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COVID-19: the virus in the control of culture?
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Much has been written and published about COVID-
19. There are more than 5,000 works within the past 
3 months, varying in themes like etiology, diagnosis, 
treatment and prognosis, with many more still to be 
published1-15.

There are countless estimates and predic-
tions on viral progression, whether related to the dou-
bling rate (e.g. 2.5 times per patient), multiplication 
factors (e.g. 23), indirect calculations based on mortal-
ity (e.g. 1%), or even the association of all these factors, 
leading to corrections in the number of reported cases 
in the order of 6, up to 80 times, called by some as 
optimistic or pessimistic.

The equal adjustment of lethality and mortality 
rates has occupied the time of many mathematicians, 
statisticians, epidemiologists and health profession-
als, in an attempt to contribute to decision making 
of the system.

There’re several discussions about horizontal or 
vertical lockdowns, social distancing (varying from 1 to 
7.5 meters), types of masks for asymptomatic patients 
(cloth, medical or surgical), masks for sick patients 
(medical or surgical), and morbidities that increase 
the risk of severity.

It has been discussed which individual protection 

materials health professionals should use (e.g., N95 
masks), and regarding the hospital care process, which 
structural changes are necessary, due to the increased 
demand in the Intensive Care Unit (ICU) and hospital-
ization of patients with COVID-19.

We have heard national and global reports on the 
difficulty of processing diagnostic tests (e.g. RT-PCR) 
to effectively identify cases, leading to a point where, 
most emergency services do not investigate patients 
with mild symptoms of upper respiratory infection, 
advising them to return if symptoms worsen. Thus, the 
identification of COVID-19 cases has been done super-
ficially and is limited to symptomatic cases with signs 
of severity.

Most global health systems have been overloaded 
with an unmanageable overflow, creating direct 
impact on mortality, while feeding into a cycle that 
impedes the possibility of any organized action in 
order to administer the local epidemic.

In the search for treatment many opted in, dropped 
out, opted in again, and dropped out once more, within 
just a few weeks, as part of an endless and exhaust-
ing media dance, whose main objective is  clearly  the 
search for solutions; but perhaps desperate and oftenly 
irresponsible, producing more damage than benefit.
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without minimum working conditions, whether struc-
tural or human. Doctors and healthcare professionals, 
generically called the workforce and front-lines, have 
been neglected, exploited, humiliated, scrapped and 
devalued in the last 30 years! There’s no need for “pan-
els”, “clapping” or “homage” to deliver the function 
they have always fulfilled, regardless of disrespect or 
lack of adequate resources for their livelihood. Not to 
mention, these workers when contaminated or sick, 
make it difficult to manage their condition, participat-
ing involuntarily in the transmission by going to work 
without testing, diagnosis and care.

Our epidemic companion, the virus, has no con-
science, and doesn’t even know what it’s doing. Its 
survival is blind and programmed. It ignores all the 
technology, modern/expensive drugs produced by a 
selfish and profit-centered industry, who pressures 
and breaks the health system with ridiculous benefits 
and assumed damage. Those who are needed most at 
the moment show their inefficiency to act against a 
known – over 20 years – “little” agent, which is the 
cause of so many deaths and suffering.

The “mea culpa” has no use in proposing solutions, 
but it is fundamental because it establishes memory 
and responsibilities, alleviating the weight on a popu-
lation that despite resilient is still vulnerable.

WHAT ARE THE SOLUTIONS?

1. Locate the “little guy” in individuals (at least 
symptomatic) and their contacts, individually isolat-
ing them;

2. Mapping and monitoring cases at the local level, 
and not at the national level, which is politically and 
mathematically pointless;

3. Appropriately assisting serious cases so that 
they feel cared for. Only then, can we attribute out-
comes to the “little guy”;

4. Investing in the ethical generation of centralized 
and multicentric scientific evidence, by restraining 
repeated and self-centered disaggregated efforts;

5. Taking advantage of the opportunity to edu-
cate the population, in an understanding and kind 
manner – at the same time rigorous and adamant 
– through the reinforcement of democratic think-
ing, where not everything is allowed when consider-
ing others;

6. Seeking equity in a fragmented and inequita-
ble health system, using as a model the private assis-
tance system;

To make matters worse, patients with other “non-
COVID” diseases have been naturally neglected, allow-
ing  their conditions  to  unjustly aggravate, 
consequently increasing the systems inefficiency and 
amount of damage.

These negative experiences are striking, and invari-
ably make us forget about successful initiatives (as 
such seen in South Korea), holding our attention to 
an indifferent view: “The same will inevitably happen 
here”; or perhaps romantic: “Let’s go resist this small 
microorganism, we are bigger than THAT”.

Up to this point in our reflection, you must be 
thinking: “I know all of this, and not just me, but 
everyone knows all of it. What’s the point? What’s 
the matter in here? Am I reading yet another article 
that says a lot but makes no recommendations? Is this 
article an end in itself?

You are almost right. In fact, our approach here 
focuses on three (3) slightly more critical aspects and, 
therefore, may (or may not) be considered in our deci-
sion-making strategies:

1. Epidemics are not controlled acutely and exclu-
sively by cultural changes. Those “without knowl-
edge” or perhaps “without appropriate education” 
should not hold themselves responsible for the conse-
quences, without the opportunity and time to learn in 
advance. This is like an aggressive agent (in this case, 
the virus) who blames the victim (patient) for its con-
sequences (death) in themselves (population). To 
the least, this is an unjust concept – characteristic of 
an impotent and incompetent system – which should 
be educating, protecting and caring for those under 
one’s responsibility;

2. Sick cases (asymptomatic or not) should not 
be broken down into home “clusters”, and here is a 
natural and non-medical example: this is like divid-
ing the sections in a wildfire into small new sections, 
which will expand into new fires, and so on. Wildfire 
is fought with a holistic approach, by locating the focal 
points, working your way in until the fire sections are 
extinguished – because you can hide the cases, but 
you cannot hide the deaths. The inter-cluster trans-
mission is reduced, but the intra-cluster transmission 
will continue to feed in new cases. The attitude to wait 
and see what happens without any scientific strategy, 
is easy, and again transfers the responsibility to the 
patient in solving the problem;

3. The third aspect relates to the absurd and again 
unjust attribution of responsibility to “those who must 
work” and “not just to support” controlling the spread, 
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7. Finally, although we know that we’re not in 
control of life, remember that everyone has a role in 
this process, including the virus. The latter, however, 
cannot be in control, and its high time that those 
with responsibility showed that they are the ones 
in control.

Times passing by, and together the consequences 
may be – or already are – greater or lesser depending 
on future decisions. 

It is critical to stop investing in a denial strategy, 
(which only aspires pity from those who know sci-
ence), and prompt despair in those who don’t.
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