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RISK SUMMARY:
This assessment is undertaken based on the information available on  
23 March 2019.  
This is a rapidly evolving situation and there remains limited 
information available to inform this risk assessment. Therefore, 
the level of uncertainty is HIGH and this assessment takes a 
precautionary approach.

IMPORTATION RISK: 
Even with the containment measures in place 
in other countries and the border measures 
currently in place in New Zealand, the likelihood 
of cases having been imported into New Zealand 
remains HIGH. There also remains a HIGH 
likelihood of further importations from Category 
1B travellers even with the strict border measures 
currently in place.

ASSESSMENT OF RISK OF TRANSMISSION WITHIN NEW ZEALAND: 
Most cases in New Zealand to date are linked to international travel and subsequent close contact, there is accumulating 
evidence of limited community transmission but at this time no evidence of widespread sustained community 
transmission in New Zealand.  

Based on the current domestic situation, the global situation, the available evidence, including 
limited evidence of pre-symptomatic spread and super spreader events the likelihood of 
limited transmission in New Zealand is VERY HIGH, the likelihood of sustained transmission 
is MODERATE-HIGH and the likelihood of widespread outbreaks is LOW-MODERATE. This 
assessment assumes that cases are detected in a timely manner and that infection prevention and 
control measures are implemented promptly.

However, if the virus is not rapidly detected, infection control measures are not in place, or if there 
is significant transmission from asymptomatic or mild cases, the likelihood of further transmission 
in community settings would be considered VERY HIGH.

PUBLIC HEALTH IMPACT OF COVID-19 IN NEW ZEALAND:
The impact on the sector and the public from this emerging issue and the preparedness work 
around COVID-19 is already significant. The public health impact of one or more cases in New 
Zealand would be HIGH both for public health staff, the wider health sector and the community.

PUBLIC HEALTH RISK: 
Given the assessment of the likelihood of importation, the likelihood of transmission in  
New Zealand and the public health impact, the overall public health risk from this event is 
considered HIGH. 

RISK ASSESSMENT REFERENCE SCALE:  
VERY LOW/NEGLIGIBLE to VERY HIGH

Low Moderate High

Low Moderate High

Very HighVery Low
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NOTES:
ESR are also producing an intelligence update every 48 hours. This more comprehensive assessment will be updated 
when there is significant new information that impacts the risk assessment.

This assessment is based on the ECDC risk assessment methodology. [1]

This assessment is reviewed by the ESR incident management team.  This team includes epidemiologists, health 
intelligence analysts, public health medicine specialists, a clinical virologist, laboratory scientists, informaticians and 
bioinformaticians. The team has in-depth experience in leading, and supporting national and local communicable disease 
responses, including emerging infectious diseases, such as SARs, influenza, MERS, zika and ebola. The team has extensive 
experience in providing fit-for-purpose health intelligence services during response situations. 

This assessment is also circulated to the Ministry of Health Technical Advisory Group.

EVENT BACKGROUND/SUMMARY:
On 31 December 2019 a cluster of pneumonia cases of unknown aetiology was reported in Wuhan City, Hubei province, 
China. On 9 January 2020, the causative agent was reported to be a novel coronavirus. [2] 

The Director General of the WHO declared that the novel coronavirus outbreak constitutes a public health emergency of 
international concern on 30 January 2020. [3] 
The WHO have confirmed that the disease caused by this novel coronavirus is to be called COVID-19 and the International 
Committee on Taxonomy of Viruses have designated the official name for the causative virus to be SARS-CoV-2. [4] 
As of 18 March the WHO assessment of the risk of this event remains VERY HIGH at the global level. [5]  In the situation 
report of 17 March, the WHO note that the risk of infection remains LOW for people who are not in an area where COVID-19 
is spreading, those who have not travelled from an area where COVID-19 is spreading, those who have not been in contact 
with an infected patient. [6]

As of 18 March, there have been 191 127 confirmed cases of COVID-19 reported from 160 countries/territories/areas, with 
7807 deaths reported. [5] The epicentre of the outbreak has now shifted from China to Europe. Countries reporting over 1 000 
new cases in the past 24 hours are Italy (31 506 cases, with 3 526 new cases), Spain (11 178 cases, with 1 987 new cases), 
France (7 652 cases, with 1 079 new cases), Germany (7 156 cases , with 1 144 new cases), Iran (16 169 cases, and  1 178 
new cases), and the United States of America (3 536 cases, with 1 822 cases). [5]

As of 09:00, 23 March 2020, there have been 102 confirmed case of SARS-CoV-2 infection reported in New Zealand. Most 
cases in New Zealand to date are linked to international travel and subsequent close contact, there is accumulating evidence 
of limited community transmission but at this time no evidence of widespread sustained community transmission in New 
Zealand.  

HAZARD IDENTIFICATION
There is accumulating information on the epidemiological and clinical characteristics of SARS-CoV-2 infection, though there 
is still significant uncertainty and further information is needed. There is currently no vaccine or specific treatment available. 
National and International guidance to date is based largely on management and control of other respiratory illnesses.

Spectrum, severity of disease and vulnerable populations
At this time, the complete spectrum of clinical disease is not well defined. Publications to date have largely focused on 
severe and hospitalised patients though there have been reports of asymptomatic infection and more mild disease among 
laboratory confirmed cases, including outside of China.[8-13] 
The three major patterns of clinical course of infection at this stage seem to be, mild illness with upper respiratory tract 
symptoms, non-life threatening pneumonia and severe pneumonia with acute respiratory distress syndrome that begins with 
mild symptoms for 7-8 days followed by rapid deterioration to requirements for high and intensive dependency care. [14] 

The main signs and symptoms include fever (87.9%), dry cough (67.7%), fatigue (38.1%), sputum production (33.4%), 
shortness of breath (18.6%), sore throat (13.9%), headache (13.6%) and myalgia or arthralgia (14.8%). [13]

Disease is mild to MODERATE in 80% of cases, 13.8% have severe disease, 6.1% are critical. Individuals at the highest risk 
for severe disease and death are people aged over 60 and those with underlying conditions such as hypertension, diabetes, 
cardiovascular disease, chronic respiratory disease and cancer. [13, 15] Published studies of early cases in China report 
admission to intensive care for between 5% and 26%. [16, 17]. Of the first patients in the US, no persons aged 19 years and 
under were admitted to ICU. [18] Health workers and carers are at high risk of infection. [14, 16, 17, 19], although a retrospective 
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analysis of 64 medical staff hospitalised with COVID-19 in Wuhan found the medical staff experienced relatively milder 
symptoms and had a favourable clinical course which is likely due in part to their younger and fewer underlying diseases. [20]

A study of 191 adult patients in Wuhan found the median time from illness onset to discharge was 22 days and the median 
time to death was 18.5 days. [15] 

A study of outcomes in 52 critically ill adult COVID-19 cases in Wuhan found 61.5% of the critically ill patients had died at  
28 days, the median duration of admission to intensive care to death was seven days. The non-survivors tended to be older 
(64.6 years versus 51.9 years), were more likely to develop ARDS (81% of non-survivors versus 45% of survivors) and more 
likely to require mechanical ventilation (94% versus 35%). [21]

According to the WHO situation report of 19 March 2020, of the confirmed cases in China 4.0% of cases have died. Of the 
confirmed cases outside of China 1.95% have died. [22] 

Published studies of early cases in China report mortality rates among hospitalised patients of 1.18- 4.3%, and 11%.[16, 17, 19]  

The currently reported fatality rates are lower than those reported for MERS-CoV (34%) and SARS (10%).[14, 23]. However, 
Dorigatti et al. have estimated case fatality ratios of 18% (95% CrI 11-81%) for cases detected in Hubei province, 1.2-5.6% 
for cases detected outside mainland China (wide ranging uncertainty across varied analyses) and 1% (95% CI 0.5%-4%) for 
all infections (asymptomatic and symptomatic).[24] The same group estimated CRF and IRF using case data from mainland 
China and cases detected outside China. They estimated a crude CRF of 3.67% (95% crI 3.56%-3.80%) in cases from mainland 
China, and when adjusted for demography and under-ascertainment of milder cases in Wuhan they estimate 1.38% (95% crl 
1.23%-1.53%). The CFR was substantially higher for older ages. They estimated an infection fatality rate for China of 0.66% 
(0.39-1.33%), again with higher IFR for older ages.[25] A significant degree of uncertainty exists.  
Data from passengers on the Diamond Princess was used to estimate a CRF of 2.3% and an IFR of 1.2%.  Comparing these 
deaths with the expected deaths in China the CRF and IFR were estimated to be 1.1% and 0.5%, respectively, in China.[26]

Data from the first patients in the USA indicates that fatality was highest in patients aged 85 and over (10-27%), followed by 
3-11% among patients aged 65-84 years, 1-3% for those aged 55-64 and <1% for those aged 20-54 years. No fatalities were 
recorded among persons 19 years and under.[18]

The potential for asymptomatic infection has been reported, for example, on the Diamond Princess, 51% of the cases were 
asymptomatic when the specimen was collected. However it is not always clear how many of these cases continued to be 
asymptomatic.[27].  
Based on screening of 565 Japanese citizens evacuated from Wuhan to Japan between 29 and 31 January it has been 
estimated that 90% of infections were not initially ascertained as cases (including mild and asymptomatic cases). This 
potential under-ascertainment needs to be considered when analysing confirmed case data from China including estimates of 
severity and mortality.[11] Similarly, under-ascertainment among severe cases of disease, including deaths during the Northern 
Hemisphere influenza season, is likely.
Screening of evacuees returning from Hubei province to Germany and concludes that symptom based screening alone was 
ineffective.  Screening for symptoms, known contact with cases and clinical signs of infection identified 10 passengers 
who were isolated, all of whom tested negative for SARS-CoV-2. Two throat swabs from the remaining 114 asymptomatic 
passengers were positive for SARS-CoV-2. Virus was isolated in culture for both samples, indicating potential infectivity.[28]

Based on information from the WHO- China joint mission, while asymptomatic transmission was reported, most of these cases 
did go on to develop disease. The report concludes that asymptomatic transmission does not appear to be a major driver of 
transmission.[13]

Reproductive number
The reproductive number (R0) has been estimated to be around 2.2. R0 estimate: Majumder et al.  2.0-3.1[29], Li et al. 2.2 (95% 
CI, 1.4 to 3.9)[30], Wu et al. 2.68 (95% CI, 2.47 to 2.86)[31], and Tindale et al. 1.87-1.97 [32]. ESR simulations using a combination of 
data points would indicate a slightly more conservative value of around 2.88 (95% CI, 1.85 – 3.73).

Incubation period
Studies have estimated the incubation period to be between 5.2 (95% CI, 4.1 to 7.0, with the 95th percentile of the distribution 
at 12.5 days) [30] and 6.4 (95% CI 5.6-7.7 with a range of 2.1-11.1) days [33], which supports using 14 days as a operational 
definition for contact tracing and monitoring. 
These estimates are also supported by other modelling work and the WHO-China joint mission.[13, 34] ESR simulations using a 
combination of data points indicates as estimated incubation period of approximately 7.25 days (95% CI, 2.8 – 12.2 days).
It should be noted that occasionally longer incubation periods have been reported.[16].  

Page 3



www.esr.cri.nz

www.esr.cri.nz

© ESR March 2020

Infectious period
Viral load was studied in daily samples from two patients in Beijing after their hospitalisation (patient 1 samples from days 
3–12 post onset, patient 2 samples from days 4–15 after onset). Viral loads in throat and sputum samples peaked 5–6 days 
after onset (SARS viral load peak was around 10 days after onset), sputum samples generally showed higher viral loads. No 
viral RNA was detected in the urine or stool samples.
Respiratory samples were also collected from 80 other cases at different stages of infection.  Overall, viral load was 
high early after symptom onset. Respiratory samples from two individuals showed a positive RT-PCR result a day before 
symptoms onset.
Stool samples from 9 out of 17 confirmed cases were positive on RT-PCR. Viral loads were lower than in respiratory samples, 
however the authors note that precautionary measures should be considered when handling faecal samples.[35].
A study of 191 adult patients found that the median duration of viral shedding in survivors was 20.0 days (range 8-37 days).[15]

Transmission
Transmission is via droplets and fomites during close unprotected contact.  Airborne spread is not believed to be a major 
driver of transmission (outside of aerosol generating procedures in healthcare).[36] Faecal-oral transmission does not appear to 
be a driver transmission,[13] though gastrointestinal symptoms have been reported in in some cases.[16, 17, 35]

In China, human to human transmission is largely occurring within families, with a secondary attack rate in households of 
3-10%. Extensive and comprehensive contact tracing has been undertaken in China with between 1% and 5% of identified 
contacts subsequently becoming laboratory confirmed cases. Testing at fever clinical and from routine ILI/SARI surveillance 
systems detected only very few COVID-19 cases.[13]

The WHO Scientific and Technical Advisory Group for Infectious Hazards (STAG-IH) note that SARS-CoV-2 appears to 
replicate in the upper respiratory tract and cause less abrupt symptom onset which may contribute to the spread  
of infection.[14]

While initially the link to the seafood market led to investigations being focused on possible zoonotic transmission, further 
analysis of the epicurve from the initial cases supports substantial person to person transmission from December 2019.[37]

Outside of China, 110 011 confirmed cases have been reported in 159 other countries/territories/areas. Countries reporting 
over 1 000 new cases in the past 24 hours are Italy (31 506 cases, with 3 526 new cases), Spain (11 178 cases, with 1 987 new 
cases), France (7 652 cases, with 1 079 new cases), Germany (7 156cases , with 1 144 new cases), Iran (16 169 cases, and  1 
178 new cases), and the United States of America (3 536 cases, with 1 822 cases).[5]

As with SARS and MERS-CoV (where approximately 10% of the cases have been associated with super spreaders) [38] there 
is a potential for super spreaders for SARS-CoV-2. To date there have been reports from China of one case infecting 14 
healthcare workers.[39, 40]

Evidence of the potential for asymptomatic transmission has been reported [12] and virus has been detected in asymptomatic 
cases at a similar level to symptomatic cases providing further evidence for potential transmission from asymptomatic 
cases.[41] 
The estimated serial interval was shorter than the estimated incubation periods in Singapore and Tianjin, China, suggesting 
pre-symptomatic transmission may be occurring.[32] 

The possibility of pre-symptomatic or asymptomatic transmission has implications for control strategies, however, in China, 
while asymptomatic transmission has been reported, most of these cases did go on to develop disease. The WHO-China joint 
missions concludes that asymptomatic transmission does not appear to be a major driver of transmission.[13]

Risk of importation to New Zealand
The World Health Organization (WHO) does not currently recommend any specific measures for travellers and advises against 
the application of any travel or trade restrictions based on the current information. As of 01 March there are 41 state parties 
that have officially reported additional health measures that significantly interfere with international traffic.  Preliminary 
analysis suggest that such measures have delayed, but have not prevented the importation of COVID-19.[42]

China has implemented radical in country response measures including cancellation of Chinese New Year celebrations, 
closure of public spaces and limiting mass transportation. 
As of 18 March, there have been 191 127 confirmed cases of COVID-19 reported from 160 countries/territories/areas, with 
7807 deaths reported.[5]

81 116 of the confirmed cases have been reported in Mainland China, with cases detected in every province. Outside of China, 
110 011 confirmed cases have been reported in 159 other countries/territories/areas. Countries reporting over 1 000 new 
cases in the past 24 hours are Italy (31 506 cases, with 3 526 new cases), Spain (11 178 cases, with 1 987 new cases), France 
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(7 652 cases, with 1 079 new cases), Germany (7 156 cases , with 1 144 new cases), Iran (16 169 cases, and  1 178 new cases), 
and the United States of America (3 536 cases, with 1 822 cases).[5]

Overall, there have now been more cases reported outside of China and the number of countries reporting cases and local 
transmission continues to increase.[5] The WHO has considered Europe the epicentre of the pandemic since 13 March, with 
more cases and deaths reported than the rest of the world combined, excluding China.[43]

Wu et al. estimate an epidemic doubling time of 6.4 days (95% CI 5.8 to 7.1) and forecasts the exponential growth of epidemics 
in multiple major Mainland Chinese cities taking place with a time lag of 1–2 weeks that of Wuhan.[31]

In New Zealand border restrictions have been in place for China since 02 February, border measures were extended on 28 
February to include travellers from Iran. In addition, on 28 February, a second category of countries was identified, which are 
experiencing sustained community transmission.  Travellers from these countries are requested to self isolate for 14 days 
starting from the date of departure.[44] From 15 March, all international arrivals, except from the Pacific Islands and Territories 
in Category 2, are required to self-isolate for 14 days from the date of departure.[45] From 19 March, New Zealand residents 
and citizens (and their children and partners) will be permitted to enter New Zealand.

Assessment of importation risk: Even with the containment measures in place in other countries and the border measures 
currently in place in New Zealand, the likelihood of cases having been imported into New Zealand remains HIGH. There also 
remains a HIGH likelihood of further importations from Category 1B travellers even with the strict border measures currently 
in place.[46]

Risk of further spread in New Zealand
As of 18 March, there have been 191 127 confirmed cases of COVID-19 reported from 160 countries/territories/areas, with 
7807 deaths reported.[5] Countries reporting over 1 000 new cases in the past 24 hours are Italy (31 506 cases, with 3 526 
new cases), Spain (11 178 cases, with 1 987 new cases), France (7 652 cases, with 1 079 new cases), Germany (7 156 cases , 
with 1 144 new cases), Iran (16 169 cases, and  1 178 new cases), and the United States of America (3 536 cases, with 1 822 
cases). Overall, there have now been more cases reported outside of China and the number of countries reporting cases and 
local transmission continues to increase. [5]

There is a high awareness of COVID-19 within the health sector and amongst the general public in New Zealand. There is 
guidance in place for case and contact management including infection control guidance.[47]

The border measures in place in New Zealand were put in place in order to reduce the chances of SARS-CoV-2 spreading 
within New Zealand by reducing the number of potentially infected people arriving in NZ and asking those who do arrive to 
self-isolate for 14 days.[44] 

New Zealand has a strong public health capability but would have limited capacity for community cluster control if there is 
sustained person-to-person transmission within New Zealand and particularly if driven by asymptomatic/mild clinical illness 
spread.
New Zealand has developed the capability to rapidly test for SARS-CoV-2.  
Assessment of risk of transmission within New Zealand: Most cases in New Zealand to date are linked to international travel 
and subsequent close contact, there is accumulating evidence of limited community transmission but at this time no evidence 
of widespread sustained community transmission in New Zealand.  
Based on the current domestic situation, the global situation, the available evidence, including limited evidence of pre-
symptomatic spread and super spreader events the likelihood of limited transmission in New Zealand is VERY HIGH, the 
likelihood of sustained transmission is MODERATE-HIGH and the likelihood of widespread outbreaks is LOW-MODERATE. 
This assessment assumes that cases are detected in a timely manner and that infection prevention and control measures are 
implemented promptly.
However, if the virus is not rapidly detected, infection control measures are not in place, or if there is significant transmission 
from asymptomatic or mild cases, the likelihood of further transmission in community settings would be considered VERY 
HIGH. 

Public health impact of COVID-19 in New Zealand:
The impact on the sector and the public from this emerging issue and the preparedness work around COVID-19 is already 
significant. The public health impact of one or more cases in New Zealand would be HIGH both for public health staff, the 
wider health sector and the community.
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CURRENT INTERNATIONAL RISK ASSESSMENTS
WHO
As of 18 March, the WHO consider the risk of this event is VERY HIGH at the global level.[6] In the situation report of 17 March, 
the WHO note that the risk of infection remains LOW for people who are not in an area where COVID-19 is spreading, those 
who have not travelled from an area where COVID-19 is spreading, those who have not been in contact with an infected 
patient. [5]

On 11 March 2020, the WHO characterised COVID-19 as a pandemic, [47] with the advice that a shift from containment to 
mitigation would be wrong and dangerous and that this is a controllable pandemic.[48] 

On 30 January 2020 a Public Health Emergency of International Concern (PHEIC) was declared. Forty-one state parties 
are officially reporting additional health measures that significantly interfere with international traffic. Preliminary analysis 
suggests that such measures have delayed, but have not prevented the importation of the disease.[42]

ECDC 
The ECDC risk assessment of 13 March 2020 considers:
The risk of severe disease associated with COVID-19 infection for people in the EU/EEA and UK is currently considered 
MODERATE for the general population and HIGH for older adults and individuals with chronic underlying conditions. In 
addition, the risk of milder disease, and the consequent impact on social and work-related activity, is considered HIGH. This 
assessment is based on the following factors:
• The increasing number of cases in several EU/EEA countries without epidemiological links to explain the source of 

transmission and reported transmission within healthcare. As reported cases increase globally, the likelihood of continued 
introductions into and between EU/EEA countries will increase. Given these factors, the probability of further transmission 
in the EU/EEA and the UK is considered VERY HIGH. 

• The speed with which COVID-19 can cause nationally incapacitating epidemics once transmission within the community is 
established indicates that it is likely that in a few weeks or even days, similar situations to those seen in China and Italy may 
be seen in other EU/EEA countries or the UK.

• The evidence from analyses of cases to date is that COVID-19 infection causes mild disease (i.e. non-pneumonia or mild 
pneumonia) in about 80% of cases and most cases recover, 14% develop more severe disease and 6% experience critical 
illness. Severe illness and death is more common among the elderly and those with other chronic underlying conditions, 
with these risk groups accounting for the majority of severe disease and fatalities to date. In the event of a disruption 
of healthcare services, the impact could be VERY HIGH. In addition to the public health impact with substantial fatal 
outcomes in high-risk groups, COVID-19 outbreaks can cause huge economic and societal disruptions.

The risk of the occurrence of subnational community transmission of COVID-19 in the EU/EEA and the UK is currently 
considered VERY HIGH. This assessment is based on the following factors:
• Several events already reported in Europe indicate that local transmission may have resulted in several sub-national 

clusters. The accumulated evidence from clusters reported in the EU/EEA and the UK indicates that once imported, 
the virus causing COVID-19 can be transmitted rapidly. It is plausible that a proportion of transmissions occur from 
cases with mild symptoms that do not provoke healthcare-seeking behaviour. The increase in case numbers and the 
number of countries reporting those cases globally increases the potential routes of importation of the infection into and 
between countries in the EU/EEA and the UK. The likelihood of this occurring depends on the speed of detection of local 
transmission and whether effective response measures are applied early enough at-scale. 

• Early evidence from several settings globally indicates that rigorous public health measures, particularly related to 
isolation and social distancing, implemented immediately after identifying cases can reduce but does not exclude the 
probability of further spread.

• The impact of such clusters in local areas would be HIGH, but would depend on national capacity to organise surge 
capacity across regions. The impact would be especially HIGH if hospitals are affected and a large number of healthcare 
workers need to be isolated or become infected. The impact on vulnerable groups in the affected hospitals or healthcare 
facilities would be severe, in particular for the elderly.

The risk of occurrence of widespread national community transmission of COVID-19 in the EU/EEA and the UK in the coming 
weeks is HIGH. This assessment is based on the following factors:
• There is an increasing number of countries with local community transmission around the world and in Europe, and a 

growing number of areas reporting local sub-national community transmission. Exportations have caused transmission 
in previously unaffected areas. The control measures have, up to now, only been able to slow the further spread, but not 
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to stop it. If numerous local sub-national clusters of community transmission arise simultaneously, they could merge 
into a situation of widespread national community transmission. The likelihood of this occurring depends on the speed of 
detection of local transmission and whether effective response measures are applied early enough and at-scale. 

• Early evidence from several settings globally indicates that rigorous public health measures, particularly related to 
isolation and social distancing, implemented immediately after identifying cases can reduce but does not exclude the 
probability of further spread. Evidence to-date from China, and emerging evidence from Korea, indicates that early decisive 
actions may reduce community transmission.

• The impact of national community transmission would be HIGH, especially if hospitals are affected and a large number of 
healthcare workers need to be isolated or become infected. The impact on vulnerable groups in the affected hospitals or 
healthcare facilities would be severe, in particular for the elderly.

The risk of healthcare system capacity being exceeded in the EU/EEA and the UK in the coming weeks is considered HIGH. 
This assessment is based on the following factors:
• As the number of reported COVID-19 cases in the EU/EEA and the UK has increased in the last 10 days, very quickly 

in several EU/EEA countries, the probability of increased clusters in local areas and increased widespread community 
transmission is considered HIGH. Analyses carried out by ECDC indicate that if the pandemic progresses on its current 
course without strong countermeasures or surge capacity enacted, that most EU/EEA countries will far exceed the 
available ICU capacity they currently have available by the end of March.

• Influenza season is still ongoing, creating a heavy burden on ICUs, however, EU/EEA countries might have already moved 
past the peak period of HIGH influenza circulation. This allows for some optimism regarding the availability of ICU beds, 
although the mean duration of ICU hospitalisation for influenza is around 10 days. 

• The continued pattern of increase in COVID-19 cases is very similar to that of Hubei province in mid- and late-January 
2020. If the increase continues, in the absence of the application of mitigation measures, the potential impact on the public 
health and overall healthcare systems would be HIGH. 

• Increasing numbers of imported cases from other EU countries and local transmission chains require substantially more 
resources, in public health, risk communication and for laboratory testing supplies. 

• Further increased transmission could result in a significant increase of hospital admissions at a time when healthcare 
systems may already be under pressure from the current influenza season. Already stretched capacity would be further 
exacerbated if substantial numbers of healthcare workers became infected with COVID-19. The impact of increased 
pressure on the health system introduced by COVID-19 is dependent on the level of preparedness and surge capacity that a 
given country or area has enacted or can quickly enact.

• While it is likely not feasible to stop the spread of COVID-19 in the EU/EEA, it is essential to introduce measures to slow 
down the spread of the virus in the population in order to allow healthcare systems to put in place surge capacity measures 
to absorb more severe COVID-19 cases.

The risk associated with transmission of COVID-19 in health and social institutions with large vulnerable populations is 
considered HIGH. This assessment is based on the following factors:

• The number of reported COVID-19 cases in the EU/EEA and the UK has increased rapidly in the last 10 days, and the 
probability of increased clusters in local areas is considered HIGH. In some settings, transmission within healthcare 
settings, including long-term care facilities has been reported. If health and social institutions are exposed to the virus by 
health workers or family members with mild infection, the virus could spread quickly in such a setting, in the absence of 
very early detection and highly effective infection control. The probability of transmission in such settings can be modified 
by the level of implementation of robust IPC measures and early detection and isolation of introduced cases in patients, 
residents or staff.

• The great majority of the most severe illnesses and deaths have occurred among the elderly and those with other chronic 
underlying conditions. Thus, the impact on vulnerable groups in affected hospitals or healthcare facilities would be severe, 
in particular for the elderly. The impact would be especially HIGH if a large number of healthcare or social care workers 
need to be isolated or become infected.[50]

US CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC)
The CDC risk assessment considers that the potential public health threat posed by COVID-19 virus is VERY HIGH, both 
globally and to the United States.  
The CDC has assessed both the risk to Americans of exposure and the risk of serious illness and death from COVID-19.
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Risk of exposure:
• The immediate risk of being exposed to this virus is still LOW for most Americans, but as the outbreak expands, that risk 

will increase. Cases of COVID-19 and instances of community spread are being reported in a growing number of states. As 
of the last published update on 18 March there are 54 jurisdictions reporting cases in the US. 

• People in places where ongoing community spread of the virus that causes COVID-19 has been reported are at elevated risk 
of exposure, with the level of risk dependent on the location.

• Healthcare workers caring for patients with COVID-19 are at elevated risk of exposure.
• Close contacts of persons with COVID-19 also are at elevated risk of exposure.
• Travelers returning from affected international locations where community spread is occurring also are at elevated risk of 

exposure, with level of risk dependent on where they traveled.

RISK OF SEVERE ILLNESS:
Based on information out of China some people are at higher risk of getting very sick from this illness. This includes:
• Older adults, with risk increasing by age.
• People who have serious chronic medical conditions like: 
 – Heart disease
 – Diabetes
 – Lung disease.[51]

The CDC have the following travel alerts in place:
China, South Korea, Malaysia, most European countries (including the UK and Ireland) and Iran: level 3, avoid nonessential 
travel, widespread community transmission;  For China, Iran and Europe including the UK and Ireland) there are also 
restrictions on entry to the United States.[52]

For the rest of the world, The US have issued a Global Outbreak Notice: level 2, practice enhanced precautions, sustained 
(ongoing) community transmission, older adults and those with chronic medical conditions should consider postponing  
travel.[53]

The CDC has also issued guidance on considerations and precautions to take if travelling within the US.[54] 
The US government has issued advice around slowing the spread, this includes advice for older people and those with serious 
underlying health conditions to stay home and away from other people. There is also advice on working from home wherever 
possible, avoiding social gatherings of more than 10 people, avoiding restaurants, discretionary travel and avoiding visits to 
residential care facilities.[55]

Public Health England 
On 12 March PHE raised their assessment of risk to the UK to HIGH.[56]

As of 17 March the UK Foreign and Commonwealth Office advise against all non-essential travel worldwide for a period of  
30 days.[57] 

On 13 March PHE withdrew the guidance for returning travellers and replaced it with the stay at home guidance.[58]

Australian government travel advice
The Australian Government is advising people not to travel overseas at this time. [58]  As of 9 pm on 20 March, only Australian 
citizens, residents and immediate family members can travel to Australia and a 14 day self-quarantine process applies. [59]   
In addition to the border control measure Australia has also announced limitations on public gatherings and other social 
distancing measures designed to slow progression of the outbreak and limit the burden on the health system. [60]

On 23 March AHPPC advised the discontinuation of all non-essential gatherings including the closure of pubs, clubs hotels, 
cinema’s, casinos, restaurants and cafes, places of worship, weddings and funerals. 
AHPPC continues not to recommend school closures at this time given the lack of evidence of significant disease in children 
and the lack of reported major disease spread in schools.
AHPPC does not support fill community lock down at this time. [61]  
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