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(2)
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________________________________________ 

SUMMARY GROUNDS OF DEFENCE 

_________________________________________ 

INTRODUCTION 

1. The Claimants seek permission to challenge the lawfulness of the Health Protection

(Coronavirus, International Travel) (England) Regulations 2020 (“the International

Travel Regulations” or “the Regulations”) and the Health Protection (Coronavirus,

International Travel) (England) (Amendment) (No.10) Regulations 2020 (“the Croatia

Regulations”).

2. The Claimants raise numerous, wide-ranging grounds of challenge. They seek to challenge

the vires of the Regulations (Ground 1); they allege that their rights under Articles 5 and 8

ECHR have been infringed (Grounds 2 and 3); they allege that the International Travel

Regulations are disproportionate and irrational generally (Ground 4) and because there is

no rational policy in place for determining which countries and territories are included on
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the exempt list in Schedule A1 (Ground 5); and that the removal of Croatia from Schedule 

A1 was unreasonable and disproportionate (Ground 6).  

 
3. Permission should be refused for the following reasons: 

Delay/academic:  Insofar as the claim purports to challenge the International Travel 

Regulations as they were originally made, rather than as currently amended and as they 

applied to the Claimants, the claim has not been made promptly and is in any event 

academic. 

Ground 1: It is not arguable that the Regulations are ultra vires the 1984 Act.  

Grounds 2 & 3:  The Claimants were not deprived of their liberty within the meaning 

of Article 5(1) ECHR; alternatively, any deprivation of liberty was lawful under Article 

5(1)(e). Any interference with the Claimants’ rights under Article 8 pursued a 

legitimate public health aim, namely protecting against the serious threat to life posed 

by the spread of COVID-19, and was proportionate to that aim. There has been no 

arguable breach of Article 5(1) or 8 in the Claimants’ case. 

Ground 4, 5 & 6:  The International Travel Regulations, the list of exempt countries 

and territories in Schedule A1, and the Croatia Regulations (which removed Croatia 

from that list), are all informed by and consistent with relevant scientific and expert 

advice.  They are rational and lawful measures taken to protect public health.  The 

contrary is unarguable.    

 

BACKGROUND 

4. The International Travel Regulations form part of a range of measures adopted by the 

Government in order to secure public health in the face of the serious threat to life posed 

by the COVID-19 pandemic.  The Court has encapsulated the circumstances that face the 

Government and the Secretaries of State as follows:   

“The Covid-19 pandemic presents truly exceptional circumstances, the like of which 
has not been experienced in the United Kingdom for more than half a century.  Over 
30,000 people have died in the United Kingdom.  Many, many more are likely to have 
been infected with the Covid-19 virus.  That virus is a genuine and present danger to 
the health and well-being of the general population.  I fully accept that the maintenance 
of public health is a very important objective pursued in the public interest.”  R 
(Hussain) v SoS for Health [2020] EWHC 1392 (Admin) per Swift J. at §19 
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5. The number of deaths in the United Kingdom now stands at over 40,000.   A wide range of 

measures have been adopted by the Government which aim to mitigate the effects of the 

pandemic, including national and local restrictions aimed at preventing the spread of 

infection.   Border control measures are one part of this wider response to the pandemic.   

 

6. COVID-19 was originally introduced into the UK by travellers arriving from abroad.   In 

the early stages of the spread of the disease, in January to early March, before the WHO 

declared the outbreak a pandemic on 11 March, border measures were focused on advice 

to passengers arriving from “hotspot” countries and areas.  In mid-March, when there was 

sustained community transmission of the disease in the UK, this advice ceased and was 

replaced with advice to the population as a whole to self-isolate if they had symptoms.  In 

late March, when rates of infection were high in the UK, numbers of international 

passengers arriving into the UK were extremely low, and 'stay at home' guidance was in 

place nationally, the scientific advice was that imported cases were likely to make no 

significant difference to the overall rates of infection in the UK.  In light of this advice, no 

border control measures were put in place at that time. 

 
7. On 28 April, SAGE advised that the proportion of imported cases could increase as the 

number of cases in the UK decreased.1  On 9 May, the four Chief Medical Officers (CMOs) 

advised that once domestic transmission was low, imported cases could become a material 

issue and quarantining for 14 days persons arriving from a country with a higher rate of 

COVID-19 than the UK may have a useful impact on the epidemic in the UK.   The Chief 

Scientific Adviser to the Home Office advised in similar terms in late May and early June 

2020.  He advised that if the Government wished to introduce border health measures the 

best option was a mandatory self-isolation approach and that a 14 day period would be 

appropriate.   

 
8. The International Travel Regulations were first introduced on a precautionary basis in early 

June when rates of infection in the UK had declined significantly, social distancing 

measures were being relaxed, and it was anticipated that international passenger numbers 

                                                             
1 See §30 of the published SAGE minutes also cited by the Claimants at §46(13) SFG.  Note that the Claimants 
have misquoted SAGE in that paragraph: “it is impossible to estimate” should read “it is possible to estimate” 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/888802/S039
8_Twenty-ninth_SAGE_meeting_on_Covid-19_.pdf 
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would increase. The Regulations came into force on 8 June 20202.  Broadly, they 

introduced two requirements: to provide information, namely personal, contact and journey 

details (reg. 3);  and to self-isolate from other persons - in their home, the home of friends 

or family, or a hotel or similar - for a period of 14 days from their arrival in the CTA (reg. 

4).  

   

9. The requirement to self-isolate initially applied to passengers3 arriving from all countries 

and territories outside the CTA.  It was always intended, however, that the Regulations 

should be kept under review (and Regulation 11 requires there to be a periodic review).   

With effect from 10 July 2020 the Regulations were amended.  Since that date the 

requirement to self-isolate under Regulation 4 has applied  to passengers arriving from all 

countries and territories outside the CTA unless those countries or territories are listed in 

Schedule A1.  Such countries and territories are referred to as “exempt”. (For brevity, in 

these Summary Grounds where reference is made to “countries”, this includes territories).     

The exempt list is also known as the “Travel Corridors” list. 

 
10. As at 29 August 2020, when the Claimants arrived from Croatia, the two requirements in 

the International Travel Regulations were, in summary, as follows:  

 
(1) Subject to specified exemptions, Regulation 3 requires all passengers (a) arriving 

in England from outside of the CTA or (b) arriving in England from elsewhere in 

the CTA where they have been outside the CTA in the past 14 days, to provide their 

personal and contact details, and travel information (Reg.3).  

 

(2) Subject to specified exemptions, Regulation 4 requires all passengers (a) arriving 

in England from a non-exempt country, or (b) arriving in England from elsewhere 

in the CTA or from an exempt country where they have departed from or transited 

though a non-exempt country in the past 14 days, to self-isolate until the end of 14 

days after the day they last departed from or transited through a non-exempt 

country. 

 

                                                             
2 Similar measures were adopted by the devolved administrations with respect to Scotland, Northern Ireland and 
Wales.   
3  Certain categories of traveller are exempted. 
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11. In making and amending the Regulations, the Secretaries of State took into account all the 

relevant scientific advice, together with a range of other factors, including their wider 

economic and social impact, and the impact on individuals.  The International Travel 

Regulations apply to passengers arriving in England; similar regulations apply in Scotland, 

Northern Ireland and Wales.  States around the world have introduced border restrictions 

in order to prevent the spread of COVID-19 within their jurisdictions. 

 

12.  For the purposes of determining whether a country is included in Schedule A1 countries 

are assigned a risk rating.   Risk ratings are assessed by experts at the Joint Biosecurity 

Centre (“JBC”)4. They work in co-ordination with experts at Public Health England 

(“PHE”).  The JBC leads on borders advice (i.e. advice relevant to border control measures) 

and PHE leads on travel advice (i.e. advice on foreign travel given by the Foreign and 

Commonwealth Office). Ultimately, the risk rating for borders advice is based on 

professional judgment as to the situation in any given country relative to the UK.   The risk 

assessment approach to borders advice was adopted in light of the advice from the four 

CMOs given in May.    

 
13. There is no single threshold or criterion which determines the risk rating given to a country 

for borders advice. A number of quantitative and qualitative indicators are combined to 

reach a judgment of the risk posed. Factors considered include: an estimate of the 

proportion of the population that is currently infectious in each country (i.e. point 

prevalence); weekly population-adjusted case incidence rate, taking into account 

population size of the country; trends in incidence, deaths and hospitalisations; information 

on testing capacity, testing regime and test positivity rate; an assessment of the quality of 

the data available and public health systems; imported infections identified through UK 

contact tracing; transmission status and international epidemic intelligence; extent and 

effectiveness of measures being deployed by a country; volume of passengers coming into 

the UK from that country.  

 
14. The methodology used by the JBC to assess risk for the purposes of the exempt list 

described above is that used at the time of the decision to remove Croatia from the list.  The 

JBC assigned an overall risk rating of  Green, Amber, Deep Amber or Red depending on 

                                                             
4 The JBC was established in June 2020 to advise the Government on COVID-19 related data.  It is headed by 
Director General Dr Clare Gardiner and informed by a standing team of experts. 
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the level of risk identified.  The methodology has developed and changed over time and 

continues to do so in line with advice given by the CMO.   

 

15. The Secretary of State for Transport, taking into account the advice given by the JBC and 

in consultation with the Department for Health and Social Care, Foreign and 

Commonwealth Office and Home Office, decides whether countries should be added to or 

removed from the exempt list.   Countries are assessed regularly; a number of countries 

have been added to or removed from the list since it was introduced in July.  Decisions to 

add or remove a country from the list are taken having regard to the JBC’s risk rating, 

including the specific risk indicators identified.   To date, the approach has generally been 

that countries or territories with a Green rating have been added to the list; those rated 

Amber have been added to the list where reciprocal arrangements are in place; those rated 

Deep Amber or Red have been removed from the list.  All decisions are taken, however, 

on a case by case basis.  

 
16. In the case of Croatia, it was included in Schedule A1 when the Schedule was introduced 

in July.  In August, however, the JBC assessed that rates of the disease were rising.  A full 

risk assessment of Croatia was completed on 19 August 2020.   The details of this are set 

out further in Annex A.  In summary, there had been a sharp increase in reported cases and 

test positivity, rates of the disease were assessed to be on an upward trajectory and were 

significantly higher than those in the UK, and a very sharp increase in the number of cases 

imported by persons arriving from Croatia into the UK was reported.   The overall JBC risk 

assessment was Deep Amber.   In light of this information, the Secretary of State for 

Transport decided that the risk to public health from passengers arriving from Croatia was 

such that it should be removed from the exempt list.   The Regulations were accordingly 

amended to remove Croatia from Schedule A1 with effect from 22 August 2020. This 

decision, in line with all other decisions concerning the list, is kept under review.  In total 

for the week ending 30 August 495 new imported cases (from all countries) were detected 

in England; they constituted 6.2% of the total number of new cases in England that week.   

 
17. The approach of the Secretaries of State in relation to border control measures and the 

Regulations has been informed throughout by expert analysis of available data and advice 

on the potential epidemiological impact of imported cases.  Ultimately, however, it is for 

the Secretaries of State, with wider Government input, to determine what level of risk they 

006



 

 7 

are prepared to take in relation to importation of cases of COVID-19 into England, and how 

to balance this risk against other considerations, including the impact on individuals and 

wider social and economic impact.  The same is true for the devolved administrations in 

relation to Scotland, Northern Ireland and Wales.   That is a difficult question of judgment.  

A single imported case has the potential to spread and give rise to wider community 

transmission (which may be significant: SAGE has advised that there is now strong 

epidemiological evidence for the existence of “super-spreading” individuals)5.  As SAGE 

advised on 28 April 2020 “determining a tolerable level of risk from imported cases 

requires consideration of a number of non-science factors and is a policy question”.    

 
 

DELAY/ CLAIM IS ACADEMIC  

 

18. Insofar as the Claimants seek to challenge the International Travel Regulations as originally 

made (i.e. as made on 8 June 2020), rather than those which applied in their case (i.e. as 

amended on 22 August 2020), it is submitted that the application for permission should be 

refused: 

 
(1) On grounds of delay: there is no good reason why a challenge to the International 

Travel Regulations could not have been pursued promptly and prior to 3 months 

after the Regulations were first made; accordingly the Claimants case in this respect 

is prohibited by virtue of CPR 54.5. 

 

(2) Because the claim is academic: the Regulations in their original form are no longer 

in force and did not apply in the Claimants’ case. Further, circumstances have 

changed significantly since the Regulations were originally made and it would not 

be in the public interest for the court to seek now to make a determination of 

whether they were valid at an earlier period.   Cf R (Dolan) v SSHSC [2020] EWHC 

1786 at §32 -33, refusing permission to judicially review COVID-19 measures 

which had been replaced. 

 

                                                             
5 https://www.gov.uk/government/publications/sage-42-minutes-coronavirus-covid-19-response-18-june-2020 
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SUBSTANTIVE RESPONSE TO THE CLAIMANTS’ CLAIM 

 

Standard of review 

19. The Claimants contend that the standard of review is proportionality, that the intensity of 

review should be “considerable” and that there should be no or a nugatory “margin of 

appreciation”.  (SFGs §§27 to 34).   

 

20. The Claimants submissions fail to take into account the context and nature of the 

International Travel Regulations, and the role of the Court in reviewing them.  Whether the 

Court is reviewing by reference to rationality or proportionality, the context is such that a 

wide discretion or margin of appreciation should be afforded.   That has been the approach 

of the Court to date in cases examining the compatibility of COVID-19 related measures 

with ECHR and EU rights: see R (Hussain) v SSHSC [2020] EWHC 1392 (Admin) §§21-

22; R (Adiatu) v HM Treasury [2020] EWHC 1554 (Admin) §178.  See also R (Dolan) v 

SSHSC [2020] EWHC 1786 at §7: 

 
“The role of the court in judicial review is concerned with resolving questions of law. 
The court is not responsible for making political, social, or economic choices. The court 
is not responsible for determining how best to respond to the risks to public health 
posed by the emergence of a novel coronavirus. Those decisions, and those choices, 
are ones that Parliament has entrusted to ministers and other public bodies.” 
 

21. That approach is equally appropriate in this case.  The decision on what border measures 

should be adopted to control the spread of COVID-19 involved: (1) assessment of scientific 

advice in a public health context:  see R v Secretary of State for Health ex p Eastside Cheese 

Co [1999] 3 CMLR 123 at §§43-7 per Lord Bingham CJ; (2) a balancing of competing 

rights, including the right to life: see e.g. Belfast City Council v Miss Behavin’ [2007] 1 

WLR 1420 (HL) at §26 & §37; (3) a series of judgment calls and predictions rather than 

questions which have a right or wrong answer: cf R (Lord Carlisle) v SOSHD [2015] AC 

945 at §32; and (4) assessment of economic and social policy issues: see eg Hussain supra 

at §22.   Further, in dealing with a novel and deadly virus, where scientific understanding 

is developing, the precautionary principle applies: see eg R (British and American Tobacco) 

v Secretary of State for Health [2018] Q.B. 149, at §222 R (Lumsdon and others) v Legal 

Services Board [2016] AC 697 at §§57-61.    
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Ground 1: Ultra vires 

22. The Claimants first ground is that the Regulations are ultra vires s. 45B of the 1984 Act.  

They contend (§81 of the SOFG) that: 

 
“Section 45B of the 1984 Act provides that regulations may only be made where 
necessary ‘[f]or preventing danger to public health from vessels, aircraft, trains or 
other conveyances arriving in any place’. This criterion is not met where the only 
medical basis for the Quarantine Regulations is the quoted advice from the Chief 
Medical Officer (cited below) which does not establish a danger to public health from 
all [sic] vessels, aircraft, trains or other conveyances arriving in the UK.” [emphasis 
added] 

 

23. Section 45B(1) of the 1984 Act provides so far as is relevant: 

“The appropriate Minister may by regulations make provision– 

(a)  for preventing danger to public health from vessels, aircraft, trains or other 
conveyances arriving at any place” 

Section 45B(2) provides a non-exhaustive list of what regulations under s.45B(1) may 

include. This includes: 

“(b)  for the medical examination, detention, isolation or quarantine of persons,… 

(g)  requiring persons to provide information or answer questions (including 
information or questions relating to their health).” 

 

24. On any view, COVID-19 is a serious danger to public health.  It was brought into the UK 

by international travellers and has spread into the community with devastating loss of life.  

In circumstances where there is a worldwide pandemic, imposing a requirement on 

passengers arriving into England to isolate for a period of 14 days, in order to prevent 

further spread of the disease, is clearly “a provision … for preventing danger to public 

health”.   The Regulations, both as originally made and as amended, fall squarely within it.  

 

25. Section 45B of the 1984 Act is an inherently precautionary provision, which does not 

include any precondition that all vessels coming into the country be shown to be infected 

before any measures are imposed.  Further, s.45B(2)(b) plainly empowers the Secretary of 

State to impose a self-isolation requirement of the nature set out in Reg. 4. There is no 

requirement that restricts self-isolation to only those who are proven to be infected.  The 

Claimants’ argument is in substance the same as that which was considered and rejected as 

unarguable by Lewis J in Dolan & Others v Secretary of State for Health and Social Care 
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and Secretary of State for Education [2020] EWHC 1786 (Admin), a case which concerned 

regulations made under s.45C of the 1984 Act: see §37, and §§43-44. 

 
26. The Claimants’ submission that there is no scientific evidence or advice that there is a 

relevant “danger to public health” from vessels etc is premised on a misrepresentation of 

the relevant scientific advice and evidence and a misunderstanding of the role of scientific 

advisers.  It is not the case that the Government’s advisers have “refused” to endorse the 

need for quarantine or that the International Travel Regulations lack scientific justification.  

On the contrary, relevant scientific advice was that once domestic transmission was low, 

imported cases could become a material issue, and that a 14 day period of self-isolation 

was an appropriate measure to prevent spread of infection onwards: see paragraph 7 above.   

Further specific advice was given in relation to the risk posed by passengers arriving from 

Croatia: see paragraph 16 above and Annex A.  The decisions to introduce the International 

Travel Regulations and to amend them were taken by the relevant Secretary of State in light 

of this advice and were wholly consistent with it.  

 

27. Further, and in any event, the multiple issues that the Claimants raise with regard to the 

evidential basis for the decision to make the Regulations do not go to the vires of the 

Regulations and are not therefore relevant to this Ground of review.  

 

28. In all these circumstances any claim that the Regulations are ultra vires the enabling 

statutory provisions is unarguable.   

 

Ground 2: Article 5 ECHR  

29. The Claimants contend (§91 of the SOFG) that: 

“The right to liberty is subject to defined and limited exceptions that include only 
one that could be material, under Article 5(1)(e), that ‘the lawful detention of 
persons for the prevention of the spreading of infectious diseases’. If Article 5 is 
engaged the International Travel Regulations can only be lawful if the exception 
applies. I [sic] contend that (a) that Convention right is engaged; and (b) the 
exception is not”.  

 

30. First, the requirement to self-isolate under Reg. 4 does not amount to a deprivation of 

liberty within the meaning of Article 5(1).  It is well established that Article 5(1) 

contemplates the physical liberty of the person; it is not concerned with restrictions on 
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liberty of movement, which are governed by Article 2 of Protocol 4: see e.g. the recent 

restatement of this principle by the Grand Chamber in Z.A. v Russia Application No 

61411/15, 21 November 2019 at §133  To determine whether there is a deprivation of 

liberty or restriction of movement in a given case, the specific situation of the individual 

must be considered and account taken of a range of factors such as the nature, duration, 

effects and manner of execution of the measure in question: ibid §134.   

 

31. In the present case, the restriction on movement is a necessary function of the medical need 

for persons to self-isolate for 14 days to prevent onward transmission of the virus. It is 

carefully mitigated under the Regulations by the circumstances in which persons are 

allowed to self-isolate and by the exceptions which permit persons to leave their 

accommodation for specified reasons.   

 
32. The following features are relevant in the Claimants’ case: 

(1) The self-isolation was for a defined - and short - period of 14 days. 

(2) The Claimants were free to choose their own accommodation, which could have 

been their own home, the home of family or friends, or a hotel or similar (Reg. 

4(4)). 

(3) They were able to remain together as a family and were not required to isolate from 

each other (Reg. 4(8)). 

(4) They were not required to isolate from anyone providing them with medical or other 

care (Reg.4(8A)).  

(5) If they wished to leave England, they were free to do so at any time without prior 

consent, provided they travelled directly (Reg. 4(9)(a)). 

(6) They were free to leave home, without seeking prior agreement or consent, for a 

range of reasons aimed at ensuring that their health and well-being, including 

seeking medical assistance, to avoid injury or illness or escape the risk of harm, on 

compassionate grounds, and “in exceptional circumstances” including to obtain 

necessities (Reg. 4(9)(a)-(g)). 

(7) If it had become impracticable to remain at home, they were free to choose to self-

isolate in new accommodation (Reg. 4(9)(g)(iii)). 

(8) The Claimants were subject to no supervision whilst self-isolating and there were 

no constraints on what they could do, other than the obligation to stay in the place 
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where they chose to self-isolate.  Thus, they were free to work from home, and stay 

in contact with friends and family by telephone or online.  

(9) Contravention of Reg. 4 is a criminal offence punishable by a fine on summary 

conviction, but there is in place a fixed penalty notice scheme (Reg. 7). 

 

33. It is also a relevant part of the context that the coming into force of the Regulations and 

subsequent amendments to add and remove countries to the exempt list, including Croatia, 

have been widely publicised.6  It was open to the Claimants at the relevant times, if they 

wished to avoid self-isolation, to choose not to travel abroad or to alter their travel 

arrangements accordingly.    

 

34. In light of the purpose of self-isolation, its duration, and its features set out above, it cannot 

be said that the Claimants’ situation is akin to any case in which a deprivation of liberty 

has been found by the ECtHR or domestic courts, and nor do the Claimants identify such a 

case.  Further, the situation fails the “acid test” identified by the majority of the House of 

Lords in Cheshire West and Chester Council v P [2014] AC 896, namely whether the 

individual is “subject to continuous supervision and control and was not free to leave.” 

(§49 per Lady Hale).  In the present case, the Claimants were subject to no supervision or 

control, and were free to leave in a number of important respects. 

 

35. Secondly, even if it is arguable that the Claimants were deprived of their liberty, that 

deprivation was lawful under Art. 5(1)(e).  The Claimants suggest that [SGs §101] that Art. 

5(1)(e) “permits the detention only of infectious persons spreading infectious diseases and 

not, more widely, to any person for the purpose of preventing the spreading of infectious 

diseases.”   If there were such a limit on the scope of Art. 5(1)(e), it would preclude any 

use of quarantine as a general precautionary measure to prevent the spread of disease by 

persons who might be infectious. This would be contrary to the wording of Art. 5(1)(e) 

itself and there is no support for such a limit in authority.   In light of the prohibition on 

arbitrariness of any detention falling within the scope of Articles 5(1)(a) to (f), there is also 

                                                             
6  It is also relevant to note that separate regulations (the Health Protection Passenger Information Regulations 
2020 / 567) place duties on operators such that passengers are made aware of the self-isolation requirement at 
the booking stage and the check-in stage, as well as during the journey. This is to ensure that people do not 
travel to the UK while unaware of the requirements to which they will be subject. 
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no reason, as a matter of principle, to narrow the category of persons to whom Art. 5(1)(e) 

applies in the manner for which the Claimants contend.    

 
36. The Claimants cite James v UK [2012] ECHR 25119/09 at §195 and Enhorn v Sweden 

(2005) 41 EHRR 30.  But these cases are not authority for the Claimants’ proposition.  In 

Enhorn, the applicant in fact had an infectious virus (HIV) and had been detained in order 

to prevent him from spreading it. It was in those circumstances that the ECHR referred to  

“detention of the infected person”; the passage in James v UK relied on simply summarises 

the effect of the decision in Enhorn. The ECtHR was not considering in either case a 

remotely similar position to the present, nor was it seeking to set a limit on the scope of 

Art. 5(1)(e).    

 

37. This ground is therefore unarguable. 

 

Ground 3: Disproportionate interference with rights under Articles 5 and 8  

 

38. The Claimants contend (§107 of the SOFG) that: 

“If, against the above submission, the court finds that indiscriminate quarantine may 
in principle be imposed on travellers from other countries, it must nevertheless be 
imposed only if proportionate. The test for proportionality is particularly heightened 
as Article 5 is engaged (even if within an acceptable exception).   

 

39. In Enhorn v Sweden (above) the ECtHR set out the criteria for determining when detention 

under Article 5(1)(e) is lawful (§44): 

 

“ Taking the above principles into account, the Court finds that the essential criteria 
when assessing the “lawfulness” of the detention of a person “for the prevention of the 
spreading of infectious diseases” are whether the spreading of the infectious disease is 
dangerous to public health or safety, and whether detention of the person infected is 
the last resort in order to prevent the spreading of the disease, because less severe 
measures have been considered and found to be insufficient to safeguard the public 
interest. When these criteria are no longer fulfilled, the basis for the deprivation of 
liberty ceases to exist.”  

 

40. Enhorn was concerned with prolonged detention of an individual who was infected with 

HIV in order to prevent him from spreading the disease.  Different and less stringent 

standards (particularly as to the need for the measure to be the “last resort” and for less 
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restrictive measures to be insufficient to protect the public interest) may apply in the case 

of a time-limited precautionary measure such as the one in issue here.  But even applying 

the strict approach in Enhorn, self-isolation is clearly lawful under Art. 5(1)(e).   

 

41. First, the spreading of COVID-19 is a clear danger to public health and safety.  In the 

Claimants’ case, there were cogent reasons for assessing them to be at higher risk of 

infection with COVID-19, because they had arrived from Croatia where rates were higher 

than in the UK: see Annex A and paragraph 16 above.    

 
42. Secondly, the Claimants were subject only to self-isolation, and not to strict quarantine (as 

is imposed in some other countries to prevent spread of COVID-19 by inbound travellers).  

There was a clear rationale for their self-isolation: if they were unknowingly infected, self-

isolating would ensure that they were less likely to pass the virus on. The 14-day period 

was limited and justified for medical reasons relating to the incubation period and 

infectivity.  Any detention of the Claimants was therefore rationally connected to the 

objective of preventing the transmission of the disease.  Further, the impact of self-isolation 

was significantly mitigated by the features identified at paragraph 32 above.   

 
43. Thirdly, the Government’s scientific advisers considered, and advised against, the use of 

alternative methods of border control, such as temperature screening, health validation 

forms, and medical certificates, on the grounds that they were not effective or reliable.   

They have also considered testing.  There is a risk of false negatives, particularly if the test 

is undertaken on someone who is asymptomatic, during the incubation period or in the early 

pre-symptomatic phase.   The expert advice was and remains that testing at the point of 

arrival is an unreliable method of  identifying persons who are carrying the disease.   

 

44. Double testing and single testing after a shorter period of quarantine have also been 

considered in detail.  The Government has sought advice from experts.  Testing would not 

negate the need for a period of isolation and could only shorten it by some days. The 

Government continues to explore the viability of implementing a testing regime which 

would allow for early release from isolation, whilst maintaining the protection of the public 

health. This was not considered to be feasible at the time that the Claimants returned to 

England. 
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45. In these circumstances, even if the Claimants establish that they were deprived of their 

liberty by reason of the requirement to self-isolate, that deprivation was in accordance with 

Article 5(1)(e) and lawful. 

 
 

46. The Claimants also contend that their Article 8 rights have been infringed.   They refer to 

the fact that they cannot visit their elderly relative and “will be prevented from engaging in 

any other social interaction” (SFG§108).  Any interference with their Article 8 ECHR 

rights were minimal in circumstances where the Claimants were able to self-isolate in the 

family home, with their immediate family members, and where their period of isolation 

was limited to 14 days.  The Claimants were not prevented from engaging in social 

interactions: they were able to maintain contact with relatives and friends by telephone and 

over the internet.  In any event, to the extent that the measures interfered with the 

Claimants’ rights under Article 8, they pursued a legitimate aim (protecting the public from 

the serious risk to life posed by COVID-19) and were proportionate to that aim for the 

reasons set out above.  The measures imposed on the Claimants struck a fair balance 

between their rights and the interests of the community. 

  

47. In these circumstances, it is not arguable that the requirement placed on the Claimants to 

self-isolate breached their rights under Article 5 or Article 8.   

 

Ground 4: Rationality and proportionality “in general” 

 

48. The Claimants contend (§114 of the SOFG) that: 

“The serious harms of these Regulations have been outlined above. The Regulations 
have imposed irrational and disproportionate restrictions on individual liberty, private 
and family lives, freedom of movement (under EU law) and A1P1 rights (to which the 
court must have regard: Rusbridger, supra); and which will cause serious harm to an 
extremely fragile and depressed UK economy”.  

 

49. The Claimants seek to draw on the HRA/ECHR and EU law generally to argue that ECHR 

and EU rights are engaged and the Court should asses the Regulations in the abstract by 

reference to a general proportionality standard.  But, as the Supreme Court has emphasised 

“as a general rule, it is the decision in an individual case which may be incompatible with 

the Convention rights, rather than the relevant general rules or policies”:  R (MM 
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(Lebanon) and Ors) v Secretary of State for the Home Department [2017] 1 W.L.R. 771, 

at §57.  The question in any given case is whether the legislation has operated in such a 

way as to have unlawfully interfered with a person’s ECHR rights and that requires “an 

intense focus on the facts of the individual case” (In the matter of an application by the 

Northern Ireland Human Rights Commission for Judicial Review [2019] 1 All E.R. 173 at 

§34).  The Claimants do not identify how the general rights they identify (as opposed to 

their own rights under Articles 5 and 8) should be applied by the Court in any 

proportionality analysis.  The Secretaries of State submit that the correct test is to determine 

whether the Regulations as a whole are rational.    

 
50. In any event, the Claimants submissions fail to establish any irrationality or 

disproportionality.  They make five points in support of their submission that the 

Regulations are irrational or disproportionate, each of which can be briefly addressed 

below.    In assessing irrationality/proportionality, in relation to these issues, a wide margin 

should be afforded the Secretary of State for the reasons set out at paragraphs 20 to 21 

above. 

 
51. First, the Claimants submit that there is no scientific or other coherent basis to justify the 

measures. This is wrong in fact: see paragraphs 6 to 8 above.  

 

52. Secondly, the Claimants submit that the number of fatalities from the virus is lower than 

fatalities from the flu. This submission is both misleading and not to the point. The COVID-

19 pandemic is one of the worst pandemics for mortality in the last 100 years. Mortality is 

in the range 0.5-1% but, because the disease is highly transmittable and a very large number 

of people have been infected, numbers of deaths are high, and mortality rates in older 

citizens and those with some pre-existing health conditions or other risk factors are much 

higher. Some people are also left with longer term debility even if they recover. 

Fundamental rights, including the right to life, are therefore at stake.  

 

53. Thirdly, the Claimants question the effectiveness of the measures and allege they are 

imposed without regard to underlying public health risk. It goes without saying that the 

International Travel Regulations alone cannot defeat COVID-19. They are just one of a 

range of measures which have been introduced to respond to the risk that it poses. However, 

the scientific advice is that a 14 day period of self-isolation for passengers arriving from 
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higher risk countries is an appropriate measure to mitigate the threat to public health posed 

by imported cases.  The Regulations are rationally and proportionately targeted at 

passengers on the basis of expert risk assessment.   

 

54. Fourthly, the Claimants argue that the self-isolation requirement is too strict. The measure 

is justified for the reasons set out at paragraph 7 above.  The Claimants also seek to draw 

distinctions between the self-isolation measures in the International Travel Regulations and 

those which have applied to the entire population. The fact that different measures have 

been adopted at different times is not evidence that the measures in the Regulations are 

irrational or disproportionate.  In particular:  

 

(1) The initial lockdown measures, first introduced in March, applied to the population 

as a whole for an initial period of six months with the possibility to extend them if 

the measures were still required. These measures were subject to criminal 

enforcement. The balancing exercise to be conducted in assessing appropriate 

exceptions to the whole population was clearly different to that to be conducted in 

respect of arriving international passengers subject to 14 day self-isolation.   

 

(2) Current guidance for persons who are symptomatic is to self-isolate for 10 days 

from the onset of symptoms. This requirement is based on the medical 

understanding of the length of time a person is likely to be infectious after onset of 

symptoms whereas the 14 day period is based on the incubation period.   Guidance 

for persons who have been in contact with a positive case is to self-isolate for a 14 

day period.  This guidance also applies to the whole population and the assessment 

as to enforceability is a matter of judgment for the Secretary of State. (In any event, 

self-isolation of those who are symptomatic or those who are contacted by contact 

tracers will now be enforced by a criminal penalty from 28 September 2020.)   

 

55. Fifthly, the Claimants take issue with the exemptions for certain categories of passenger 

contained in the International Travel Regulations and argue that they undermine the 

Regulations. The exemptions as a whole have been carefully considered by the Secretary 

of State for Transport and their inclusion represents his judgement as to how best to balance 

the public health objective of preventing the spread of coronavirus with other social and 
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economic policy considerations.  The Regulations cannot be impugned as irrational on this 

basis. 

 

56. This ground is therefore unarguable. 

 

Ground 5: Rationality, Reasonableness and  Proportionality of Schedule A1 

 

57. The Claimants contend (§139 of the SOFG) that: 

 

“While the Transport Secretary has announced a ‘threshold’ for the imposition of 
quarantine on countries by removal from Schedule A1, the Defendants have failed to 
provide any further information as to how they have determined and will determine 
whether to add or remove countries from Schedule 1A [sic] to the International Travel 
Regulations; to explain in any way why they have imposed this ‘threshold’; to publish 
any scientific advice that explains the imposition of this threshold. Moreover, the use 
of ‘cases’ rather than deaths is directly contrary to the advice of SAGE that they are 
unreliable indicators of the prevalence of SARS-CoV-2”.  

 

58. The Claimants further contend (§140 of the SOFG) that:   

 

“the court cannot conclude that the International Travel Regulations are lawful (even 
if they might be with such a list) unless it is able to examine the evidential basis for 
decisions made under any such policy as might be applied and implemented”.  

 

59. First, the Claimants allege that the Secretary of State for Transport has failed to explain 

how the list of countries in Schedule A1 is determined.  In fact, the Secretary of State for 

Transport made a written statement to Parliament on 6 July 2020 where he set out how the 

JBC assesses the public health risk associated with inbound travel from countries and 

territories.7   Further information is set out at paragraphs 12 to 15 above.  In any event, this 

is not a proper ground for judicial review. The Claimants could have asked for such 

information in pre-action correspondence but chose not to follow the pre-action protocol. 

 

60.  Secondly, the role of the Court is not to examine the scientific evidence and determine for 

itself what countries should or should not be included in Schedule A1: the question is 

whether the Secretary of State for Transport’s decision in any given case to include or 

exclude a country is rational.   The approach of the Secretary of State to the list in Schedule 

                                                             
7 https://questions-statements.parliament.uk/written-statements/detail/2020-07-06/HCWS338 
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A1, both generally and in relation to Croatia in particular, has taken into account relevant 

scientific advice and there is no basis for impugning it as irrational.   

 

61. Thirdly, if and to the extent that this ground is simply challenging an alleged reliance on 

the number of “cases”, rather than deaths, the Claimants are mischaracterising the test that 

is applied by the JBC. The categorisation of countries and territories is informed by a wide 

range of factors and is not limited to a simple assessment of “cases”. The precise 

categorisation is a matter for the reasonable judgment of those experts. There is no proper 

basis to assert that the number of deaths in a country or territory alone should be the 

appropriate measure.  

 

62. This ground is therefore unarguable. 

 

Ground : Reasonableness and  Proportionality of Removing Croatia from Schedule A1 

 

63. The Claimants repeat their Grounds 3, 4 and 5 in respect of the decision to remove Croatia 

from Schedule A1. This Ground can be addressed simply.  As explained at paragraph 16 

above, the Secretary of State for Transport removed Croatia from the list of exempt 

countries because the JBC had assessed its risk as Deep Amber.  A summary of the data on 

which it reached that assessment is set out at in Annex A.   

 

64. There is no basis on which this decision can be impugned as irrational or disproportionate 

and this ground is accordingly unarguable.  

 

CONCLUSION  

65. For all these reasons, the Court is invited to refuse permission on all grounds. The 

Secretaries of State seek their costs of the Acknowledgement of Service.  

 

CECILIA IVIMY 

JULIAN BLAKE  

 

29 September 2020 
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ANNEX A 

 

The JBC risk analysis of Croatia included the following data: 

As at 17 August 2020, Croatia was considered a country with very elevated case rates. The 

number of newly reported cases per 100K population (the weekly case rate, WCR) was 23.7. 

There had been a total of 967 newly reported cases in the past 7 days, compared to 344 the 

previous week. This had coincided with a large increase in test positivity and a slight increase 

in the number of people tested per 1000 population, per 7 days although this was reduced 

compared to approximately 10+ days before. The number of imported infections detected in 

the UK was 21 in the past week.  

The full risk assessment was completed on 19 August 2020. The JBC assessed the risk posed 

by Croatia as ‘Deep Amber’. The JBC summarised the situation as  including “A very sharp 

increase in the number of imported cases to the UK being reported”. The WCR stood at 27.4 

(for 13-19 August) compared to 10.4 the week before.   Reported test positivity had also 

increased in Croatia: 10.9% in recent data from 5.6% a week earlier.  This was a sharp increase, 

reflecting a near tripling of new cases in a week from 422 to 1,115. (For comparison, the WCR 

in the UK for the same week was 11.3 with a positivity rate of 0.6%.)   The R-value was 1.84.  

The JBC and PHE had detected a high number of UK cases recently travelled from Croatia; 36 

cases in week 11-18 August, up from 2 a week earlier. Over the past week, local health 

protection teams in England had reported 6 groups of young people returning from Croatia 

with one or more confirmed cases in the group.  

020



021



022



023



024



025



026



027



028



029



030



Written questions, answers
and statements

Travel Corridors

Statement made on 6 July 2020

Statement UIN HCWS338

Linked statements

This statement has also been made in the House of Lords

UK Parliament !  Business !  Written questions, answers and statements !  Find written statements !  HCWS338

Statement made by

Secretary of State for Transport

Conservative

Welwyn Hatfield

Grant Shapps !

Statement

It is vitally important that we manage the risk of a second wave of coronavirus and keep the

number of cases of COVID-19 in the UK as low as possible. Health protection Regulations

concerning international travel came into force in all parts of the UK on 8 June. These require

people who arrive in the UK from outside the Common Travel Area to self-isolate for 14 days

and to complete a passenger locator form. The Regulations have helped to reduce the risk of

importing cases into the UK.

For arrivals from some countries and territories into England, where the risk of importing

COVID-19 is sufficiently low, the Government considers that it can now end the self-isolation

requirement. Therefore, passengers will not be required to self-isolate when they are returning

from travel abroad or arriving as visitors to England from a number of exempt countries and

territories. Contact information will still need to be provided on arrival except by people on a

small list of exemptions.

The process to date

We have been guided by the science and worked closely with health and policy experts from

across government to ensure the steps we are taking will minimise the risk of importing COVID-

19 cases, while helping to open our travel and tourism sector.

The Joint Biosecurity Centre, in close consultation with Public Health England and the Chief

Medical Officer, has developed an approach to assessing the public health risk associated with

inbound travel from specific countries and territories. The categorisation has been informed by

an estimate of the proportion of the population that is currently infectious in each country,

virus incidence rates, trends in incidence and deaths, transmission status and international

epidemic intelligence as well as information on a country’s testing capacity and an assessment

of the quality of the data available. Data has been used from official sources in each country

and modelling by the London School of Hygiene and Tropical Medicine, as well as from Public

Health England and the National Travel Health Network and Centre. Other data sources may

be used in the future.

This categorisation has informed the Government’s decisions about relaxation of border

measures and has allowed us to establish travel corridors through which passengers arriving

in England from certain countries and territories will be exempted from the requirement to self-

isolate. Those who have visited or transited through any non-exempt country or territory within

the 14 days preceding their arrival will be required to self-isolate for the remainder of the 14-

day period since they last left such a country or territory. The decision on these exemptions

forms part of the first review of the health protection Regulations concerning international

travel which apply in England. FCO travel advice should always be consulted before booking

any travel.

The Government is continuing to discuss this approach with the Devolved Administrations who

will set out their own approach in time. Passengers travelling from overseas to Scotland, Wales

and Northern Ireland from outside the Common Travel Area should ensure they follow the laws

and guidance which apply there.

Countries and territories exemption list

From 10 July, unless they have visited or transited through any non-exempt country or territory

in the preceding 14 days, passengers arriving from the following countries and territories will

not be required to self-isolate on arrival in England:

Andorra, Antigua and Barbuda, Aruba, Australia, Austria, The Bahamas, Barbados, Belgium,

Bonaire St Eustatius and Saba, Croatia, Curaçao, Cyprus, Czech Republic, Denmark, Dominica,

Faroe Islands, Fiji, Finland, France, French Polynesia, Germany, Greece, Greenland, Grenada,

Guadeloupe, Hong Kong, Hungary, Iceland, Italy, Jamaica, Japan, Réunion, Liechtenstein,

Lithuania, Luxembourg, Macau, Malta, Mauritius, Monaco, New Caledonia, The Netherlands,

New Zealand, Norway, Poland, Seychelles, St Barthélemy, St Kitts & Nevis, St Lucia, St Pierre

and Miquelon, San Marino, Serbia, South Korea, Spain, Switzerland, Taiwan, Trinidad &

Tobago, Turkey, Vatican City State, Vietnam.

Ireland is already exempt as part of the Common Travel Area, as are the Channel Islands and

the Isle of Man. In addition, we will be exempting the 14 British Overseas Territories. We will

keep the conditions in these countries and territories under review. If they worsen we will not

hesitate to reintroduce self-isolation requirements.

In addition, the UK Government will be making a small number of sector-specific exemptions to

the border health measures as a result of the first review. From 7 July, certain transport workers

who do not come into contact with passengers in the course of their journey to England will no

longer be required to complete the passenger locator form. This will help pilots, seafarers, and

Eurostar and Eurotunnel drivers who make regular crossings without coming into contact with

passengers. There will also be additional exemptions for certain groups, including elite

sportspersons and essential support staff returning to England or participating in certain elite

sports events, and individuals coming to England to work on British film and television

productions.

Next steps

My Rt Hon Friend, the Secretary of State for Foreign and Commonwealth Affairs and First

Secretary of State has announced exemptions to the global advisory against all but essential

travel. Travellers should review this advice before making travel plans, and purchase travel

insurance.

The Government will keep the requirements and exemptions set out in the Regulations under

review. The next review of the Regulations will be by 27 July 2020. For further information,

please visit https://www.gov.uk/uk-border-control.

I hope this announcement provides good news to the many of us who want to enjoy a holiday

abroad this year, visit family and friends overseas or travel to do business and will help protect

jobs in the international transport and tourism sectors. The Government continues to work

closely with international partners around the world to discuss arrangements for travellers

arriving from the UK and will continue this engagement ahead of the changes coming into

force.
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2 Marsham Street 
London  
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Rt Hon. Yvette Cooper MP 

Chair, Home Affairs Committee 

House of Commons 

London 

SW1A 0AA 

 

5 June 2020  

 

  

Dear Chair, 

Thank you for your letter of 11 May. I was also pleased to have the opportunity to 

speak to you directly on 13 May as part of the Science and Technology Select 

Committee evidence session. 

You asked for a swift reply to your letter. However, as I was encouraged to hear that 

SAGE was going to be publishing a large amount of material, which has recently 

occurred, I felt it would be more appropriate and useful to reply to your letter once 

this had happened. 

I believe that almost all the answers to your questions can be found directly in the 

material published by SAGE. Science advice around the border has been prominent 

in discussions from the start of SAGE meetings and I’d particularly like to draw your 

attention to the minutes of the meetings of 3 February and 4 February, where you 

will see that measures around the border and international travel were prominent in 

the meetings. Indeed, your questions around the limited amounts of delay that would 

have been potentially possible if strict measures had been imposed are addressed in 

those minutes. 

The paper from 23 March on the border has also been published, showing that we 

were considering cases from high prevalence countries directly to understand the 

risks posed. To be completely clear, individual prevalence estimates on a per 

country basis were used to make the assessment that the effect of closing borders 

would have a negligible effect on spread of COVID-19, based on the fact that 

numbers of cases arriving from other countries were estimated to be insignificant in 

comparison with domestic cases, comprising approximately 0.5% of total domestic 

cases. 
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I would like to make clear that in addition to frequent discussion of questions around 

the border at SAGE, science advice was also given in relation to the recent 

announcements around the changes in regulations at the border, including on the 

scientific evidence around potential exemptions. 

You asked specific questions around two papers which were used in SAGE. The 

paper discussed on 13 February was informed by a paper that has now been 

published in the journal Science. It is available at 

https://science.sciencemag.org/content/368/6489/395 if the Committee would like to 

read its contents. The second paper from 23 March has now been published by 

SAGE, as previously mentioned. 

There has been significant interest in the scientific advice given in regarding the 

recent announcements on health measures at the border. Following the Home 

Secretary’s statement to the House of Commons on Wednesday, I think it would be 

useful for me to reflect in this letter the range of questions from MPs on the scientific 

advice I provided as part of the decision-making process. Therefore, as an 

addendum to this letter I attach a summary of the science advice that I have given 

about border measures, which I hope you find of use. I should be clear that this is 

purely my science advice and does not take into account any operational or other 

considerations. 

 

Finally, I would like to state that the Home Secretary, Ministers and Officials in the 

Home Office have constantly asked for scientific advice when making decisions 

around COVID-19. When giving such advice, I have made it clear what we both do 

and do not know about the virus and the science more generally, and indeed where 

the evidence has improved as we have learnt more. However, as is stated in the 

SAGE minutes, the level of risk tolerable at the border, given all the other aspects 

that also need to be considered, is not a purely scientific question. 

Yours sincerely, 

 

Professor John Aston 
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Summary of Scientific Evidence Base on Border Health Measures 

 

1. The scientific advice was very clear that additional border restrictions would 
have had negligible impact on the spread of the epidemic within the UK while 
there was significant community transmission within the country. This is 
because at that point, imported cases contributed a tiny proportion of the 
number new infections.  
 

2. Imported cases matter most when the UK has a low level of infection. As 
the UK moves to a situation where local incidence and prevalence is lower 
relative to some international incidence and prevalence, imported cases could 
become a higher proportion of the overall number of infections. We have been 
successful in getting the reproduction number, R, below 1 in the UK.  We are 
now seeing the state of the epidemic vary in different parts of the world, with 
some places seeing increases in infections and others, like the UK, seeing 
decreases. In countries where the prevalence rate is higher than the UK, it 
would be expected that arrivals would increase the prevalence rate in the UK. 
There is no scientific ‘tipping point’, but we are moving towards a situation 
where it could be more important to manage the risk of infections being 
introduced from elsewhere. The level of tolerable risk from infections being 
brought in from overseas is not a scientific question.  
 

3. If we wish to implement border health measures, currently a mandatory 
self-isolation approach is best way to achieve this. Other border 
measures – including the sole use of temperature screening, health validation 
forms and medical certificates – have been proposed and discounted at this 
stage on the basis that these cannot be justified on public health grounds 
because they are not, at present, effective or reliable in identifying or 
screening for COVID-19. For example, temperature screening would not 
detect disease in people who have not yet developed symptoms or for who 
raised temperature is not a symptom - or people who have the disease but 
are asymptomatic. If the asymptomatic rate is as high as 50% then 
temperature checks would miss at least 1 out of every 2 cases. If mandatory 
self-isolation is used, then the natural length of time would be 14 days to 
coincide with the public health advice around self isolation. 
 

4. While we would only want to impose mandatory self-isolation measures 
on people arriving from countries that have higher prevalence, we should 
be clear that the data available to determine international prevalence is 
uncertain, as there are effects of under-reporting in all countries (including the 
UK) due to not everyone who is infected having a confirmed positive test. The 
level of uncertainty is not uniform across all countries, and it is clear that some 
countries have very low prevalence. 
 
 

John Aston 
HO CSA 
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International importation and border / travel measures 

Executive summary 

Countries can expect travellers infected with SARS-CoV-2 to arrive through air, land and sea 

borders. There is an increasing number of options available for consideration to prevent the 

importation of infection, given the emergence of a number of variations of concern. This 

paper considers the evidence behind different approaches, and highlights remaining 

unknowns and determinants of effectiveness. 

Infected travellers have the potential to be detected at different points: through screening or 

testing before departure, through testing on arrival, testing during or after quarantine, or 

through becoming symptomatic at any point prior to travel up to the end of any period of 

quarantine. 

Building upon the previous SAGE paper (S0943 3a at SAGE 71), that considered 

“Quarantine and testing strategies to prevent onwards infection from travellers returning to 

the UK”, this paper provides a summary of evidence related to the following questions: 

- How does the effectiveness of different measures (e.g. pre-departure testing, follow-

up isolation, etc) vary by the effectiveness of each component of the intervention 

(e.g. percentage of travellers who are tested (do not have exemptions, arrive through 

another source); sensitivity of test used; level of compliance with quarantine / 

isolation upon arrival, etc.)? What is the combined (whole system) effect of a 

combination measures and how do they interact? 

- What does empirical evidence suggest about the effectiveness and sustainability of 

travel bans, as a means to reduce the risk of importation of cases? 

Key assessments 

1. The UK has a high level of international connectivity, driven by extensive 

international connections, a population with a high propensity to fly, the UK being a 

popular destination for business and tourism, as well as via its connectivity as a hub 

for international travellers connecting/transiting onward. This increases the likelihood 

that, at the time a new variant of concern is detected anywhere in the world, there will 

already be cases in the UK (weak evidence, moderate confidence). This risk will be 

higher when the variant occurs in countries with high volumes of direct international 

travel.   

2. No single intervention, other than a complete, pre-emptive closure of borders, or the 

mandatory quarantine of all visitors upon arrival in designated facilities, irrespective 

of testing history, can fully prevent the importation of cases or new variants 

(moderate confidence, moderate evidence).  

3. Evidence from the continued spread of the South African and UK variants suggests 

that reactive, geographically targeted travel bans cannot be relied upon to stop 

importation of new variants once identified, due to the time lag between the 

emergence and identification of variants of concern, and the potential for indirect 

travel via a third country (moderate confidence, moderate evidence). Travel bans will 

have the most impact if action is taken quickly, there are low volumes of direct or 

indirect travel, and if the variants have not already spread widely (weak evidence, 

moderate confidence).  
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4. Travel bans applied pre-emptively (i.e. longer lasting/blanket travel bans, before 

specific issues of concern are identified) can have substantial social and economic 

implications for both the UK and other countries. These are appropriate in limited 

circumstances, two examples: 

a. When domestic incidence is very low but rates are growing (R>1) and 

lockdown restrictions have been eased. This is because importations could 

increase prevalence towards the tipping point, after which the virus spread 

exponentially. 

b. There is a significant variant of concern, which could seriously undermine the 

effectiveness of existing control measures (Low-moderate confidence).  

WHO analysis suggests that partial travel bans only have the potential to delay 

spread and peak by a few weeks or months. Extensive travel restrictions (over 90% 

of journeys stopped) would be required to meaningfully affect the magnitude of an 

epidemic1.  

5. The effectiveness of pre-departure screening, based upon symptoms, is dependent 

upon the extent to which symptomatic people seek to travel.  

6. Estimates of the effectiveness of pre-departure testing, are dependent upon the 

extent to which symptomatic people seek to travel; how close testing is conducted, 

prior to travel, as well as the sensitivity of the test used. (weak evidence, moderate 

confidence). Irrespective of the test used, modelling from PHE and LSHTM suggests 

that pre-departure testing can make a limited contribution to reducing the proportion 

of people travelling whilst infectious. A residual proportion of infections would still 

arrive in the UK.  

7. The timing and type of pre-departure test is an important consideration. Using the 

sensitivity estimates from the Liverpool Mass Testing, pre-departure LFD testing on 

the day of travel is estimated to detect an additional 11% (10%, 11%) of infectious 

travellers, if 70% of symptomatic individuals refrain from travelling (Quilty). The more 

that symptomatic individuals attempt to travel, the more effective this additional 

measure becomes.  Effectiveness is highly dependent on timing, with the maximum 

benefit from performing the test as close as possible to the time of travel. Whether 

undertaken with a PCR or LFD class of device, this provides the most power to 

detect and deflect travel by an infectious person (PHE).

8. Test on arrival, with quarantine for those testing positive, could lower the volume of 

infectious travellers entering the UK. Effectiveness will be reliant on the sensitivity of 

the test used, adherence to isolation for those who test positive (weak evidence, 

moderate confidence). PCR testing on arrival could also give a potential opportunity 

to sequence positive tests from infectious arrivals on entry, with the findings being 

used to identify the importation of new/high-risk variants. Whilst this raises the 

theoretical potential for focussed interventions directed towards individuals with these 

variants, the practicalities associated with this may be significant. 

9. Post-entry repeated testing which involves multiple tests on travellers on arrival into 

the UK, with no quarantine, is likely to be insufficiently sensitive to detect a significant 

1 https://www.who.int/bulletin/volumes/92/12/14-135590/en/
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proportion of infectious individuals (Moderate confidence). Daily testing scenarios, 

where travellers are released into the community upon arrival, and subsequently 

tested every day with lateral flow tests, will lead to a significant proportion of infected 

individuals not being detected. For example, LSHTM modelling suggests that, using 

10 daily LFA tests, following syndromic screening and pre-flight LFA test, a quarter 

(26% (18%, 28%)) of infected individuals would not be detected. 

10. Post-entry quarantine, with a required negative PCR test to exit quarantine, has the 

most substantial potential effect on reducing the risk of infected arrivals. (Moderate 

evidence, Low-moderate confidence). Effectiveness is dependent on the duration of 

quarantine period, usage of test during/at exit of quarantine, and 

adherence/behaviours (Moderate confidence). Most models suggest reduction of 

quarantine period from 14 to 10 days produces limited increase in incursion risk. 

(moderate confidence, moderate evidence) and a duration of at least 5 days or 

longer with PCR test on exit may be considerably effective (low-to-moderate 

confidence, moderate evidence)     

11. The length of the infectious period has a significant impact on how many infected 

travellers can be detected at any moment in time. There is no scientific/medical 

agreement on the length of the infectious period, however there is general consensus 

it is ≤5 (low-to-moderate confidence, moderate evidence). The effectiveness of 
isolation periods and exit tests will vary based upon the length of infectious periods. 

Longer infection periods present a higher risk of releasing still infectious passengers 

at the end of isolation and therefore longer isolation periods and exist tests are more 

effective, than if infectious periods are shorter. Note that infectious period is distinct 

from the commonly reported PCR detectability period. 

12. Combination of options. Modelling demonstrates a combination of specific policy 

options (Pre-departure testing, isolation and TTR), are effective at reducing the public 

health risk, although dependant on their specific details, even with relatively low 

public compliance.  

All strategies are highly dependent on the rate of adherence to quarantine, self-

isolation, and testing protocols. Analyses by SPI-B suggest that: 

i. Self-reported surveys of travellers suggest that the majority were compliant. On-

line polls suggest that many people would not comply with quarantine 

requirements. Social desirability bias means that reported intentions are likely to 

over-state levels of compliance  

ii. Interventions that occur while the traveller is under direct observation of travel 

bodies have the highest likelihood of adherence. However, these control 

measures also incur significant time, costs, and effort which should be 

appropriately weighed against the added benefit of such a strategy. 

iii. Enforcing quarantine adherence (e.g. through the use of hotels or follow-up 

compliance adherence calls), is expected to reduce the number of infectious 

hours undetected travellers would be expected to be in the community by ~50%, 

compared to current at home isolation which is estimated to have ~67% 

compliance (ONS survey) (Moderate confidence, weak evidence). This study 

does not however provide insight into how individuals are breaking the rules and 

the inferred social risk associated with that. 
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iv. Beyond this, there is an absence of evidence regarding the effectiveness of 

measures to enforce quarantine, other than the presumed high effectiveness of 

mandated methods. The relative balance between providing support for self-

isolation and enforcement is also unknown. 

v. Any intervention imposed at the pre-departure stage is also subject to a wide 

variety of performance challenges, and there may be limited access for quality 

assurance and performance evaluation. 

Next Steps: 

a) Review / commission further research into the rate of public compliance. This should 

consider the levels of compliance with different policies and the form non-compliance 

takes. 

b) Review evidence / analysis on the tipping point, at which imported strains form a 

critical mass and reach exponential growth within the community. This needs to be 

considered at different levels of domestic restrictions. 

c) Review evidence on the length of infectious period. PHE are conducting a review of 

current literature and will provide an update in February. 

d) There is a clear need for global access to vaccines to facilitate a situation where 

travel restrictions and travel bans become the exception. Impacts of restrictions, 

isolation, testing and travel bans discussed in this paper provide an ongoing rationale 

for continuing UK international effort on global vaccine role out.

Full paper 

1. Countries can expect travellers infected with SARS-CoV-2 to arrive through air, land 

and sea borders. Countries have therefore deployed a range of different approaches 

to minimise the risk of importing new infections into the community. This paper 

considers the science behind different approaches, including remaining unknowns. 

2. Infected travellers may be detected at different points: before flying, testing on arrival, 

testing at the end of quarantine, daily testing at the end of quarantine, or through 

becoming symptomatic at any point prior to travel up to the end of any period of 

quarantine on arrival in UK 

3. This provides for a ‘menu’ of interventions that can be used alone or in 

combination to prevent infected travellers to the UK from seeding new chains of 

transmission. This list does not include interventions to mitigate risks to other 

travellers during travel such as environmental controls and public health and social 

measures at points of entry and on planes (e.g. minimising contacts, crowd control 

and physical distancing including through engineering modification, mask use, hand 

hygiene, ventilation, cleaning and disinfection etc.): 

a. Pre-departure syndromic screening 

b. Pre-departure testing (0, 1, 2, or 3 days prior to departure) 

c. Post-entry test-on-arrival without quarantine

038



7 | P a g e

d. Post-entry repeated testing with lateral flow tests without quarantine

e. Post-entry quarantine, with or without a negative test to exit quarantine 

4. There is no ‘zero risk’ combination of approaches when considering the 

potential importation of cases in the context of international travel in the real 

world.  

5. For strains already seeded domestically, the risk of infectious arrivals into the 

UK should be considered relative to domestic incidence. Restrictions on travel 

have a much higher relative impact in countries where the expected number of 

infectious arrivals exceeds domestic incidence.  

a. When the country of departure and the UK share similar levels of 

transmission, there is no substantial risk of adversely impacting domestic 

transmission (though this should take into account sub-national variations in 

both countries). 

b. When the country of departure is experiencing more intense transmission 

than the UK, the risk of potential impact on domestic transmission is higher. 

c. When the country of departure is experiencing less intense transmission than 

the UK, the risk of potential impact on domestic transmission is lower. 

d. Based on figures from December 2020, under no restrictions there would be 

an estimated 831 (412, 1618) infected entries per day compared to an 

estimated 58,623 (50755, 71800) new domestic infections per day (Quilty). 

Percentage reductions through the use of different interventions should be 

viewed in this context.  

6. The emergence of new variants of concern has given rise to a rationale for 

attempting to reduce importation of even small numbers of infectious cases. 

This rationale will strengthen if new variants emerge capable of immune escape. 

a. Since the new variants of concern from lineage B.1.1.7 and B.1.351 were first 

detected by the UK and South Africa respectively, they have spread rapidly 

and have now been detected in a large number of countries. To date, the 

variant of concern from lineage P.1 has only been detected in Brazil and 

Japan (during airport screening of travellers from Brazil).  

b. Due to limited genomic sequencing capacity globally, these variants are likely 

circulating undetected in many more countries. This means that targeted 

travel measures that apply only to countries that have detected specific 

variants of concern (and their neighbours) are unlikely to be completely 

successful in stopping new introductions of these variants into the UK.  

Figure 1: Reports of new SARS-CoV-2 variants, lineage B.1.1.7 & B.1.351 in different countries as of 14 

January 2021 (does not show the variant from lineage P.1) (Lai) 
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7. By the time a case of a new variant is detected for the second time through 

sequencing approaches, there will already be a significant number of 

infections in the community. Not everyone infected with SARS-CoV-2 is tested, not 

all positive tests are sequenced, and delays occur at each stage. 

a. Assuming a local R of 1.5 for the B.1.351 variant first detected in South 

Africa, the first imported infection was estimated to have occurred between 

7.6 and 10 days before the second case was reported in the UK (which was 

before the variant was reported by South Africa). (Pearson) 

b. At the time the second case of this variant was reported in the UK, there were 

already an estimated 78 (17, 230) people infected with this variant in the UK.  

(Pearson) 

c. The UK has a high level of international connectivity. This makes it more likely 

that at the time a new variant of concern is detected anywhere in the world, 

there will already be cases in the UK. This risk of this will be higher for 

countries with high volumes of direct international travel. 

d. Timely, high-volume testing and genomic sequencing are critical to detect 

cases and clusters of new variants. The UK has significantly increased both 

of these capabilities since the beginning of the pandemic. However, all 

interventions outlined are highly dependent on the capacity to deliver these 

basic functions to maximise effectiveness.  

8. The length of the infectious period has a significant impact on how many 

infected travellers can be detected at any moment in time. There is no 

scientific/medical agreement on the length of the infectious period, however PHE 

currently use a mean duration of 0-5 days, whilst DfT use a mean of 2-5 days (low-to-

moderate confidence, moderate evidence).  

a. Longer infection periods present a higher risk of releasing still infectious 
passengers at the end of isolation periods. Therefore, longer isolation and exit 
tests are the most effective under this assumption. 

b. The shorter infectious period (2 days), results in testing 48 hours prior to 
release having little additional benefit (~1%) to isolation without a test.  

c. However, if the infectious period is longer (5 days), the additional benefit of 
testing 48 hours prior to release is significant 

i. ~10% for the 10-day isolation (day 8 test) 
ii. ~20% for the 7-day isolation (day 5 test) 
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d. Increasing the isolation duration decreases the percentage of infected 
travellers that are undetected and released. 

e. The relative effectiveness of different isolation periods also changes 
depending on the duration of the infectious period. DfT modelling, found 7-
day isolation (day 5 test - TTR) was equally as effective as 10-day isolation, 
when using an infection period of 5 days. However, as the infection period is 
reduced, the 10-day isolation becomes relatively more effective.   

f. PHE modelling, using an infection period of <2 days, found the 7-day isolation 
(day-5 test – TTR) results in an additional ~6% of infectious travellers being 
undetected and released, compared with 10-day isolation. 

g. These ranges assume 99.7-100% sensitivity of a test and 100% compliance 
with isolation, switching these to ‘real world’ assumption will impact upon the 
results.   

9. All strategies are highly dependent on the rate of adherence to quarantine, self-

isolation, and testing protocols. Adherence is not binary, and different approaches 

to non-adherence will vary in terms of risk. For example, leaving quarantine to see 

friends and family indoors is a much higher risk than leaving quarantine to go for a 

walk outdoors alone. Additionally, even with quarantine there remains a residual risk 

of onward transmission associated with travel from their point of entry to their place 

of quarantine and also with the household members who may share the designated 

quarantine location. The attached paper by SPI-B considers drivers of adherence 

and how this may be improved. Relevant evidence includes: 

a. A previous ONS international arrivals compliance survey indicated that 67% 

of arrivals were compliant with the previous 14-day (now 10-day) self-isolation 

policy, with 12% saying that they were not compliant and remaining 

proportion unsure/unlikely to be. 2

b. An Ipsos Mori online poll found that only 55% would be ‘certain’ to comply 

with quarantine requirements. Estimated non-compliance ranges between 

10% (stated would be unlikely to comply) and 36% (stated would be unlikely 

to comply, or only ‘likely’ to comply. 3 Social desirability bias means that 

respondents are likely to underreport behaviours that go against the rules or 

social norms and therefore these estimates of non-compliance could be 

underreported (and compliance estimates overstated). 

c. Without enforcement, some objective measures of mobility showed small 

increases over time during lockdown in the UK and elsewhere, self-reports of 

staying at home decreased, and self-reports of complete compliance with 

Government guidelines also decreased. Methods of enforcement include 

fines for violation – with and without electronic monitoring, denying entry to 

public spaces without electronically validated proof of being virus-free, and 

mandating self-isolation and quarantining in supervised facilities. The 

acceptability of these different methods varies across countries – with harsher 

measures more likely to be applied in authoritarian regimes, and harsher 

measures more acceptable as a condition upon entry or re-entry to a country 

than for those living in the country. There is an absence of evidence regarding 

the effectiveness of any of these methods of other than presumed high 

effectiveness of mandated methods described above. The relative balance 

2 ONS, 30 September - 8 October 2020, n=1,191
3 ONS, 23-25 September, n=1060 GB adults
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between providing support for self-isolation and enforcement is also 

unknown4. 

d. Mandated interventions that occur while the traveller is under direct 

observation of travel bodies might be expected to have the highest 

adherence. However, these control measures also incur significant time, 

costs, and effort which should be appropriately weighed against the added 

benefit of such a strategy.  

e. Hotel quarantine has been used by some countries; one well known example 

is New Zealand. Evaluation of these case studies is limited, and studies that 

do mention it have not isolated it from the range of other measures in place. 

We would expect that compliance levels when mandatory hotel quarantine is 

imposed would go up significantly, and likely deter travelling in the first place. 

f. Evidence from the supported isolation procedures put in place for those 

returning from Wuhan suggests that compliance is likely to be increased by 

explaining the importance of isolating, ensuring those isolating have access to 

the supplies they need, and communicating throughout the isolation period. 

Increased support (practical, informational, emotional) for those isolating is 

likely to result in increased compliance. A small risk of onward transmission to 

the local community could exist via staff in those hotels, for example, but 

measures (such as PPE) could minimise these. There is low evidence in this 

area. 

g. Any intervention imposed at the pre-departure stage is also subject to a wide 

variety of performance challenges and consistency, moreover there may be 

limited access for quality assurance and performance evaluation. 

10. A number of broad assumptions made across many or all available models.

This is generally necessary given the existing state of knowledge, but modelled 

estimates need to be understood in this context and may therefore differ from real-

world performance. These include: 

a. Individuals are not infected during travel. Models using reported incidence 

to estimate the volume of potential imported infections only include those who 

have been infected before the point of travel. This underestimate both the 

number of possible imported infections and the subsequent timeline for 

infectiousness and detection. 

b. A significant proportion of symptomatic individuals will not travel. Most 

models assumed between 70-100% of infected people already showing 

symptoms would either choose not to travel or be prevented from flying by 

pre-departure syndromic screening. SPI-B are looking at the question of what 

proportion of people are likely to try to travel despite knowing they are 

infected, but, particularly at the higher end of this range, this may be an 

overestimate. Accordingly, the true volume of imported infections under each 

intervention scenario is likely to be higher. 

c. There are people who are infectious but not yet symptomatic and people 

who are infectious and asymptomatic who will travel. Some people who 

are infectious will travel that are not captured by some modelling and 

estimates 

4

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/916896/t
fms-mass-testing-behavioural-considerations-s0724-200827.pdf
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d. Global parameters of distribution in SARS-CoV-2 infection are 

generalisable. Known heterogeneity in certain parameters will likely affect 

the modelled estimates of risk. For example, higher proportions of 

asymptomatic cases in countries from certain regions will decrease the 

overall effectiveness of many interventions.  

11. This paper does not fully consider wider implementation issues relevant to 

each intervention. These include factors such as the availability of testing supplies; 

the operationalisation of COVID-safe environments for high-volume testing within 

airports in the UK and at points of departure; the ability to effectively enforce 

quarantine and / or self-isolation of travellers, whether in homes or hotels / facilities; 

and the full range of legal, political, and practical considerations relating to travel 

bans. 

Interventions 

12. Pre-departure syndromic screening may detect a proportion of symptomatic 

individuals who have chosen to still travel to the airport. However, evidence 

remains limited on effective screening protocols that can be delivered in practice, and 

the sensitivity of these protocols in detecting cases.

a. WHO’s assessment is that the evidence supports visual screening for 

symptoms such as cough and difficulty breathing as an effective 

measure for COVID-19, but not exit / entry screening via temperature 

measurement. This is because people may not exhibit fever early in the 

course of the disease, or may reduce fever through the use of paracetamol 

and other anti-pyretic medications. However, visual screening for symptoms 

will also miss people travelling during the incubation period (between 

exposure and symptom onset), those who are only mildly symptomatic and 

not detectable through visual screening, or those who are genuinely 

asymptomatic. 

b. There are likely to be behavioural impacts of implementing syndromic 

screening. These include positive impacts such as creating a deterrence for 

symptomatic individuals thinking about travelling, as well as negative impacts 

such as engendering a false sense of security in those who test negative – 

resulting in lower adherence to more effective public health measures 

following the test result. These questions are being considered by SPI-B in 

parallel.  

13. Pre-departure testing can make a limited contribution to reducing the 

proportion of people travelling whilst infectious. However, the residual proportion 

of infections that would still arrive in the UK are so significant that it cannot remove 

the need for further measures. 

a. Negative results from pre-departure testing cannot guarantee that 

travellers are free from infection at the time of travel since they may have 

been tested before they became infected or during the period when the viral 

load is not yet sufficient to be detectable, in addition to false negatives. New 

variants may also emerge that evade current commercially available PCR and 

LFD tests until these are re-tooled. 

b. Effectiveness is highly dependent on timing, with the maximum benefit 

from performing the test as close as possible to the time of travel. Whether 
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undertaken with a PCR or LFD class of device, this provides the most power 

to detect and deflect travel by an infectious person. (PHE) 

i. The maximum fraction of people detectable if tested at time of travel is 

≈ 40% (if assuming a 7-day infection window)/60% (if assuming 14-
day infection window) 

ii. The detectable fraction decreases by ≈ 8-10% for every additional 24-
hr period the test is done before departure. 

iii. Using some estimates, the difference in sensitivity of PCR and LFDs 

are similar at 90% and 80% respectively and both have similar 

specificity, such that there may be no material difference in detection 

rates of infectious persons within 3-days of travel. 

iv. Inevitably, the logistics of delivery of PCR versus an LFD is such that 

there is an increased time between test and travel for PCR compared 

to LFD. Many countries (including some UKOTs) lack the ability to do 

PCR outside of a clinical setting so there may be some logistical value 

in administering an LFD close to departure. To optimise the effects of 

pre-departure testing, an LFD closer to the time of travel may offer 

better rates of identification of infectious people than a PCR test taken 

48-72-hrs before departure. 

To understand why having a test closer to departure is better than a more sensitive 

one further away the figures below show percentage of infected travellers detected 

by time and sensitivity of test. If we assume an 80% sensitive LFD at the airport at 

time of departure (represented by the black dashed line) we can see that the 

detectable fraction decreases the longer the test is taken ahead of the departure, 

approximately ~8-10% for every 24-hour interval. 

Figure 2: % of infected travellers detected by time and sensitivity of ‘test’ (7 and 14 day infection window) (DfT 
analysis) 

c. However, effectiveness is also highly dependent on test sensitivity. 

Using the sensitivity estimates from the Liverpool Mass Testing, pre-

departure LFD testing on the day of travel is estimated to detect an additional 

11% (10%, 11%) of infectious travellers beyond the proportion already 

captured by syndromic screening (Quilty) – similar to the 10% detected by 

PCR 3 days before departure (Gent). LFDs with higher sensitivity are 

available (with the WHO recommending minimum performance requirements 
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of >80% sensitivity and >97% specificity), and these would therefore pick up a 

higher proportion of travellers5. 

d. The value of pre-departure testing is moderated by the effectiveness 

and/or concurrent implementation of syndromic screening. In the 

absence of syndromic screening (or with lower screening effectiveness than 

the assumed model parameter of 70-100%), many individuals will likely 

instead be captured through pre-departure testing.  

e. Even if more sensitive LFDs are used, test performance may be lower 

among travellers than the general population, since a significant 

proportion of symptomatic individuals and contacts should already have been 

prevented from travelling. Evaluations of LFD usage at points of entry are 

limited (WHO) 6. 

f. On an absolute basis, pre-departure testing has little to no comparative 

advantage to post-flight quarantine of any duration (assuming full adherence) 

(Clifford). However, this neglects to account for potential behavioural effects 

including acting as a deterrent to symptomatic travellers who might otherwise 

choose to travel or providing a false confidence in negative results leading to 

a likely lower adherence to post-entry control measures. 

g. Pre-departure testing may also reduce potential transmission between an 

infectious traveller and others in the process of travel. The impact of this on 

onward transmission is generally not modelled. 

14. No single intervention, other than a complete, pre-emptive closure of borders, 

or the mandatory quarantine of all visitors upon arrival in designated facilities, 

irrespective of testing history, can fully prevent the importation of cases or 

new variants. Conversely, even if all other interventions are used in combination, 

some duration of quarantine is still likely to be necessary to minimise the number of 

imported cases.

15. Combined pre-departure syndromic screening and pre-departure testing may 

result in a total reduction of 44% (43%, 44%) of infectious travellers prevented from 

arriving, though limited detail was provided for how this estimate for the 34% of this 

due to syndromic screening was reached (Quilty).

a. This assumes LFD sensitivity from the Liverpool Mass Testing study. 

Effectiveness is still dependent on previously outlined issues, and it is unclear 

whether the joint benefit of both interventions (including any behavioural 

effects) is justified by the additional financial costs of testing, personnel, and 

training. 

16. Test-on-arrival without quarantine could lower the volume of infectious arrivals 

from entering the community. However, with limited evidence and impractical 

assumptions about adherence after testing, the true population-level benefit may be 

insufficient to justify the high-effort, potentially high-cost intervention.  

a. When adherence to isolation (if test returns positive) is maximised, the 

effectiveness of test-on-arrival policies is driven by test sensitivity: with 

100% adherence, use of an LFD reduces the proportion of travellers entering 

the community from 48% (36%, 56%) to 38% (28%, 43%) or 18% (14%, 26%) 

5 https://www.who.int/publications/i/item/antigen-detection-in-the-diagnosis-of-sars-cov-2infection-using-
rapid-immunoassays 
6 https://www.who.int/publications/i/item/WHO-2019-nCoV-Sci_Brief-international_travel_testing-2020.1 
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assuming Oxford / PHE results for test sensitivity; use of PCR reduces it to 

10% (5%, 15%). (Quilty)

17. Post-entry repeated testing with LFDs and no quarantine is not likely to avert 

substantial transmission. Self-administered LFDs have not demonstrated real-world 

effectiveness at significantly reducing further infections at a population level. 

a. Maximum stringency LFD testing strategies still allow a significant 

proportion of infectious travellers into the community. One modelled 

scenario using 10 daily LFDs including pre-departure syndromic screening 

and a pre-departure LFD still suggested 26% (18%, 28%) of infectious 

travellers are never detected and risk further transmission. (Quilty) 

b. LFD usage is highly dependent on test sensitivity. Using the highest 

accepted sensitivity for the Innova LFD, the proportion of undetected 

travellers who arrive in the community reduces from 26% to 14% (10%, 20%) 

(Quilty).  

c. These strategies also appear to produce more secondary infections 

than any other quarantine intervention, especially in the first few days.

However, the effect of this approach is highly variable and is dependent on 

the effectiveness of contact tracing strategies. 

18. Post-entry quarantine with a required negative PCR test to exit quarantine has the 

most substantial effect on reducing the risk of infectious arrivals of any other 

intervention considered in isolation. Compared to a 14-day quarantine period, a 7-

day quarantine is likely to achieve comparably high levels of effectiveness in 

reducing the number of infections entering the community. 

a. Several approaches to quarantine have been modelled. These include a 

simulated model evaluating the optimal timing and duration of self-quarantine 

and screening/testing strategies (Clifford), another assessing different types 

of post-exit testing (Quilty), and others looking at quarantine for various 

exposure situations including travel and contact tracing (Wells). 

Figure 5: Probability of post-quarantine transmission, by duration of quarantine and testing strategy 
(Wells) 

b. Most models suggest the maximum 14-day quarantine period may be 

reduced, and a duration of at least 5 days or longer with PCR test on exit 

may be considerably effective. While the full duration is almost completely 

effective at reducing the number of infections entering the community (>99%) 

(Clifford, Quilty), one model suggests a 7-day and 5-day quarantine (8 and 6 
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days with test) would have a ≈95% and 89% reduction, respectively (Clifford). 
A second model shows that 10 days without a PCR test could be as effective 

as the 14-day period (Quilty), while a third showed that a 7-day quarantine 

with test could result in a <1% chance of post-quarantine transmission. 

c. The effectiveness of different approaches depends on the usage and 

timing of tests during quarantine. All analyses agreed that testing on exit 

was the best strategy, while models that evaluated the usage of a second test 

concluded that the addition of another test either on entry or at different points 

during quarantine have limited benefit beyond a slight reduction at the longest 

quarantine durations (Wells, Clifford). 

d. Quarantine strategies are also ultimately driven by the proportion of 

asymptomatic infections. (Clifford) As duration of quarantine increases, 

those who become symptomatic develop symptoms in quarantine instead of 

the community, and those released from quarantine are more likely to no 

longer be infectious. One model evaluated a range of asymptomatic 

population proportions, finding that even isolating 100% of symptomatic 

individuals immediately upon onset of symptoms would still be insufficient to 

lower Rt<1 in an epidemic with a basic infectivity profile (Wells).

Figure 6: Infectivity curve at days post-infection, by proportion of asymptomatic infection (Wells) 

e. The impact of quarantine should be considered in context of local 

incidence. As with most models in this area, the relative risk of onwards 

infection or number of imported infections demands translation to absolute 

risk and a comparative interpretation to the domestic situation. 

f. To supplement quarantine strategies, PCR testing on arrival with

quarantine could give the potential opportunity to sequence all positive tests 

from infectious arrivals on entry to identify new/high-risk variants. A 

subsequent risk-stratified strategy with increased intensity of interventions on 

new/high-risk variants may prevent further entry the community, though this 

brings significant operational challenges (and would require a significant 

proportion of sequencing capacity to be focussed on travellers).  

g. Overall effectiveness also depends on adherence and the quarantine 

approach used. Ideally quarantine should be in a location which removes the 

risk of within-household transmission, such as in a dedicated hotel. It will be 

important to explore the evidence, and apply measures that can be taken to 

maximise effectiveness and adherence to quarantine, and reduce risks of 
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onward transmission. SPI-B are looking into the specific question of drivers of 

adherence, how these can be enhanced through interventions, and the 

maximum level of adherence we can expect in real-world settings after 

deploying these interventions. 

Travel bans 

19. Travel bans are not the most effective tools to reduce the infection rates in all 

circumstances. They are likely to be more effective if domestic rates are near a 

tipping point on exponential virus growth and infection rates domestically 

are already very low. Travel bans are likely to be less effective (but not ineffective) 

where tight domestic restrictions are in place (e.g. lockdowns) which minimises local 

domestic onward transmission and/or an effective international arrival 

isolation/quarantine/testing regime (with high compliance) is in place.   

a. Travel bans can be effective in delaying the spread of SARs-CoV (McLeod et al, 
Russel et al)78

b. The closure of borders can only positively affect the epidemic trajectory if 
combined with a 50% or higher reduction of transmission within the community or 
where epidemics are close to tipping points for exponential growth (Chinazzi, et 
al).  

c. The risk of international policy is relative to domestic incidence, with countries 
with low domestic incidence but high travel volume requiring more stringent 
measures to reduce relative risk. 9 

d. When travel bans targeted at specific countries are put in place, there is also a 
risk that travellers cross borders and travel to the UK via a third country, which is 
difficult to track. Therefore, such a policy does not eliminate the importation risk- 
specific risks are country and connectivity dependant. 

e. Travel bans imposed by another country (ie. outbound, in absence of an inbound 
travel ban) will also reduce inbound travel and therefore risk of importation. 

20. Travel bans applied in isolation cannot stop the importation of new variants. 
Whilst they do offer potential to delay the spread, the time lag associated with the 
identification of a new strain (e.g. sequencing, genomic surveillance etc.) and then 
policy implementation has been found to allow variant to be exported from the 
country of origin.  
a. International examples show new strains have spread before being identified. 

b. LSHTM suggest there are many more of the new SA variant infections in the UK 
than have been reported. They estimate “there were 78 (95% CI: 17–230) 
infections with the SA 501Y.V2 in the UK at the point the second case tested 
positive on 12th December”. 

c. A new strain that originated in Manaus, Brazil was initially picked up in Japan, 
following the exportation of cases to Japan (Faria). The higher diversity and the 
earlier sampling dates of P.1. in Manaus corroborates the travel info of recently 
detected cases in Japan, suggesting the direction of travel was Manaus to 
Japan[ref].  

d. If there is an effective policy regime including testing and/or quarantine / isolation 
for travellers in place with high adherence, or if strict domestic lockdown 
measures are in place, then the risk of infection spreading is reduced, as noted in 

7 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2570822/ 
8 https://pubmed.ncbi.nlm.nih.gov/32171059/ 
9 https://www.thelancet.com/cms/10.1016/S2468-2667(20)30263-2/attachment/00496134-9906-48ce-

80ab-8e0b61220ff6/mmc1.pdf
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other studies. If this is not the case, then the time lag issue may be a more 
significant issue. 

e. Identifying, tracking and reacting requires high levels sequencing/testing 
capability/capacity, rapid exchange of information and high levels of coordination 
between countries, particularly those with high levels of connectivity. There is an 
important opportunity for coordinated and supporting international action and 
standard practices to deal with this exchange and minimise future risks and 
minimise cost associated with pre-emptive travel bans.   

21. We do not know what the impact of travel bans is on the ‘critical mass’ of 

traveller importations. We didn’t find any evidence to indicate if travel bans could 

reduce the risk of the critical mass of importation being reached.  

a. WHO found partial travel bans to only have potential to delay the spread and 
peak by a few weeks or months, but they found no evidence it could be 
contained within a defined geographical area. It would take extensive travel 
restrictions (over 90%) to meaningfully effect the magnitude of the epidemic.  

22. Travel bans have social, economic and political implications. They could in 
some circumstance be high-cost policy to keep in place in the absence of a well-
known or credible risk. The potentially large negative impacts of imposing a ban 
means there needs to be high confidence in the effectiveness of such a tool if used in 
isolation. 

Further questions and considerations 

22. Further modelling and investigation to understand the magnitude/difference of 

whether current or other test and isolation regimes offer enough protection against 

new variants of SARS-CoV-2 over and above a pre-emptive/ongoing travel ban (i.e. 

imposed before a risk has been identified)? 

23. Further evidence of adherence/compliance rates is crucial to the effectiveness of 

testing, quarantine, and isolation regimes. What enforcement and measures are most 

effective? What international traveller non-adherence behaviours represent the 

largest risk? How can adherence to quarantine be maximised, including behavioural 

interventions, and use of non-household locations?  

24. Trip length is likely to impact on testing effectiveness, particularly PDT. Further 

modelling should be undertaken to understand the impact of trip length on 

effectiveness of testing and isolation/quarantine regimes? 

25. Further evidence and surveillance needed to understand the size of indirect / third 

country importation risk (i.e. following a direct travel ban) as well as the importation 

risk following a travel ban. 

26. What is the evidence associated with current available tests ability to detect new 

variants? How easily can new variants be detected and distinguished from other 

variants via the current (or alternative) testing regime? 

27. Could better surveillance, scientific developments or medical interventions speed up 

the process of identification of a new variant, so that we can more effectively target a 

travel ban?  

Annex 1: Travel ban case studies 

1. New Zealand
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a. New Zealand implemented a national lockdown in early 2020, this led to the 

successful elimination of community transmission there. This eventually 

eliminated SARs-CoV-2 from NZ for ~120 days, after which is was reintroduced 

following importations from international travellers[11]. Travellers were initially 

allowed to self-quarantine, however after incidences of improper isolation, 

compulsory lockdown at airport hotels was introduced.  

b. Geoghegan, J L, et al (2020) finds the introduction of a New Zealand lockdown in 

March 2020 resulted in fewer than 20% of introductions into NZ leading to more 

than one additional case10. 

c. In mid-January, New Zealand had a ~0.002% test prevalence and had recorded 

1,872 total cases. 

2. South Africa

a. In late 2020, genomic sequencing identified a new variant of SARS-CoV-2 

(501Y.V2) in South Africa. By the time this variant had been identified and a UK 

travel ban imposed on South Africa and all southern African nations, confirmed 

cases had already reached the UK. 

b. This suggests that genomic sequencing cannot be relied upon to trigger timely 

international travel bans. This is especially true when SA where routinely 

conducting genomic sequencing – the delay in detection would be much longer in 

other countries without these capabilities. 

c. Modelled estimates of this variant by LSHTM11 finds the new South Africa variant 

to be ‘roughly 50% (95% CI: 26-79%) more transmissible, under the assumption 

there is complete cross protection from previous infection with the wild type’. 

d. PHE’s current predicted test predicted prevalence in South Africa is 82.4%. 

3. Manaus, Brazil

a. A new strain that originated in Manaus was initially picked up in Japan, following 

the exportation of cases to Japan. The higher diversity and the earlier sampling 

dates of P.1. in Manaus corroborates the travel info of recently detected cases in 

Japan, suggesting the direction of travel was Manaus to Japan12.  

b. This raises concerns about the ability for short term-travel bans to effectively 

contain new variants, given exportation of the new strain is likely given the time 

lag associated with identifying and applying a travel ban. 

4. Australia 

a. In 1918, Australia implemented a maritime quarantine to control against the 

spread of influenza, which has spread rapidly across other South Pacific Islands. 

The arrival of influenza was delayed reaching Australia; 3 months later than it 

reached New Zealand, which had not implemented the same restrictions13.  

b. The first SARs-CoV case identified in Australia was in January 2020. In March, 

various measures were introduced to control the outbreak, including lockdowns, 

the closure of international borders, social distancing and quarantine hotels for 

10 Figure 3A-B https://www.medrxiv.org/content/10.1101/2020.08.05.20168930v3
11 LSHTM paper, 24th December
12 https://virological.org/t/genomic-characterisation-of-an-emergent-sars-cov-2-lineage-in-manaus-

preliminary-findings/586
13 https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2570822/
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returning citizens. These measures have resulted in one of the lowest prevalence 

rate per million worldwide. 

c. In mid-January, Australia had a 0.001% test prevalence rate and recorded 28,658 

total cases. 
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Annex 2: Full list of Department for Transport potential policy measures

Proposed Measure Sub measure

1. Stay off/remove from travel corridor 
list

2 Increased surveillance 2a. Increase surveillance in post  

2b. Genome testing all positive cases

3. Reduce risk – improve hygiene, 
minimise exposure 

3a. Improved cleaning and social distancing 
standards, and/or separation of crew and 
pax (e.g. crew with full PPE).

3b. More stringent travel advice on 
outbound (e.g. FCDO); could include the 
risk to passengers in that HMG may not 
repatriate BNs if borders are closed

3c. Wider campaign of information e.g. 
through freight operators

4.  Enhanced quarantine  4a. Enhanced enforcement for those 
travelling from affected areas

4b. Retrospective self-isolation, those who 
have travelled from the region/country 
previously voluntary/mandatory self-
isolation  

4b. Require all household members to self-
isolate

4c.  Remove red+ countries from test and 
release

5. Compulsory testing at those returning 
from high risk areas

5a.  Testing before return departure. Not 
allowed on flight, ferry, or international train 
without negative result. 

5b. Testing at port of arrival 

5c. Those testing positive will need to stay 
in reception centres 

5d. Quarantine all passengers in reception 
centres until day X and X negative tests  
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Seventy-seventh SAGE meeting on COVID-19, 21 January 2021.

Held via Video Teleconference.

Summary
1. SPI-M estimates that R in the UK and in England is between 0.8 and 1.0. Estimates of R for
Scotland, Wales, and Northern Ireland are between 0.8 and 1.1, 0.7 and 0.9, and 0.7 and 1.1
respectively. Hospital admissions are now declining in those areas which entered Tier 4 earliest
(London, East & South East of England). Occupancy in these regions has begun to level out, but
at very high levels. Across most of the rest of the country the rate of admissions is still increasing
but has slowed. ICU admissions and deaths lag hospital admissions and are still rising across the
country.

2. SPI-M has set out a range of scenarios, which are not forecasts or predictions, showing different
possible trajectories (for R values between 0.8 and 1.2) over the next 6 weeks. Even in the more
optimistic of these cases, hospital occupancy by mid-February will remain at high levels.

3. There is a need for standardisation of measurement of antigenic changes, including of the
assays and doses used. In vitro studies will remain difficult to interpret without this standardisation.
Clinical data will be important to understand the impact of changes. The ability to reliably measure
and interpret antigenic changes will be important when considering potential vaccine updates.

4. Previous analysis suggested no significant difference of hospitalisation or death risks from the
B.1.1.7 variant. However, new analyses are consistent in indicating some increase in disease
severity in people infected with B.1.1.7 when compared to other variants. There are several
limitations in the datasets used, but there is a realistic possibility that infection with B.1.1.7 is
associated with a small increase in absolute risk of death compared to wild-type variants.

5. There remains significant uncertainty about the size of any effect on disease severity or
mortality. As with other variants, for most people, infection with this variant results in mild disease,
and the risk of death for each infection remains low. Analyses of CO-CIN data do not indicate
increased hospital case fatality rates.

6. Measures to reduce importations are most important when domestic prevalence (either overall
or of a particular variant of concern) is low and when importation could lead to R>1. No
intervention, other than a complete, pre-emptive closure of borders, or the mandatory quarantine
of all visitors upon arrival in designated facilities, irrespective of testing history, can get close to
fully prevent the importation of cases or new variants (moderate confidence, moderate evidence).

7. All strategies are highly dependent on the level of adherence to quarantine, self-isolation, and
testing protocols. Adherence is not binary, and different types of non-adherence will vary in terms
of risk. There are limited data on adherence, with much based on self-reporting, and options to
improve this data should be considered.

Situation update
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8. SPI-M estimates that R in the UK and in England is between 0.8 and 1.0. Estimates of R for
Scotland, Wales, and Northern Ireland are between 0.8 and 1.1, 0.7 and 0.9, and 0.7 and 1.1
respectively. R is estimated to be below 1 in the East of England, London and the South East;
estimates span 1 in other regions of England. R is a lagging indicator and the effects of the latest
measures across the four nations are partly but not wholly captured in the latest data.

9. SPI-M estimates that there are between 49,000 and 136,000 new infections per day in England.
The ONS community infection survey for the most recent week of the study (10 to 16 January)
estimates that an average of 1,023,700 people had COVID-19 in the community in England
(credible interval 978,900 to 1,070,000), which is slightly lower than the previous estimate. The
latest data from the REACT study do not show strong evidence of either growth or decline in
prevalence.

10. Positive test numbers have dropped across all age groups, though less so in the over-60s.
PHE is investigating the possible reasons for this. The drops are larger in those areas which
entered Tier 4 earliest (London, East and South East of England) and smaller in some other areas
including the West Midlands and South West of England.

11. The greater reduction in positive tests numbers in some areas compared to others under the
national measures (which were also seen following the first national lockdown) could be due to
different working patterns (for example, a higher proportion of people not currently going into
workplaces), different levels of immunity in the populations, or other factors.

12. CoMix data indicate that the numbers of contacts were lower over the festive period, with
workplaces and schools fully closed, than they have been since. The types of contacts made over
this period will have been different to usual patterns.

13. Hospital admissions lag infections and are now declining in those areas which entered Tier 4
earliest (London, East and South East of England). Occupancy in these regions has begun to level
out, but at very high levels. Across most of the rest of the country the rate of admissions is still
increasing but has slowed. ICU admissions and deaths lag hospital admissions and are still rising
across the country.

14. SPI-M has set out a range of scenarios, which are not forecasts or predictions, showing
different possible trajectories (for R values between 0.8 and 1.2) over the next 6 weeks. Even in
the more optimistic of these cases, hospital occupancy by mid-February will remain at high levels.

15. It will take some time for the effects of vaccination to be seen in hospitalisations and deaths.
This is due to the time taken for vaccination to induce an immune response, the large proportion of
hospital admissions not in the oldest age groups, and the lag between infections, hospitalisations,
and deaths.

16. The effect of vaccination will be seen in deaths before it is seen in hospitalisations, as deaths
are more skewed towards older age groups. The impact on hospitalisations will depend on rolling
the vaccine out to those groups being hospitalised, and on the effectiveness of the vaccine. As
previously advised, uptake will be critical, including in the hardest to reach groups.
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17. The proportion and number of deaths in over-80s should start to fall in the coming weeks as
vaccination takes effect. The numbers of deaths in care homes continues to grow but should start
to fall in the coming weeks if vaccination is successful.

18. As well as UK data, data from other countries which have vaccinated large numbers of people
(such as Israel) will be important in understanding the effectiveness for preventing transmission,
severe disease and death. It will also be important to learn from other countries’ experiences in
addressing vaccine hesitancy.

19. There are plans for further data collection on non-attendance at vaccination appointments.
Understanding reasons for refusals would also be valuable.

New variants
20. The increased transmissibility of variant B.1.1.7 compared to other variants has been noted
previously. The underlying cause of this is not yet known. Earlier data from the ONS community
infection survey had indicated lower Ct values in S-gene target failure samples (SGTF),which can
be used as a proxy for the B.1.1.7 variant), but more recent data now suggests that the Ct values
are similar. This suggests that the faster transmission is not related to viral load changes.

21. It remains the case that there is no evidence of significant antigenic escape from naturally or
vaccine acquired immunity for the B.1.1.7 variant and there is increasing evidence that immune
responses to vaccine will be effective against this variant. Further data are still needed to
understand potential antigenic escape for other variants being monitored with combinations of
N501Y, E484K and K417N/E substitutions. There is more concern and more evidence for antigenic
escape for variants identified in South Africa and Brazil.

22. There is a need for standardisation of measurement of antigenic changes, including of the
assays and doses used. In vitro studies will remain difficult to interpret without this standardisation.
Clinical data will be important to understand the impact of changes. The ability to reliably measure
and interpret antigenic changes will be important when considering potential vaccine updates. The
Vaccine Taskforce is exploring the effects of antigenic change and the potential need for future
vaccine modifications.

23. Previous analysis suggested no significant difference of hospitalisation or death from the
B.1.1.7 variant. However, new analyses are consistent in indicating some increase in disease
severity from people infected with B.1.1.7 when compared to other variants (but data sources are
imperfect). There are several limitations in the datasets used, but there is a realistic possibility that
infection with B.1.1.7 is associated with a small increase in absolute risk of death compared to
wild-type variants.

24. Different studies measure the effect size in different ways, and there remains significant
uncertainty about the size of any effect. As with other variants, for most people, infection with this
variant results in mild disease, and the risk of death for each infection remains low for the vast
majority of people. Analyses of CO-CIN data do not indicate increased hospital case fatality rates.
SAGE noted that presenting information in absolute as well as relative terms where possible would
be helpful for communication and public understanding.
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25. NERVTAG has suggested a number of actions for further data collection and analysis to
explore the effects further, which SAGE supports.

Actions:

SAGE secretariat to support NERVTAG secretariat in identifying leads for the actions
outlined in the NERVTAG note on severity

Travel and borders
26. Countries can expect travellers infected with SARS-CoV-2 to arrive through air, land and sea
borders. There is an increasing number of options available for consideration to reduce the
importation of infection.

27. Measures to reduce importations are most important when domestic prevalence (either overall
or of particular variants of concern) is low and when importation could result in R>1. No
intervention, other than a complete, pre-emptive closure of borders, or the mandatory quarantine
of all visitors upon arrival in designated facilities, irrespective of testing history, can get close to
fully preventing the importation of cases or new variants (moderate confidence, moderate
evidence).

28. The emergence of new variants of concern around the world presents a rationale for
attempting to reduce importation of even small numbers of infectious cases. This rationale will
strengthen if new variants emerge that are capable of immune escape. Measures would be likely
to delay importation of these variants rather than prevent them altogether. These measures will
make most difference when domestic prevalence of the variant is low and there is little domestic
transmission.

29. Reactive, geographically targeted travel bans cannot be relied upon to stop importation of new
variants, due to the lag between the emergence and identification of variants of concern, as well
as the potential for indirect travel via a third country (moderate confidence, moderate evidence).
Prioritising cases from returning travellers for sequencing may be valuable in identifying potential
importations of new variants.

30. Infected travellers have the potential to be detected at different points: through symptom
screening or testing before departure, through testing on arrival, testing during or after quarantine,
or through becoming symptomatic at any point prior to travel up to the end of any period of
quarantine. Interventions can be used alone or in combination to prevent infected travellers to the
UK from seeding new chains of transmission (as well as mitigations to reduce risks during travel,
which are similar to those which should be considered in all settings).

31. All strategies are highly dependent on the level of adherence to quarantine, self-isolation, and
testing protocols. Adherence is not binary, and different types of non-adherence will vary in terms
of risk. There are limited data on adherence, with much based on self-reporting, and options to
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improve this data should be considered.

32. Measures such as monitored quarantine (for example, at airport hotels) for international
travellers could reduce risks associated with non-adherence. Hotel quarantine would also reduce
the risk of onwards transmission within households. Digital methods may also be possible, though
there would be practical and equity challenges.

33. Any form of interventions will have social, economic and political implications which
policymakers will also need to consider, alongside epidemiological considerations.

Actions:

Phil Blythe to update paper to reflect SAGE discussion
ONS to consider what further data can be obtained on adherence to quarantine
PHE to consider how best to target sequencing to identify potential importations of new
variants

Changes in hospital admissions between first and second wave
30. CO-CIN data indicate that there are differences in the age and sex distribution of people being
hospitalised in the second wave when compared to the first, including an indication of an increase
in hospitalisations of younger women.

31. The underlying reasons for this are unknown. There is no evidence yet that this is due to new
variant. ONS is doing further analysis of CO-CIN data, though difficulty in obtaining unified data on
occupation makes any analysis relating to this challenging.

32. There does not appear to be a meaningful rise in the hospital fatality rate.

Actions:

Calum Semple to add percentages and absolute numbers to figure 1e of CO-CIN
analysis

Vaccine Science Coordination Group (VSCG) update
34. The group has now been established with 5 subgroups:

a behavioural group
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a clinical group
a virology-immunology-vaccinology group
a modelling group
a data science group

A number of studies are being planned, including on vaccine combinations and on the potential
impact of the timing of second doses.

List of actions

SAGE secretariat to support NERVTAG secretariat in identifying leads for the actions outlined
in the NERVTAG note on severity
Phil Blythe to update paper to reflect SAGE discussion
ONS to consider what further data can be obtained on adherence to quarantine
PHE to consider how best to target sequencing to identify potential importations of new
variants
Calum Semple to add percentages and absolute numbers to figure 1e of CO-CIN analysis

Attendees

Scientific experts

Patrick Vallance (GCSA)
Chris Whitty (CMO)
Andrew Morris (HDR UK)
Angela McLean (MoD CSA)
Brooke Rogers (KCL)
Cath Noakes (Leeds)
Calum Semple (Liverpool)
Charlotte Watts (FCDO CSA)
Fliss Bennee (Technical Advisory Cell, Wales)
Graham Medley (LSHTM)
Harry Rutter (Bath)
Ian Boyd (St Andrews)
James Rubin (KCL)
Jeanelle de Gruchy (ADPH)
Jeremy Farrar (Wellcome)
John Edmunds (LSHTM)
Jonathan Van-Tam (dCMO)
Julia Gog (Cambridge)
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Jenny Harries (dCMO)
Kamlesh Khunti (Leicester)
Linda Partridge (Royal Society)
Mark Walport (UKRI)
Mark Wilcox (NHS)
Maria Zambon (PHE)
Michael Parker (Oxford)
Nicola Steedman (Scotland)
Peter Horby (Oxford)
Phil Blythe (DfT CSA)
Rob Orford (Wales, Health CSA)
Sharon Peacock (PHE)
Sheila Rowan (Scotland CSA)
Stephen Powis (NHS England)
Susan Hopkins (PHE/NHST&T)
Wendy Barclay (Imperial)
Yvonne Doyle (PHE)

Observers and government officials

Alan Penn (MHCLG CSA)
Andrew Curran (HSE CSA)
Ben Warner (No.10)
Carole Mundell (FCDO CSA)
Clementine Fu (FCDO)
Clive Dix (BEIS)
Daniel Kleinberg (Scottish Government)
Declan Bradley (DoH Northern Ireland)
Iain Bell (ONS)
James Benford (HMT)
Jennifer Rubin (HO CSA)
Jim McMenamin (Health Protection Scotland)
Jonathan Saks (DfT)
Julian Fletcher (CO)
Nadeem Hasan (FCDO)
Osama Rahman (CSA DfE)
Paul Monks (BEIS CSA)
Robin Grimes (MoD CSA)
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Rob Harrison (CO)
Rupert Shute (HO dCSA)
Sam Rose (DfT)
Tom Rodden (CSA DCMS)

Secretariat (all GO-Science)

Stuart Wainwright
Simon Whitfield

Total: 85

1 scientific expert, 8 observers and government officials and 17 Secretariat members redacted.

Print this page

064


	Index
	Sum Grds of Defence
	1. SAGE 28.4.20
	SAGE 18.6.20
	SoS statement 7.7.20
	SoS lett to Home Af SCmte 5.6.20
	Skeleton Footnote 9.pdf
	Executive summary
	Part 1: Evidence Summary on Implications for Mitigations
	Part 2: Recommendations to Reduce Transmission of the new variant SARS-CoV-2 virus drawing on previous SPI-B recommendations on Improving Adherence to Mitigation Measures
	1. Communicating with and supporting all sectors of the population to improve their adherence to mitigation measures
	2. Reducing transmission within households and during permitted household mixing
	3. Improving engagement with Test, Trace and Isolate
	4. Maintaining adherence during vaccine deployment


	Untitled



