
NERVTAG is the New and Emerging Respiratory Virus Threats Advisory Group, reporting 

to PHE (Public Health England) https://www.gov.uk/government/groups/new-and-emerging-

respiratory-virus-threats-advisory-group 

It began a series of extraordinary meetings from 13th January 2020 (normally it meets once per 

year), summarized in Table 1.  

In January, it agreed with PHE that the risk to the UK population was ‘very low’, rising to 

‘low’ (by this stage, the rate of human-to-human infection was unclear). It focused primarily 

on (a) developments in the city of Wuhan (population: 11m) and then other parts of China, and 

(b) advice to UK travelers to China, then (c) giving advice for the NHS on how to define a case 

of COVID-19 in relation to symptoms (primarily fever) and a history of travel to an affected 

area. From the end of January, it began to discuss personal protective equipment (PPE) 

frequently, without describing the need to modify PHE advice significantly (and was not 

responsible for securing supply). 

In February, it agreed (on the 21st) that the risk to the UK population was ‘moderate’. It 

responded to questions from COBR (Cabinet Office civil contingencies committee, convened 

to discuss national emergencies) on the most effective public preventive efforts, prioritizing 

frequent and effective hand washing and advising against face masks for members of the public 

with no symptoms. In response to questions from the Department of Health and Social Care 

(DHSC), it described a ‘Reasonable Worst Case’ in the UK (to inform scenario modelling) as 

an 85% infection of the population, with half of those affected showing symptoms, then 

suggested that an estimate of 4% (of those with symptoms) needing hospital care ‘seems low’, 

while 25% (of the 4%) requiring respiratory support ‘seems high’. 

In March, it advised that voluntary self-isolation should be 7-14 days after ‘illness onset’, 

depending ‘on desired balance between containment and social disruption at the particular 

stage of the epidemic’. It should be longer during the ‘containment’ phase (‘In the current 

situation NERVTAG would prefer this period to be towards the longer end of the range’) but 

could be shorter when transmission is so widespread that someone infected represents a 

decreasing share of the infected population (‘an increased proportion of people may still be 

infectious when they end self-isolation but they will constitute a decreasing proportion of all 

infectious people’, 6.3.20: 2). 

Throughout, members of NERVTAG focused quite heavily on what seemed feasible to 

suggest, informing initial thoughts on: 

1. Handwashing advice. Initially it warned against too nuanced messages to the public, 

such as on the amount of time to wash. 

2. Face mask use. It identified (in multiple discussions) the unclear benefits if someone is 

well, plus the unlikely widespread public compliance, coupled with limited public 

training in their hygienic use and disposal (and the possibility that mask use in the UK 

‘may add to fear and anxiety’ – 28.1.20: 8) 

3. Voluntary self-isolation. It expressed uncertainty about public compliance, and the 

difficulty of knowing when the illness begins and infectiousness ends. 

4. Port of entry screening, assuming a low impact since it would miss most cases. 

 

https://www.gov.uk/government/groups/new-and-emerging-respiratory-virus-threats-advisory-group
https://www.gov.uk/government/groups/new-and-emerging-respiratory-virus-threats-advisory-group
https://www.instituteforgovernment.org.uk/explainers/cobr-cobra


Table 1: Summary of NERVTAG minutes, 2020 

Meeting  Summary of issues Advice 

(1) 

13.1 

41 cases in Wuhan City, China, no 

significant evidence for human-to-

human contact, treat it like SARS 

rather than influenza. Impact of disease 

in infected areas: Low/ Moderate. Risk 

to UK travellers to China: Low. Risk to 

UK population: Very Low (all are PHE 

risk assessments for NERVTAG 

consultation). 

Minimal change to travel advice.  

Port of entry screening at port would have a 

low impact. 

(2)  

21.1 

Rapidly changing situation. 279 cases 

in China, 4 outside. Some (unclear) 

evidence of human-to-human 

transmission (including to healthcare 

workers in the absence of PPE). Impact 

of disease in infected areas: Moderate. 

Risk to UK travellers to China: 

Moderate. Risk to UK population: 

Low. 

Advertise travel advice with posters, leaflets, 

announcements.  

Port of entry screening at port would have a 

low impact and miss most cases.  

Begin raising awareness among NHS staff. 

(3) 

28.1 

4585 cases in China, 70 outside (1 in 

Germany). Estimated R of 2.5-3, cases 

doubling every 3-4 days. Some 

evidence of asymptomatic cases, but 

uncertain if less infectious. Flights 

from Wuhan to UK ceased 5 days ago, 

which is less than the incubation 

period. 

Advice for NHS on case management should 

focus on interrupting transmission.  

Defining cases in relation to China as a whole 

is not feasible, and keeping a list of relevant 

provinces is complex.  

‘No evidence to support that the wearing of 

face masks by the general public reduces 

transmission … [and ‘may add to fear and 

anxiety’].  

‘Current PPE recommendations for pandemic 

flu are acceptable’ (and unnecessary for 

airline/ border staff) 

(4) 

30.1 

Revisiting the operational issue of case 

definition.  

There are many possible experimental 

treatments, but none with clear 

benefits. 

Shift to defining cases in relation to China as a 

whole (focusing on fever, cough, or shortness 

of breath).  

No ability to recommend ‘any experimental 

therapeutics’.  

(5) 

3.2 

NERVTAG was largely responding to 

questions submitted from ‘one of the 

COBR operational meetings via 

SAGE’. Throughout, there is a key 

focus on the feasibility of 

recommendations, ruling out 

messaging on handwashing time (too 

nuanced) and wearing a mask if 

asymptomatic (unclear benefits if well, 

unlikely compliance, and no training in 

their hygienic use). Research on the 

advice on decontamination is ongoing.  

1. ‘What are the most effective personal 

preventative measures recommended to 

members of the public to stop transmission?’ 

Regular handwashing (or hand gel if soap 

unavailable), and covering the nose/ mouth 

when coughing or sneezing. 

2. ‘What is the advice around facemasks …’? 

Health and social care workers should wear a 

mask when caring for someone with 

symptoms (there remains uncertainty about 

the need for and feasibility of providing 

respirators). Members of the public should 

wear a mask if symptomatic but not otherwise. 

(6) 

7.2 

New information suggests that UK 

cases can be connected to countries 

outside of China, and that the definition 

Shift in case definition to ensure high 

sensitivity: (1) indicate ‘fever alone (with a 

relevant travel history)’ while adding the 



used for case detection is producing a 

lot of ‘case variation’. Additional 

discussion on the use of PPE for ‘first 

responders’. 

number of relevant countries and not 

defining ‘fever’ strictly, and (2) including 

children (with ‘the WHO term “difficult 

breathing in children”’). 

(7) 

21.2 

75465 reported (laboratory) cases and 

2236 deaths in China. Outside China: 

1259 (across 29 countries) and 11 

deaths. Impact of disease in infected 

areas: Moderate. Risk to UK 

population: Moderate. Focus on DHSC 

(Department of Health and Social 

Care) questions to inform the 

‘Reasonable Worst Case’ (RWC) 

assumptions underpinning the SPI-M 

(Scientific Pandemic Influenza Group 

on Modelling). 

 ‘What proportion of the population could be 

infected with SARS-CoV2?’ 85%  

‘What proportion of these could be 

symptomatic?’ 50%  

‘Within this who will require hospital care?’ 

‘4% seems low’ (with 10 day average 

duration) 

‘And of those, what proportion will require 

respiratory support?’ 25% requiring non-

invasive or invasive ventilation ‘seems high’ 

Further, there remains no good evidence on 

effective clinical treatments.  

(8)  

6.3.20 

 

There is a lengthy discussion of current 

PPE guidance for healthcare staff, in 

which the ‘more enhanced protection 

used in other countries than what is 

recommended here’ (such as hoods) 

may be optimal but not feasible (plus 

some concern about FFP3 respirator 
stocks). PHE describes an urgent need 

to give guidance to people who are 

self-isolating at home (on the 

assumption that they won’t be tested in 

the community, and that the onset of 

illness is easier to discuss if symptoms 

such as coughs last for months after 

infection). 

No need to add head coverings (hoods) to PPE 

guidance. 

Self-isolation should be 7-14 days after 

‘illness onset’, depending ‘on desired balance 

between containment and social disruption 

at the particular stage of the epidemic’. It 

should be longer during the ‘containment’ 

phase (‘In the current situation NERVTAG 

would prefer this period to be towards the 

longer end of the range’) but could be 

shorter when transmission is widespread. 

The advice should be different for ‘those in 

immunocompromised groups and those on 

steroids’. 

(9) 

13.3.20 

Discussion of the infection prevention 

and control (IPC) guidance prepared in 

2019 for influenza (and its relevance to 

COVID-19), the SAGE declassification 

of COVID-19 as a ‘high consequence 

infectious disease (HCID)’, and the 

potential for reinfection rather than 

lifelong immunity (causing a second 

peak of infection in the same year). 

Update the IPC guidance 

Model for the possibility of reinfection  

(10)  

20.3.20 

3269 positive tests and 144 deaths in 

England. Little known on transmission 

or illness in children, transmission rates 

among the asymptomatic, or when 

antibodies could be detected after 

illness onset. 

PHE to provide a ‘weekly surveillance 

summary’, circulated to members, but 

‘classified as to their sensitive nature’ 

(‘official sensitive’).  

Proposal to study the disease among children. 

(11) 

27.3.20 

Notes the ‘relatively large increase in 

acute respiratory infection outbreaks, 

particularly in care homes’. Describes 

PPE guidance update and the 

effectiveness of non-invasive 

ventilation. 

Update but no major change to PPE guidance 

Proposal to study the randomisation of forms 

of non-invasive ventilation 

Note: the Minutes for subsequent meetings are not yet available. 

https://www.gov.uk/government/publications/wuhan-novel-coronavirus-infection-prevention-and-control


From gov.uk site on 1.6.20: 

“Role of group 

NERVTAG is an expert committee of the Department of Health (DH), and advises the Chief 

Medical Officer (CMO) and, through the CMO, to ministers, DH and other Government 

departments. 

It provides scientific risk assessment and mitigation advice on the threat posed by new and 

emerging respiratory virus threats and on options for their management. 

Code of practice 

New and emerging respiratory virus threats advisory group (NERVTAG): member code of 

practice (PDF, 106KB, 13 pages) 

Membership 

Current members are: 

 Professor Peter Horby (Chair): University of Oxford 

 Professor Wendy Barclay: Imperial College London 

 Professor John Edmunds: London School of Hygiene and Tropical Medicine 

 Professor Neil Ferguson: Medical Research Council, Imperial College London 

 Professor Andrew Hayward: University College London 

 Dr Benjamin Killingley: University College London Hospital NHS Trust 

 Professor Wei Shen Lim: Nottingham University Hospitals NHS Trust 

 Dr Jim McMenamin: Health Protection Scotland 

 Professor Peter Openshaw: Imperial College London 

 Professor Malcolm Semple: University of Liverpool 

 Professor Robert Dingwall: Dingwall Enterprises Ltd. and Nottingham Trent 

University 

 Dr James Rubin: Kings College London 

 Dr Cariad Evans: Sheffield Teaching Hospitals NHS Foundation Trust 

 Dr Chloe Sellwood: Co-opted Member, NHS England 

 Professor Ian Brown: Co-opted Member, Animal and Plant Health Agency (APHA)” 

[Plus observers from DHSC (often Whitty, Van-Tam, Harries), PHE, NHE-E, HPS] 

 

Minutes of Meetings 2020 onwards 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/487877/NERVTAG_code_of_practice_Final.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/487877/NERVTAG_code_of_practice_Final.pdf


NERVTAG met relatively frequently in 2020, moving from one annual meeting each year to 

11 meetings from January to March 2020. Although initially describing the low risk of 

human to human infection, the first meeting on 13th January was described as ‘extraordinary’, 

with plans to meet in approximately two weeks. Meetings 1-11 are summarised as follows: 

13 January (all meetings are telecom unless stated).  

1. Describes the purpose of NERVTAG’s (2020a: 2) extraordinary meeting: to brief 

members of the ‘new event in Wuhan City, China’ which is ‘fast moving’ and likely to 

involve other parts of government and bodies such as SAGE (Scientific Advisory Group 

for Emergencies).  

 The Chinese government informed the WHO of ‘cases of pneumonia of unknown 

microbial aetiology’ on 31 December (2019), and the WHO ‘confirmed that a novel 

coronavirus has been identified as the cause’ on 9 January (2020a: 2). 

 A post-meeting note refers to a WHO (12.1.2020) which states that most known cases 

related to the ‘the Huanan Seafood Wholesale Market’, and ‘The government reports 

that there is no clear evidence that the virus passes easily from person to person. 

Currently, no case with infection of this novel coronavirus has been reported 

elsewhere other than Wuhan’ 

 The PHE risk assessment: ‘Based on current available information, the current 

impact of the disease is considered: Low/Moderate. Risk to the UK population is 

considered: Very Low. Risk to UK travellers is: Low. The probability that a cluster in 

the UK of cases of severe acute respiratory infection of unexplained aetiology 

requiring intensive care admission is due to WN-CoV remains very low, but warrants 

investigation and testing. The risk to contacts of confirmed cases of WN-CoV infection 

is low but contacts should be followed up for 14 days following last exposure and any 

new febrile or respiratory illness investigated urgently’ (2020a: 6) 

 The travel advice to UK citizens focuses largely on hygiene, coupled with ‘seek 

medical advice’ if ‘developing fever and a cough within 14 days of travel from 

Wuhan City, China’ (2020a: 7). 

 ‘port of entry screening, whilst not having zero effect, has very low efficacy and the 

benefit is very unlikely to outweigh the substantial effort, cost and disruption’ (2020a: 8) 

 ‘NERVTAG members noted that data and guidance on pandemic influenza is not directly 

relevant for this novel coronavirus because pandemic influenza is efficiently transmitted 

from person to person and has a short incubation period. The incubation period 

distribution is likely to be relatively long for this novel coronavirus when taking into 

account the long incubation period seen in both SARS and MERS’ (202a: 7) 

21 January (telecon).  

 ‘PHE outlined that the situation was rapidly changing since the written update was 

produced and circulated on 20/01/2020’ (2020b: 2). 

 ‘Human to human transmission had now been reported overnight, including 15 healthcare 

workers (HCWs). Members commented that these HCW cases are thought to be due to a 

single superspreading event in a neurosurgical unit, with no PPE worn by HCWs or other 

patients’ (2020b: 2) 

 ‘crude Case Fatality Ratio (CFR) of 2.1%’ (2020b: 2) 

 “Impact of the disease – raised to ‘moderate’ from ‘low/moderate’, 

https://www.who.int/csr/don/12-january-2020-novel-coronavirus-china/en/


 Risk to UK population – raised from ‘very low’ to ‘low’ 

 Risk to UK travellers to affected parts of China – raised from ‘low’ to ‘moderate’” 

(2020b: 3). 

 ‘WB raised the question of whether the NERVTAG recommendation would change if 

there were evidence that exit screening were not taking place. NERVTAG members felt 

that even in the absence of exit screening, port of entry screening would still have low 

efficiency and would miss a large proportion of all cases entering the country’ (2020b: 6) 

 ‘Information leaflets on flights encouraging self-declaration and advice on what to do 

should travellers become unwell. NERVTAG thought this was worthwhile and the draft 

leaflets could be passed to psychologists and social scientists for views on how to 

encourage self-reporting to health care services’ (2020b: 6) 

 ‘It was noted that a precautionary Scientific Advisory Group for Emergencies (pre- 

SAGE) meeting would be held at 3:30pm tomorrow. NERVTAG input into this meeting 

would be essential with certain members to be issued invitations’ (2020b: 9) 

28 January (telecon). (2020c) 

‘4,585 cases have been reported in mainland China, with 70 reported outside the country. A case 

was confirmed overnight by Germany, this is the first case confirmed in Germany. The German 

national may have had contact with a confirmed Shanghai contact. It was clarified that the contact 

was made in Germany and the Shanghai contact then flew back to China where it was confirmed 

that they had WN-CoV’ (2020c: 2) 

NB the shorthand WN-CoV (Wuhan novel coronavirus) (2020c: 2) 

‘Following further scientific discussion, views of NERVTAG members were not unanimous but 

the predominant view was that the force of infection from asymptomatic individuals, if present at 

all, is likely to be lower than symptomatic individuals’ (2020c: 4) 

‘The epi-update included the estimated reproduction number from a WHO Emergency 

Committee meeting on 22 January 2020 where they stated that “Human-to-human transmission is 

occurring and a preliminary R0 estimate of 1.4-2.5 was presented. Amplification has occurred in 

one health care facility. Of confirmed cases, 25% are reported to be severe. The source is still 

unknown (most likely an animal reservoir) and the extent of human-to-human transmission is still 

not clear.” (2020c: 4) 

‘SPI-M group met yesterday and TI reported that the literature that was reviewed by SPI-M was 

of data from earlier in the epidemic and the R0 ranged from 2.2 to 3.1. The impact of the recent 

interventions by the Chinese Government on the R0 is not yet known. However, there seems to 

be a broad consensus across modelling groups worldwide that R0 seems to be ranging from 2.5 – 

3.0 based on the most up to date data.’ (2020c: 4) 

‘The committee contemplated the prospect of broadening the geographical area of the case 

definition to Hubei province or the whole of mainland China. NERVTAG agreed that expanding 

the case definition to the whole of mainland China at this moment in time was not feasible and 

did not seem appropriate with the information at hand. 

3.16 The consensus by NERVTAG was to expand the case definition beyond Wuhan and Hubei 

province to a wider number of provinces. This could be based on incidence of confirmed 

infections by provinces. Additional data on traveller volumes from provinces would assist with 

judging the volume of screening that would arise. NF and his team at Imperial College London 



are able to calculate this information for the next meeting for consideration. Then it will be for 

DHSC and PHE to take the decision on which provinces will be used in the case definition. 

3.17 NERVTAG acknowledged that the expansion of the case definition to those geographical 

provinces based on risk could change over time and that this should be kept under review. 

3.18 WB commented that this was a very elaborate solution and the list of confirmed numbers of 

the provinces is a very long. DC commented that this may not be that feasible for clinicians on 

the ground to look up the provinces. 

3.19 JH commented that a similar thing was done for Zika virus but it was hugely complex and 

there were issues from airlines about where they’re flying and the risk of transmission and 

insurance. 

3.20 JH also commented that any information and any update to the case definition will need 

wider coordination in DHSC for example with the Foreign Commonwealth Office. KW also 

noted that NHS 111 would also benefit from this information’ (2020c: 7) 

‘Despite China making it mandatory in some cities for the public to wear face masks, this 

recommendation is not in place in the UK. NERVTAG discussed whether face masks reduce 

transmission within the community or within households. The Committee reported that there is 

no evidence to support that the wearing of face masks by the general public reduces transmission. 

It was also noted that this may add to fear and anxiety’ (2020c: 8) 

‘PHE clarified that, this recommendation is for the public and is separate to the guidance on 

symptomatic patients wearing facemasks when they are being moved within a healthcare 

environment. In England, there is also guidance specific for people with mild symptoms and are 

self-isolated to wear facemasks however this should be considered on a case by case basis’ 

(2020c: 9) 

‘6 PPE in primary care. At present, there is no recommendation for PPE to be worn in primary 

care, as it assumed that patients will be isolated. However, it may be necessary for 

GP/Community staff to carry out emergency/essential review treatment. Many GPs will not have 

respiratory PPE so a solution is required. Does NERVTAG have a view on this? LR reported that 

in Scotland, there is clear guidance for those in primary care where staff are able to identify and 

isolate patients and then inform the local health protection team. If needed primary care in 

Scotland is equipped with appropriate PPE for this scenario as per standard infection control 

guidance in Scotland. NHS-E were not aware of any similar recommendations in England. 

NERVTAG recommended that NHS-E review the Scottish guidance and consider applicability in 

primary care in England’ (2020c: 11) 

30 January meeting (2020d) largely shifts advice on case management and finds not experimental 

treatments to recommend 

3 February (2020e) 

‘To protect yourself and others, you should wash your hands regularly, regardless of whether you 

are ill, but especially after blowing your nose, coughing, sneezing or touching used tissues; and 

after visiting the toilet. 

1.2 Respiratory and cough hygiene is designed to minimise the risk of transmission of respiratory 

illness: 

i. Cover the nose and mouth with a disposable tissue when sneezing and coughing. 



ii. Dispose of all used tissues promptly into a waste bin. 

iii. Wash hands regularly with soap and water; and in the absence of soap and water, hand gel is 

recommended. 

iv. Keep hands away from the eyes, nose and mouth. 

1.3 Wearing a facemask by symptomatic people is recommended, if tolerated. 

1.4 Wearing of facemasks by well-people living with symptomatic people is not recommended. 

1.5 Wearing facemasks by well people interacting with well member of the public (either 

occupationally or otherwise) is not recommended’ (2020e: 2) 

‘secretariat for SAGE gave some background to this item. Questions were submitted to 

NERVTAG from one of the COBR operational meetings via SAGE last Friday. These related to 

PPE in different settings and different groups and they wanted definitive advice around 

facemasks for the Civil Contingency Secretariat call tomorrow. Answers to the questions were 

written over the weekend by LR, BK and PH and so we are looking for the committee to endorse 

or refine these recommendations’ (2020e: 3) 

 

 

 

 


