to one definition, which includes an 

account of: the problem’s size (including severity and urgency), its cause, who it affects, and 

the extent to which the state should be responsible for intervention (Chapter 2). Further, 

COVID-19 policies create additional problems for government, such as when lockdowns 

have knock-on effects for public services (including healthcare, education, justice, and 

housing).  

Both aspects of COVID-19 have changed somewhat from 2020-22. The physical problem 

was defined initially, by organisations such as the WHO, as a ‘a virus and disease with a 

worryingly high transmission, incubation, and mortality rate and no known vaccine or cure’ 

(Cairney, 2021a: 250). Then, new treatments and effective vaccines emerged, boosting hopes 

of managing infections, particularly when new variants appeared to be more infectious but 

produce less severe illness among highly-vaccinated populations. These hopes informed 

calculations regarding the benefits of lockdown policies versus the cost of their knock-on 

effects. 

These developments suggest that the policy problem’s definition changed over time, from 

crisis in early 2020 to optimism in 2022. However, there is not one shared definition of the 

problem. Rather, any interpretation of developments relates to two competing grand 

narratives that connect a story of the physical problem to a claim for the role of the state:  

1. The minimal intervention story.  

Mass infection is inevitable, and most government restrictions simply delay an epidemic 

while adding burdens. This story supports minimal state intervention, primarily to (a) accept 

the inevitability of ‘herd immunity’ via the rapid spread of disease among a healthy 

population, (b) isolate vulnerable populations, and (c) avoid overwhelming health service 

capacity (e.g. The ‘Great Barrington Declaration’ https://gbdeclaration.org/; Kulldorff et al, 

2020). 

2. The maximal intervention story. 

https://gbdeclaration.org/
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Non-pharmaceutical interventions (NPIs). Policy instruments to reduce the spread or 

impact of disease (in addition to vaccines and medicines if available). They include stay-at-

home orders, closing public places, mask mandates, and test-trace-isolate measures. 

Precautionary principle. Policymakers should: (1) act decisively when the problem is too 

urgent to ignore (even when there is not enough evidence to minimise uncertainty), and (2) 

explain how policy relates to current evidence (Tosun, 2013; Monaghan et al., 2012). It can 

be invoked to prevent different things (e.g. loss of life, reduced wellbeing) and warn against 

action or inaction (each have unintended consequences). However, in the UK at least, it 

tends to be used to criticise a lack of policy change (e.g. to lockdown or impose mask use). 

 

Rapid mass infection would be disastrous in relation to population illness and death. Non-

pharmaceutical interventions are essential until effective pharmaceutical interventions can 

be produced. This story supports maximal state intervention, to minimise COVID-19 in the 

population until a vaccine can be found (e.g. the ‘John Snow Memorandum’ 

https://www.johnsnowmemo.com/; Alwan et al, 2020; Independent Sage, 2020). Use the  

‘precautionary principle’ to act decisively to minimise COVID-19 illness and death (Box 

6.2; Cairney, 2021a: 254), and prevent ‘social murder’ (Abbasi, 2021). 

These competing approaches influence how to measure – and interpret - the size and urgency 

of the policy problem (Box 6.2). 

Box 6.2 Key terms to describe the size and urgency of the policy problem 
R: the reproduction number of a virus. The ‘basic’ number relates to a new population (R0), 

and the ‘effective’ number relates to a population with some immunity (Re). An R of 3 means 

that one person would infect 3 more people on average, with many infecting no-one, and 

some infecting many (over, say, a 5-day period). An R consistently below 1 means that the 

number of new cases would fall over time. Estimating R is difficult, with studies reporting a 

range of estimates (highlighting scientific uncertainty) and noting that the R0 varies within 

and across countries because levels of relevant social contact vary (e.g. being on your own in 

a field is safer than close proximity to unmasked people shouting in unventilated indoor 

areas). While Liu and Rocklöv (2021: 1) estimate the R0 of the original strain to be 2.8, 

Locatelli et al (2020: 1) estimate 2.2 in Western Europe, which is lower than estimates in 

China. The R0  has risen with each new COVID-19 variant, with Alpha exhibiting a ‘43 to 

90% higher reproduction number’ than previous strains (Davies et al, 2021: 1), Delta 

estimated at 5 (Liu and Rocklöv, 2021), and Omicron at 8 (Liu and Rocklöv, 2022). 

Growth rate. The daily change in the number of infections. 

Exponential growth. An increase in quantity that is compounded in each time interval. If the 

R is 3 and new infections take 5 days: 1 person infects 3 (5 days), 3 people infect 9 (10 days), 

9 infect 27 (15 days), and so on, until (say) 1,594,323 infect 4,782,969 (70 days). 

Doubling time. The time it takes for cases to double. For example, if we begin with 1000 

cases and a doubling time of 3 days, there would be 4,096,000 cases in 39 days. 

Case fatality rate (CFR). The proportion of deaths resulting from infection. In early 2020 it 

appeared to be 1% (or 40,960 deaths in our 39-day example).  

https://www.johnsnowmemo.com/
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Excess deaths. The estimated difference between usual/expected and actual deaths (how 

many people would have died regardless of COVID-19).  

Asymptomatic. A focus on known symptoms was problematic because many people were 

infected and infectious without experiencing the expected symptoms. Before tests were 

available, the initial symptoms for diagnosis were high temperature and persistent coughs. 

Subsequent symptom lists grew to include the loss of a sense of smell or taste, breathing 

difficulties, and fatigue (then the symptoms of a cold). 

QALY. The metric Quality Adjusted Life Year (one year of life in good health), used to 

compare the positive impact of medical interventions with the cost of treatment. 

See Spiegelhalter and Masters (2021), UK Health Security Agency (2022), McDonald (2022) 

Table 6.1 summarises the key issues subject to interpretation, highlighting possible measures 

and examples of uncertainty or contestation. Examples include: 

1. How to measure and explain urgency. The unfamiliar idea of exponential growth in 

cases, and a doubling time of a few days, was difficult to explain to policymakers 

and the public (Lammers et al, 2020). More familiar indicators include estimated 

numbers of infections, hospitalizations, and deaths.  

2. How to measure severity. There has been much debate on what counts as a COVID-

19 caused death (Tucker, 2022) and what is an unacceptable amount of deaths. A 

focus on excess deaths shows when far more people were dying compared to 5-year 

averages (Spiegelhalter and Masters, 2021: 102-3).  

3. How to identify the cause of the problem. Initial advice on hygiene reflected the 

assumption that the main route for spreading was via droplets. Subsequent advice on 

face coverings reflected growing evidence on its airborne transmission (Greenhalgh et 

al, 2021). Scientific debates focused on definitions (what counts as aerosol 

transmission?), the aim of mask wearing (to protect the wearer or wider public?), who 

should bear the burden of mask use, and how best to gather and communicate 

relevant evidence (compare Greenhalgh et al, 2020; Greenhalgh, 2020 with Martin et 

al, 2020a; 2020b; see also Escandón et al., 2021: 17-23). The WHO (and SAGE) 

shifted from discouraging mask use in April 2020 to greater encouragement from June 

2020 (Martin et al, 2020b: 502; Cairney, 2021c: 10). 

4. How to identify and interpret risk. Key questions include: who is most at risk of 

infection death (and why), which NPIs reduce the risk of infection, and how much do 

vaccinations reduce the risk of hospitalization and death? 

In each case, maximal and minimal approaches have provided very different interpretations 

of these questions and their implications. The former invites governments to treat COVID-19 

infection as inevitable and not to over-react. The latter exhorts governments to treat COVID-

19 as an urgent and profound public health crisis and warns about the mass deaths caused by 

under-reaction. These debates on the pros and cons of lockdowns continue (e.g. compare 

Yates, 2022; Hughes, 2022) and it is unusual for commentators to shift from one position to 

another in light of new developments (although compare Sridhar, 2020; 2022). 
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Table 6.1 Measures of COVID-19 (UK, by end February 2022 unless otherwise stated) 

Category Example  Example of issues with the measure or response 

Recorded cases 18,886,701 Cases are concentrated in key periods (e.g. July 2021-February 

2022) and vary by region. Cases in vulnerable groups provide a 

more useful measure of severity. 

R 0.8 to 1.0 R tells us how many people one person will infect, not how 

quickly. It was difficult to estimate in 2020, and the average 

hides concentrated rates in specific regions.  

Growth rate, 

doubling time 

2-3 days, initial 

Omicron spread 

The UK government underestimated the doubling time of the 

first COVID-19 spread in March 2020. 

Hospitalisations 730,973 A classic measure of severity after the fact 

People in 

intensive care 

271 (peak of 

4077 in 24.1.22) 

In 2020 there were reasonable concerns that demand for 

intensive care would outstrip capacity. 

Deaths 182,609 (A) 

 

(peak number 

recorded on one 

day, 1,364 on 

19.1.21). 

There are different ways to record a COVID-19 related death. 

‘Deaths with COVID-19 on the death certificate’ is A. ‘Deaths 

within 28 days of positive test’ was 161,361 (B).  

The second peak of infection caused far more deaths. 42433 

people (B) died in the first 7 months (from 1.3-30.9.20). 85616 

(B) died in the next 7 months (from 1.10-30.4.21). Over 70% of 

deaths were of people aged 75+, and over 80% were in people 

with at least one ‘pre-existing condition’ (ONS, 2022e) 

Excess deaths 169,000 COVID-19 Excess Mortality Collaborators (2022: 11) estimate 

169000 by the end of 2021 (of 1.18 million in Western Europe 

and 18.2 million worldwide). The UK excess death rate of 127 

(127 out of every 100000 people) compares to a ‘global all-age’ 

rate of 120 and the Western Europe average of 140 (ranging 

from effectively zero in Iceland to 227 in Italy) (2022: 1; 10). 

Case fatality 

rate (or risk) 

0.05-11.6% 

(according to 

age, 2nd wave, 

England) 

Early SAGE estimates suggested a CFR of 1% (1 death in 100), 

but much higher among older unvaccinated populations. The 

CFR dropped significantly when most people were vaccinated.  

QALYs lost Not measured In theory, governments can use QALYs to compare the costs 

and benefits of NPIs, but few seem to do so. 

Long COVID 

(self-reported) 

1.8m by 3.4.22 It took time for governments to recognise it. Defined by the 

ONS (2022a) as ‘symptoms persisting for more than four weeks 

after the first suspected coronavirus (COVID-19) infection that 

were not explained by something else’  

People 

vaccinated (age 

12+, by dose) 

1st 53m (91.5%) 

2nd 49m (85.2%) 

3rd 38m (66.4%)  

These proportions are higher among vulnerable groups. The UK 

and devolved government strategy was to prioritise by age and 

other causes of vulnerability.  

People with 

antibodies 

99% Combines people with antibodies (1) following infection and/ 

or (2) following vaccination. The proportion dropped in 2021 

(almost halving in people over 65) before the ‘booster’ (3rd jag) 

programme (ONS, 2022b). 

Health 

inequalities 

Various 

measures 

There are no equivalent ‘dashboards’ to treat inequalities as 

urgent indicators. 
Sources: UK Government (2022); UK Health Security Agency (2022); Spiegelhalter and Masters (2021: 107); 

ONS (2022a; 2022b); Harman et al (2021) 
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Step 2. Identifying feasible solutions 
These debates inform assessments of the feasibility of possible solutions, with analysis 

focused on: how to connect technical feasibility (a solution will work as intended if 

implemented) to politically feasibility (it is acceptable to your policymaker audience) 

(Chapter 2). For example, what if maximal intervention is the most technically feasible way 

to minimise COVID-19 spread, but minimal intervention is the most acceptable to 

policymakers? Further, what if key data on public attitudes to intervention is uncertain and 

contested? Analysts would draw on evidence and argumentation to narrate political 

feasibility. 

In early 2020, technically feasible solutions appeared be to (1) produce social distancing via 

strictly enforced regulations on behaviour and (2) minimise spread via high-surveillance and 

high-coercion test, trace, and isolate measures (Cairney, 2021b: 102). However, the most 

politically feasible options until March 2020 were to exhort and support behavioural change, 

such as via public education to encourage social distancing, handwashing, and/ or mask 

wearing. Lockdowns have adverse social and political consequences: school closures 

undermine learning and exam preparation, and the effect is highly unequal (Box 6.5); routine 

healthcare is restricted and crowded out by COVID-19 responses; care homes for older 

people become closed to visitors; people with disabilities have less access to state support; 

social distancing exacerbates isolation; and, many parts of the economy do not operate, which 

can exacerbate unemployment and poverty. Each example would prompt policymakers to 

hesitate before introducing or maintaining a lockdown. 

Events and time influence this calculation of feasibility. First, by March 2020, the urgency 

and severity of COVID-19 quickly shifted policymaker and public attitudes on the political 

feasibility of state intervention. Most people in the UK supported the first lockdown and 

would accept further restrictions in the spirit of social solidarity (Smith, 2020a; 2020b; 

Ibbetson, 2020; Burkitt and Quigley, 2020; YouGov, 2022; Foad et al, 2021; Devine et al, 

2021: 279; Jackson et al, 2020; Skleparis, 2020; Gill, 2020b). Second, it was unclear how 

long people would accept the effects of strict restrictions (Oliver, 2020; Foad et al, 2021: 7). 

Consequently, it began to take ‘a higher level of COVID-19 cases to elicit a similar response 

from national policymakers (in most contexts)’ (Phillips et al, 2021: 4). Third, the mass 

rollout of vaccines (from 2021) had a further impact on the political feasibility of lockdown 

measures, particularly when governments had described the need for lockdowns only until a 

vaccine was available.  

Steps 3. Using values and goals to compare solutions, and Step 4. Predicting 

the outcomes of solutions 
Steps 3 and 4 are closely connected and both were not a strong feature of initial COVID-19 

policies. Discussions of trade-offs has not been a regular feature of COVID-19 debates 

(Cairney, 2021a: 106), and SAGE advice to ministers highlighted uncertainty about the 

individual impact of each NPI (Cairney, 2021c). Still, we can identify the key trade-offs 

between solutions as:  
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• State intervention for population security versus human rights or individual freedoms 

lost during lockdowns. 

• Efficiency versus resilience in relation to (1) pandemic preparedness, when 

governments stockpile equipment,  and (2) rapid responses, to produce high 

emergency capacity without knowing if it is required.  

• Trading off efficiency for equity, such as when a focus on fair outcomes produces high 

spending on employment furloughs and social security. 

• Actions to protect population security challenge environmental sustainability, such as 

during the mass production of disposable PPE. 

• One country’s resilience may also cause global inequity, when richer countries hoard 

vaccines for multiple use. 

There are also trade-offs associated with individual values such as equity (fairness is a highly 

contested topic in general). First, giving priority to the lives of coronavirus patients 

contributes to the deaths of others, in the short term when people avoid hospital (affecting 

older and poorer people disproportionately), and the longer term when the lockdown 

exacerbates problems associated with ‘poverty, unemployment and mental health problems’ 

(Paul Johnson, 2020a; 2020b). Second, lockdown highlights ‘distributional choices’ since the 

effect on people facing gaps in education is starker in state than private schools, the loss in 

employment is more likely among the under-25s and the lowest-earning workers, and an 

employment furlough scheme prompts more women than men to stop work to look after 

children (2020a; 2020b). Third, when governments are releasing lockdowns, whose activities 

should return to normal first? For example, should governments open up schools first, to 

benefit children and their parents? Fourth, who should receive vaccinations in what order? 

However, some trade-offs are contested. In particular, there is continuous debate about the 

alleged trade-off between health and the economy. Some argue that lockdowns in the name of 

public health exacerbate economic inactivity. Others argue that well-timed and well-designed 

NPIs (including stay at home measures) reduce COVID-19 spread and therefore allow a 

quicker return to relatively normal economic and social life (such as by minimising absences 

from work) (Casey, 2020). 

What would a cost-benefit analysis (CBA) look like?  

Layard et al (2020: 1) try to relate COVID-19 policy to a single metric: ‘the number of 

Wellbeing-Years’ (WELLBYs) gained or lost. They compare COVID-19 illness and deaths 

with the harm to ‘incomes, unemployment, mental health, public confidence and many other 

factors’ associated with lengthy lockdowns. The WELLBY is akin to the QALY measure 

used frequently in health CBAs, but focused on the idea of ‘individuals’ satisfaction with 

their lives’ (2020: 3). They describe ‘average wellbeing in the UK’ as ‘approximately 7.5 

measured on a scale of 0-10’ to describe ‘the loss of one year’s life as 7.5 WELLBYS lost’ 

(2020: 3). They describe a ‘time to release the lockdown’ (while maintaining social 

distancing and isolating vulnerable people) when the positives outweigh the negatives:  
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NICE: National Institute for 

Health and Care Excellence. It 

provides advice on the 

effectiveness and value for 

money of technology (e.g. 

medicines) and health and 

social care interventions. 

 

• Positives: ‘increases people’s incomes’, ‘reduces unemployment’, ‘improves mental 

health, suicide, domestic violence, addiction, and loneliness’, ‘maintains confidence 

in the government’ (Box 6.3), and ‘restores schooling’ (Box 6.5). 

• Negatives: ‘increases the final number of deaths’ from COVID-19 and the illnesses 

not treated by an overstretched NHS, and ‘increases road deaths, commuting, CO2 

emissions, and air pollution’ (2020:2).  

Their ‘rough valuations’ were designed to prompt the UK government into performing and 

debating a more sophisticated analysis that calculates the unequal effects of lockdown and the 

price of a life (2020: 8). The latter is a routine part of 

medicines policy. Organisations such as NICE value a 

year of life at £25,000 when rationing medicines. Such 

valuations would suggest that no lockdown was 

necessary (2020: 16). The UK and other governments 

valued each life saved far more highly than £25000, and 

more highly than for life preservation in general. This 

inability to assign a value-to-life consistently across public policy is understandable, but 

produces unequal treatment.  

Box 6.3 The role of trust and mistrust in government 
Public trust in government is essential. Cairney and Wellstead (2020: 1) define trust as ‘belief 

in the reliability of other people, organizations, or processes’ and describe high stakes: 

‘people need to trust experts to help them understand and respond to the problem, 

governments to coordinate policy instruments and make choices about levels of coercion, and 

citizens as they cooperate to minimize infection’. Drivers of trust include:  

1. Individual factors, including (a) psychology, which informs a ‘disposition to 

trust’, (b) behaviour to enhance a ‘reputation for integrity, credibility, and/or 

competence, (c) a mutually valued reason to cooperate, such as shared beliefs, 

acceptance of authority, and trustworthy reputations based on cooperation. 

2. The social and political rules to encourage cooperation and punish defection. 

3. The need for people to put their faith in strangers, to boost cooperation in 

political systems (2020: 4-5).  

For example, citizens may trust governments based on their beliefs (trust relates strongly to 

party preferences), or a government’s track record, and if policymakers follow their own 

rules (2020: 5). Indeed, a key theme in UK politics has been the reduction in trust (or rise of 

mistrust) when policymakers have flouted their own rules.  

One major let-down was in 2020 when Prime Minister Boris Johnson’s special adviser 

Dominic Cummings was not sacked after being caught breaking lockdown rules (Boseley, 

2020; Jackson et al, 2020). Trust in government was already falling during the partial release 

of lockdown, then exacerbated by ‘Cummings-gate’ (Policy Institute, 2020). On the 26th 

May, Savanta ComRes (2020) described the ‘government’s approval rating … at -2%, 

dropping 16 points in just one day, while the Prime Minister’s own approval is now also 

below zero (-1%), having dropped 20 points since the end of last week’.  
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Another let-down was ‘party-gate’, in which many ministers and government staff flouted 

UK government rules at parties on the grounds of 10 Downing Street in 2020/2021, at a time 

when members of the public were prosecuted for similar activity. Intense attention to the 

scandal contributed to negative survey responses - trust in Johnson’s ‘competence and 

trustworthiness’ reached ‘new lows’ (Smith, 2022) – and Johnson’s resignation in July 2022. 

Step 5. Making recommendations 
Policy analysis texts advise that recommendations should be simple, short, and punchy to 

make the problem seem solvable and the solution seem feasible. Yet, COVID-19 policy 

defied simple analysis. There was high contestation to define the problem in relation to its 

size, urgency, and cause. The eventual response for most countries in 2020 – lockdown – 

appeared to be the most technically feasible way to produce ‘social distancing’. However, its 

political feasibility was initially unclear, seemed to diminish after a peak of support, and 

diminished further when vaccination offered governments a way out. There are numerous 

trade-offs and uncertainties about the effects of policy solutions, but governments seem 

unwilling to clarify their aims well enough to clarify the trade-offs. Further, the presence or 

absence of lockdown is only one part of the puzzle, since it contributes to a suite of problems 

relating to adapting public services – including health, social care, education, justice, and 

social security – during crisis.  COVID-19 policy involves continuous trial-and-error 

policymaking during long periods of high uncertainty. This approach is consistent with the 

complex government story, but not the Westminster story of centralised and authoritative 

government (Chapter 3; Cairney, 2021b: 108-9). 

How did the UK and devolved governments respond to 

COVID-19? 
Government responses have varied widely across the globe, and over time. It is difficult to 

describe any state intervention as simply minimal or maximal, although the Swedish 

government did not introduce highly coercive measures to achieve social distancing (Pierre, 

2020), while China’s response included ‘draconian quarantine and self-quarantine’ measures 

(Shih, 2021: 67) and South Korea produced a highly interventionist test-trace-isolate system 

(Kim, 2020). The UK approach was more restrictive than Sweden, but UK ministers and their 

advisers rejected the approaches of China and South Korea (Cairney, 2021c). 

How did the UK government define the problem? 
The UK government’s definition of the problem has varied over time, partly in relation to 

COVID-19 urgency and severity. Seven statements summed up its initial approach in early 

2020 (informed by SAGE and other science advice – Box 6.4), followed by three statements 

to reflect new developments: 

1. COVID-19 can only be managed, not eliminated, until a vaccine is produced. 

2. We do not know in advance if we can foster social trust and empathy to encourage 

responsible individual action, or if people will only protect others if obliged to do so.  

3. Adopt a suppression (not elimination) strategy, using NPIs when necessary to reduce 

R and keep the growth rate to a manageable level while shielding the most vulnerable. 
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Manageable is defined as not overwhelming the NHS during a major peak of cases 

(the original UK government slogan was ‘Stay Home, Protect the NHS, Save Lives’). 

4. It is difficult to predict how long it will take suppression to work, or if there will be 

high public acceptance and compliance throughout. 

5. Avoid any enforcement that is too quick, since it will panic the public and may reduce 

trust in government.  

6. Avoid too light or too draconian measures (the latter may contribute to a more severe 

second peak of infection when measures are relaxed). 

7. Seek a way to transition from lockdown measures as soon as possible - to boost 

economic activity, education, and normal social life – while keeping R below 1 

(Cairney, 2021a: 252). 

This definition helps to explain developments in 2020, including initial hesitation to 

introduce a strict lockdown (until March), attempts to remove many lockdown measures 

(Summer), and a shift to high restrictions only in places with the highest proportions of cases:  

8. Regional approaches offer a way to transition from lockdown measures towards a 

targeted approach, backed by a new system to test, trace, and isolate infected 

populations.  

It also explains the need for an updated definition to explain the re-imposing of some 

lockdown measures, from autumn 2020, when the R was too high and a second larger wave 

of infection was likely. Ministers related the latter to new variants (Box 6.2): 

9. New variants are more infectious and deadly, requiring temporary lockdown measures 

to protect NHS capacity during pressure periods (which peak during winter). 

Finally, the mass production and roll-out of an effective vaccines programme allowed the UK 

government to modify its problem definition, emphasising the possibility of returning to 

minimal state suppression measures if mass immunity - or, at least, a massively reduced case 

fatality rate and well-functioning NHS - was achieved:  

10. High rates of vaccination offer a way to return to normal life, treating COVID-19 as a 

manageable problem that does not require drastic limits to individual freedoms.    

Prime Minister Boris Johnson’s speech in July 2021 represented the early stage of this shift. 

He noted that hospitalisations and deaths were rising, and that key measures – including the 

test-trace-isolate system, and vaccine certification to travel abroad or attend some events - 

remained necessary, but signalled that high rates of population immunity would allow a 

lessening of restrictions: 

‘there comes a point when restrictions no longer prevent hospitalisations and deaths, 

but simply delay the inevitable. And so we have to ask ourselves the question: if not 

now, when?’ (Johnson, 2021). 

The UK government portrayed the UK’s experience of the ‘mild’ Omicron variant (during 

the 2021-22 Autumn and Winter) as an indicator of the potential to remove restrictions 

further. Its ‘Living with Covid’ framing – February 2022 - combined a focus on (1) 

vaccination as ‘our first line of defence’, (2) reaffirming a commitment that ‘restrictions 

would not stay in place a day longer than necessary’, and (3) arguing that ‘the UK is in the 
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strongest possible position to learn how to live with Covid and end government regulation’ 

(Prime Minister's Office, 2022). This framing has not changed since then. 

Box 6.4 UK Government ministers ‘guided by the science’ 
It may be tempting to deduce, from high public criticism by scientists, that ministers were 

ignoring scientific research to frame their choices. If so, their constant claims – of being 

‘guided by the science’ – would seem cynical. Yet, initial ministerial choices were consistent 

with the scientific advice that they received from their most trusted sources. Guided by ‘the 

science’ meant ‘our scientists’: 

• Senior government scientific advisors were the ‘core insiders’, consulted regularly on 

multiple aspects of the policy problem. They included the Chief Scientific Advisor 

(Sir Patrick Valance) and Chief Medical Office (Professor Chris Whitty), both UK 

government civil servants.  

• Members of SAGE were the ‘specialist insiders’, treated as authoritative in their field, 

and consulted via the advisory group system (they were generally not civil servants).  

• Most others were ‘peripheral insiders’, consulted cosmetically and often critical of 

ministers when they felt ignored. 

• Some were ‘outsiders’ by ideology (their aims contrast with those of ministers) and/ 

or behaviour (their more intense criticism of ministers would rule out being 

consulted), including the self-styled ‘Independent SAGE’ (Cairney, 2021c: 1-6).  

Cairney’s (2021c: 6) analysis of official science advice ‘highlights the strong influence of 

core and specialist advice on the timing and substance of UK government policy’. Analysis 

of ‘limited action in January and February’ and the delayed lockdown in March ‘shows that 

UK government policy was largely consistent with SAGE evidence and advice’ (2021c: 6). 

Further, core/specialist insider advice underpinned the UK government’s framing of COVID-

19 policy as a chronic problem to be managed, not eliminated (Cairney, 2021a: 253-4).  

These findings do not show that UK ministers were guided by ‘the science’. They relied on a 

core group of advisers who followed the ‘rules of the game’ - including formal civil service 

rules and informal rules on advocacy (e.g. respect the right of ministers to make policy, 

present modest demands, keep discussions in-house) – and adapted their advice to ministerial 

agendas (Cairney, 2021c: 4; see also Atkinson et al, 2021). Further, ministerial reliance on 

core insiders varied markedly after the initial release of lockdown (House of Commons 

Health and Social Care and Science and Technology Committees, 2021: 5-9). 

Did the devolved governments define the problem differently? 

Throughout 2020-22, we can detect devolved government differences in framing. They 

include greater attention to human rights frames in Scotland (Tisdall and Morrison, 2022: 3). 

Further, Scottish and Welsh government ministers adopted a more cautious tone: focusing 

more on public health than individual choice, more reluctant to relax lockdown restrictions, 

and critical of the UK’s communication of lockdown release (Kenny and Sheldon, 2020; 

Sheldon and Kenny, 2020). However, a four nations approach, combined with the UK 

government’s disproportionate role (Box 6.1) suggests that they described variations on the 

same theme. Levels of ministerial, civil service, and science advisor coordination were high 

during the March 2020 lockdown (Paun et al, 2020a), to reinforce the ‘all in it together’ 



14 

 

message. Further, the example of school closures demonstrates consistently similar 

messaging and policies, even though each government oversees different systems (Box 6.5).  

Box 6.5 COVID-19 and the school examinations crises 
The UK and devolved governments are each responsible for their school examinations 

systems. However, in 2020 and 2021, they sought a ‘four nations’ approach, to: coordinate 

key choices, including to close schools on 18th March 2020; and, maintain regular contact to 

learn from each other (Kippin and Cairney, 2022a; 2022b). This approach did not prevent the 

crises that prompted them to reverse their policies within days of the examinations results in 

2020. These problems began when they felt compelled to close schools for so long that it 

became infeasible to hold examinations (including Highers in Scotland and A-Levels in 

England, Northern Ireland, and Wales). They had weeks to find a replacement to exams that 

would allow them to release equivalent results in August and ensure that Universities could 

admit students.  

Kippin and Cairney (2022a) show that each government oversaw similar ‘windows of 

opportunity’ to select similar solutions. When defining the problem, they prioritised the 

‘credibility’ and ‘integrity’ of the exams system, using teacher assessed grades (TAGs) but 

seeking to avoid teacher bias and ‘grade inflation’. This definition limited them to two 

options – TAGs alone, or using an algorithm to standardise their results – and they selected 

the latter while describing TAGs as unfair and unreliable. The exams-day results prompted a 

media, public, and parliamentary outcry, focused on the unfairness of the results when the 

standardisation process reduced more grades of the students from schools in areas of relative 

deprivation. Each government defended their system briefly, then U-turned, adopting the 

TAGs that they had criticised.  

Kippin and Cairney (2022b) show that each government focused on avoiding political crisis 

the following year. After cancelling exams, they sought ways to protect the integrity of exams 

without using an algorithm. Each oversaw a quality assurance process criticised as ‘exams in 

all but name’ since the coursework requirements placed a high burden on students and staff. 

The result was a process, and results, which did not receive the same levels of criticism, 

despite reproducing similar levels of ‘grade inflation’ and inequalities of attainment.  This 

outcome reflects a tendency for one - ‘neoliberal’ – approach to education equity to dominate 

(Box 5.4). It prioritises equality of access to schools without substantive commitment to 

reducing inequalities of outcomes (such as attainment) via policy instruments to redistribute 

income/ wealth or school resources (Cairney and Kippin, 2021). 

What policy solutions did the UK and devolved governments select? 
We identify four main phases of policy change over two years: 

Phase 1. Government advice and voluntary behaviour (until mid-March 2020).  

There was relatively little UK and devolved government activity in January and February. 

SAGE and COBRA began to meet from late January, but early SAGE meetings largely 

described uncertainty about the likely spread and impact of COVID-19 in the UK, and the 

Prime Minister (and Scottish Government First Minister) did not attend initial COBRA 

meetings (Haddon, 2022).  
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COBR or COBRA: ‘Cabinet Office Briefing Room (A)’ describes the UK Government’s 

Civil Contingencies Committee. COBRA meetings inform ministers of emergencies and 

foster coordination. They are chaired by the Prime Minister or a senior minister. COVID-19 

meetings include devolved government First Ministers (Haddon, 2022; Paun et al, 2020b). 

 The first half of March involved a UK government push to explain COVID-19 and how 

people could respond: wash your hands well (assuming that COVID spread via droplets), 

keep a safe distance from others, and isolate yourself if experiencing symptoms (the role of 

asymptomatic spread - Box 6.2 - was less well known). UK ministers and their advisors 

(Box 6.4) made regular media and parliamentary committee appearances to recommend 

behavioural changes and explain their definition of the problem (Kettell and Kerr, 2021).  

An explicit policy aim was to ‘flatten the curve’ of population infection, or containing the 

virus enough to make sure it: (1) spreads at the right speed, to allow most people to recover 

alone while the most vulnerable are treated well in the NHS, and (b) peaks at the right time, 

to coincide with the lowest NHS demand. Before lockdown, there was high uncertainty about 

which solutions would fulfil that aim most effectively. For example, if governments closed 

schools but not workplaces, would pupils go to their grandparents? If they banned attendance 

at large sporting events, would people gather in pubs? Further, SAGE described a ban on 

mass gatherings as low impact, and questioned the feasibility of international travel bans or 

routine screening on arrival (Cairney, 2021c: 8). 

Newspaper accounts (and SAGE meeting papers) suggest that a shift to the direct regulation 

of behaviour did not seem feasible to ministers, or their advisors, until around mid-March 

(Calvert et al, 2020; Grey and MacAskill, 2020, Wickham, 2020). Their calculations changed 

when it seemed that – as had happened in Italy - cases were rising too quickly for the NHS to 

cope (Imperial College COVID-19 Response Team, 2020: 16). This shift in political 

feasibility prompted new ministerial and SAGE attention to more suppressive measures. 

Phase 2. A rapid shift to enforced lockdown (late-March to mid-May 2020). 

The UK government combined new legislation and funding to produce one of the most rapid 

and substantive policy changes in the post-war era, including: 

• A shift from voluntary to regulated behaviour change (‘lockdown’ measures). 

• A major shift in spending and borrowing. 

• Organisation changes, to modify public services and establish new test-trace-isolate 

measures. 

The UK and devolved governments closed schools and public venues on the 20th March then 

announced stay at home orders from the 23rd (Paun et al, 2020b: 14). The Prime Minister’s 

speech (Johnson, 2020a) describes this shift, combining restrictions on behaviour with police 

enforcement: 

‘People will only be allowed to leave their home for the following very limited 

purposes: shopping for basic necessities, as infrequently as possible; one form of 

exercise a day - for example a run, walk, or cycle - alone or with members of your 

household; any medical need, to provide care or to help a vulnerable person; and 

travelling to and from work, but only where this is absolutely necessary and cannot be 
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done from home … If you don’t follow the rules the police will have the powers to 

enforce them’. 

The Coronavirus Act 2020 introduced many regulations (for up to two years), each of which 

represents major policy change, including to: 

• Regulate social behaviour.  It obliged people to stay at home in the absence of a 

reasonable excuse or exceptions, and prohibited almost all gatherings of more than 

two people (unless in the same household). It enabled police powers to enforce the 

measures through checks on public behaviour, and issue fines (or arrests) for non-

compliance. It boosted national border security. It reduced the safeguards on detaining 

someone with reference to their mental illness. 

• Regulate business behaviour. It obliged the closure of businesses - including bars, 

cinemas, theatres, bingo and concert halls, fitness centres, and museums – and 

reserved the right to close schools and childcare services. 

• Boost public service recruitment. It changed the rules to recruit and register NHS and 

social work staff.  

• Modify healthcare rules, on medical negligence, discharge, the registration of deaths, 

the disposal of bodies, inquests, and who can provide vaccinations to patients. 

• Modify judicial rules, on judicial commission appointments, the retention of 

fingerprint and DNA data, online court proceedings, to postpone the completion of 

community service, and provide earlier prison release. 

• Foster food security, giving UK ministers powers to compel private companies to 

provide information on the food supply. 

• Postpone national and local elections. 

• Postpone legal proceedings on property, to protect people from eviction and 

businesses from lease forfeiture. 

This Act’s coverage ranged from England-only to UK-wide (the Scottish Parliament also 

passed a separate Coronavirus (Scotland) Act 2020), and included giving powers to devolved 

government ministers. UK and devolved governments also produced or used new statutory 

instruments, or modified Acts of Parliament, to change arrangements during lockdown. For 

example, the UK Department of Health and Social Care (2020) introduced temporary 

measures to allow the abortion of a foetus under 10 weeks (first using Mifepristone then 

Misoprostol tablets, coupled with a video medical appointment), and there were similar 

measures in Scotland and Wales (Goddard, 2020). In this case, Northern Ireland was an 

exception. While UK legislation decriminalised abortion by the end of March 2020: (1) 

pregnant women had to take Mifepristone in a healthcare setting, and (2) there are relatively 

few abortion services available (Rough, 2022: 28). 

The UK government also introduced measures to deal with the economic fallout of lockdown. 

The novelty of the measures, during such a period of uncertainty about how long they would 

last, meant that the Office for Budget Responsibility could not estimate their likely impact 

accurately, with a first estimate of an additional £123bn of additional spending rising 

substantially then falling to an estimate of £300bn by November 2021 (OBR, 2020a; 2021). 

Its June estimates of £133bn spending in 2020 (OBR, 2020b) included:  
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• A ‘coronavirus job retention scheme’ in which the government pays 80% of the salary 

of ‘furloughed’ staff in the public and private sector (net £54bn for  8 months) 

• The equivalent scheme for the self-employed (£15bn) 

• Tax reliefs, grants, and loans to businesses (£33bn) 

• Additional spending on public services, charities, and local authority schemes 

(£17.3bn)  

• Additional social security payments (£8bn) 

• Deferred Value Added Tax and self-assessed income tax (£3.1bn).  

Some changes grew as the size of the problem grew, including the furlough scheme which 

began as a four-month commitment. Others related to public pressure, including after a 

successful campaign, by the excellent footballer Marcus Rashford, for the government to 

extend free school meal provision in England over the summer break (also producing budget 

‘consequentials’ for devolved governments). There was also a commitment to increase 

spending in key areas, such as to address a shortfall in PPE, introduce mass testing as part of 

a new test-trace-isolate system (allocated budget of £37bn for England, 2020-22 – Public 

Accounts Committee, 2021), and fund vaccine research before placing large orders for 

vaccines. The National Audit Office (2022) estimates the total allocation of spending to UK 

and devolved government departments (of measures announced by end-July 2021) as £370bn, 

with £261bn spent by September 2021. 

These changes were supported largely by government borrowing. Before COVID-19, the UK 

government’s ‘gross debt was £1,891.8 billion at the end of 2019, equivalent to 85.4% of 

gross domestic product’ (ONS, 2020). The estimate for March 2021 was £2,223.0 billion, or 

103.7% (ONS, 2022d). Emmerson and Stockton (2020) describe the initial £123bn package 

as ‘unprecedented’ (albeit proportionately smaller than in Japan, the US, Canada, and 

Germany), and the likely level of government borrowing in 2020 as ‘the largest share of 

national income in peacetime’. The National Audit Office (2022) estimates that the Bank of 

England has provided loans or guarantees of £129bn to fund COVID-19 measures. 

Phase 3. Partial lockdown release, ‘circuit breakers’, and intermittent lockdowns (May 2020- 

Spring 2022) 

This phase is more difficult to describe, since it included regional differences in lockdown 

measures, intermittent lockdowns measures, brief periods described as exceptional 

circumstances (such as to relax some rules for Christmas), and some UK and devolved 

government differences in the timing and substance of measures. We can identify the 

following broad approaches: 

• Attempts to reduce some restrictions on individual and business behaviour (May-

October 2020) 

Each government identified similar criteria to decide when to relax lockdown measures. They 

require that: infections are manageable and deaths are falling, NHS capacity is sufficient to 

manage infections and illness (including PPE and testing capacity), and relaxation would not 

cause a second peak of infection (Paun et al, 2020b: 10). Then, they allowed similar 

relaxations but at different dates, with the UK government tending to go earliest (Cameron-

Blake et al, 2020: 11). Examples of UK government actions in May include reopening garden 

centres and removing strict limits on how far people could travel from home (2020: 11). 
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Then, it encouraged business reopening during the summer – such as via the ‘Eat Out to Help 

Out’ scheme promoted by Chancellor Rishi Sunak - coupled with messaging to support 

summer holidays in the UK (2020: 12). At the same time, it required a 14-day home 

quarantine measure for people travelling from abroad, but with a list of countries in the 

‘travel corridor’ that were exempted (the Scottish Government exempted fewer countries) 

(2020: 12). Schools opened more quickly in England, albeit with high variation in relation to 

the willingness and ability of individual schools (2020: 12-13).  

At the same time, each government changed its rules on face mask use: recommending their 

use in April (Scotland) and May (England); obliging their use in public transport from June; 

and, extending this obligation to shops and supermarkets from July, and most public places 

from August (both governments). This obligation began in September in Wales and October 

in Northern Ireland (Tatlow et al, 2022: 31). 

• Local or regional restrictions (Summer-October 2020) 

The UK government introduced a local lockdown in Leicester in June 2020, based partly on 

data from new testing capacity in Public Health England (Scott, 2020). UK and devolved 

governments sought a regional approach to lockdown, introducing different levels of 

restriction in relation to levels of infection. There were three - medium, high, and very high - 

‘COVID alert levels’ in England, and five (level 0 to 4) ‘protection levels’ in Scotland 

(Cameron-Blake et al, 2020: 13). During this time, the exception to an England-first approach 

related to care home visits for older people, with Northern Ireland and Scotland allowing 

some visits in October, and England and Wales partially reopening in November (Tatlow et 

al, 2021: 30). 

• The reimposition of temporary lockdowns or ‘circuit breakers’ (Autumn 2020 – 

Spring 2021) 

Very large rises in cases prompted all governments to reintroduce strong restrictions, 

including ‘circuit breaker’ measures (lockdowns for several weeks) in Wales and Northern 

Ireland, stay-at-home measures for ‘very high’ risk areas in England followed by a stay-at-

home order during November, and similar restrictions in Scotland (particularly in Level 4 

areas) without a specific circuit breaker (Cameron-Blake et al, 2020: 14-16; Tatlow et al, 

2022: 22). There were partial exceptions made for Christmas (although strong advice not to 

travel or mix with other households), followed by stay-at-home orders across the UK from 

January 2021 (2021: 29). All four produced their highest ever ‘Stringency Index’ scores in 

January 2021 – combining stay at home measures with international restrictions and other 

measures – to reflect a worryingly high rate of infection that would produce far more deaths 

than during the equivalent lockdown in 2020 (2021: 2). 

• Lockdown releases (from late March/ early April 2021) 

The transition from lockdown prioritised school reopening across the UK, from March in 

England and Northern Ireland and February (primary school classes) and April (all classes) in 

Scotland and Wales (2021: 26). Lockdown relaxations were similar to those in the summer of 

2020, but with the added element of mass vaccination. By July 2021, Prime Minister Boris 

Johnson’s (2021) speech signalled the longer term prospect of reducing most restrictions.  
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Phase 4. Living with COVID (from March 2022) 

Johnson’s ‘Living with Covid’ speech – in February 2022 – emphasised that mass 

vaccination was breaking the link between COVID-19 infection and major illness/ death, thus 

allowing the removal of most restrictions (including mask use), and reducing state funding 

for testing, from March 2022 (Prime Minister's Office, 2022). The devolved governments 

struck a more cautious tone, but introduced similar policies (including removing the mask use 

obligation in April in Scotland). 

What do these experiences tell us about Westminster and complex 

government stories? 
COVID-19 amplified key aspects of policymaking: policymakers addressed a policy problem 

out of their understanding, and engaged in a policymaking environment over which they had 

limited control.  

Bounded rationality: understanding and defining the policy problem 

Early responses to COVID-19 across the world were characterised by low knowledge on 

what it was, how quickly it would spread, and how much of a policy problem it would 

become (Cairney, 2021c; Box 6.4). In the UK, this problem came to a head in March 2020 

when ministers acted too slowly to produce lockdown measures. Early commentaries 

highlighted a litany of mistakes, including that the UK government: 

• Did not prepare well for a pandemic, producing low capacity in emergency responses 

and shortages in PPE.  

• Should have taken more preventive measures when information emerged from China 

and Italy. 

• Acted more slowly than many other countries to close public places, issue stay at 

home orders, test-trace-isolate, and limit international travel. 

• Treated COVID-19 like influenza (to downplay its importance) or measles (to 

emphasise ‘herd immunity’) (Cairney, 2021b: 90-91).  

Throughout this period, many accounts focused primarily on ministerial ‘blunders’ (e.g. 

Gaskell et al, 2020). Further, the House of Commons Health and Social Care and Science and 

Technology Committees (2021: 5-9) identified fatalism and groupthink when providing 

further explanations for poor UK government performance:  

• Insufficient initial action. The UK response was based on fatalism. It assumed that 

infection spread was inevitable and that people would not tolerate lockdown. It should 

have intervened more quickly when there was no feasible alternative to lockdown.  

• Groupthink and an inability to learn from best practice. The rejection of lessons from 

‘East and South East Asian countries’ by policymakers and their scientific advisers 

reflects a wider problem of groupthink, where members of a small insulated group 

only respect ideas generated in that group. This groupthink criticism can also relate to 

scientific specialism (e.g. bias towards a ‘bio-medical approach’ – Cairney, 2021a: 5) 

or the social background of advisers (e.g. a large majority are men – Smith, 2022). 

• Limited capacity to test, trace and isolate. The government gave up too early on 

community testing. Then, the establishment of NHS Test and Trace was chaotic. Test 

and trace policy did not represent an alternative to further lockdowns. 
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• Insufficient National Health Service (NHS) capacity. The government acted quickly to 

boost emergency hospital capacity, but without ensuring the maintenance of core 

services (e.g. cancer treatment). 

• Failure to protect social care. Policymakers were too late to recognise the impact of 

discharging people from hospitals to social care ‘without adequate testing or rigorous 

isolation’. 

• Excessive ministerial optimism underpinned the rejection of science advice. Ministers 

paid insufficient attention to scientific advice on the need for further lockdowns to 

address surges of infection in Autumn 2020.  

Our focus on how policymakers deal with bounded rationality (Chapter 2) is instructive: they 

use ‘rational’ ways to identify goals and trusted sources of information, and ‘irrational’ ways 

to make choices quickly (such as by drawing on gut instinct, emotions, and deeply held 

beliefs). Combined, these responses show that uncertainty is not the sole explanation for 

these practices. Rather, ministerial responses were also based on their beliefs and values, 

which led them to prioritise the freedoms associated with liberal democracy and to protect 

NHS capacity, rather than to prioritise the minimisation of COVID-19 deaths. Their beliefs 

about the size of the problem, and values, combined with limited information to prompt 

ministers to hesitate to lockdown in March 2020 and to be sceptical about the need for a 

further lockdown in Autumn 2020. The latter hesitation was more important in relation to 

deaths (Table 6.1), and shows that UK governments make the same mistakes even when 

better informed. Then, the benefits of mass vaccination reinforced the UK government’s 

definition of the problem, to further prioritise freedoms when there was less concern about 

the impact of COVID-19 on NHS capacity, and prioritise a return to ‘normal’ life for most 

people at the expense of the people most vulnerable to infection. The issue of mask wearing 

often exemplifies these dynamics: the initial lack of obligation to wear masks in 2020 

reflected low knowledge about the airborne transmission of COVID-19 and an aversion to 

such obligations; the subsequent removal of obligations in 2022 reflected the prioritisation of 

individual freedoms over the continued value of mask use to infection control.  

Controlling the policy process and the outcomes of key choices 

COVID-19 exemplifies aspects of multi-centric policymaking (Chapter 2). Some processes 

are by choice, when the UK government shares responsibility for health protection with the 

devolved governments, or delegates tasks to existing public bodies (including local 

authorities, and the NHS), repurposed bodies (the UK Health Security Agency which 

replaced Public Health England, PHE) or sets up new ones (NHS Test and Trace). Further, 

familiar issues have arisen: the UK and devolved government relationship has been unusually 

well coordinated at key moments (including mid-March 2020) but strained at others (Sheldon 

and Kenny, 2020); local authorities and public health organisations have complained about 

the UK government’s tendency to design new agencies (such as Test and Trace) rather than 

build on current capacity; and the abolition of PHE was driven partly by ministerial blame 

games (Cairney, 2021c). 

However, some aspects are by necessity, when UK government ministers can only pay 

attention to a small proportion of their responsibilities, and lack the ability to control 

outcomes. At times, COVID-19 has exhibited an impressive amount of ministerial control, 

such as when the March 2020 lockdown had a major impact on social and business 

behaviour. Still, it has been difficult to know exactly how many people followed government 
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rules, and how long they would continue to do so. UK governments built this uncertainty into 

policy design: emphasising the temporary nature of restrictions, and signalling low desire to 

manage policy outcomes at that scale. Further, a series of crises have demonstrated that 

policy practices and outcomes related weakly to original intentions, including major 

shortages in NHS capacity (including PPE), unintended consequences of NHS discharges on 

care homes, schools examinations crises (Box 6.5), and waves of infections and deaths that 

no government would want to take responsibility for (notwithstanding the rumours that the 

Prime Minister was prepared to ‘let the bodies pile high’ – BBC News, 2021).  

Critical policy analysis: Whose lives matter to 

policymakers? 
Critical policy analysis highlights the problem definitions and policy solutions that can 

exacerbate the marginalisation of already vulnerable social groups (Chapter 2). In particular, 

a neoliberal belief in low state intervention, in favour of market forces and individual 

responsibility, reinforces low attention to - or sympathy for - social and economic inequalities 

and their impact on health. It contrasts with ‘social determinants’ approaches that relate 

profound health inequalities to inequalities in factors such as income, wealth, education, and 

employment, causing unequal access to high quality homes, water and nutrition, and safe and 

healthy environments (Box 4.4). As a result, ‘The opportunity or lack of opportunity to be 

healthy is too often associated with a person’s socioeconomic status, race, ethnicity, gender, 

religion, sexual identity, or disability’ (Bliss et al., 2016: S88).  

The neoliberal approach has become increasingly dominant in UK government policies in the 

last 50 years, particularly when led by the Conservative Party (Chapter 4). It has a major 

impact on public health:  

• UK Conservative governments (1979-97) downplayed health inequalities and 

emphasised personal responsibility to stay healthy. 

• UK Labour governments (1997-2010), and the Scottish and Welsh governments, 

focused initially on the social and economic causes of health inequalities, before re-

emphasising lifestyle choices. 

• Conservative-led governments (2010- onwards, including Coalition government) 

oversaw a period of ‘austerity’ that reduced funding for previous Labour measures 

(Cairney and St.Denny, 2020: 87-8, 141-2; Harrington et al., 2009; Baggott, 2011). 

There has been some commitment to reducing health inequalities as part of wider population 

health strategies and the work of public health agencies (Boswell et al, 2019; Cairney and St. 

Denny, 2020: 137). It includes commitment to a ‘Health in All Policies’ (HiAP) strategy that 

treats health as a human right, focuses on the social determinants of health, and seeks ways to 

mainstream public health policies across government activity (Box 4.4; Cairney et al, 2021). 

HiAP focuses primarily on NCDs and their unequal distribution. It can be fostered via 

strategies that encourage collaboration (Public Health England and Local Government 

Association, 2016), and/ or the adoption of policy instruments to reduce unhealthy activity, 

including smoking, alcohol consumption, diet, and exposure to pollution. For example, the 

UK and devolved governments have produced internationally high levels of tobacco control 
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(Cairney, 2019), and some restrictions on alcohol consumption (Butler et al, 2017), although 

the UK government is keener on voluntary business schemes to improve population diets 

(e.g. to reduce salt in processed food) (Knai et al, 2015; Theis and White, 2021). Until 2020, 

NCDs appeared to be the main focus of UK and devolved public health agencies, with health 

protection – e.g. to inoculate people with vaccines – representing an important but less visible 

(and less contested) aspect of policy. 

A relatively individualistic approach to COVID-19 was clear during initial UK and devolved 

responses to COVID-19, which emphasised public health communication and personal 

responsibility to wash hands, social distance, and isolate. Then, a combination of lockdown 

measures and financial support signalled a radically different role for the state.  

To what extent do UK COVID-19 policies address health inequalities? 

COVID-19 has reinforced the importance of social determinants. Bambra et al (2021: 8-9) 

describe how inequalities increase COVID-19: (1) ‘vulnerability’ and (2) ‘susceptibility’, 

since NCDs and ‘long term exposures to adverse living and environmental conditions’ make 

people more vulnerable to COVID-19 illness and death; (3) ‘exposure’, since lower-paid 

workers in service jobs are less able to work safely from home; and (4) ‘transmission’, since 

more deprived neighbourhoods have smaller homes shared by more people.  

UK policymakers could have defined the policy problem primarily as an inequalities problem 

relating to one or a combination of factors, including (Cairney, 2021a: 255-6): 

• Age. Older people are more vulnerable to COVID-19 illness and death. There were 

43,256 deaths in care homes in England (2,367 in Wales) in two years from February 

2020 (ONS, 2022e). Older people in care homes (many with dementia) were subject 

to prolonged periods of isolation during lockdown ‘shielding’. 

• Income and wealth. From 2020-21, the COVID-19 death rate ‘in the most deprived 

areas of England’ was generally ‘more than double that in the least deprived areas’ 

(ONS, 2021b). Low-income households were more affected by the economic effects 

of COVID-19 and lockdown measures, such as losing their employment or being 

furloughed, which contributed to a rise in demand for food banks (ONS, 2021b). 

• Gender. Lockdowns and school closures have an unequal impact, with women more 

likely to take on more (unpaid) caring responsibilities, and women and girls more 

vulnerable to domestic violence or sexual assault (Bambra et al, 2021: 42-5; Home 

Affairs Select Committee, 2020; Smith, 2022). 

• Race and ethnicity. The House of Commons Health and Social Care and Science and 

Technology Committees (2021: 5-9) list of UK government failings includes a lack of 

appreciation that ‘Black, Asian and Minority Ethnic communities’ faced  

disproportionately (a) high rates of death and illness, (b) low access to PPE, and (c) 

low access to safe housing and working conditions. For example, from 2020-21 in 

England, ‘the rate of death involving COVID-19 was greatest for the Bangladeshi 

ethnic group: 5.0 and 4.1 times greater than White British men and women’ (ONS, 

2021b). 
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• Disability. People with disabilities may be more vulnerable to COVID-19 illness and 

disproportionately affected by the impact of lockdown on care services. For example, 

in England from 2020-21, ‘the rate of death involving COVID-19 was 3.0 times 

greater for more-disabled men and 3.5 times greater for more-disabled women’ (ONS, 

2021b). The House of Commons Health and Social Care and Science and Technology 

Committees (2021: 5-9) describe ‘People with learning disabilities and autistic 

people’ who faced (a) higher mortality risk, exacerbated by inappropriate ‘do not 

resuscitate’ orders, (b) lower access to essential care services, and (c) diminished 

contact with family and carers.  

• Mental health and illness. Mental illness is ‘is a major cause and indicator of health 

inequality’, associated with lower life expectancy and more unhealthy behaviour 

(Cairney and St Denny, 2020: 156-7). Long periods of isolation, or increased 

pressures associated with poverty, caring responsibilities, racial discrimination, or 

domestic abuse, exacerbate mental ill-health, while lockdown measures and NHS 

pressures reduce access to services (Flint et al, 2021; Bambra et al, 2021: 38-42). 

However, COVID-19 has accentuated a tendency for health inequalities rhetoric to be 

unmatched by delivery (Cairney et al, 2022). COVID-19 may have ‘shone a spotlight on 

inequalities, and created an opportunity for change’, but past experience does not suggest that 

this opportunity will be taken (Lewis et al, 2022). Further, spending to address poverty or low 

income was eclipsed by funding and tax reliefs for businesses. Consequently, the impact of 

COVID-19, the governmental response, and the cost of living crisis in 2022 may combine to 

cause the greater marginalisation of already vulnerable populations (e.g. Marmot, 2022).  

Conclusion: did COVID-19 change UK policy for good? 
In 2020, it seemed like UK politics and policymaking had changed for good. COVID-19 

prompted radical and rapid changes to UK and devolved government policy. Stay-at-home 

restrictions are highly unusual in liberal democracies such as the UK, but they became the 

‘new normal’ very quickly. The economic package was at a scale only seen during crises 

such as wars or major economic collapses, and it provided a level of social and employment 

security not associated with Conservative government. Organisational reforms were rapid and 

expensive. Coordination between many policymaking centres was unusually high. The 

overall effect was the sense that policy and policymaking changes would endure, to the extent 

that they created multiple windows of opportunity for long-lasting change. 

However, by 2022, the UK was returning to its old normal. The UK government was 

particularly keen to signal the end to temporary state intervention and the need to reduce 

spending or fund it via taxation (including a rise in National Insurance – Chapter 4). Some 

organisations would be reduced in scale (such as when reducing state funding for COVID-19 

testing and monitoring), and coordination between the UK and devolved governments is now 

less impressive.  

Overall, the COVID-19 experience represents a short-lived extreme example of enduring  

aspects of policymaking. First, it highlights how policymakers in the UK have dealt with their 

bounded rationality: facing high uncertainty about a policy problem out of their 
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understanding, responding quickly to produce rapid policy changes, but using their beliefs 

and values to chart a return to business as usual within two years. Policymakers oversaw and 

exacerbated a series of profoundly negative outcomes over which they had limited 

understanding. Second, they engaged in a policymaking environment over which they had 

limited control. Levels of policymaking coordination were unusually high, the UK 

government produced rapid organisational changes, and the state was able to manage social 

behaviour (albeit temporarily) in a way that we would not associate with liberal democracy. 

Yet, it is difficult to conclude that the results were in keeping with ministerial intentions. 

Rather, inquiries in the near future will focus on how the UK and devolved governments can 

learn from their mistakes and plan more effectively for similar events.  

At the time of writing, the intense attention to COVID-19 that we witnessed in 2020-21 has 

largely given way to two related issues. First, to the prospect of an immediate and profound 

crisis in the NHS. It relates partly to the legacy of COVID-19 responses, which produced a 

backlog of care for chronic (and often acute) conditions, and to the additional impact of 

COVID-19 treatment on a stretched NHS during the winter of 2023. Indeed, the summer of 

2022 produced a high number of ‘excess deaths’ that we would normally expect in the winter 

(McDonald, 2022). Second, to the impact of the cost of living crisis on health: exacerbating 

energy and food poverty, and contributing to the social determinants of ill health. Although 

the UK government intervenes, time will tell if it reverts to the ‘austerity’ approach so 

apparent before 2020 (Chapter 9) and consistent with trends towards neoliberalism (Chapter 

5), or if there is any legacy effect of unusually high state intervention in 2020. 
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