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ARTICLE INFO ABSTRACT

Keywords As practitioners and scientists reflect on what can be learned from COVID, we argue that cultural
Culture defaults—commonsense, rational, and taken-for-granted ways of thinking, feeling, and acting —played an
COVID important role in how countries responded to the pandemic, and help explain why the United States suffered 4-6
Is)eelffault times more deaths per 100,000 people compared to the East Asian countries of Japan, Taiwan, and South Korea.
Lessons Drawing on a recent review and theoretical integration, we describe six pairs of contrasting cultural defaults that

were common in how the U.S. and some East Asian nations responded to the pandemic: (1) optimism-uniqueness
vs. realism-similarity, (2) single vs. multiple causes, (3) expression of high vs. low arousal emotions, (4) influ-
ence-control vs. wait-adjust, (5) personal choice-self-regulation vs. social choice-social regulation, and (6) pro-
motion vs. prevention. These historically-derived defaults are often outside of individual awareness, but are
reflected in and reinforced by institutional practices and policies, the media, and everyday interactions. They are
infused with cultural values, understood as the “right way” to be or behave, and are adaptive in their respective
contexts. Importantly, both constellations of cultural defaults are viable depending on the problem to be solved.
We then provide six specific ways in which public health officers might productively consider these and other
cultural defaults when preparing for the next crisis and planning how to effectively motivate people to protect
their own and others’ health. Our hope is to facilitate efforts to include a focus on culture within the scope of the
social determinants of health and to encourage more partnerships between behavioral scientists and public
health practitioners. Recognizing the cultural defaults of the various “publics” they seek to protect is critical as
U.S. public health officers aim to promote health for all, a significant and complex challenge in the increasingly
individualistic U.S.

Public health

1. Introduction One inescapable fact is that the U.S. suffered 4-6 times more deaths

per 100 thousand people than did the East Asian countries of Japan,

As Americans grapple with how to respond to a measles outbreak,
receive weekly word of new virulent diseases that could lead to the next
pandemic, and mark the fifth anniversary of the beginning of COVID,
what can social scientists and practitioners say we learned from COVID,
which killed 7 million people, and disrupted and altered the landscape
of work and social life worldwide? Why did so many people in the
United States resist public health measures? Why were some U.S. public
health officers physically threatened and verbally abused while trying to
protect their communities? How can we use our COVID experiences to
minimize the human and economic costs of the next pandemic and other
future public health crises?

* Corresponding authors.

Taiwan, and South Korea (Johns Hopkins Coronavirus Resource Center,
2023). Especially early on, the U.S. had difficulty containing the spread
of COVID compared to these countries. Why? We contend that one of
the profound lessons of the pandemic is that different constella-
tions of cultural defaults—commonsense, rational, and taken--
for-granted ways of thinking, feeling, and acting —played an
important role in how countries responded to the pandemic. In a
recently published paper Markus et al. (2024), we introduce the concept
of cultural defaults with the goal of unpacking how the broad and
well-known cultural imperatives of individualism and collectivism
translated into specific culturally variable habits of thinking, feeling,
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and acting that closely tracked the differences in how nations responded
to and controlled the pandemic.

Why is a greater awareness of these cultural defaults necessary for
those charged with understanding and protecting public health? In
novel, complex, and frightening circumstances like those of the
pandemic and other easily imagined crises, the default ways to think,
feel, and act often guide public understanding and behavior even
though they may not be the only viable ways to respond. Recogni-
tion of these cultural defaults could have forecast many of the striking
differences in responses and outcomes between the U.S. and these East
Asian countries. More importantly, insight into the cultural defaults
prevalent in the contexts of their constituents could have helped deci-
sion makers and policymakers formulate recommendations, design
programs, and craft narratives for controlling the pandemic in their
respective communities more effectively. In public health, cultural de-
faults have yet to be investigated in depth despite acknowledgement
that culture matters (Chandra et al., 2017; Dahlgren & Whitehead, 1991;
Kawachi, 2024). Understanding and addressing these cultural defaults
can decrease the likelihood of resistance, backlash, and division among
the general public to recommendations and policies aimed at saving
their lives.

In Markus et al. (2024), we synthesize decades of empirical research
in cultural psychology that reveal some of the different cultural defaults
evident in the U.S. and parts of East Asia; show how these defaults were
mirrored in the statements of high level public officials and their con-
stituents’ responses during the pandemic; and propose ways of consid-
ering cultural defaults in future crisis management. Our analysis begins
with this particular comparison because it is the one that has generated
the most substantial empirical base so far. Moreover, the East Asian
nations we analyze, while unique in many respects, are alike in their
foundation in collectivistic ideas and practices, which contrast with
those of the individualistic U.S. Here we briefly summarize this detailed
paper (see Markus et al., 2024 for a more complete discussion of de-
faults, including additional references and full quotations).

2. Cultural defaults in the U.S. and East Asia during the
pandemic

Confronting the same set of frightening pandemic questions—Will it
happen to me? Why is this happening? How should I feel about this
crisis? What should we do?—people and organizations in the U.S. and in
some East Asian nations relied on different constellations of cultural
defaults and responded to the pandemic in different, sometimes opposite
ways. Although these cultural defaults are neither inherently good nor
bad, these different ways of responding were more or less effective
during different stages of the pandemic and together likely contributed
to the national disparities in COVID deaths.

In American cultural contexts, many people were initially optimistic
that COVID would not be much of a problem, and if it became so, they
could handle it. They looked for a single cause of the spreading virus,
expressed anger about the pandemic but enthusiasm and other high
arousal emotional states that they could overcome it, took action, resisted
being told what to do, even, and perhaps especially, if authorities
mandated it, and when COVID started to decline, focused on living a better
future life with more positive outcomes.

In contrast, in some East Asian cultural contexts, the common
response was more realistic and assumed that the crisis would affect them.
People and organizations identified multiple causes that were likely un-
derlying the origin and spread of COVID; encouraged calm and other low
arousal emotional states, waited to see what unfolded before acting,
adjusted their behavior to fit with others’ actions, and as COVID declined,
worried about avoiding risk and preventing future negative outcomes.

These strikingly variable responses to the pandemic are not fixed
human tendencies or stereotypes. Instead they are psychological ten-
dencies that are built into their respective national cultures—into
pervasive ideas and values, the unspoken design and workings of

Table 1

Cultural defaults during the pandemic.

Pandemic Questions

Common Answers in the
u.s.

Common Answers in East
Asia

Will it happen to
me/us?

Why is this
happening?

How should I/we
feel?

What should I/we
do?

How should I/we
respond to
government
guidelines?

How should I/we re-
open and live
now?

Optimism-uniqueness:
Viewing the self (and the
nation) as (a) likely to have
more positive and less
negative future outcomes
and (b) special and unique.

Single cause: Attributing
the crisis to one cause,
usually an individual or one
group.

Higher arousal:
Encouraging higher arousal
(e.g., anger, enthusiasm) to
assert and motivate self and
others.

Influence and control:
Exerting influence; acting
quickly; taking control over
the situation through
individual action.

Personal choice and self-
regulation: “Freely”
choosing to do what I want;
motivated by personal
preferences; resistant to
regulation by others.

Promotion: Reframing the
crisis as an opportunity for
future positive outcomes
and growth rather than a
threat.

Realism-similarity:
Viewing the self (and the
nation) as (a) likely to
experience a balance of
both positive and negative
future outcomes and (b)
similar to others.

Multiple causes:
Attributing the crisis to
multiple causes, including
individuals, groups,
situations and themselves.
Lower arousal:
Encouraging lower arousal
(e.g., calmness, quiet) to
attend to others and the
situation.

Wait and adjust:
Refraining from quick
decisions; referencing
others and developing
consensus before taking
action.

Social choice and social
regulation: Choosing to do
what others want;
motivated by concern for
others and social norms;
responsive to regulation by
others.

Prevention: Focusing on
mitigating the negative
outcomes and threat of the
crisis and preventing future
crises.

Adapted from Markus et al. (2024)

institutions, and the practices and norms of social networks and daily
interactions. These defaults have evolved over time and reflect
entrenched values and moral commitments about the right and best
ways to be and live. Like water to fish, humans are often unaware of the
many aspects of the cultures that support and animate them (see Table 1
for definitions of some cultural defaults common in the U.S. and East
Asia that were relevant to the pandemic).

One feature underlying and connecting the U.S. cultural defaults
discussed here is a deeply-rooted cultural priority accorded to the
thoughts, feelings, and actions of the individual over those of the group,
and to the independent agency that is encouraged and fostered in these
individualistic contexts (e.g., Hofstede, 1980; Markus & Kitayama,
2010). Underlying the East Asian cultural defaults discussed here is a
cultural priority given to the thoughts, feelings and actions of a signif-
icant collective or group of which an individual is part, and to the inter-
dependent agency that these collectivistic contexts foster (e.g.,
Hamamura, Bettache, & Xu, 2018; Hofstede, 1980; Markus and
Kitayama, 2010). As we detail in our paper, both sets of cultural defaults
are useful guides for behavior in their respective contexts, but depending
on the crisis and how they are applied can be more or less effective. The
message of this commentary is that the public health goal of pro-
moting health for all is a challenge in the increasingly individual-
istic U.S., and that recognizing these underlying cultural defaults
can help.

Importantly, these constellations of cultural defaults are deeply
intertwined and implicated in the many other important drivers of na-
tional differences in per capita mortality during COVID (e.g., the quality,
financing, and integration of public health systems; the amount of
distrust between people and government; levels of economic and racial
inequality; strength of social safety nets; extent of political polarization).
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Below we briefly characterize a set of defaults well-supported by
previous empirical literature that we observed in the public response to
the pandemic.

2.1. The optimism-uniqueness default vs the realism-similarity default

As COVID emerged and people wondered, “Will it happen here?,” the
optimism-uniqueness default of the U.S. and the realism-similarity default of
parts of East Asia were on full display. These different defaults are
supported by decades of survey and experimental research showing that
U.S. Americans are more likely to predict that positive things will
happen to them, are less likely to predict that negative things will
happen to them (e.g., Fischer & Chalmers, 2008); and are more likely to
see themselves as unique and special compared to East Asians (e.g., Zell
et al., 2020).

Consistent with these defaults, Larry Kudlow, former director the
National Economic council claimed early in the pandemic that “We have
contained this,” (Imbert, 2020) and President Trump offered “It’s going
to disappear. One day, it’s like a miracle, it will disappear,” (Vasquez &
Kelly, 2020). In contrast, former Prime Minister Abe of Japan said,
“fighting an enemy that is hard to see and to understand is not easy” and
“This is most certainly not someone else’s problem,” (Abe, 2020).
Perhaps believing it wouldn’t happen to them, the U.S. was inconsistent
in the early detection and action necessary to prevent the spread of the
disease (Leonhardt, 2020). In Japan, Taiwan and South Korea, however,
the realism-similarity default led people to worry that even without
symptoms, they might already have the virus and could spread it.
Concern over being a vector of transmission worked to foster nationwide
adherence to a system of early detection and action, resulting in pro-
portionally fewer deaths in East Asia than the United States, especially
early on.

2.2. The single cause default vs the multiple cause default

As COVID spread, people sought to understand its cause. Studies
repeatedly show that in explaining the events of their lives, people in the
U.S. tend to focus on the stable internal attributes of the person or the
group directly involved in the event—a single cause—, whereas East
Asians are more likely to consider situational factors as well as their own
role in an event, or multiple causes (e.g., Choi et al., 1999; Choi et al.,
2003).

The single cause default was pervasive in the statements of many U.S.
public officials and in the mainstream press who referred to COVID as
the “Wuhan Flu” or “the China virus.” And for some, this single cause
attribution inspired retribution: Asian Americans became a target of
discrimination and hate (Lo et al., 2022). While national leaders in
Japan recognized that the virus originated in China, they were also
aware of other causes (e.g., globalization, economic dependence on
China) and cautioned citizens to “know the multiple backgrounds of a
particular theory in order not to be drawn into it” (Kubota, 2020). In the
U.S., by contrast, the single and sharp focus on whom to blame for the
virus may have slowed the search for understanding the causes and the
consequences of its spread. In contrast, the multiple cause default com-
mon in many East Asian countries encouraged a concern with the source
of the virus, but also with the sources and consequences of its rapid
transmission. This more holistic focus allowed many East Asian coun-
tries to develop an early understanding that social distancing, masking,
and isolation would curb the spread of COVID, again resulting in far
fewer deaths early on.

2.3. The high arousal default vs the low arousal default

Once the threat could no longer be denied, the next question was
how people should react or feel. In general, European Americans report
wanting to feel excited, enthusiastic, and other high arousal positive
states more than Chinese, Taiwanese, Japanese, and South Koreans (e.g.,

Tsai et al., 2006; Tsai et al., 2025). In contrast, many East Asian norms,
practices, and rituals encourage the experience and expression of calm
and other low arousal positive states (Clobert et al., 2020; Tsai et al.,
2006). In response to a negative event, however, the high arousal default
leads to greater expression of anger and hostility among U.S. Americans,
whereas the low arousal default leads to reframing of the negative event
and focus on doing better the next time (Uchida & Kitayama, 2009).
President Trump described the virus as “the invisible enemy” while
promising “total victory” over it, eliciting both anger and enthusiasm
(BBC, 2020). In contrast, former President of Taiwan, Tsai Ingwen,
asked citizens to “remain calm ... stay tuned for outbreak information
provided by the government, and strengthen their personal hygiene
routines” (Office of the President, Republic of China (Taiwan), 2020).
Although some Americans reported wanting to feel more calm during the
pandemic, their high arousal default was frequently on display. There
were vocal protests against lockdowns, social distancing measures, and
mask requirements. Some Americans attacked flight attendants, nurses,
salespersons, and public health officers to resist COVID guidelines.
While there were also critics of government responses to the pandemic
in many East Asian countries, there were essentially no overt public
expressions of anger, hostility, and frustration like those seen in the U.S.

2.4. The influence and control default vs the wait and adjust default

Once people and organizations across the world recognized the sig-
nificant threat of the pandemic and grappled with the question of “what
to do about it?,” the American default to try to do something exceptional
and quickly—the influence and control default—kicked in. In contrast, in
East Asia, the default was to first implement well-practiced and standard
procedures (e.g., masking, social distancing) and then to wait and adjust
to the situation as it unfolded. Research demonstrates that whereas U.S.
cultural practices emphasize having influence and control, Japanese
cultural practices emphasize adjusting to others, and these different
emphases matter for well-being in the cultures (e.g., Morling et al.,
2002).

The influence and control default led to the rapid production of
vaccines in the U.S. As described by President Trump, “It’s called
Operation Warp Speed. That means big and it means fast ... Incredible”
(U.S. Embassy Tbilisi, 2020). In contrast, Yasutoshi Nishimura, the
minister leading Japan’s COVID response said, “We are taking a cautious
approach and considering all factors before deciding on the imple-
mentation of stronger measures” (Nishimura, 2020). The Japanese
government explained their considerable delay in vaccination as
“necessary to build confidence in the vaccine,” (Yamaguchi, 2021)
demonstrating the wait and adjust default, in part perhaps because they
had already effectively contained the deadly virus.

2.5. The personal choice and self-regulation default vs the social choice
and social-regulation default

Government orders to stay home, socially distance, and mask clashed
with the powerful personal choice and self-regulation default of the U.S.,
but were consistent with the social choice and social regulation default of
East Asia. A strong empirical literature demonstrates that personal
choice is more central to identity, life satisfaction, and well-being in the
U.S. than in East Asia (e.g., Madan et al., 2020), in part because East
Asian contexts are replete with systems and social infrastructure that
prioritize state centralization, the common good, interdependence, and
responsibility (e.g, Uchida & Rappleye, 2024).

As President Trump declared about wearing a mask, “You can do it.
You don’t have to do it. I am choosing not to do it. It may be good. It is
only a recommendation, voluntary” (Mills, 2020). In many places in the
U.S., resistance to government orders became a hallmark of the
pandemic and took the form of “no one, especially the government, can
tell me what to do.” The contrasting high level of compliance in East Asia
reflects the default of social choice and social regulation. As described by



H.R. Markus et al.

Jerome Kim, director general of the International Vaccine Institute in
South Korea, people were not without a choice in their response but they
largely chose to cooperate: “I think there are a number of choices people
here have made to have freedom” (Gallo, 2021). In many parts of East
Asia, the actions of the public took the form of “we will cooperate and
follow the guidelines because others are doing it, they expect me to do it,
and we will all benefit.” For example, even though the U.S. had access to
vaccines sooner, by the end of 2021, the percentage of fully-vaccinated
individuals was greater in Japan than in the U.S.

2.6. The promotion default vs the prevention default

By 2022, two years into the pandemic, people began to ask “how
should we live now?” Many experimental studies find that Americans
are more oriented to maximizing positive outcomes and seeking gains—-
the promotion default, whereas East Asians tend to minimize negative
outcomes and avoid losses—the prevention default (e.g., Salvador et al.,
2022).

The promotion default was evident in former President Biden’s
assertion in September 2022 that COVID was over, even though many
public health officials declared that it was not (Archie, 2022). In
contrast, parts of East Asia still had COVID procedures in place,
reflecting a prevention default. As Shih-Chung Chen, the former Minister
of Health and Welfare for Taiwan, stated, citizens could “lead normal
lives while active epidemic prevention measures remain in place and the
country is steadily opening up” (Chen, 2022, para. 8). U.S. Americans
were ready to get on with their lives, and those with sufficient resources
imagined better lives than the ones they lived pre-COVID. In contrast,
many East Asians were less focused on leading their best lives and were
more focused on maintaining safety and preventing spread. There was a
widespread understanding in East Asia that COVID was still present and
that people must adjust their lives to prevent it.

3. Cultural defaults for the future

How can understanding the cultural defaults listed above (and others
from other parts of the world) be useful to decision-makers in public
health? Protecting and improving the health of people and their com-
munities requires strengthening the “essential” capabilities of public
health including emergency preparedness and response; assessment and
surveillance; communication; policy development and support; and
community partnership and support (DeSalvo et al., 2021), but it also
requires an understanding of the many cultural contexts in which people
participate, so that public health officers can respond to the specific
needs of a given population. Multiple commentators have written about
the deep challenges facing public health agencies well before, during,
and now after the COVID pandemic that would ideally be addressed in
time for the next pandemic. These include lack of sufficient funding,
inconsistent support among politicians, and the fragmentation of the
American health system. Few have entertained the possibility that these
challenges at their core reflect a deep suspicion of the mandates of public
health because they conflict with U.S. American defaults related to
individualism and independence (Hook & Markus, 2020). In the next
section, we outline some ways in which public health officers and their
teams in the U.S. might consider the role of cultural defaults in their
responses to the next public health crisis, whether it be bird flu, Ebola,
polio, measles, or the next variant of COVID.

3.1. Lesson 1: Recognize the role of cultural defaults in commonsense
responses to the health crisis

Seeing cultural defaults at work in one’s own response, planning, and
decision making is not easy, but it is a necessary first step in leveraging
cultural defaults to promote public health. In a commentary written
after reading our paper, Dr. Sara Cody, a public health officer and di-
rector, realized how her own actions and those of her emergency

response team reflected the constellation of defaults common in the U.S.
(Cody, 2024). She and her team knew they had to act quickly and
decisively to contain the virus (influence and control default), even when
most people were optimistic that COVID would not enter the U.S. With
enthusiasm and energy (high arousal default), they set to work, believing
that “if we mobilized enough resources and worked hard enough to find
and track each case and contact, we would be able to contain the virus”
(optimism-uniqueness default). Yet when it became clear that there was a
nationwide shortage of personal protective equipment, Cody’s office
mandated that all entities and individuals in the county disclose their
inventories so they could be deployed throughout the country. This is
when their troubles began. Mandating that people share their resources
clashed with the powerful U.S. default of personal choice and
self-regulation. Cody (2024) acknowledges, “The orders that I issued
were essentially mandating collectivism—that people did not gather,
did not form crowds, and wore masks to protect each other,” which was
different from the individualistic defaults of many people in her county.
In other words, public health officials might well benefit from a recog-
nition of the defaults in their own responses, but even more importantly
in the responses of the people in the communities they serve.

Recognizing that the U.S. was not prepared for COVID in part
because of its optimism-uniqueness default, we can ask whether the same
default is shaping our view of current viruses. For example, is it really
the case that bird flu is only a concern for people who consume raw milk
products and are in close proximity with animals, or are we being too
optimistic that this is the case? This leads to Lesson 2.

3.2. Lesson 2: Consider alternate cultural defaults to expand the scope of
possibility

For public health officers, a systematic comparison of their own (and
their constituents’) immediate and commonsense responses to the well-
known and useful defaults of decision-makers (and their constituents) in
other contexts is the next step. Of course, the cultural defaults of one’s
own context will not be easily swapped out for another set. For indi-
vidual public health officials in the U.S. charged with the responsibility
of protecting the well-being of those in their counties, deciding to “wait
and see” would be a challenge. Yet one’s own set of defaults might be
broadened, balanced, or nuanced by deliberately reconstruing a situa-
tion or crisis through the established defaults of decision-makers in other
contexts. Taking a page from an East Asian motivational playbook, is it
possible to normalize the understanding that easily transmissible viruses
are now part of life, and to more calmly and consistently suggest through
multiple channels that it makes sense to take certain precautions (e.g.,
wear a mask), first to protect yourself, and next, to protect others around
you? Tamping down the high arousal default through early, engaging
but relatively calm messaging has the potential to simultaneously slow
the application of the single cause default and the search for a single
culprit to blame. This may in turn accelerate understanding of the virus
and how to stem its spread, as well as guard against high arousal displays
of anger over a restriction of freedom and individual rights. Different
crises (and even different stages of a crisis) may require the wisdom of
different defaults, and a mix of responses may be the most effective.

3.3. Lesson 3: Frame behavioral recommendations in terms of cultural
defaults

Research across multiple domains demonstrates the importance of
matching a message with an audience’s general motivational orienta-
tion. One clear lesson is to frame public health recommendations or
mandates in a way that builds on prevalent cultural defaults. London
Breed, the former mayor of San Francisco, urged people to wear a mask
so they could be “free” to travel. This recommendation was a good fit
with the personal choice and self-regulation default. Similar framings
were “Choose to be healthy,” “Protect yourself, stay home,” “Take
control, your health is in your hands,” and “You have the power to
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influence others, wear a mask.” Notably, however, the messages that
most effectively leveraged the influence and control and personal choice
defaults may have been those that directly countered the advice of public
health officials and rallied people against masks and vaccines (e.g., “My
body, my choice,” “Let me call my own shots™).

Uptake of a behavioral recommendation in the U.S. is most likely
when it is easy, fun, rewarding, and social (e.g.,Thaler & Sunstein,
2008). To this list we add that recommendations should be consistent
with dominant cultural defaults whenever possible. If a recommended
behavior counters a default, it should be immediately followed by a
recommendation that is consistent with the default. As one example,
masking can hinder people’s abilities to see others’ facial expressions,
which, for many in the U.S., meant removing their ability to commu-
nicate effectively. To counter this, Stanford Health Care workers pinned
pictures of themselves without their masks on their lab coats so that they
could express themselves and connect with patients while wearing a
mask (Sashin, 2020).

3.4. Lesson 4: Address cultural defaults at multiple interacting levels of
culture (individual, interactional, institutional, and ideas)

Recommendations and guidelines do not exist in a vacuum. Cultural
defaults are reflected in individual attitudes and beliefs, but they persist
because they are also inscribed in institutional policies and practices.
Effective change in behavior thus requires intervention at multiple levels
(Hamedani et al., 2024). For example, the widespread idea that one’s
health is a private matter and that public health mandates restrict per-
sonal choice are reflected in the very structure of the U.S. health system.
Personal health organizations and public health systems in the U.S. are
distinct and separate entities. In Japan, South Korea, and Taiwan, public
health is coordinated by their national governments. In contrast, public
health in the U.S. is the responsibility of a pluralistic, decentralized
assortment of more than 3000 state and local public health offices that
have incompatible data systems and few means to communicate with
each other. Although this system provides room for individual choice
and for tailoring policies to the local community (DeSalvo et al., 2021),
it also means that state and local jurisdictions are left on their own to
develop public health guidance. As a result, during the pandemic, many
policies and actions that required individuals and private health orga-
nizations to cooperate with public health systems for the “the good of
all” or for “community benefit” were very difficult to enforce. The lesson
here is that one can endorse a “we are in this together” sentiment, but if
the institutional policies and practices that afford cooperation and co-
ordination do not exist, such appeals are unlikely to take hold for any
extended period of time. A more effective response to future pandemics
will stem from encouraging connection and collaboration among
autonomous state public health systems, but also from establishing
uniform standards for data collection, and requiring that all states report
data on the health status of their populations. Inscribing this level of
structural interdependence into a system designed for independence will
require creative applications of Lesson 3 at multiple levels of culture.

3.5. Lesson 5: Prepare for resistance to counter-cultural default
recommendations

Sheltering in place, masking, social distancing, contact tracing,
testing, and vaccinating were the only ways of preventing the social
transmission of this deadly disease. While Americans in certain parts of
the U.S. complied with these unusual regulations for a time, people
across the country became tired, angry, and frustrated with them, in
large part because they ran against defaults of personal choice and self-
regulation. One of the most alarming consequences of the pandemic was
violence waged against public health officers and healthcare workers
“due to the political frustration of citizens nationally, who feel that their
personal liberties have been encroached” (Burke et al., 2023, p. 2).
Survey data collected in 2020 reported that between 9 and 12 % of

public health officials received personal or family threats, including
receiving emails questioning their authority, having their office doors
knocked down, and having protestors show up at their private homes
(Ward et al., 2022). To prepare for resistance, public health officers
and/or government leaders might enlist the help of a wide variety of
trusted local messengers who can communicate the rationale underlying
their recommendations, provide feedback on the effectiveness of these
measures, prepare citizens for the anger and frustration they may feel
when they comply over long periods of time, and endorse alternative
actions.

3.6. Lesson 6: Prepare for revisionist thinking

For many, COVID is already a distant memory. Cultural defaults
shape what these distant memories are, and at least in the U.S., are likely
to interfere with efforts to prepare for the next crisis. For example, the
Spanish flu of 1918 killed millions of people worldwide. In the U.S.,
675,000 people died, for many of the same reasons that people died
during COVID: inconsistent guidance from top officials, lack of coordi-
nation among local health officials, substantial resistance to measures to
curb the spread of the disease, and an anti-mask movement (Bristow,
2012). What prevented us from learning from our mistakes? Bristow
argues that American exceptionalism, or the idea that Americans are
special and unique, can drive a cultural forgetting and revision of the
past as more positive than it actually was. Epidemiologist Katelyn Jet-
elina observes a similar process occurring for COVID: “I think there’s an
attempt to revise 2020 really under the comfort of 2023 vaccines and
treatment and immunity” (Klein, 2023). This process of revisionism
makes it particularly difficult to look back at the past, evaluate the
outcomes of previous decisions, and consider alternate paths in the
future. As a guard against revisionism, policy makers and researchers
might consider fully documenting their actions and the resistance to
them as they unfold, with the hope that this record may contain a fuller
picture of the past than culturally shaped memory allows.

4. Conclusion

After five years of COVID, what have we learned? That cultural
defaults matter. When describing his disbelief that so many Americans
refused to get vaccinated, Francis Collins, former director of the Na-
tional Institutes of Health said, “There are things about human behavior
that I don’t think we invested enough into understanding”
(Simmons-Duffin, 2021). We agree. This includes understanding what
cultural defaults are, how they work together to influence behavior, how
they can sometimes limit our response to urgent crises, and how they can
be effectively leveraged to get people to do things they aren’t used to
doing, but need to do to protect their own and others’ health. Although
we have focused on some U.S. and East Asian defaults, all nations have
specific cultural defaults that require identification and attention as
policy makers try to explain, motivate, predict, and influence behavior.

Public health is a field rooted in ensuring conditions that allow the
maximum number of people in a population to be healthy. Yet in the
U.S., the meaning of “public” and the “collective good” is elusive. In a
highly individualistic society, fulfilling the public health charge means
swimming upstream as practitioners try to persuade their many Amer-
ican “publics” that health is not just a personal responsibility, and that
effectively protecting the “me” requires protecting the “we.” In a
multicultural, multiracial, politically-divided society with an increas-
ingly decentralized government, the role of public health officers will be
even more important, as will their need to be attuned to the cultural
defaults of their local communities. Our hope is that partnerships be-
tween public health practitioners and behavioral scientists can facilitate
efforts to include culture within the scope of the social determinants of
health.
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