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| PROFESSOR JAMES RUBIN, of King's College London, Strand, London WC2R 2LS, will
say as follows:

Section 1: Introduction

1.1. | make this statement pursuant to the Covid-19 Inquiry's Rule 9 request of 28

November 2024 ('The Rule 9').

1.2. | previously submitted the following responses to the Inquiry:

a) Witness Statement for Module 1 dated 13 April 2023 [INQ0001484 1];

b) Witness Statement for Module 2 dated 21 February 2023 [INQ000250232];

c) Oral evidence to the Inquiry on 18 October 2023;

d) Supplementary Statement for Module 2 dated 27 October 2023
[INQ000273942]; and

e) A Questionnaire Response for Module 2 dated 10 October 2022
[INQ000056547].

1.3. Matters | set out within this statement are within my own knowledge save for where

| state otherwise. Where | refer to facts not within my own knowledge, I will provide

the source for those facts. The contents of this statement are true to the best of my

knowledge and belief.

1.4. This statement addresses my role and involvement in the approach to testing,

tracing and isolation ('TTI') adopted during the pandemic in England, Wales,
Scotland and Northern Ireland from 1 January 2020 until 28 June 2022. This
statement has been prepared based on my personal recollections and the personal

views expressed are my own.

Professional background
1.5. | have a BSc in Psychology from the University of Bristol (1998), an MSc in

psychological research methods from the University of Exeter (1999) and a PhD in

psychology as applied to medicine from the University of London (2003)

Career history
1.6. | have been at King's College London since 1999 as a PhD student, postdoctoral

researcher, senior lecturer, reader and professor. At the start of the pandemic, had

been a reader in the Psychology of Emerging Health Risks since 2017 and

assistant director for the National Institute for Health Research ('NIHR') Health
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Protection Research Unit ((HPRU') in Emergency Preparedness and Response
since 2014. | was promoted to professor in February 2021 and to director of the

HPRU in May 2022.

1.7. As a research fellow during the H1N1 (swine flu) pandemic, | was seconded to

University College London for five months to work on a project led by Professor
Susan Michie. At the time, she was the chair of a SAGE subcommittee called the

Scientific Pandemic Influenza group on Behaviour and Communication ('SPI-B&C').
The project analysed a substantial amount of polling data collected by the

Department of Health on how the public were responding to the pandemic.

1.8. After the swine flu pandemic, | led several studies about possible impacts of a

future pandemic on the UK public. This included a project funded by the NIHR as
part of its portfolio of pre-prepared pandemic studies. This project originally used

the acronym 'FIUTEST' and was activated by NIHR in February 2020 for the

COVID-19 pandemic. Our team supported the Department of Health and Social
Care ('DHSC') in analysing data from regular polling they conducted with the public.

The study was renamed from FIuTEST to the COVID-19 Rapid Survey of

Adherence to Interventions and Responses ('CORSAIR')

Professional expertise
1.9. My professional expertise is in understanding how people perceive novel health risks

and how those perceptions affect their behaviour and wellbeing. As part of my

interest in this area have published studies on, amongst other things, public

responses to:

a) The 7 July London bombings;

b) Two incidents of widespread flooding in the UK;

Cc) The swine flu pandemic;

d) The 2014 Ebola outbreak in West Africa;

e) The poisoning of Alexander Litvinenko with radioactive polonium 210;

f) The poisoning of Sergei Skripal with the nerve agent Novichok; and

g) The Fukushima nuclear meltdown.

Areas outside my scope and expertise
1.10. The Inquiry has asked for a high-level assessment of how testing technologies,

different strategies and modelling were considered, used and deployed by
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Government decision-makers during the pandemic. am also asked to give
evidence on what role current and emerging technologies might play in future

testing and TTI strategies.

1.11. | have no expertise in testing technologies, development of national strategy or

modelling. | was not a decision-maker and cannot provide any detailed account how
Government decision-makers considered, used, or deployed various strategies.

1.12. | am also asked to give relevant evidence in explaining and providing a high-level

assessment of how modelling was considered, utilised and deployed by

Government decision-makers with respect to TT] during the pandemic, and the role

of current and emerging technologies in the future. | have no expertise in those

areas and cannot provide a useful account. As such, | have not addressed these
matters further in my statement.

Major publications relevant to TT!
1.13. A list of my relevant major publications can be found in Annex A.

Section 2: Involvement in SAGE, SPI-B and NERVTAG

2.1. During the COVID-19 pandemic, was a member of the New and Emerging

Respiratory Virus Threats Advisory Group (NERVTAG), participant in the Scientific
Advisory Group for Emergencies (SAGE), and chair, co-chair, then participant of

the Scientific Pandemic Influenza (later 'Insights') - Behaviour (SPI-B) group.

NERVTAG
2.2. In 2018, NERVTAG advertised for a behavioural scientist to join the group. | applied

and was appointed after an interview.

2.3. | attended approximately 50 NERVTAG meetings between January 2020 and June
2022 [JR-7/01 - INQ000553375]. My contributions to those meetings were limited

to discussion of how psychological factors might affect the points of discussion.
Once it was set up, SPI-B became the natural home for these conversations. Thus,
my input into NERVTAG was limited.

SAGE
2.4. | was a participant of SAGE from 22 January 2020 to June 2021. Between 2018

and the start of the COVID-19 pandemic, | was invited by the Government Office for

Science ('GO-Science') to participate in three exercises held by SAGE relating to

non-pandemic emergency scenarios. In January 2020, | was invited by GO-Science
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2.5.

SPI-B
2.6.

2.7.

2.8.

2.9.

to attend the first COVID-19 SAGE meeting. Subsequently, was regularly invited to

attend further meetings until June 2021.

| attended 66 SAGE meetings [JR-7/02 - INQ000553388]. My contributions were

predominantly to report on papers that were produced for discussion by SPI-B, to

identify if and how behavioural science factors might need consideration in other

issues that were discussed and to identify where SPI-B could usefully contribute in

the future.

On 13 February 2020, SAGE decided to establish the SPI-B subgroup. As | had

experience working in the predecessor SPI-B&C group during the swine flu

pandemic, | offered to set up and chair SPI-B. | was chair and then co-chair of SPI-

B until June 2021. After standing down as co-chair in June 2021, | remained a

participant until SPI-B ceased to meet.

| attended 39 SPI-B meetings [JR-7/03 - INQ000553399, JR-7/04 -

INQ000553410]. | regularly acted as chair, a role shared initially with a deputy chair,

Professor Brooke Rogers, and then with two co-chairs, them being Professors
Brooke Rogers and Lucy Yardley. Professor Ann John was a co-chair as well, but

had taken that position after | had resigned. As such | did not share a role with her.

As per the October 2020 Terms of Reference for SPI-B, the chair was responsible

for "...liaising between SPI-B and SAGE, attending SAGE to represent the views
and advice of the Group, and providing written and/or verbal updates as and when

required; representing SPI-B at the GO-S Science Coordination Group, chairing

meetings and moderating offline discussion, signing-off on all advice of the Group"

[JR-7/05 - INQ000273329]. Separately, | contributed to SPI-B in terms of my own

areas of expertise particularly around whether people adhered to official

recommendations around TTI. | co-authored several of the group's papers on this

and other areas, which are listed in Annex A.

| also attended regular meetings between the chairs of all SAGE subgroups to

discuss ongoing work, working groups relating to specific topics, and one-off

meetings on individual issues.

As part of my role with these groups, | attended related working groups and

meetings with civil servants from Public Health England ('PHE') and UK Health

Security Agency ('UKHSA'), Cabinet Office, DHSC and elsewhere to discuss the

implications of SPI-B evidence.
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2.10.

2.11.

2.12.

2.13.

3.1.

3.2.

It is important to note that SAGE and SPI-B are advisory groups only and do not

make decisions or policies. During the pandemic the Government received

behavioural science advice from many teams, including SPI-B, PHE/UKHSA, NHS
Test and Trace ('NHS TT'), the Behavioural Insights Team, DHSC, the Cabinet
Office communications team, and advertising and market research agencies, and

went on to make decisions.

It is also important to note that, while SAGE and SPI-B addressed multiple topics

relating to TTI, this work drew on the different skills and expertise of multiple

people. For example, while the groups considered behavioural science issues
relating to the NHS TTI app, mass screening, certification, children and young

people, minoritised ethnic groups, policing and security issues, large events, and

mitigation of transmission within households, | was not the main expert for these

areas and | do not consider them in any detail in this statement.

i made multiple contributions to discussions around TTI in meetings of NERVTAG,
SAGE and SPI-B, and related working groups. These contributions fed into several
pieces of advice and guidance. Annex A lists the main advice papers that |

contributed to that are relevant to TTI and summarises their conclusions.

in Section 4 | have provided a summary of the main areas of advice that |

contributed to. | also refer in that section to some of the main meetings and papers

in which those areas of advice were discussed.

Section 3: Testing Technologies, including lateral flow tests and PCR tests

| am asked to draw on my expertise to provide a high-level assessment of how

testing technologies were considered, utilised and deployed by Government
decision-makers during the pandemic. This includes considering the benefits and

limitations of lateral flow (LFT) and polymerase chain reaction (PCR) tests. | was
not involved in decision-making and have few insights to offer into how Government

decision-makers considered, utilised or deployed testing technologies, including

LFT and PCR tests.

One exception relates to conversations that occurred in late 2020 to 2021 as to

whether people who were a contact of someone with COVID-19 should enter self-

isolation immediately, or whether they could take an LFT every day and only enter

self-isolation if any of the test results were positive. In December 2020, PHE and

NHS TT initiated a pilot study in which close contacts of confirmed cases of COVID-

19 were given the option to either enter seif-isolation as normal or to take daily
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3.3.

4.1.

4.2.

4.3.

lateral flow tests. They later launched a randomised controlled trial involving around

50,000 people to test whether rates of transmission were the same for people who

self-isolated and people who took the daily LFTs.

My HPRU team, together with an HPRU team from the University of Bristol, helped

by supporting the development of study materials, creating surveys to test the

acceptability of daily testing and assess levels of adherence to the various rules

involved, and conducting interviews with people who took part in the study. Overall,
the research demonstrated that daily contact testing is acceptable to those asked to

engage with it, that people adhered well to the rules, and that daily contact testing is

equivalent to self-isolation in terms of onward transmission. We also found that daily

testing reduced the number of days that people are in self-isolation by

approximately five days per person [JR-7/06 - INQ0001968901. My understanding

is that the work informed UK Government policy recommendations (issued 12

December 2021) in which some members of the public were advised to take an LFT
daily for seven days rather than having to self-isolate [JR-7/07 - INQ000553442,
JR-7/08 - INQ000196892].

Section 4: Key elements in an effective TTI system

1 am asked to set out evidence outlining and explaining the key elements required

to achieve an effective TTI system, the objectives of each element, and their

relative importance. In the summary below, | will address these issues only insofar

as they relate to my own area of expertise. | also provide, for each area, Cca summary

of the contributions, advice and guidance that | provided in SAGE, SPI-B and

NERVTAG meetings.

Although the Inquiry has asked me to provide an opinion from the perspective of my

expertise and experience as a psychologist specialising in how people perceive
potential health risks and how those perspectives affect their behaviour, have not

been able to conduct an academically rigorous systematic review of these areas for

the purposes of preparing this statement. Instead, my comments draw on evidence
of which | am already aware, with a natural bias towards the work of my own team

and those documents listed in Annex A.

In no particular order, the areas relevant to my expertise that | consider important in

an effective TTI system are:

a) Collection of data and responsiveness to evidence;
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b) The provision of support for people in isolation;

Cc) Helping people to recognise the main symptoms they need to watch out for;

and

d) Effective communication with the public.

Collection ofdata and responsiveness to evidence
4.4.

4.5.

TTI systems require people to engage in a complex set of unfamiliar behaviours.

Adherence to TTI guidance cannot be assumed. Identifying any barriers to

adherence can help in the development of interventions that support people to

adhere and protect their wellbeing. As such, a key component of any effective TTI
system is gathering data on levels of adherence and testing interventions to see if

they are a cost-effective way to improve adherence.

The importance of gathering data and testing interventions was noted several times

in advice that | contributed to.

a) On 9 March 2020, SPI-B said that

"Relevant research needs, for rapid consideration, include:

© qualitative research with individuals who have experienced self-

isolation to explore barriers to and facilitators of adherence, and how

they occupied themselves.

© adapting ongoing DHSC focus groups to obtain feedback on the

advice from people from different economic backgrounds and at-risk

groups. [JR-7/09 - INQ000196755]

b) On 6 April 2020, we noted that "...the most important data to understand

adherence are current levels of adherence among different subgroups, why

people aren't adhering, and what could help people adhere." [JR-7/10 -

INQ000196757]

Cc) On 6 May 2020 the key recommendation from a SPI-B paper focussing on

TTI was that "We strongly recommend monitoring and rapid research into

adherence rates to alf key behaviours and how to improve them...". [JR-7/11
- INQ000197096]

d) In a meeting of SPI-B on 1 June 2020 that was attended by representatives
from the TTI program team, we made multiple recommendations including
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4.6.

4.7.

4.8.

questioning "...what methods would be used for measuring compliance with

isolation measures. [JR-7/12 - INQ000196765]

To support government departments in considering how best to gather data,

specifically on adherence to self-isolation, on 29 October 2020 | hosted a cross-

Whitehall meeting on how to develop a standard measure of adherence to self-

isolation. This included representatives from SPI-B, PHE, the Office for National

Statistics ((ONS'), the Behavioural Insights Team, DHSC, SPI-M, and GO-Science. |

do not believe there were minutes of this meeting. There was a productive

conversation around the need for a measure and the challenges involved in

obtaining an accurate measure of a complex behaviour. While a proposed measure

was developed and circulated, | do not think it was widely taken up [JR-7/12a -

INQ000574445 ]. In practice, however, simply encouraging people to focus on the

nuances involved in measuring adherence to self-isolation was a successful
outcome and did result in further useful discussions around, for example, the

approach to data collection by the ONS.

1 regularly attended an NHS TT working group on data and analytics that looked at

various aspects of TTI adherence. | provided encouragement to generate more data

in this area and gave advice on measurement. This included acting on the advisory
group for a series of surveys that NHS TT commissioned from the ONS that looked

at rates of adherence to self-isolation. As the principal investigator for CORSAIR, |

also worked with DHSC to evaluate adherence to various components of TTI using

the data available from the series of surveys that were commissioned by DHSC,
with reports from the CORSAIR team on specific issues being provided to DHSC,
SPI-B and other groups.

1 also corresponded with others outside of formal meetings about adherence data.

For example, on 23 June 2020 Dr Ben Warner from Number 10 Downing Street
('No.10') contacted me to note that recent polling showed a lack of adherence to

self-isolation guidance. | responded with two attachments and noted two separate
polling companies had shown similar findings. | noted that "/ am very worried about

this. and "...it is [a] pretty loud alarm bell." [JR-7/13 - INQ000196916] | received a

copy of the relevant report [JR-7/14 - INQ000196923] and forwarded it to my

colleagues at DHSC who | was discussing the CORSAIR data with JJR-7/15 -

INQ000196919, JR-7/16 - INQ000196922].
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4.9. In my opinion, the need to gather data on adherence to components of TTI was
understood by the key departments and groups within government, who

commissioned multiple studies over the course of the pandemic to both monitor

adherence and assess factors associated with it. One deficit in this area was that

relatively few randomised controlled trials were commissioned to test interventions

intended to improve adherence and to support people who were isolating. Such
trials are the 'gold standard' way to test whether a given intervention works. A lack
of randomised controlled trials was true worldwide, however, and is not, in my view,
a UK-specific issue.

The provision of support for people in isolation

4.10. The importance of providing support to people in isolation was identified several
times during the pandemic. For example, in January 2020, | asked my HPRU team

to produce systematic reviews of the existing academic literature on how people

cope when isolating. They produced two papers that explored the impact of

isolation or quarantine on mental health, and what factors are associated with

adherence to isolation or quarantine. The mental health paper was published in The
Lancet on 25 February 2020, and the adherence paper was accepted in a journal

called Public Health on 13 March 2020 [JR-7/17 - INQ000196902, JR-7/18 -

INQ000196901]. These papers identified that self-isolation can be distressing and

that people sometimes struggle to adhere to the rules. They also identified a range

of possible ways to mitigate these impacts, including financial and practical support,

information, and emotional support. The papers became widely cited in academia
and were circulated within PHE. | am aware that they influenced the way support

was given to British nationals placed into supported isolation facilities in the UK on

their return home from Wuhan and that they influenced public advice on self-

isolation that was given out by PHE.

4.11. Several lines of research based on data collected during the pandemic also

influenced the idea that support for people in self-isolation was important. This
included, for example, data from CORSAIR that noted that non-adherence with TTI
behaviours tended to be associated with lower socio-economic status and greater

financial hardship [JR-7/19 - INQ000228154]. Among participants in the CORSAIR
dataset who should have been self-isolating, the reasons given for not self-isolating

also pointed to a need for more support. These included, among other things going

to the shops for groceries or to a pharmacy (21.5%); going to work (15.8%); going
to the shops for things other than groceries or pharmacy goods (15.6%); being too
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4.12.

4.13.

bored (12.2%); to help or provide care for a vulnerable person (11.9%); and being

too depressed or anxious (11.2%). Work by the Vivaldi study, a large-scale survey
that looked at COVID-19 infections in 9,081 care homes providing care for dementia

patients and the elderly in England, suggested that one difference between care
homes that had a COVID-19 outbreak and those that did not, was that those that

did not were more likely to pay their staff sick leave. This suggests that when staff

who are ill feel financially compelled to attend work, the risk of transmission

increases [JR-7/20 - INQ000346701].

Recently, a review paper by my team assessed all the evidence published up to

December 2022 on rates of adherence to self-isolation for COVID-19 and factors
associated with adherence. This noted "...some evidence that receiving practical
Support was associated with adherence.", but also noted a lack of experimental

studies testing whether receipt of support changed levels of adherence [JR-7/21 -

iINQ000531028].

The importance of providing support to people in isolation was emphasised in many

of the advisory papers that I co-authored.

a) On 2 March 2020, a paper by SPI-B discussed the interaction of different

strategies and, in the context of school closures, noted that "Schoo! closure
and isolation of symptomatic cases will present difficulties for some
symptomatic people in terms of their ability to adhere to isolation. For single
parents, adherence may become impossible. For poorer families, loss of
income and increased household bills (heating, electricity, food delivery etc)
will occur concurrently with loss of social services provided through schools
(free school meals, after school clubs etc). For families more able to cope

financially, isolation will still be more difficult as children spend longer in the
home". The same paper aiso noted concerns that household isolation would

have a disproportionate impact on poorer families and that *...thought also
needs to be given to the additional mental health burden likely to accrue
during two weeks of home isolation. [JR-7/22 - INQ000109111]

b) In the SPI-B meeting note of 9 March 2020, in respect of the PHE self-

isolation guidance we advised PHE fo "...more strongly consider the specific
needs of different audiences e.g. individuals with more severe symptoms,

vulnerable groups, and sole caregivers. [JR-7/09 - INQ0001967551
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4.14.

4.15.

Cc) In a meeting of SPI-B of 25 May 2020, that included representatives from

NHS Improvement, we noted that "...significant barriers to the uptake of the
TTI program include: i} the financial implications that self-isolating in

response to a positive test result would have in the individual and their

contacts (mediated by the provision of such financial support), if) the social
cost of imposing isolation on friends, colleagues, and family by reporting a

positive result (and the difficulty of reconfiguring social norms in favour of
this)..." [JR-7/23 - INQ000196764]. This was repeated to members of NHS
TT in a SPI-B meeting on 7 July 2020 [JR-7/24 - INQ000196767].

d) At the request of SAGE, | co-authored a SPI-B paper on 'The impact of

financial and other targeted support on rates of self-isolation or quarantine'

on 16 September 2020. This paper concluded that provision of a support

package that encompasses financial, non-financial, information and

emotional support, should be rolled out and evaluated as a matter of

urgency [JR-7/25 - INQ000231034]

e) On 15 January 2021, in an appendix to a SPI-B paper, we provided a

detailed example of what a full, evidence-based package of support might

look like. [JR-7/26 - INQ000138010]

| also provided advice on the importance of support outside of formal SPI-B papers.

On 12 September 2020, | corresponded by SMS with Sir Patrick Vallance who

asked "Do we have any evidence base [for] the amount of financial incentive that

would make a difference for self isolation?" to which | replied "...we wouldn't see
*maintaining® income level as an 'incentive. but that was "Not sure I can give you
a science answer..." as to what the best level of financial support would be [JR-7/27
- INQ000553396]. On 28 September 2020, the Government announced that £500
support payments would be given to families on low incomes who needed to self-

isolate. My understanding is that there were approximately 570,000 successful
claims for this support over the course of the pandemic [JR-7/28 - INQ000553397].
In terms of the impact of this policy, the CORSAIR dataset did show an increase in

self-isolation adherence rates after the policy was introduced [JR-7/19 -

INQ0002281 54].

At an introductory meeting on 19 November 2020 with Mr Rob Harrison, a

colleague and | provided a briefing note about supporting self-isolation which
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