SPECIAL ADVISORY: 10th September 2021

COVID-19
BRINGING OUR CLIENTS THE LATEST
INFORMATION AND ADVICE FROM
LEADING EXPERTS

Introducing COVID Travel Safe
A convenient risk assessment tool enabling
instant evaluation of medical and logistical
risks for individual employee travel plans, to
enable travel within a pandemic. Click here to
request a demo.
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CORONAVIRUS

IN NUMBERS
CORONAVIRUS DASHBOARD
Vaccines Administered

Weekly Cases

Weekly Deaths

5.63 billion

4,054,451

61,160

- 9% on previous week

+ 9% on previous week

COUNTRIES WITH HIGHEST CASE NUMBERS IN THE LAST 7 DAYS
01. USA

06. Philippines

+ 1,028,321 cases

+ 141,634 cases

02. UK

07. Malaysia

+ 269,968 cases

+ 133,770 cases

03. India

08. Brazil

+ 260,659 cases

+ 128,187 cases

04. Iran

09. Russia

+ 182,287 cases

+ 127,966 cases

05. Turkey

10. Thailand

+ 154,641 cases

+ 104,063 cases
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CORONAVIRUS

COUNTRY BANDINGS

Extreme
>250 cases per
100,000 over 7 days

Severe
>100-250 cases per
100,000 over 7 days





















Anguilla ↑
Antigua and Barbuda ↑
Aruba
Bonaire ↑
Costa Rica
Cuba
Dominica
Eswatini
French Guiana
French Polynesia
Georgia
Grenada ↑
Guadeloupe
Israel
Kosovo
Malaysia
Martinique
Mongolia
Montenegro









































Albania
Armenia
Austria ↑
Azerbaijan ↓
Bahamas
Barbados ↑
Belarus ↑
Bermuda
Belize
Bosnia & Herzegovina ↑
Botswana ↓
British Virgin Islands ↑
Brunei ↓
Bulgaria
Croatia ↑
Curacao
Cyprus ↓
Estonia
Fiji ↓
France
Gibraltar
Greece
Guatemala
Guyana
Iran ↓
Iraq
Ireland ↓
Jamaica
Kazakhstan
Latvia ↑

























Saint Martin/Sint Maarten ↑
Serbia ↑
St Kitts & Nevis
St Lucia
Suriname ↑
Turks and Caicos Islands ↑
United Kingdom
USA – Alabama, Alaska, Arizona,
Arkansas, Delaware ↑, Florida,
Georgia, Guam, Hawaii, Indiana,
Iowa ↑, Idaho, Kansas, Kentucky,
Louisiana, Mississippi, Montana,
Nebraska ↑, North Carolina, North
Dakota ↑, Ohio ↑, Oklahoma,
Oregon, South Carolina, South
Dakota, Tennessee, Texas, Utah
↑, Virginia ↑, Washington, West
Virginia, Wyoming
West Bank / Gaza Strip ↑
Lebanon
Libya
Liechtenstein ↑
Lithuania
Maldives
Mauritius
Monaco
Netherlands
North Macedonia ↓
Norway ↑
Philippines ↑
Portugal
Reunion
Saint Barthelemy
Seychelles ↓
Slovenia
Sri Lanka
Switzerland
Thailand
Turkey
USA – California ↓, Colorado,
Connecticut, District of Colombia,
Illinois, Maine ↑, Maryland,
Massachusetts, Michigan,
Minnesota, Missouri ↓, Nevada ↓,
New Hampshire, New Jersey,
New Mexico ↓, New York,
Pennsylvania, Puerto Rico,
Rhode Island, US Virgin Islands
↓, Vermont, Wisconsin
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High

>50-100 cases per
100,000 over 7 days

Moderate
>20-50 cases per
100,000 over 7 days


















Argentina
Belgium
Brazil
Cape Verde
Cayman Islands ↑
Denmark ↓
Eswatini ↑
Finland
Germany
Honduras
Iceland ↓
Italy
Japan ↓
Jordan
Liechtenstein
Luxembourg


















Malta
Mexico
Moldova ↑
Morocco ↓
Panama ↓
Romania ↑
Russia
San Marino ↓
South Africa ↓
Spain ↓
Sweden
Timor Leste ↓
Trinidad & Tobago
Tunisia ↓
UAE
Vietnam















Andorra ↓
Australia
Bahrain
Bolivia
Canada
Colombia
Czech Republic ↑
El Salvador
Greenland ↓
India ↑
Laos
Mayotte
Myanmar














Montserrat
Nepal
Namibia ↓
Qatar ↓
Singapore ↑
Slovakia ↑
South Korea
St Vincent & Grenadines ↑
Uganda
Ukraine ↑
Uruguay
Venezuela

*All countries that do not feature in the above lists are classified as low risk i.e. <50 cases per 100,000 over 7 days.

We identify four distinct country classification categories: Extreme, Severe, High and Moderate.
Extreme is >250 new cases per 100,000 over 7 days, Severe is >100-250 new cases per 100,000
over 7 days, High is >50-100 cases per 100,000 over 7 days, and Moderate is >20-50 new cases
per 100,000 over 7 days.
Please note that countries that do not report COVID-19 case numbers or deaths (including North
Korea, Tanzania, Turkmenistan, etc.) are not included in this list due to absence of data.
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CORONAVIRUS

AT A GLANCE
WHAT DO WE KNOW?
The novel strain of coronavirus causing COVID-19 was first identified in Wuhan
China in late 2019. Later named SARS-CoV-2, the virus spread across the world
affecting all but a handful of countries.

KEY SYMPTOMS

HIGH
TEMPERATURE

A NEW,
CONTINUOUS
COUGH

TRANSMISSION
VIA RESPIRATORY DROPLETS
Generated by coughing and
sneezing, but also talking and
breathing

LOSS OF SMELL
OR TASTE

DIFFICULTY
BREATHING
VIA AEROSOL
Research continues into the extent of
aerosol transmission

INCUBATION PERIOD

2-14 days
SYMPTOM ONSET

VIA CONTAMINATED SURFACES
Minimal risk of transmission through
contact with contaminated surfaces

Est. 5-6 days
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CORONAVIRUS

MUTATIONS, VARIANTS & STRAINS
In the early days of the pandemic and this ‘novel’ coronavirus there were plenty of questions being
asked about the threat of mutations. It is generally accepted that coronaviruses are more stable
than HIV or influenza viruses. However, this turned out to be one of the many misconceptions of
the pandemic. The coronavirus has been acquiring minor random mutations ever since it made the
significant jump from animals to humans, the ‘spillover’ event that changed the world. These
mutations can take the form of single-letter ‘typos’ in the viral genetic code which usually either
inactivate the virus or have no effect on its behaviour.
We now know that as soon as the virus came under the transmission restraints of natural immunity
in previously infected people, or reduced spread through non-pharmaceutical interventions such as
distancing and masking, there was more pressure on the virus to mutate. We started to notice a
change in the behaviour of these ‘escape mutants’, with increased transmissibility or increased
virulence or to the ability to evade neutralising antibodies. The last few months have seen a
number of worrying ‘variants’ that have altered the landscape in terms of the way out of this
pandemic.

WHAT IS A VARIANT?
When a virus is widely circulating in a population and causing many infections, the likelihood of the
virus mutating increases and that can cause a new variant or strain. The more opportunities a virus
has to spread, the more it replicates – and the more opportunities it has to undergo changes or
‘mutations’.

DEFINITIONS
A ‘mutation’ is an error in the basic replication of a virus affecting one of the genes that
instruct the protein building blocks that make up the virus. Viruses mutate all the time
but most mutations are irrelevant and disappear.
A ‘variant’ emerges when a combination of mutations are selected through repeated
replications.
A ‘strain’ describes a variant that produces a virus that has mutated in such a way to
produce distinctly different characteristics, such as transmissibility or virulence.

Most viral mutations have little to no impact on the virus’s ability to cause infections and disease.
But depending on where the changes are located in the virus’s genetic material, they may affect a
virus’s properties, potentially leading to increased transmissibility, increased severity of disease or
reduced efficacy of vaccine-induced immunity.
Several variants of the novel coronavirus are causing concern, mainly due to mutations in the part
of the virus known as the spike protein. Mutations to the spike protein may affect the transmission
characteristics of the virus. The spike protein is also the target of current COVID-19 vaccines,
which seek to generate an immune response against it. Worryingly, as we plot a path out of this
pandemic, this can affect the ability of certain variants to evade neutralising antibodies, thus
making vaccines less effective in suppressing the disease.
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WHO VARIANTS OF CONCERN
New variants of the SARS-CoV-2 virus are detected every week but there are currently four
worrying variants, known as ‘variants of concern’ (VOC).

UK

South Africa

Brazil

ALPHA (B.1.1.7) VARIANT
First identified in October 2020
Genomic sequencing analysis in the UK detected an emerging
variant, later termed B.1.1.7, which is now present and rapidly
spreading in many countries. B.1.1.7 contains 17 mutations,
including several in the spike protein. Epidemiological studies
indicate that the B.1.1.7 strain is 30% to 80% more transmissible,
meaning it appears to spread more easily. However, it does not
increase disease severity or risk of death, according to an
observational study of patients in London hospitals published in
The Lancet Infectious Diseases.

BETA (B.1.351) VARIANT
First identified in October 2020
This variant has rapidly become the predominant strain in South
Africa but cases attributed to this strain have now been detected in
over 100 countries worldwide. B.1.351 shares some mutations with
B.1.1.7 but has 9 other mutations on the spike protein. Scientists
are concerned about a specific mutation called E484K that appears
in the South African variant that may help the virus evade the
immune system and vaccines. It is also thought to have a high
potential for transmission. There are no data yet to suggest an
increased risk of death due to this variant. Importantly, B.1.351
strains are less effectively neutralised by convalescent plasma from
patients with COVID-19 and by sera from those vaccinated with
several vaccines in development. The worry remains that current
vaccines are less effective against this strain.

GAMMA (P.1) VARIANT
First identified in January 2021
The P.1 variant was discovered at the same time as the similar P.2
variant. The P.1 variant has more mutations and has attracted more
interest, though both variants have the E484K mutation. This
variant has been implicated in the surge of infections that struck
Manaus, in the Brazilian Amazon, leaving the health-care system
on the brink of collapse in early 2021. The level of genomic
sequencing and epidemiological surveys are not as strong in Brazil,
where the health authorities continue to battle a sustained and
deadly surge in COVID-19, but studies have shown the P1 variant
to be as much as 2.5x more contagious than the original
coronavirus and more resistant to antibodies.
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India

DELTA (B.1.617) VARIANT
First identified in October 2020
The WHO has designated the B.1.617 variant, first detected in India, a
variant of global concern. The variant has three lineages, of which
B.1.617.2 is the fastest growing. While B.1.617.2 does not have the
E484Q mutation seen in the other two Indian variants that might help it
to escape the body’s immune response, it has other mutations,
including a novel one called T478K. Data from PHE showed evidence
of higher transmissibility than the B.1.1.7 variant and reduced
neutralisation. However, vaccine effectiveness against symptomatic
disease from the B.1.617.2 variant was found to be only slightly lower
after 2 doses compared to the B.1.1.7 variant - Pfizer reduced the risk
of serious disease and hospitalisation by 94%, while AstraZeneca
reduced this by 92%. It should be noted that vaccines were only 33%
effective against symptomatic disease from B.1.617.2, 3 weeks after
the first dose, compared to around 50% effectiveness against the
B.1.1.7 variant. This highlights the importance of the second dose of
any of the COVID vaccines to combat this variant.

COVID VARIANTS AND VACCINES
Will vaccines still work?
The COVID-19 vaccines that are currently in
development or have been approved are
expected to provide at least some protection
against new virus variants because these
vaccines elicit a broad immune response
including antibodies and a T-cell response.
Therefore, changes or mutations in the virus
should not make vaccines completely
ineffective. In the event that any of these
vaccines prove to be less effective against one
or more variants, scientists are already
developing vaccine ‘boosters’ to enhance the
protection against these variants.
Stopping the spread at the source remains crucial to prevent future new variants emerging and
becoming established. Current measures to reduce transmission – including frequent hand washing,
wearing a mask, physical distancing, good ventilation and avoiding crowded places or closed settings –
continue to work against new variants by reducing the amount of viral transmission and therefore also
reducing opportunities for the virus to replicate and mutate.
Scaling up vaccine manufacturing and rolling out vaccines as quickly and widely as possible will also
be critical ways of protecting people before they are exposed to the virus and the risk of new variants.
Priority should be given to vaccinating high-risk groups everywhere to maximise global protection
against new variants and minimise the risk of transmission. As Dr Tedros Adhanom Ghebreyesus,
Director General WHO, continues to stress to the world, “no-one is safe until everyone is safe” and as
long as transmission continues there is the potential for variants to arise that are more transmissible,
more deadly or less susceptible to natural immunity or vaccine-induced immunity.
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MORE ON… DELTA VARIANT
The latest knowledge
The Delta variant, has been classified as a
variant of concern in the US, the UK, the EU
and by the WHO. It has at least a dozen
mutations, including several on the spike
protein. Delta was responsible for India’s
severe second wave in April and May, and
now the World Health Organisation’s chief
scientist has said that Delta is becoming the
globally dominant variant of the disease.
According to UK researchers, the most
commonly reported symptoms linked to COVID
infection with the Delta variant are a headache,
sore throat and a runny nose - mimicking a
seasonal cold - maybe reflecting the increase in infections in the younger age group. Fever
remains quite common but the loss of smell no longer appears in the list of most reported
symptoms.
Delta differs from the previously dominant Alpha variant - itself thought to be 50% more
transmissible than the original SARS-CoV-2 coronavirus - in a number of ways:






It is around 60% (between 40 and 80%) more transmissible and appears to remain
contagious for a longer time.
Preliminary evidence from England and Scotland suggests that people infected with Delta
are about twice as likely to end up in hospital.
However, the current generation of vaccines remain broadly effective against Delta. Full
vaccination provides between 92 to 96% protection against hospitalisation for Delta
compared with 92% against Alpha. However, partial vaccination only offers around 75%
protection against hospitalisation for Delta compared with 78% for Alpha. The vast majority
of Delta cases seem to have occurred in adults under fifty, whose rates of vaccination
remain lower than those of older people. This highlights the importance of full
vaccination.
The current case fatality rate in the UK remains lower for Delta.

The Indian government has acknowledged the emergence of a new variant that has been referred
to as ‘Delta Plus’, on account of an extra mutation at the K417N site - this mutation is also seen in
the Beta variant, first discovered in South Africa. The mutation is in the virus’s spike protein and is
thought to explain at least some of the reason the Beta variant is partially resistant to vaccines.
There are at least two separate groups of the variant and these are known as Delta-AY.1 and Delta
AY.2. Delta AY.1 appears to be the most widespread. This remains a variant under investigation
(VUI) while health officials determine whether or not it has any properties of increased
transmissibility, vaccine resistance, or immunity from previous infection.
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CORONAVIRUS

RISK FACTORS FOR SEVERE DISEASE
Following analysis of data from countries around the world it is clear that certain groups of people
are at greater risk of developing severe disease if they become infected with Sars-CoV-2.

Conditions that put people at high
risk from COVID-19 include the
following:

Conditions that put people at very
high risk from COVID-19 include the
following:





Organ transplant



Currently receiving chemotherapy or
antibody treatment for cancer, including
immunotherapy



Currently receiving intensive radiotherapy
for lung cancer



Currently receiving targeted cancer
treatments that can affect the immune
system



Blood or bone marrow cancer e.g.
leukaemia, lymphoma, myeloma



Bone marrow or stem cell transplant in
the past 6 months, or are still taking an
immunosuppressant medicine



Severe lung conditions such as cystic
fibrosis, severe asthma, severe COPD



Conditions with a very high risk of
getting infections such as thalassaemia,
sickle cell disease, congenital immune
deficiency



Taking medication that causes increased
susceptibility to infection such as high
doses of steroids in the past 6 months, or
immunosuppressant medications



Serious heart condition and are
pregnant.



Severe obesity with a BMI of 40 or
above

Age 65 years old or older (regardless of
medical conditions)



Being resident in an institution such as
a nursing home or long-term care facility



Chronic respiratory disease that is not
severe e.g. asthma, COPD, emphysema
or bronchitis



Chronic heart disease such as heart
failure or coronary artery disease



Hypertension



Diabetes



Chronic kidney disease



Liver disease, e.g. hepatitis, cirrhosis, or
hepatic encephalopathy



Absence of the spleen



Chronic neurological conditions e.g.
Parkinson's disease, motor neurone
disease, multiple sclerosis, cerebral palsy



Immunocompromised conditions that
result in a high risk of getting infections



Taking medications that can affect the
immune system, such as low doses of
steroids



Obesity with a BMI of 30 or above
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OTHER RISK FACTORS
Tobacco smokers

Ethnicity

Tobacco smoking is a known risk factor for
many respiratory infections and increases the
severity of respiratory diseases. A review of
studies by public health experts convened by
WHO on 29 April 2020 found that smokers
are more likely to develop severe disease with
COVID-19, compared to non-smokers.
Smoking impairs lung function making it
harder for the body to fight off coronaviruses
and other diseases. Tobacco is also a major
risk factor for non-communicable diseases
like cardiovascular disease, cancer,
respiratory disease and diabetes which put
people with these conditions at higher risk
for developing severe illness when
affected by COVID-19.

Data from the UK shows that both males and
females from black ethnicity were more likely
to die from a COVID-19-related death than
white ethnicity males and females. There was
also a significantly raised risk of death in
people of Bangladeshi and Pakistani, Indian,
and mixed ethnicities.
Results show that the difference between
ethnic groups in COVID-19 mortality is partly
a result of socio-economic disadvantage and
other circumstances, but a remaining part of
the difference has not yet been explained.

PREGNANCY
Although the overall risk of severe illness is
low, pregnant and recently pregnant women
are at a higher risk for severe illness from
COVID-19 compared to non-pregnant women.
The most comprehensive research to date of
how the virus affects pregnant women shows
that they are almost three times more likely to be
admitted to intensive care units, and more than
three times more likely to be put on a ventilator.
An increased risk of death was also observed.
However the overall risk remains small, bearing
in mind that the risk for severe disease is lower in
younger, healthy women.
One of the reasons for the severity of illness may relate to delayed diagnosis and therefore
presentation, since COVID-19 shares some common symptoms with pregnancy - fatigue, nausea and
vomiting. Researchers also believe the increased risk may be attributable to physiological changes that
occur during pregnancy, like increased heart rate, oxygen consumption, decreased lung capacity, and
changes in the body’s immune system.
Pre-term birth rates have been found to be higher amongst pregnant women with COVID-19 than those
without the disease. Among 3,912 births, 12.9% were preterm, compared with 10.2% among the
general US population in 2019.
With regard to transmission from the pregnant woman to the baby antenatally or during delivery,
emerging evidence now suggests that this ‘vertical transmission’ is possible. There are, however,
serious limitations to the available evidence and further investigation around such transmission is being
gathered. There are no data suggesting an increased risk of miscarriage in relation to COVID-19. Longterm studies on the health of the baby are currently not available. The advice to pregnant women is to
remain especially vigilant on preventing from infection.
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COVID-19 IN CHILDREN
Although children tend to experience more mild cases
of coronavirus, they are certainly susceptible to
infection. Children remain the least protected age
group, since the majority of COVID vaccines are not
authorised for use in children under 12 years of age.
According to the US CDC, it's possible that children
who get infected with the Delta variant might have more
symptoms than they would if they were infected with
earlier strains of the virus. With a more transmissible
variant, when someone gets sick, they tend to have
more virus, and they tend to have more symptoms.
National seroprevalence data from the US show that children aged under 18 years have the highest
level of antibodies of any age group with 27.8% testing positive for natural antibodies to SARS-CoV-2.
Debates about the benefits of vaccinating children are intensifying across many high-income countries
with ready access to vaccines.
While healthy children will likely develop symptoms on a par with other common respiratory illnesses,
children with underlying medical issues remain at greater risk of developing complications and should
take stricter precautions. There is still a good argument to keep non-vulnerable children masked in
crowded, indoor public spaces, as they are at risk of becoming infected and transmitting the virus to
vulnerable adults, or indeed children.
According to the American Academy of Paediatrics, children still have a low risk of becoming severely
ill from COVID-19. The latest data shows that 0.1% - 1.9% of all COVID-19 cases in children resulted
in hospitalisation, and this has not increased as a result of the predominance of Delta.
Although children have a lower risk generally, a small percentage will develop complications, such as
multisystem inflammatory syndrome (MIS-C) or Long COVID.
Long COVID has various definitions but it is generally accepted to be one or more symptoms that
persist for greater than 12 weeks following confirmed COVID infection. The condition was first
described in adults, but several studies have now reported a similar phenomenon, including symptoms
such as headache, fatigue, and heart palpitations, in children, even though they rarely experience
severe initial symptoms of COVID-19.
The threat of Long COVID developing in children is forcing researchers to reconsider the cost of the
pandemic for younger people. This issue has become relevant as the proportion of infections in young
people has risen in countries where many adults are now vaccinated.
Some researchers have suggested that the true rate of Long COVID in children is near 1% of cases. At
present, there is no biological test for Long COVID but scientists in London are confident that one will
soon be available.
There are no set diagnostic criteria for Long COVID, either for adults or children - we need a universally
agreed definition of Long COVID. We do not know which children, if any, are most at risk. We do not
know exactly how many children develop longer lasting symptoms. We also do not know how long
these actually last. Once we can define Long COVID, identify those at risk, investigate whether
vaccinated children are protected, and ideally find biological markers to confirm Long COVID, then
there will be a clear basis that will lead to treatments.
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PREVENTION
MASK USE
To prevent transmission
Knowledge about the transmission of the
COVID-19 virus is accumulating every day.
Current evidence suggests the virus is
primarily transmitted between people via
respiratory droplets and airborne routes.
Droplet transmission occurs when a person
is in close contact (within 1m/3ft) with an
infected person and exposure to potentially
infective respiratory droplets occurs (through
coughing, sneezing or very close personal
contact) resulting in the inoculation of entry
portals such as the mouth, nose or eyes.
Masks/face coverings are simple, cheap, and potentially effective prevention measures to take to
prevent transmission to others. The WHO now generally accept that masks/face coverings worn
both in the home (particularly by the person showing symptoms) and also outside the home in
situations where meeting others is likely (e.g. shopping, public transport) could have a substantial
impact on transmission with a relatively small impact on social or economic life. It is also now widely
accepted that masks protect the user from infection.
One meta-review, published in The Lancet, analysed 172 studies on COVID-19, SARS, and MERS,
from 16 countries and six continents. Its authors determined that masks - as well as physical distancing
and eye protection - helped protect against COVID-19. The studies reviewed evidence both in
healthcare and non-healthcare settings and then adjusted the data so that they could be directly
compared. The researchers found that your risk of infection when wearing a mask was 14% less than if
you weren’t wearing a mask. N95/FFP2/KN95 masks, particularly when fitted properly, are associated
with a higher reduction in risk than surgical or cloth masks. It is now accepted by most health
authorities around the world that people without symptoms wearing masks when they are out and
among other people, like while commuting or in an enclosed space, will help to prevent unknowing
spread of the virus to other people, as well as protecting the wearer.
More and more governments are mandating that fully vaccinated people can resume activities without
wearing a mask or physically distancing, except where required by specific government or state
regulations, including local business and workplace guidance.
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CORONAVIRUS

SAFER CHOICES
There is no such thing as zero risk, but we can aim to minimise risk and to be as
safe as possible. Each individual layer of protection decreases the risk for you,
your family, and your community.

FACE
SAFER

LESS SAFE

Wear a face covering when you go out in public and especially
when you are unable to maintain social distancing.

PROXIMITY
SAFER

LESS SAFE

Avoid close contact with people whether or not they are displaying
symptoms of COVID-19. Keep at least 2m apart where possible.

TIME
SAFER

LESS SAFE

Reduce the amount of time spent in close contact with others,
especially in enclosed spaces.
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LOCATION
SAFER

LESS SAFE

Open-air spaces are safer than inside locations. In enclosed spaces,
open windows where possible to ensure air circulation.

HANDS
SAFER

LESS SAFE

Regularly wash hands with soap & water (20 secs). Where not
available, use alcohol-based hand rub containing min. 60% alcohol.

VACCINATION
SAFER

LESS SAFE

Consider getting the COVID-19 vaccine if you can. Talk with your
healthcare professional if in doubt about benefits / risks.

SURFACES
SAFER

LESS SAFE

Clean frequently touched surfaces daily using household cleaners,
such as soap or detergent.
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CORONAVIRUS

VACCINES
PFIZER / BIONTECH
Name:

Comirnaty (tozinameran)

Type:

mRNA vaccine

Age:

12 yrs and over

Efficacy:
Dose:

Up to 95% in clinical trials (CDC study March 2021 showed real world effectiveness of
91.3%)
2 doses, 21 days apart (some countries using altered dosing regimen)

Method:

Intramuscular injection

Storage:

Freezer storage at -25 to -15°C. Once defrosted, can be stored at fridge temperature of
+2C to +8C for 31 days. Once the vial is opened all doses must be used within 6 hours.

This mRNA vaccine provokes an immune response against the spike protein of the coronavirus.
On 31st Dec it was granted Emergency Use Listing from the WHO and is currently in use in over 80
countries worldwide. It has been granted EUA for use in children of 12 years of age and above and the
CDC has recommended that the vaccine be made available to pregnant women. Comirnaty causes no
serious side effects, but it frequently causes short-lived fatigue, fever, and muscle aches. In a study from
Public Health England between April and May 2021, two doses of the Pfizer vaccine resulted in 88%
effectiveness against the Delta variant, and 93% against the Alpha variant.
As of late May 2021, more than 165 million people have received at least one dose of COVID-19 vaccine
in the United States, and CDC continues to monitor the safety of COVID-19 vaccines for any health
problems that happen after vaccination. Since April 2021, there have been increased reports to the
Vaccine Adverse Event Reporting System (VAERS) of cases of inflammation of the heart - called
myocarditis and pericarditis - happening after vaccination with the Pfizer-BioNTech vaccine in the US,
and in Israel. These reports are rare, given the number of vaccine doses administered, and have been
reported particularly in adolescents and young adults.
Cases reported to VAERS have occurred:




Mostly in male adolescents and young adults age 16 years or older
More often after getting the second dose of one of these two COVID-19 vaccines than after the
first dose
Typically within several days after COVID-19 vaccination

Most patients who received care responded well to medicine and rest, and quickly felt better.
The US Food and Drug Administration have added a warning to the COVID vaccines produced by
Pfizer/BioNTech and Moderna about rare cases of heart inflammation in adolescents and young
adults.
The FDA granted “Comirnaty” full approval in late August 2021. The US regulators also extended
the EUA to include a third dose of the vaccine in certain immunocompromised adults. Israel has
vaccinated over 2.8 million residents with a third dose, and a number of European countries
(including Spain, Italy and Germany) will shortly begin to roll out third dose programmes to
clinically vulnerable groups.
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ASTRAZENECA / UNIVERSITY OF OXFORD
Name:

Vaxzevria (also known as Covishield in India)

Type:

Adenovirus vector vaccine

Age:

18 yrs and over

Efficacy:
Dose:

Overall 76% efficacy in US study
2 doses, administered between 4 and 12 weeks apart

Method:

Intramuscular injection

Storage:

Stable at refrigerator temperature for at least 6 months

This adenovirus vector vaccine provokes an immune response against the spike protein of the
coronavirus. It has been produced in a partnership between the University of Oxford and the
Anglo-Swedish pharmaceutical company, AstraZeneca. AstraZeneca has pledged that the vaccine
will be not-for-profit for the duration of the pandemic, and furthermore, will be never-for-profit for
low income countries. On 3rd Jan, India approved an identical locally produced version called
Covishield, made under licence by the Serum Institute of India - other versions of the vaccine are
licenced in South Korea and over a dozen other countries.
It has been granted Emergency Use Listing from the WHO and is currently in use in over 110
countries worldwide, and is the backbone of the COVAX initiative to vaccinate middle and lower
income countries. Currently the vaccine is only available to 18yr olds and over.
The most common side effects with Vaxzevria in the trials were usually mild or moderate and got
better within a few days after vaccination. However, a serious but very rare adverse reaction has
been identified with this vaccine.
Extremely rare cases of blood clots with low levels of platelets have been observed following
vaccination with the AstraZeneca COVID-19 vaccine. This condition is referred to as thrombosis
with thrombocytopenia syndrome (TTS). The majority of these cases occurred within the first 14
days following vaccination but some have also been reported after this period. Some cases were
life-threatening or had a fatal outcome.
If you experience any of the following from around 4 days after vaccination you should seek
medical advice urgently:





A severe headache that is not relieved with simple painkillers or is getting worse or feels
worse when you lie down or bend over
An unusual headache that may be accompanied by blurred vision, confusion, difficulty with
speech, weakness, drowsiness or seizures (fits)
A rash that looks like small bruises or bleeding under the skin beyond the injection site
Shortness of breath, chest pain, leg swelling or persistent abdominal pain.

Public Health England estimates an incidence of 1 in 100,000 and a fatality of one in every million
recipients. Many countries have put age limits on the use of the vaccine for safety reasons, and
several have stopped its use completely. Since the UK restricted the use to over 40yrs only, there
have been no fatalities.
A UK study found that the AstraZeneca vaccine provides 67% effectiveness against infection with
the Delta variant, while a Canadian study found that it had an effectiveness of 87% against
hospitalisation and death from the variant. Oxford researchers have reported a strong immune
response to a third dose of the vaccine.
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MODERNA / NATIONAL INSTITUES OF HEALTH
Name:

Spikevax (mRNA-1273)

Type:

mRNA vaccine

Age:

18 yrs and over

Efficacy:

94.1% in clinical trials

Dose:

2 doses, 28 days apart

Method:

Intramuscular injection

Storage:

6 months at -20°C, then 30 days at refrigerator temperature

Moderna mRNA vaccine provokes an immune response against the spike protein of the coronavirus.
Produced in partnership with the US National Institutes of Health (NIH), it has been granted Emergency
Use Listing from the WHO and is currently in use in over 45 countries worldwide. Currently the vaccine is
only available to those 18 years old or over. Moderna released trial results that suggested the vaccine
was 93% effective against COVID-19 in children aged 12 to 17 years after first dose and 100% effective
two weeks after second dose, with no safety concerns - it awaits EUA. The Moderna vaccine causes no
serious side effects, but it frequently causes short-lived fatigue, fever, and muscle aches. A variantspecific booster shot of the vaccine has yielded positive results in humans and mice. It is also conducting
a Phase 1 trial of a new, refrigerator-stable vaccine.
The FDA have added a warning to the COVID vaccines produced by Pfizer/BioNTech and Moderna
about rare cases of heart inflammation in adolescents and young adults. The FDA has authorised a third
dose of Spikevax for immunocompromised individuals. Germany has announced that it will soon begin
administering a third dose of Spikevax.

GAMALEYA RESEARCH INSTITUTE
Name:

Sputnik V / Sputnik Light

Type:

Adenovirus vector vaccine

Age:

18 yrs and over

Efficacy:
Dose:

Sputnik V- 91.6%; Sputnik Light 79.4%
2 doses, 21 days apart / single dose

Method:

Intramuscular injection

Storage:

Freezer storage

This adenovirus vector vaccine consists of two adenoviruses (Ad5 and Ad26) each carrying genetic
instructions for the spike protein of the SARS-CoV-2 virus. It was created by the Gamaleya Research
Institute, part of Russia’s Ministry of Health. The vaccine was granted EUA in Russia before results of
Phase 3 trials were available but it has since been approved in over 65 countries, many of which are
lower to middle income countries. It is currently awaiting Emergency Use Listing from the WHO and the
EMA - the EMA has yet to reveal the results of its rolling review. The vaccine is only available to those 18
years old and over. The most common side effects in the trials were usually mild or moderate and got
better within a few days after vaccination. ‘Sputnik Light’, the single dose version of the vaccine, was
given EUA by the Russian regulatory body in May 2021 - it has been authorised for use in a handful of
countries. Moscow’s Gamaleya Research Institute claims that it has an efficacy rate of 79.4% and costs
less than $10 per dose/course.
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SINOPHARM / BEIJING INSTITUTE OF BIOLOGICAL PRODUCTS
Name:

BBIBP-CorV

Type:

Inactivated vaccine

Age:

2yrs and over

Efficacy:

78.1%

Dose:

2 doses, 21 days apart

Method:

Intramuscular injection

Storage:

Refrigerated

The Beijing Institute of Biological Products created an inactivated coronavirus vaccine that was put into
clinical trials by the state-owned Chinese company, Sinopharm. It was given regulatory approval in China
in December 2020 and then in May 2021 it gained Emergency Use Listing by the WHO and can
therefore be distributed by the COVAX initiative for low and middle income countries. There have been
concerns in a number of countries about the efficacy and durability of the vaccine response to two doses,
most notably following outbreaks in the Seychelles and Bahrain. On 18th May, amid concerns over the
vaccine’s effectiveness, the UAE announced that it would provide booster shots to those who have
received two doses of BBIBP-CorV. The European Medicines Agency is currently reviewing data pending
an emergency authorisation - it has already received independent regulatory approval in two European
nations, Hungary and Slovakia. The vaccine received approval for emergency use in children and
adolescents in China on 20th July. The UAE approved the vaccine for use in children aged three and over
on 2nd August.

SINOVAC BIOTECH
Name:

CoronaVac

Type:

Inactivated vaccine

Age:

18 yrs and over

Efficacy:
Dose:

67% effective against symptomatic infection (real world data from Chile)
2 doses, 14-28 days apart

Method:

Intramuscular injection

Storage:

Refrigerated

CoronaVac is a formalin-inactivated vaccine developed by the China-based, private biotechnology
company Sinovac Biotech in early 2020. There have been wide variations in the vaccine's reported
efficacy across various clinical trials. However, a study carried out in Chile examined CoronaVac's
effectiveness among 10.5 million people, looking both at vaccinated and unvaccinated people. The
vaccine was 67% effective in preventing symptomatic infection, according to data from this huge realworld study. The CoronaVac vaccine was 85% effective in preventing hospitalisations and 80% effective
in preventing deaths, the Chilean government reported. They added that the study was done during a
period of high circulation of the virus, including variants, making the results even more impressive. The
vaccine has been granted Emergency Use Listing by the WHO and is currently undergoing a rolling
review by the European Medicines Agency.
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BHARAT BIOTECH
Name:

Covaxin

Type:

Inactivated vaccine

Age:

18 yrs and over

Efficacy:

78%

Dose:

2 doses, 28 days apart

Method:

Intramuscular injection

Storage:

Refrigerated at 2-8C for 3 months - 1 week at room temperature

In collaboration with the Indian Council of Medical Research and the National Institute of Virology, the
Indian company Bharat Biotech designed Covaxin, a vaccine based on an inactivated form of the
coronavirus. Covaxin became the first coronavirus vaccine created in India to go into clinical trials. In
early 2021, the Indian government granted Covaxin an EUA, despite the fact that Bharat had yet to
release Phase 3 data showing the vaccine is safe and effective. An early analysis of the trial data
involving 27,000 volunteers, suggests that Covaxin has an efficacy of 80.6%. Of the first 43 volunteers to
get COVID-19, only 7 had received the vaccine. The next phase of trial data will include 130 cases of
COVID. The early analysis also revealed no serious adverse events. In April, following the huge surge of
cases in India, Bharat researchers found that antibodies produced by Covaxin were modestly less
effective at neutralising the Delta variant virus.

CANSINO LOGISTICS
Name:

Ad5-nCoV / Convidecia vaccine

Type:

Adenovirus vector vaccine

Age:

18 yrs and over

Efficacy:

65.7%

Dose:

1 dose

Method:

Intramuscular injection

Storage:

Refrigerated at 2-8C

The vaccine, developed by CanSino Biologics Inc. in conjunction with the Chinese military, was the
first candidate in the world to proceed to human trials. It was approved for use in the Chinese
military in the middle of 2020 and has since been given to at least 50,000 people. It uses a
modified common cold virus known as adenovirus type-5 (Ad5) to carry genetic material from the
coronavirus protein into the body. Early clinical-trial results from several countries showed that the
vaccine was 65.7% effective at preventing symptomatic cases of the coronavirus, giving China
three effective vaccine candidates in fighting the pandemic. The latest results from late-stage trials
of around 30,000 participants and 101 confirmed cases suggest that CanSino’s vaccine is 90.98%
effective at preventing severe COVID-19 disease. In March 2021, CanSino announced that it had
gained approval for a clinical trial of an inhaled version of the vaccine. Researchers have also
begun to test whether giving alternating doses of vaccines from CanSino and Anhui Zhifei
Longcom can boost their effectiveness.
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JOHNSON & JOHNSON / JANSSEN PHARMACEUTICAL COMPANIES
Name:

Ad26.COV2.S

Type:

Adenovirus vector vaccine

Age:

18 yrs and over

Efficacy:
Dose:

72% (US trials) 64% (South Africa trials) 68% Brazil trial data
1 dose

Method:

Intramuscular injection

Storage:

Refrigerated at 2-8C for 3 months and up to two years frozen at -20C

Researchers at Beth Israel Deaconess Medical Centre, Boston, MA, started development of an
Adenovirus vaccine (Ad26) 10 years ago. Johnson & Johnson/Janssen developed vaccines for Ebola
and other diseases with Ad26 and have now made one for the coronavirus.
The one-shot vaccine had a 72% overall efficacy rate in the US and 64% in South Africa, where a highly
contagious variant was prevalent. The vaccine also showed 86% efficacy against severe forms of
COVID-19 in the US, and 82% against severe disease in South Africa. New analysis estimates that the
vaccine has an efficacy rate of 74% against asymptomatic infections, but that calculation was based on a
relatively small number of volunteers. The vaccine has been licensed for emergency use by the WHO
and is also approved in over 45 countries.
The most commonly reported side effects were pain at the injection site, headache, fatigue, muscle
aches and nausea. Most of these side effects occurred within 1-2 days following vaccination and were
mild to moderate in severity and lasted 1-2 days. However, a serious but very rare adverse reaction has
been identified with this vaccine.
Extremely rare cases of blood clots with low levels of platelets have been observed following vaccination
with the Janssen COVID-19 vaccine. This condition is referred to as thrombosis with thrombocytopenia
syndrome (TTS). The majority of these cases occurred within the first 14 days following vaccination but
some have also been reported after this period. Some cases were life-threatening or had a fatal outcome.
If you experience any of the following from around 4 days after vaccination you should seek medical
advice urgently:





A severe headache that is not relieved with simple painkillers or is getting worse or feels worse
when you lie down or bend over
An unusual headache that may be accompanied by blurred vision, confusion, difficulty with
speech, weakness, drowsiness or seizures (fits)
A rash that looks like small bruises or bleeding under the skin beyond the injection site
Shortness of breath, chest pain, leg swelling or persistent abdominal pain.

As of 7 May 2021, the US Food and Drug Administration (FDA) and the Centers for Disease Control and
Prevention (CDC) had reviewed 28 reports of TTS out of a total of more than 8 million vaccinations; TTS
was reported in persons between 18-59 years of age (median age of 40 years) and occurring after 3-15
days. In July 2021, the FDA found that the vaccine caused a very small increased risk of Guillain–Barré
syndrome (GBS), a rare but potentially serious neurological condition.
In November, J&J announced that they were also launching a second Phase 3 trial to observe the effects
of two doses of their vaccine. The results are expected in mid/late 2021. The company also launched a
trial for pregnant women and children, with results anticipated around September. Many countries have
put lower age limits on the use of the vaccine for safety reasons, and several have stopped its use
completely.
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OTHER VACCINES WITH LIMITED
TRIAL DATA
The Epivaccorona vaccine has been granted
regulatory approval in Russia but has not yet
presented any data to demonstrate efficacy or safety
- it is only in use in Russia and Turkmenistan. They
announced that they expect to release trial data in
August 2021.
The Chinese company Anhui Zhifei Longcom and
the Institute of Medical Biology at the Chinese
Academy of Medical Sciences have partnered to
make a vaccine, but as yet, no data has been
published - it has been granted emergency use
listing in China and Uzbekistan.
The Chinese vaccine company, Shenzhen Kangtai Biological Products, reached an agreement with
AstraZeneca to supply China with the Oxford adenovirus vaccine. Shenzhen launched a Phase 3 trial in
May, and that same month, the company announced that the Chinese government had given it
emergency use approval. The vaccine is only approved in China.
Sinopharm has a research facility in Wuhan, as well as the Institute in Beijing. The company has
developed another inactivated COVID vaccine and they launched a global Phase 3 trial of the Wuhan
vaccine. In February, the Chinese regulator announced the approval of the Wuhan vaccine for general
use. In May, the vaccine researchers published the results of the Phase 3 trial, demonstrating that the
vaccine has an efficacy of 72.8 percent. It has limited use approval for use in UAE.
The Chumakov Center at the Russian Academy of Sciences developed an inactivated coronavirus
vaccine called CoviVac. In February 2021, Russia approved the vaccine for domestic use, despite the
fact that the Chumakov Center had yet to start a Phase 3 trial. By the end of the year, Russia plans on
producing 20 million doses. It is only approved in Russia.
Kazakhstan has rolled out its own COVID-19 vaccine, with the central Asian country’s health minister
receiving the jab on live TV. QazCovid-in, also known as QazVac, is a two-shot vaccine that is in thirdstage trials. This vaccine is likely to remain for use on Kazakh nationals ONLY.
Shafa Pharmed Pars, an Iranian pharmaceutical company, developed a vaccine made of inactivated
coronaviruses. Known as COVIran Barekat, it entered a Phase 3 trial on April 25, and on June 14, the
Iranian government announced it had authorized the vaccine, despite the fact that many volunteers in the
Phase 3 trial had not yet received their second dose. It is not for use outside Iran.
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THE FUTURE OF VACCINES
Since China publicly shared the genetic sequence
of the virus that causes COVID-19, eight vaccines
have been fully approved for use, and a further
nine are in early or limited use. Researchers are
currently testing 95 vaccines in clinical trials on
humans, and 32 have reached the final stages of
testing. But with several highly effective vaccines
already in use, why is it important to keep working
on and investing in vaccine development?
Having a range of COVID-19 vaccines accessible
around the world is essential to bring the
pandemic under control, because:





Any one vaccine will not be as effective or suitable for everyone.
Production needs to happen quickly and at scale. By developing multiple vaccine candidates
we stand a better chance of having the volume of doses needed to help contain the virus.
New technologies may improve vaccine accessibility. Dosing regime, storage requirements
and manufacturing costs of current approved vaccines means there are inherent challenges to
getting vaccines to everyone that needs them.
Some vaccines are more or less effective against new variants. Like any virus, COVID-19 will
continue to adapt and mutate - having a range of vaccines in our armoury that utilise different
technologies gives us the best chance for fighting infections.

The promising: Novavax Protein Subunit Vaccine
In June 2021, US pharmaceutical company Novavax announced strong results from a pivotal, 30,000person, clinically diverse trial of its COVID vaccine that was carried out in the US and Mexico. The twodose vaccine uses a different technology to the currently authorised COVID vaccines. Instead, the
vaccine delivers the spike protein itself, carried on nano-lipid particles along with an immune-boosting
substance called an ‘adjuvant’. Protein technology has been used for decades in vaccines against
diseases including hepatitis B and whooping cough.
The trial data showed 90.4% overall efficacy against symptomatic COVID-19 infection and 100%
protection against moderate to severe disease, hospitalisation, and death. Furthermore, against eight
viral variants of interest and concern including Alpha, the trial efficacy was 93.2%. However, only two
Beta cases were sequenced in this trial. These results are similar to those reported by Novavax from
an earlier trial of more than 15,000 people in the UK, which showed vaccine efficacy at 89% overall,
86% against Alpha, and 96% against the original virus strain. But in a separate trial involving 4,400
participants in South Africa, where Beta arose and was circulating widely, the vaccine’s overall efficacy
sank to 49%. The question of vaccine immunity against Beta remains despite the promising data.
Novavax began to develop the vaccine in January 2020 and benefitted from $1.6 billion of the US
government’s Operation Warp Speed. However, the company encountered production problems that
delayed the launch of its North American clinical trial until late December 2020. Nevertheless, the
results are phenomenally good, and they compare favourably with the stand-out mRNA vaccines from
Pfizer and Moderna, despite the fact that those vaccines completed their trials before the variants were
widely circulating. Novavax plans to apply for authorisation in the UK, EU, India, South Korea in Q3,
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and possibly the US, though the FDA has suggested that there are currently sufficient vaccine supplies
and they would be looking more to a potential winter booster shot. Novavax has created a new version
of its vaccine adapted to Beta that could be used as a 1-year booster. The vaccine has a good safety
profile and is well-tolerated with reports of only minor side effects. Its simple storage requirements (it
can be stored in a refrigerator for up to 6 months and, once removed, remain viable for 24 hours) could
speed up distribution to remote communities around the globe. Novavax expects to reach
manufacturing capacity of 100 million doses per month by the end of Q3 and 150 million doses per
month by Q4 of this year. The company has already signed a deal to supply Gavi, the Vaccine Alliance,
with 350 million doses for the COVID-19 Vaccines Global Access (COVAX) facility.

The resourceful: Cuban COVID-19 Vaccines
Cuban scientists have developed four vaccine candidates rather than face the difficulties of joining the
international COVAX initiative. If they prove to be successful, Cuba will become the first Latin American
country to develop and manufacture its own vaccine against COVID-19.
They claim that the triple-shot Abdala vaccine is 92.28% effective against SARS-CoV-2 in stage 3
clinical trials - no data have, as yet, been published. They also recently announced the Soberana 02
vaccine with a claimed efficacy of 62% in a 44,000 strong clinical trial. This is a ‘conjugate’ vaccine that
links a weaker antigen with a stronger one to ensure a robust immune response. There are two other
versions of Soberana vaccine, the 01 and the Plus, that both contain combinations of spike protein
fragments. Cuba has just delivered its first batch of Abdala vaccines to Venezuela as part of a
commitment to supply 12 million doses - advance payments will allow them to re-invest the resources
into more production.

The disappointing: Curevac mRNA vaccine
Shortly before Novavax announced promising trial data, the German biotech company Curevac
released their awaited preliminary data from a 40,000-person trial, run across ten countries in Europe
and Latin America. Disappointingly, its two-dose vaccine, known as CVnCov, was just 47% effective at
preventing disease. There was a lot of hope riding on this vaccine, especially within the EU, after age
limits were introduced on the Johnson & Johnson and AstraZeneca vaccines, owing to links to a rare
but potentially fatal clotting disorder. It was also expected to last longer in refrigerated storage than the
effective mRNA vaccines made by Pfizer–BioNTech and Moderna. A year ago it was a frontrunner to
produce the first effective COVID-19 vaccine and to expand the reach of mRNA-based vaccines to
lower-income countries. Curevac negotiated a deal to provide the EU with up to 405 million doses.
However, Curevac’s decision to develop a different type of mRNA chemistry to the other similar
vaccines appears to have back-fired. mRNA is an incredibly fragile molecule and the challenge facing
the vaccine developers is in preserving the integrity of the mRNA as it enters the body and makes its
way into the cells. The Curevac method only allowed a relatively low dose of mRNA to be introduced,
compared with the Pfizer/Moderna ‘modified mRNA’ technology, and this resulted in a relatively low
level of neutralising antibodies - well below the levels seen in recipients of the Pfizer/Moderna vaccines.
Curevac is poised to submit the final results of its late-stage trial to the EMA. The data show 53%
protection against mild disease, 77% protection against severe disease and full protection against
hospitalisation and death. Though this is better than the preliminary numbers, it still compares poorly
with Pfizer or Moderna. The company argues that this should be viewed in the context of multiple
variants that were not widely distributed during the early mRNA trials. In the meantime, in collaboration
with GlaxoSmithKline, Curevac also has a second- generation COVID-19 vaccine in development that
uses unmodified mRNA but has been fine-tuned so that it elicits levels of neutralising antibodies that
are around ten times higher in laboratory experiments. Human Phase 1 trials are due to launch later
this year. The company is also working on a vaccine targeted at the viral variants in circulation, in
partnership with Bayer, GSK and Novartis.
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FOCUS ON
Boosters or third doses
Governments, public health officials and regulators are currently grappling with the question of how
best to protect their populations from COVID-19. This time the focus of the debate is around ‘booster’
doses or what many scientists prefer to call ‘third doses’. The difference in semantics revolves around
whether the COVID vaccines should be thought of as a three-dose series or as a vaccination strategy
that will rely on annual boosters, perhaps, as with the flu vaccine.

Is vaccine protection fading?
The emergence of the Alpha variant and then the even more transmissible Delta variant has put us on
the back-foot in the fight against the pandemic and officials are starting to question the effectiveness of
the vaccine and if protection is fading.
The early vaccine adopters have now been fully vaccinated for about eight months. They generally
comprise a group of the most vulnerable members of society, whether by virtue of their age, medical
conditions that reduce their immunity or the fact that they are on the front-line and most likely to be
exposed to the virus. The former two groups are known to have a compromised response to vaccines
in general and this seems to be the case with COVID vaccines too.
It would appear that immunity is fading or ‘waning’. However, there is disagreement on the degree of
waning as well as the effects of waning.
One of the missing tools in the vaccinologists’ armoury is a measure with which to assess immune
status - this is referred to as a ‘correlate of protection’. In the simplest terms this could be something as
simple as the antibody level against the coronavirus - however, the actual measure has not been
identified yet and is unlikely to be anything as simple as this. The human immune system consists of a
complex array of defence mechanisms that comprises not only of antibodies, but also of memory cells
that are primed to recognise an invading virus, for example, and can trigger the rapid production of
neutralising antibodies. There are also killer T-cells that can destroy cells that are infected with the virus
and thus prevent further replication of the virus.
To state that immunity is waning simply because the vaccines are no longer as effective ignores the
fact that there may be other confounding variables in play. We are facing a very different threat with the
Delta variant, and at the same time non-pharmaceutical measures have been relaxed in many
countries. The data seem to confirm that protection against severe disease and hospitalisation is
holding strong, but that prevention of mild or asymptomatic infection has fallen, though there is no
question that the vaccine still offers some protection against Delta.

Who is offering boosters?
There has been much confusion generated by the pronouncements of the US administration about
booster doses. Initially it was said that boosters would be given once an individual has been fully
immunised for 8 months, then it was lowered to 6 months. At first it was said that boosters would be
available for everyone and more recently it was said that the initial focus would be the vulnerable
population, whether through age or immunocompromised conditions. It has also been pointed out that
the Food and Drug Administration (FDA), the US drug regulators, have not yet given official approval
for booster shots and that this decision is a few weeks away. Similarly, the CDC’s vaccine panel is still
waiting for more data to determine the best booster dose approach. One of the key messages that has
come out of this pandemic is that information should be clear and science-driven, and the US approach
looks to be clumsy at best, with politics getting ahead of the science.
Furthermore, the need for boosters is still being debated. Advocates see them as a potential tool for
controlling the coronavirus surge spurred by the Delta strain. Short-term data from Israel, a rich source
of Pfizer/BioNtech studies, suggesting the efficacy of initial vaccinations wanes in a matter of months
Page 26

has been cited by White House officials in making the case to act fast. In reality the rollout is already in
full swing in the US, albeit unofficially. The CDC have published data that over a million Americans
have already received an additional jab in the last month by crossing borders or claiming to have
mislaid their vaccination cards.
In the UK and the European Union, health authorities have advised that there is no urgent need for
boosters except for the most vulnerable, though some countries have decided to offer them. In fact,
though the UK regulator, the MHRA, has given an emergency use authorisation for Pfizer and
AstraZeneca booster jabs, they have left the decision of exactly who should be eligible to the Joint
Committee on Vaccination and Immunisation (JCVI). Italy’s medicines agency, the AIFA, has also
given the go ahead to the administration of COVID-19 booster shots, beginning with 500,000
immunosuppressed people receiving a third dose of either the Pfizer or Moderna vaccine. The
programme will then be expanded to include 4.2 million older people and care home residents as well
as healthcare workers. Spain’s healthcare regulator has recently approved a third dose of COVID-19
vaccines for people with severely compromised immune systems who are likely to have weaker
protection from the conventional two-dose inoculation schemes. Meanwhile, Bahrain has authorised
the use of a booster dose of the Sputnik V COVID-19 vaccine, the first time the Russian shot has been
approved for a third dose. This trend looks set to continue across the world.
The WHO remains concerned about scarce vaccine supplies for low and middle income countries,
and, though they have conceded the case for the most vulnerable, they are strongly opposed to the
drive for universal boosters. The organisation called last month for a moratorium on COVID-19 vaccine
booster shots until the end of September to address the drastic inequity in dose distribution between
rich and poor nations. Mike Ryan, the executive director of the WHO’s Health Emergencies
Programme, in typical combative style, equated universal boosters as akin to “handing out extra life
jackets to people who already have life jackets while we’re leaving other people to drown without a
single life jacket”.
Many questions about booster doses remain:





how is immunity affected by a longer spacing between the first and second doses?
will a third dose in immunocompetent people actually extend immunity?
how long would the immunity last?
should we simply accept that this is actually a three dose vaccine?

What remains indisputable, however, is that the focus should be on getting as many people fully
vaccinated as possible instead of giving boosters to healthy people who are already immunised. We
live in an inequitable world and COVID will not change that overnight. However, while there remains a
finite supply of vaccines, the marginal gains of a universal booster rollout in vaccine-rich countries while
billions of people still await a first dose, will continue to have severe moral implications and threaten to
prolong the pandemic.
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CORONAVIRUS

TESTING
TESTING FOR COVID-19 CAN BE USED FOR TWO DISTINCT
PURPOSES:



PCR or ANTIGEN testing to test a person to see if they are currently infected with
COVID-19. PCR testing is regarded as the gold standard, while rapid flow antigen
tests offer an instant indication of ‘infectiousness’
Serology (antibody) testing to test a population to identify the prevalence of
previous infection with COVID-19- this tends to wane within months.

PCR/MOLECULAR TESTING
This type of test looks for the
presence of genetic material from
the COVID-19 virus within a swab
or saliva sample. These tests are
commonly referred to as
polymerase chain reaction (PCR)
tests. A positive test shows that the
person being tested has a current,
COVID-19 virus infection.
The sample is collected by the person having the test (self-administered) or by someone else
(assisted) in a home or mobile environment like a drive-through centre. The sample is taken either
through the use of a swab applied to the nose and throat, or by providing saliva into a sample pot.
This is then sent to the designated lab for analysis. The accuracy of the test is dependent on the
skill of the operator in obtaining a suitable sample.
The diagnostic test is carried out in a laboratory and typically takes a few hours to get results.
However, newer PCR machines that can deliver on-the-spot genetic testing are being used to
collect RNA, while also checking for influenza virus - results are available within 90 minutes.
Alternative techniques such as Loop-mediated Isothermal Amplification (LAMP) use a simpler
method than PCR testing but produce results within a couple of hours and are thought to be of
similar accuracy to PCR tests.
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ANTIGEN/RAPID FLOW TESTING
Antigen testing looks for a specific protein,
usually in the virus capsule rather than the
genetic protein that is needed for PCR
testing. It is easier to extract and does not
require sophisticated amplification
techniques. The quick and easy but highquality tests allow mass screening of key
workers. The tests are commonly used for
screening in schools, universities, airports,
entertainment venues and workplaces. Even
though the tests will not pick up all cases,
they could allow many infectious people to
be identified before they have symptoms
and go into quarantine.
These ‘rapid detection tests’ (RDTs) that resemble a simple home pregnancy test, produce visible results
in 15 to 30 minutes. The tests require a nasopharyngeal sample to be placed in a tube with a small
amount of reagent and the resultant drops are placed on a paper strip - two visible display lines indicate a
positive result. The companies claim their tests are about 97% accurate in optimal conditions, but
between 80% and 90% in real-world conditions. Nevertheless, this would pick up most ‘infectious’ people.
There is no reason why these tests cannot be configured to use saliva samples.

SEROLOGY (ANTIBODY) TESTING
The test is intended to determine if someone
has previously been infected with COVID-19
and detects antibodies against the virus. A
blood sample, often through blood drawn
from a vein, will be analysed for the
presence of antibodies associated with
COVID-19. A positive result from this test
does not guarantee immunity to COVID19 infection. It may just indicate a recent
infection that may or may not have been
COVID-19.
It takes between 2 and 3 weeks from the development of symptoms before an antibody test will produce
a positive test, since it takes this long for the immune system to produce antiobodies. These antibody
tests are also referred to as serology tests and can be conducted in a laboratory or through point-of-care
testing. Unlike other diseases, the WHO stresses that there is currently no evidence that someone with
antibodies cannot catch COVID-19 again in the future.
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CORONAVIRUS

TREATMENT
The symptoms of SARS-CoV-2 infection vary widely, from asymptomatic disease to pneumonia and
life-threatening complications. In the absence of a proven effective therapy, current management
consists of supportive care, including invasive and non-invasive oxygen support, ‘proning’,
anticoagulation therapies and renal supportive therapy.
No pharmaceutical products have yet been shown to ’cure’ COVID-19. However, a number of
medicines have been suggested as potential therapies, many of which are now being or will soon be
studied in clinical trials.

PRE-HOSPITAL TREATMENT
Monoclonal antibodies
Monoclonal antibodies are laboratory-made proteins that mimic the immune system’s ability to fight off
harmful antigens such as viruses.
The US FDA has issued EUA for investigational monoclonal antibody therapies for the treatment of
mild-to-moderate COVID-19 in adult and paediatric patients. Casirivimab and Imdevimab (administered
together only) is authorised for patients with positive results of direct SARS-CoV-2 testing who are over
the age of 12, and who are at high risk for progressing to severe disease and/or hospitalisation. This
includes those who are aged 65 years or older, or who have certain chronic medical conditions. The
FDA has approved a further EUA for a newer MAB treatment from GSK and Vir Biotechnology called
sotrovimab for the treatment of mild to moderate COVID-19 with similar age restrictions.
In a clinical trial of patients with COVID-19, both treatments were shown to reduce COVID-19-related
hospitalisation or emergency room visits in patients at high risk for disease progression within 28 days
after treatment when compared to placebo. Both drugs require intravenous administration and should
be given as soon as possible after a positive COVID-19 test, and within 10 days of developing
symptoms. The safety and effectiveness of this investigational therapy for use in the treatment of
COVID-19 continues to be evaluated.
On 25 Jun 2021, US health officials paused the distribution of Eli Lilly's COVID-19 MAB therapy as it
failed to show effectiveness against the Gamma and Beta coronavirus. The decision by the U.S.
Department of Health and Human Services (HHS) is based on laboratory analyses that showed that
bamlanivimab and etesevimab combination was not active against either variant.

Budesonide
Treatment with the inhaled corticosteroid budesonide was found to shorten recovery time from COVID19 in those people at risk of adverse outcomes by a median of 3 days, a preliminary trial by the
University of Oxford suggested. Among patients who completed all 28 days of treatment, 8.5% of those
who had budesonide were hospitalised, compared with 10.3% who received usual care. After
confounding factors were taken into account, this represented an estimated percentage benefit of
2.1%, according to the trial data. The inhaled steroid, administered twice daily for 14 days, can be
considered (‘off-label’) on a case-by-case basis for symptomatic COVID-19 positive patients aged 65
and over, or aged 50 or over with comorbidities.
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HOSPITAL TREATMENT
Dexamethasone
Data from the UK RECOVERY Trial clearly demonstrated that oral steroids such as dexamethasone,
hydrocortisone or prednisolone, cheap and widely available drugs, can be lifesaving for patients who
are critically ill with COVID-19. For patients on ventilators, the treatment was shown to reduce mortality
by about 30%, and for patients requiring only oxygen, mortality was cut by about 20%. Dexamethasone
did not have any benefit for patients who did not need breathing support and may inhibit recovery. The
research findings suggested that the steroid treatment would prevent one death for every eight
ventilated patients or one death for every 25 patients getting oxygen therapy - this has been confirmed
by the drug’s widespread use around the world and is now considered a standard treatment for all
COVID patients receiving oxygen.

Remdesivir
Remdesivir, an antiviral medicine originally developed to treat Ebola with limited success, is given
through an IV for patients needing hospitalisation. In a trial, led by the US National Institutes of Health
(NIH), based on a small sample of around 1,000 patients it was shown to reduce the time to recovery
from 15 days to 10 days on average, compared to patients on standard treatment. The drug is
approved for patients who are hospitalised for COVID-19 infection. The US Food and Drug
Administration (FDA) approved Remdesivir as the first drug to treat COVID-19 in the US.
However, the WHO recommends against the use of Remdesivir in hospitalised patients, regardless of
disease severity, as they have found no evidence that Remdesivir improves survival and other
outcomes in these patients. The WHO data was collected from a larger trial based on a sample of
3,000 hospitalised patients across 30 countries.

Monoclonal antibodies: Tocilizumab & Sarilumab
Tocilizumab or sarilumab are recommended for patients who are admitted to intensive care units due to
COVID-19 alongside steroid treatment - these new life-saving treatments can reduce the time spent in
hospital by up to 10 days. The drugs are typically used to treat rheumatoid arthritis but showed efficacy in
the UK government funded REMAP-CAP clinical trial led by teams in the UK and the Netherlands.
The REMAP-CAP trial showed that mortality was 35.8% for patients receiving current standard of care
alone, and that this was reduced to 27.3% using tocilizumab and sarilumab. This was a 24% relative
reduction in risk of mortality for patients who entered intensive care - in other words, one life was saved
for every 12 patients treated.
Tocilizumab is administered intravenously in a one or two-dose regime. It has been demonstrated to be
effective for patients requiring organ support when administered soon after admission to ICU. Most of the
data came from when the drugs were administered in addition to a corticosteroid, such as
dexamethasone. Patients receiving these drugs left intensive care between 7 to 10 days earlier on
average.

A number of therapies have now been discontinued and are not recommended for use as
standard therapies for COVID-19 disease - these include: azithromycin (unless clinical suspicion
of bacterial co-infection), hydroxychloroquine, ivermectin, colchicine and convalescent plasma.
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THE QUEST FOR NEW
TREATMENTS
Despite successful vaccination
programmes, there remains an urgent
need for antiviral drugs to fill the gap
between those protected through
immunisation and the unvaccinated
population. Potential ‘variant escape’
from vaccine protection presents a
potential threat and is likely to persist
for as long as the virus is present. Only
a multifaceted approach utilising
vaccines, drug treatments, and public
health measures will prevent infections
from spreading.
The Oxford University-based RECOVERY trial and international REMAP-CAP are admired around
the world for identifying drugs that treat the inflammatory symptoms in late-stage COVID-19, such
as dexamethasone and tocilizumab respectively. Some high income countries also have access to
expensive monoclonal antibody infusions for targeted treatment. However, neither RECOVERY nor
other trials have found a drug that is effective at tackling the virus directly. If we are to put this
disease behind us, finding an anti-viral treatment for COVID-19 needs the same focus and
investment that led to the astonishing development of the COVID vaccines.
Antivirals are challenging to create: scientists must understand the virus’s mechanisms to identify
how to stop it from replicating, rather than focusing on the spike protein, as in vaccine design. The
drugs must be able to keep up with the evolving virus and often need to be taken in combination so
that the virus finds them harder to evade. The successful candidate drugs would need to take
effect early in disease where the drugs would be most effective - preferably administered at the GP
clinic/pharmacy, as soon as a positive test confirms infection, or as a preventative tablet/nasal
spray in people notified as having been in contact with a positive individual. The drugs would aim
to reduce transmission and prevent severe disease.

Plans announced to fast track drug development
In April, the UK government announced an Antiviral Taskforce with an ambitious autumn target for
finding two effective oral antiviral drugs to treat COVID at the time of the initial positive test for
SARS-CoV-2. Additionally, the aim is to create a pipeline of additional promising novel antivirals for
potential deployment in 2022 and beyond, ensuring that there are strong manufacturing and supply
chains in place
The following month, the European Commission launched the “EU Strategy on COVID-19
Therapeutics”. They selected four monoclonal antibody treatments and a repurposed rheumatoid
arthritis drug for an initial portfolio of preferred drugs to treat COVID-19. As the trials progress they
will test at least 10 potential COVID-19 therapeutics.
The US administration is devoting $3.2bn to advance the development of antiviral pills for COVID19 and other dangerous viruses that could turn into pandemics. The tablets that would be used to
minimise symptoms after infection are in development and could begin arriving by the end of 2021,
pending the completion of clinical trials.
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Finally, the WHO will look to re-purpose three existing drugs: infliximab, used to treat autoimmune
conditions, including Crohn’s disease and rheumatoid arthritis; imatinib, a cancer drug that can
target both the coronavirus and inflammation; artesunate, an anti-malaria drug with potential antiinflammatory effects.
How fast these trials can progress depends largely on how quickly they can recruit patients with
COVID-19, tracking the virus as it surges in different countries around the world. Theoretically, they
could be faster than vaccine trials because researchers are not waiting to see who catches the
disease, but how quickly a patient recovers.

LEADING CONTENDERS FOR EARLY ORAL/NASAL COVID-19 MEDICATIONS
1. Favipiravir

4. PF-07321332

An antiviral drug used for flu and similar
viruses, is being tested in the Glasgow
GETAFIX trial and University College
London’s FLARE study. The Japanese drug
was studied in Japan last year but the health
ministry in Tokyo said the efficacy data were
inconclusive. It also cannot be taken by
pregnant women because of a risk of birth
defects. It is also hoped the treatment might
even prevent ‘Long COVID’.

An oral antiviral drug from Pfizer that could
be used at the first sign of infection or
exposure. The drug is part of a class of
medicines called protease inhibitors and
works by inhibiting an enzyme that the virus
needs to replicate in human cells. Similar
drugs are used to treat other viruses such as
HIV and Hep C.

2. Molnupiravir
A novel antiviral agent under joint
development between Merck (MSD) and
Ridgeback Biotherapeutics, is heading into a
Phase 3 trial after positive data among
outpatients. Molnupiravir is an experimental
drug that is orally active was originally
developed as a treatment for influenza.

3. AT-527
An oral antiviral in development by Roche
and Atea Pharmaceuticals. Interim analysis
of Phase 2 trails suggest the drug reduces
viral replication in hospitalised patients with
mild-to-moderate COVID-19. Previously
shown to be safe and to show antiviral
activity in Hep C patients.

5. Ivermectin
An anti-parasitic drug, is being studied by
University of Oxford scientists in the
PRINCIPLE trial. The drug has shown
efficacy in laboratory studies and is being
used to treat the illness in many countries,
including India, Mexico, Bolivia, and
elsewhere in South America.

6. Niclosamide
A repurposed oral antihelminthic drug,
historically used to treat tapeworm
infestations, has shown activity against
SARS-CoV-2 in lab studies.

7. Iota-carrageenan
A seaweed derivative and nasal spray
shown to reduce symptoms of cold and flu,
has demonstrated laboratory activity against
SARS-CoV-2.

While vaccines do the bulk of heavy-lifting, antivirals are
essential in managing disease.
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CORONAVIRUS

LONG COVID
With knowledge growing about the long term effects of COVID-19, there is increasing evidence
that a significant number of people will continue to suffer symptoms long after their initial infection.
Referred to as ‘Long COVID’, it is expected one in seven people who test positive for COVID-19
still experience symptoms up to three months later, according to latest UK figures.

Groups most likely to develop Long
COVID:
•
•
•

•

•

Older age group more likely to
suffer Long COVID than the
younger population
Women are 50% more likely to
suffer Long COVID than men
Long COVID sufferers are
more likely to report heart
symptoms such as palpitations,
fast heartbeat, as well as pins
and needles or numbness, and
problems concentrating (‘brain
fog’)
Long COVID more likely to be
experienced if five or more
symptoms develop in the first
week
Long COVID more likely to be
experienced when symptoms
come back again after they at
first appeared to resolve.

Symptoms associated with Long
COVID following acute infection:
•

•

•
•
•

•
•
•
•
•
•
•

Respiratory symptoms and conditions
such as chronic cough, shortness of
breath, lung inflammation and fibrosis,
and pulmonary vascular disease
Cardiovascular symptoms and
disease such as chest tightness,
acute myocarditis, abnormal rhythms
and heart failure
Protracted loss or change of smell and
taste
Mental health problems including
depression, anxiety and cognitive
difficulties
Inflammatory disorders such as
myalgia, multisystem inflammatory
syndrome, Guillain-Barre syndrome,
or neuralgic amyotrophy
Gastrointestinal disturbance with
diarrhoea
Continuing headaches
Fatigue, weakness and sleeplessness
Liver and kidney dysfunction
Clotting disorders and thrombosis
Lymphadenopathy
Skin rashes.

PSYCHOLOGICAL AND NEUROLOGICAL EFFECTS
People diagnosed with COVID-19 in the previous six months were more likely to develop
depression, dementia, psychosis and stroke, researchers have found.
In a study of half a million patients in the US, anxiety and mood disorders were the most common
diagnosis among those with COVID-19, and these were more likely to be down to the stress of the
experience of being very ill or taken to hospital, the researchers explained. Conditions like stroke
and dementia were more likely to be down to the biological impacts of the virus itself, or of the
body's reaction to infection in general.
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CORONAVIRUS

ADVICE
The current COVID-19 pandemic is an evolving situation and our advice is under regular review
based on emerging information about the number of cases and spread of the infection from person
to person. We are advising highly precautionary measures to limit the potential spread of infection.

GENERAL PRECAUTIONS









Wash your hands regularly with soap and water (for at least 20 seconds) or with an
alcohol-based hand rub (ABHR), especially after coughing and sneezing and before
handling and consuming food.
When coughing and sneezing, use disposable tissues and dispose of them carefully and
promptly - if you have no tissues immediately to hand use the inner elbow of your clothing
- avoid using your hands to cover your mouth.
Consider carrying an alcohol-based hand sanitiser with you.
Wear a face covering (either a medical mask where they are openly available to the public
or a multi-layer cloth face covering) whenever you are out in the public, on public transport
or in indoor environments where you are in close contact with other people who are not
part of your household. Consult local health authority regulations regarding the mandatory
use of face coverings.
Avoid touching your face, in particular mouth, eyes and nose, and do not touch the front of
your mask.
Avoid shaking hands with people - instead simply greet people with hands by your side or
use a novel approach such as an elbow-to-elbow.
Clean and disinfect frequently touched objects and surfaces, not forgetting that the virus
can settle on your cellphone.

ADDITIONAL PRECAUTIONS IN AREAS WITH HIGH CASE NUMBERS






Avoid close contact with people who appear unwell or who are coughing or sneezing, and
avoid sharing personal items.
Wear a face covering whenever you are out of the house and in contact with the general
public.
Minimise time spent in the general population and practise physical distancing (maintain a
distance of at least 2m/6ft, if possible) whenever out in public.
Avoid crowds, stores, busy public transit, sporting or mass entertainment events, and
other situations likely to attract large numbers of people.
Work from home wherever possible.

Healix clients should call Healix immediately if they feel unwell while travelling. We can
advise whether or not you should work from home, self-isolate, present for COVID-19
testing or contact the emergency services. In some countries you will be directed to
specialist government infection control hospitals. However, a number of private
hospitals have been designated as pre-hospital screening centres and are able to
perform testing for COVID-19 - all positive cases will, in most countries, be referred to
government appointed ‘infection control hospitals’.
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TIPS FOR TRAVELLERS

01

Pre-travel

02

At the airport / on board the aircraft

03

On arrival

Make sure that you are well and have no COVID symptoms, especially cough or
temperature, prior to leaving home. Pack enough masks for the entire journey assuming one surgical style face mask per every 4 hours. Pack at least 2
containers of 100ml alcohol-based hand rub (ABHR) containing a minimum of
60% alcohol. Pack alcohol-based hand wipes to wipe down surfaces. Download
airline apps, check-in online and download boarding passes. Book window seat if
possible to minimise contact with others inflight. Allow extra time as check in
procedures may take longer than usual. Regardless of vaccination status,
travellers are still likely be required to get a PCR test to avoid mandatory
quarantine on arrival. Check destination country requirements and make
arrangements in plenty of time.

Travellers will likely need to prove that they have received a full vaccination
course, have recently recovered from COVID-19 infection or have received a
negative result from a PCR test taken within an approved time window prior to
their trip to pass through border control. Avoid touching surfaces and crowded
areas. Use of inflight restrooms will likely be limited. Consider buying packed food
at the airport as inflight provisions may be limited. The plane will have been
disinfected but it is best practice to wipe down your immediate surroundings
when you reach your seat. Travellers are required to wear a mask. It is essential
that travellers check with their airline for what they are required to do on-board
their flight as there is no global standard. There is also very little room for
flexibility as protocols are strictly enforced by individual airlines. The onus is then
on the traveller to ensure that they have educated themselves on all the different
requirements.

Minimise time spent in the airport on arrival. Make sure reliable car service is prebooked - ensure driver will wear a mask for duration of journey. Wipe down
immediate surfaces in car. Open windows wherever possible - good ventilation is
recommended. Try not to use cash - use contactless card payments wherever
possible. Use ABHR whenever you are in contact with people/surfaces. Avoid
crowded areas. Eat from reputable outlets/restaurants.
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TIPS FOR EMPLOYERS

01

Return to work

02

Return to travel

03

COVID-19 Support

As organisations adjust to the new COVID-19 operating environment and you
look to welcome more of your employees back to the workplace, it is essential
that they conduct thorough risk assessments. Not only to fulfil their duty of care,
but also to reassure staff who may be nervous of returning after being furloughed
or working from home for several months. In addition to assessing physical risks
within the workplace, it is vital to identify individual employees who may be at
increased risk due to medical / clinical vulnerabilities, allowing additional
mitigation measures to be taken where necessary. Confidentiality concerns
surrounding personal medical information make this a challenging task for
employers needing to evaluate individual medical risks quickly and at scale.

Companies must have a robust corporate travel policy that demonstrates a strong
commitment to their duty of care. The logistical challenges of having staff contract
COVID-19 abroad can be challenging, and an insufficiently robust travel risk
policy may also bring risks associated with liability if an employee feels that they
were not either adequately briefed prior to their trip, or protected while in their
destination country. A thorough review of your corporate travel policy is also likely
to boost employee confidence in travelling once more. A structured, clear and
rigorous approval process is absolutely essential to achieving this, particularly for
destinations which may present heightened health or logistical challenges, owing
to a combination of stringent domestic measures, the uncontrolled spread of the
virus or insufficient and poor quality local health infrastructure. In some
destinations, travellers may find a combination of all these.

Organisations should provide clear, consistent advice based upon real-time
developments to all staff. Employees should be educated and receive guidance
on how to recognise symptoms, the basic precautions to take in order to prevent
exposure and what steps to take if they do become symptomatic. Human
Resources should be supported with dedicated specialist advice lines. Employers
should ensure that measures are in place to manage interactions with potentially
exposed employees; close consultation with legal and human resources
departments will be required for this initiative. If an individual is unwell and begins
to exhibit symptoms consistent with COVID-19, or if there is a chance they may
have been exposed to the virus, management of their treatment will need to be
coordinated.
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FOCUS ON

RETURN TO THE OFFICE

The question that many companies have
to address, as the pandemic has now
consumed 18 months of normal business,
is the timing for re-opening offices around
the world.
As we approach August, COVID-19 cases
are on the rise in North America, Europe and
Asia as Delta takes over as the dominant
SARS-CoV-2 variant across over 100
countries. However, vaccination drives are
helping to bring back confidence in reopening and many companies are starting, or
planning, to bring their employees back to the
office environment.
We look at the factors that will facilitate as
safe a working environment as possible,
remembering that the risk of transmission in
the office inevitably increases in line with
rising caseloads in the community, and
increasingly so as Delta advances…

Establish your thresholds for
re-opening and involve the
workforce
Government directives will primarily dictate
the ability to re-open offices. Caseloads of
confirmed infections, testing capacity,

hospitalisation rates and vaccination rates are
different in countries and cities across the
world. Multi-national companies will need to
set up their own thresholds for the return to
the office, as well as a potential return to
working from home, in a COVID-world that is
hugely varied and rapidly changing. It is
equally important that these policies are
explained to all employees and that they are
involved in the process. Open forums should
encourage a back and forth process in which
employers can explain the measures that
have been taken to protect the workforce,
while individuals can voice any concerns they
have. There should be both an open forum
and an anonymous system for those who are
not comfortable speaking up in front of their
peers. Address concerns and remain flexible
to individuals with specific circumstances that
provoke fear and anxiety.

More fully vaccinated employees
= fewer infections
The most effective way to reduce the spread
of the coronavirus at work is to encourage all
employees to get vaccinated. The
CDC/EU/UK-approved COVID-19 vaccines
are highly effective at preventing infection
and transmission. In an ideal world, the whole
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workforce would be fully vaccinated,
significantly reducing the chances of anyone
getting COVID and bringing the virus to the
workplace - the protection from infection is
generally between 70- 90%. Vaccinated
people are also much less likely to transmit
the virus if they are unknowingly infected.
More and more companies are investing in
government-led schemes to provide “jabs at
the workplace”. It has been clearly identified
that a significant group of vaccine-hesitant
people simply need to have the vaccine
brought to them. What better than the
convenience of a vaccination centre at the
workplace to encourage employees to
consider getting jabbed?

“

It has been clearly identified that a
significant group of vaccine-hesitant
people simply need to have the
vaccine brought to them

Very few companies have mandated that
everyone needs to be fully immunised before
returning to the office. A minority of people
have chosen not to get vaccinated, while
others remain unvaccinated for reasons
beyond their control, whether due to the
inability to access vaccines or co-existing
health conditions that prevent them from
getting vaccinated. Some people are
immunocompromised and may not get full
vaccine protection. There remains a duty of
care to protect these people from infection
through non-pharmaceutical measures
(NPIs). Protections might include things such
as a private work space that is physically
isolated from co-workers, staggered hours to
reduce exposure to other people or a workfrom-home arrangement.

Regular testing builds confidence
among co-workers
In the scenario of a mixed office environment
of vaccinated and unvaccinated co-workers
we will continue to need other measures to
reduce transmission. Asymptomatic and presymptomatic people make up at least half of

all people infected with COVID-19. In order to
reduce the likelihood of people going in the
office while unknowingly ‘infectious’ there will
continue to be a place for at-home lateral flow
tests (LFTs) and a regular testing protocol.
These tests are quick, easy and are
particularly effective in picking up the
asymptomatic infectious individual, and
alerting them to stay away from the office
until they have had PCR confirmation of
infection or otherwise. The regularity of
testing should reflect the prevalence of the
virus in the community. Of course, we need to
maintain the principle that anyone with
symptoms should, where available, take a
PCR test as soon as possible, rather than
rely on LFTs in these circumstances.
Coupled with a testing regimen should be a
test-and-trace protocol in order to quickly
identify co-workers who are possible
exposure contacts - rapid quarantine of coworkers, or government initiatives to regularly
test such individuals, will reduce workplace
outbreaks that could otherwise lead to the
closure of offices or whole departments.

Masks and distancing are still
important
NPIs will need to remain in place in order to
protect all vulnerable individuals and also to
reduce the possibility of ‘breakthrough
infections’ in the vaccinated. Unvaccinated
people should wear a mask (see suggested
mask guidelines), stay 2 meters / 6 feet apart
in public spaces, and avoid crowds and
poorly ventilated spaces. A decision will need
to be taken whether to mandate that all
workers wear masks in the office for maximal
protection, thus reducing transmission further.

“

Artificial dividers may impair
ventilation currents that would
otherwise result in good air-flow that
will clear the air

We now know that SARS-CoV-2 travels
through the air in tiny aerosolised particles,
as well as larger droplets. While Plexiglass
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barriers continue to have obvious benefits
where a receptionist comes into direct faceto-face contact with visitors for example,
there is no evidence that partial barriers
prevent transmission in the open office
space. In fact, artificial dividers may impair
ventilation currents that would otherwise
result in good air-flow that will clear the air.

Good ventilation is essential surface cleaning less so
Almost all COVID infections occur through
indoor air transmission. Ventilation and
filtration are essential to reduce the risk of
virus particles hanging in the air and infecting
office workers. There should be at least three
or four air changes per hour, ideally replacing
indoor air with fresh outdoor air. Additionally,
the air should be filtered. One way of
measuring the efficiency of the filtration
system is to determine the MERV (minimum
efficiency reporting value) of the filter. The
office filter should have a rating of at least
eleven, meaning that it can remove about
90% of particles that are one micron, or
larger, in size.
Alternatively, a simple carbon dioxide (CO2)
monitor will give an indication of the amount
of exhaled breath in the air. If the air is
stagnant then the CO2 will accumulate. There
should be less than 800 parts per million
(ppm) CO2. The level can be monitored
throughout the day to ensure that there is
good ventilation. It should be noted that if
there is good filtration of virus particles from
the air, the CO2 level is less important. A
portable air filter can be sufficient to clear an
enclosed room where outside air is not
accessible, such as a conference room, for
example. ‘High-efficiency particulate air’
(HEPA) filters are used in operating theatres
and planes but are also available for the
office space. A recent CDC study found that
using HEPA air filters reduced the aerosol
exposure of people in a room by up to 65%.
The filters worked best if they were located in
the centre of the room, close to the aerosol
source.

“

Regular standard cleaning of
surfaces should continue but
‘enhanced’ cleaning is not thought
to reduce transmission

Regular standard cleaning of surfaces should
continue but ‘enhanced’ cleaning is not
thought to reduce transmission - it has been
estimated by the CDC that only 1 in every
10,000 infections occur through surface
contact, the rest being through direct droplet
or aerosol transmission.

Technology is here to stay
We have grown used to embracing the
videoconferencing technology that has
enabled us to stay connected with colleagues
as well as clients and customers - video
booths and dedicated videoconferencing
suites in the workplace will continue to
provide an alternative to time-consuming and
tiring travel. Internal messaging servers will
continue to challenge the email burden and
can help in-person and remote workers feel
as if they’re on a level playing field. Logistics
needs to be coordinated to ensure those who
go into the office don’t get there and find the
building empty, perhaps by setting core hours
or days for on-site work.

Policies for quarantine and sick
leave are essential
One of the central principles for controlling
transmission of COVID is to ensure that when
an employee feels unwell they do not enter
the workplace until they are sure they are not
COVID-positive. It is essential that companies
develop policies that are non-punitive and
that do not encourage workers to come in
sick or when they have potentially been
exposed to the virus (especially if they are
unvaccinated).
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Ensure a forum for employees to
voice concerns
No policy covers every eventuality and an
inclusive system where employees are
encouraged to voice any concerns they have
about COVID directives will allow concerns to
be addressed before they become issues.
The company could establish a hotline or
other methods for workers to anonymously
report concerns they have regarding COVID
policies and practices.
These concerns may also take the form of
anxieties about the return to a communal
office environment. It is natural that, after well
over a year of protecting ourselves and
others, that we are worried about the
prospect of being thrust into a group of
people who may have a variety of attitudes to
prevention of transmission out of work. As
society re-opens, younger colleagues may
immerse themselves into a clubbing culture
that has been denied throughout lockdown.
We know that at least half of people have
asymptomatic infection and so fears are
inevitable. Every effort should be made by
management to engender an atmosphere of
trust and responsibility towards co-workers.

work remotely on a permanent basis,
prompting predictions of a virtual future,
abandoned commercial real estate and a
dispersed workforce. Google has suggested
a model with at least three days each week in
the office and two days out, while Microsoft
have suggested that working remotely up to
half the time would be considered a standard
moving forward. Rather than a stipulation of
being in the office three days a week,
companies may put forward an expectation
that each individual should organise their
working life so that, say, 60% of their working
time over a year is spent in the office.
Some companies are being even more
innovative: how would you like to have the
opportunity to work remotely from abroad, in
a country of your choosing, for one month
every year? It’s a reality in at least one
company…

Many companies are concerned about the
employment law consequences of ‘return to
office’ decisions and the concerns around
potential for liability, but many are equally if
not more determined to do what is right for
their people.
Unless changes are made, workers who
predominantly work remotely are significantly
less likely to be promoted, are less likely to
receive a bonus despite, on average, working
considerably more unpaid overtime than
those who never work from home.
Rather than a didactic model of a set number
of remote days vs days in the office, thought
could be given to a fully flexible hybrid model
in which employees are on-site for certain
meetings or projects and work from home for
independent work. During the first year of the
pandemic, a host of tech companies, such as
Twitter, announced they would let employees
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APPENDIX. EUA VACCINE APPROVAL CHART
PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

AFGHANISTAN
AFRICA REGULATORY TASK FORCE
ALBANIA
ALGERIA
ANDORRA
ANGOLA
ANGUILLA
ANTIGUA & BARBUDA
ARGENTINA
ARMENIA
ARUBA
AUSTRALIA
AZERBAIJIAN
BAHRAIN
BANGLADESH
BARBADOS
BARBUDA
BELARUS
BELIZE
BENIN
BERMUDA
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

BHUTAN
BOLIVIA
BOSNIA & HERZEGOVINA
BOTSWANA

x

BRAZIL
BRUNEI
BURKINA FASO
CAMBODIA
CAMEROON
CANADA
CAPE VERDE
CARIBBEAN REGULTORY SYSTEM
CENTRAL AFRICA REPUBLIC
CHILE
CHINA
COLOMBIA
COMOROS
COSTA RICA
CÔTE D’IVOIRE
DRC
DJIBOUTI
DENMARK (also within EU)

x

x

DOMINICA
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

DOMINICAN REPUBLIC
ECUADOR
EGYPT
EL SALVADOR
EQUATORIAL GUINEA
ESWATINI
ETHIOPIA
EUROPEAN UNION*
FAROE ISLANDS
FIJI
FINLAND (also within EU)

x

FRENCH POLYNESIA
GABON
GAMBIA
GEORGIA
GHANA
GREENLAND
GRENADA
GUATEMALA
GUINEA-BISSAU
GUYANA
HAITI
HONDURAS
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

HONG KONG
HUNGARY (also within EU)
ICELAND
INDIA
INDONESIA
IRAQ
IRAN
ISRAEL
IVORY COAST
JAMAICA
JAPAN
JORDAN
KAZAKHSTAN
KENYA
KIRIBATI
KOSOVO
KUWAIT
KYRGYZSTAN
LAOS
LEBANON
LESOTHO
LIBERIA
LIBYA
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

LIECHTENSTEIN
MACEDONIA
MACAU
MADAGASCAR
MALAYSIA
MALAWI
MALDIVES
MALI
MAURITANIA
MAURITIUS
MEXICO
MOLDOVA
MONACO
MONGOLIA
MONTENEGRO
MONTSERRAT
MOROCCO
MOAZAMBIQUE
MYANMAR
NAMIBIA
NAURU
NEPAL
NEW CALEDONIA
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

NEW ZEALAND
NIGER
NIGERIA
NICARAGUA
NORTH MACEDONIA
NORWAY

x

OMAN
PAKISTAN
PALESTINE AUTHORITY
PANAMA
PAPUA NEW GUINEA
PARAGUAY
PERU
PHILIPIPINES
QATAR
REPUBLIC OF THE CONGO
RUSSIA
RWANDA
SAO TOME & PRINCIPE
SAN MARINO
SAUDI ARABIA
SENEGAL
SERBIA
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

SEYCHELLES
SIERRA LEONE
SINGAPORE
SLOVAKIA (also within EU)
SOLOMON ISLANDS
SOMALIA
SOUTH AFRICA
SOUTH KOREA
SOUTH SUDAN
SRI LANKA
ST KITTS & NEVIS
ST LUCIA
ST MAARTEN
ST VINCENT & GRENADINES
SOUTH SUDAN
SUDAN
SURINAME
SWITZERLAND
SYRIA
TAIWAN
TAJIKISTAN
THAILAND
THE BAHAMAS
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PFIZER/
BIONTECH

MODERNA

ASTRAZENECA
OXFORD UNI**

SPUTNIK V

SINOPHARM

CORONAVAC

CANSINO
LOGISTICS

BHARAT BIOTECH

JOHNSON &
JOHNSON

mRNA

mRNA

Viral-vector

Viral-vector

Inactivated

Inactivated

Viral -vector

Inactivated

Viral-vector

TIMOR-LESTE
TOGO
TONGA
TRINIDAD & TOBAGO
TUNISIA
TURKEY
TURKMENISTAN
TUVALU
UGANDA
UAE
UK
US
UKRAINE
URUGUAY
UZBEKISTAN
VANUATU
VATICAN CITY
VENEZUELA
VIETNAM
WEST BANK
YEMEN
ZAMBIA
ZIMBABWE
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WORLD HEALTH ORGANISATION

= Recently Approved

= Use Recently Stopped

* European Union countries - Austria, Belgium, Bulgaria, Croatia, Republic of Cyprus, Czech Republic, Denmark, Estonia, Finland, France, Germany, Greece, Hungary, Ireland, Italy, Latvia, Lithuania,
Luxembourg, Malta, Netherlands, Poland, Portugal, Romania, Slovakia, Slovenia, Spain and Sweden.
** Also known as Covishield in some countries but same formulation as the Oxford/AstraZeneca vaccine.
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Corporate Travel Policy Best Practice

Organisations should provide clear, consistent advice based upon real-time
developments to all staff. Employees should be educated and receive guidance on
how to recognise symptoms, the basic precautions to take in order to prevent
exposure and what steps to take if they do become symptomatic. HR should be
supported with dedicated specialist advice lines.
Discover COVID Support Services

Employers should ensure that measures are in place to manage interactions with
potentially exposed employees; close consultation with legal and human resources
departments will be required for this initiative. If an individual is unwell and begins to
exhibit symptoms consistent with COVID-19, or if there is a chance they may have
been exposed to the virus, management of their treatment will need to be
coordinated. Employers can additionally fortify their operational resilience by making
provisions for remote working, which will serve as an invaluable contingency should
the transmission of the virus affect an organisation’s work premises.
Discover Healix Medical Assistance

Ensure employees are well prepared and educated about the risks of overseas
travel. Utilising training and development as part of the pre-trip approval process will
ensure standards are being met and help organisations to fulfil their duty of care
obligations, reducing the risk of failed assignments, operational disruption and
reputational damage.
Discover Healix E-Learning Solutions

It is vital that your employees are not put in a position where their health is placed at
unreasonable risk. All plans for international travel should be risk assessed based on
the traveller’s unique profile alongside medical, pandemic and logistic-based
information. Employees need to be able to travel with confidence knowing that risks
have been assessed, and organisations should be able to demonstrate proactively
managed duty of care and retain a clear audit trail.

Discover Healix COVID Travel Safe

© Healix International. All rights reserved.
Healix International is a global leader in travel risk management and international assistance services. Working on behalf
of multinational corporations, governments, NGOs and insurers, we are relied upon to look after the welfare of
expatriates, business travellers and local nationals living and working in every country of the world, 24 hours a day.
e: enquiries@healix.com | t: +44 (0)20 8481 7720 | w: www.healix.com
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