
Preventing a covid-19 pandemic
We need to think beyond containment
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In the aftermath of the 2009 H1N1 global threat, the Department
of Health’s pandemic preparedness planning team paid particular
attention to the value, or otherwise, of containment as a strategy
to prevent spread. In 2009 considerable time and effort were
spent on a catch, isolate, and treat approach in the early stages
of the emerging pandemic, and public health teams were
expending considerable energy with, as it turned out, little effect.
The resulting UK Influenza Pandemic Preparedness Strategy
20111 emphasised the need to maintain the continuity of essential
services and continue everyday activities as far as possible.
Catch and isolate
In a recent speech in the House of Commons, Matt Hancock,
the UK secretary of state for health and social care, highlighted
the mainstay of the government’s approach, as set out in the
plan: contain, delay, research, and mitigate.2 In relation to
influenza, the plan sees these phases as detection, assessment,
treatment, escalation, and recovery, and during the assessment
phase it emphasises the need to actively find, test, isolate, and
treat cases—our current approach to covid-19. Unlike for
influenza, no vaccine or antiviral agents are available for
covid-19, and the mainstay of treatment is supportive care, in
high dependency units if necessary, for the most critically ill
patients.
In 2003 the catch-and-isolate policy did curtail the outbreaks
of severe acute respiratory syndrome (SARS),3 but will such an
approach be successful with covid-19, which has already caused
a nationwide epidemic in the most populous country in the
world, with new fires starting on every continent? While this
isolation and containment policy approach prevails, towns in
Italy and whole countries, such as Iran, are being quarantined,
with boundaries and borders closed at gunpoint.4 Under China’s
totalitarian regime, it has been possible to put in place draconian
public health measures that in some cases seem to be an
infringement of human dignity, but it is impossible to see how
this could operate in the democratic states of the Western world.

Plan for the worst
Experience with SARS and the 2009 influenza pandemic showed
that containment can buy us some time,1 and it has done so with
covid-19. But containment in the face of a pandemic will go

only so far, and we must use this time wisely. We need to start
planning for an escalation in our response to new coronavirus
infections and a surge in demand across the health and social
care sector; the expectation must be that our unscheduled care
services and the wider NHS, which are already stretched, will
be severely challenged even by a modest increase in cases.
Bhatia and colleagues estimated that, although travel restrictions
with China may have reduced transmissions, two thirds of all
cases exported from China remain undetected.5 This assessment
by the group at Imperial College London is now being played
out, with community spread of the virus being seen in many
countries, and the US Centers for Disease Control and
Prevention (CDC) expressing the view that current global
circumstances suggest it is likely this virus will cause a
pandemic.6 We live in a world that is globally connected, in
terms of the movement of people, goods, and food, while even
within close knit communities, such as those currently locked
down in Italy and elsewhere, the ideal conditions exist for the
virus to spread from person to person. In one of the most cited
research papers from the 1990s, Watts and Strogatz showed that
the “small world” structure of society facilitates rapid disease
propagation between distant and apparently unconnected
communities, resulting in sporadic outbreaks that seem to start
spontaneously, undermining even the most stringent attempts
at containment.7

The clinical features of covid-19 are well documented, with
most people displaying mild symptoms or none at all and deaths
occurring mainly in elderly and chronically ill patients. This is
not the public perception as played out in the media and
reinforced by gunpoint quarantine.
Given the lessons from 2009—which taught us that containment
for a globally disseminated disease was futile—and accepting
that most of the exported covid-19 cases from China (and
elsewhere) are undetected, is it not time to admit that a global
pandemic is on us? The World Health Organization is reluctant
to say so. Once the disease is recognised as a global pandemic,
nations, commerce, and healthcare can move into a much more
rational phase with resources targeted at those most at need.
The healthcare system in the UK is, like that in many countries,
at breaking point dealing with the routine demands placed on
it. It is therefore vital that attention moves as quickly as possible
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to plan for this escalation in demand and identify how we
reconfigure services to cope. We should plan on the assumption
that most of the population may contract the virus with few or
no long term effects, while harnessing vital secondary healthcare
resources to treat the small percentage of people who become
seriously ill.
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