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LIVING SAFELY WITH COVID-19 

1.0 EXECUTIVE SUMMARY 

1.1 This paper will be supported at the Board meeting by a presentation on the 
local pandemic epidemiology. 

1.2 We are moving into a very different phase of managing the Covid-19 
pandemic, with high levels of vaccination in particular contributing to the 
virus tending to cause much less severe disease, and a consequent national 
policy change that has moved away from all formal restrictions and national 
interventions including contact tracing. It is therefore necessary for Cumbria 
to revise our local strategic approach: we now need to learn to live safely with 
Covid-19. 

1.3 Living safely with Covid-19 does not mean doing nothing or simply going 
back to the way things were in 2019; SARS-COV-2 remains with us and has 
the potential still to cause serious harm to some people as well as to return in 
more virulent forms. We therefore have to take an approach that, while much 
closer to what was normal life pre-Covid, retains a number of different layers 
of protection from vaccination, personal and environmental risk mitigations, 
protection of the most vulnerable, the ability to step up response to new 
variants, and provision of life saving treatments, all backed by ongoing 
pandemic surveillance and public communications. 

2.0 LINKS TO THE HEALTH AND WELLBEING STRATEGY 

2.1 The Health and Wellbeing Strategy includes “Protecting the health of the population 
as a whole” as one of its four key themes, with protection from communicable 
disease explicitly included within this theme. 

3.0 RECOMMENDATION 

3.1 That the Board: 
 
(a) Note the accompanying presentation on the local pandemic 

epidemiology  
(b) Support the strategic framework for the ongoing pandemic response as 

set out in section 7 of this report; 
(c) Agree to fulfil the function of the Health Protection Board in future, for as 

long as that function is required by national guidance. 
 



 

 

4.0 BACKGROUND  

4.1 Two years in to the Covid-19 pandemic, and coming out of the Omicron wave, the 
position (in the UK at least) is looking very different to the way it looked coming out 
of previous waves. We have been fortunate in that Omicron, while clearly more 
transmissible (aided by extremely limited restrictions on social interaction), appears 
to have been inherently less severe in its effect than previous variants. That may 
have been luck; however, we now also have very high levels of population immunity 
(or at least partial immunity, with excellent protection against serious illness) due 
largely to the success of the vaccination programme, but also to prior infection. 
Together this means that the Omicron wave has been characterised by case rates 
that peaked at nearly four times the rate in the Alpha wave (Jan 2021), but 
hospitalisation rates that only reached 65% of their Alpha peak, and mortality that 
peaked at around 21% of the Alpha peak.  

4.2 Inevitably therefore there has been a lot of discussion about Covid-19 becoming 
endemic, and the need to “live with it” rather than continuing to impose restrictions 
aimed at keeping case rates down. Nationally this has resulted in the lifting of all 
remaining Covid-19 regulations, the ending of contact tracing, and a plan to scale 
down significantly the amount of testing being carried out by April 2022. This paper 
therefore outlines the current epidemiological position together with a revised 
strategic framework for the future response in Cumbria. This strategic framework 
was approved by the Health Protection Board at its meeting on 22 February 2022. 

5.0 IS COVID-19 NOW ENDEMIC? 

5.1 The short answer to this is no, it’s not – not yet. It may go that way, at least in some 
sense of the word. “Endemic” is a term with several interpretations. It can mean that 
a disease has a roughly constant presence, with R=1, though obviously there can 
be surges and outbreaks within this, and endemic diseases can flare into localised 
epidemics for a while. Within a cyclical pattern of infections, the “endemic phase” 
can also mean circulating at a low level, say around 1% population prevalence. 
We’re clearly not at either point with Covid-19 yet, which is still seeing international 
patterns in transmission with clear pandemic waves, and a population prevalence 
estimated at around 5%.  

5.2 More broadly, endemic can also be taken as indicating that disease patterns are 
generally predictable and effectively managed through “business as usual” 
processes. Flu is a good example – it’s certainly not roughly constant, but does 
have predictable seasonal waves that we are well used to dealing with. This may 
well be what Covid-19 settles down to – but again it’s not there yet, as the sudden 
emergence and surge of Omicron demonstrates. However despite the fact that 
Covid-19 is likely to remain unpredictable for a while – potentially for a number of 
years – it may well be that we can get to the point of largely managing it within 
business as usual approaches.  

5.3 In all of this, it’s crucial to note that endemic does not mean “mild” (smallpox was 
endemic for centuries); nor does it mean that we shouldn’t do anything about it (Flu 
is loosely endemic, and while many people may treat it as “normal” we have a 
sophisticated surveillance system for it, an annual vaccination programme, and 
outbreak control measures in vulnerable settings such as care homes). What it 
actually means is that society has reached a consensus about the balance between 
the investment – both financial and social – that it is willing to make, and the harm – 



 

 

whether through mortality, illness or increased demand on services – it is willing to 
accept. This consensus is of course rarely explicit, but in this unusual situation of 
living through a transition from pandemic to endemic there is the opportunity to be 
so. 

6.0 WHAT MIGHT THE MEDIUM TERM LOOK LIKE? 

6.1 While inevitably there is a degree of speculation here, the following sets out what 
seems to me to be the most likely scenario for the coming months. 

6.2 The original and Alpha waves dropped to extremely low levels of transmission in the 
context of significant social lockdowns. The Delta wave, which occurred in the 
context of much less stringent restrictions, never reached those low levels and 
indeed after the initial sharp spike settled into a second longer wave that lasted 4 
months before Omicron took over. As we now go into a period of no legal 
restrictions, there is no reason to think that Omicron will tail off to almost nothing; it 
seems likely that it will continue to circulate at a reasonably high level for quite 
some time, possibly dropping to lower levels over the summer (but note that Covid-
19 is not necessarily seasonal yet – Delta was a summer wave).  

6.3 Thanks to vaccination and prior infection combined so many people in the 
population now have antibodies to SARS-COV-2 (almost 99% of adults according to 
some estimates) that while we may well continue to see high numbers of cases, 
mostly these are likely to be mild. It does appear that antibodies continue to offer 
significant protection against severe illness even as their protection against infection 
wanes. The number of hospitalisations and deaths is therefore likely to drop back to 
very low levels. 

6.4 However even with Omicron as the dominant strain it is unlikely that hospitalisations 
and deaths will stop altogether. Covid-19 has already become a substitute cause of 
death in some cases (i.e. some people who pre-Covid would have died of 
something else are now dying of Covid). This is likely to be a long-term change, so 
increasingly raw Covid mortality will be less useful as a measure of how bad the 
situation is. Overall excess mortality is likely to be a more valuable measure, or 
potentially the ratio of Covid mortality to excess mortality. Accepting some degree of 
Covid-related mortality is therefore inevitable – the question is how much is now 
considered natural or unavoidable, and how much is preventable. In this context the 
critical issue is how best to protect those who are particularly vulnerable – including 
those who have not been vaccinated, as for them even Omicron is not necessarily a 
mild infection. 

6.5 There are likely to be further waves of infection. This may be due to waning 
immunity (as is the case with other coronaviruses that cause the common cold) or 
to new variants emerging. If the former, it is likely that there will still be significant 
protection from serious illness; if the latter, this is not necessarily the case. Just 
because Omicron causes milder illness than its predecessors does not mean that 
the next variant will as well; the major past variants (Alpha, Delta and Omicron) 
have not been variations of the major one before it, they have emerged from other 
circulating strains. So a future Variant of Concern could be more or less 
transmissible, and more or less dangerous. This implies a need for continued 
surveillance at global and national levels, and a need to be able to step into 
response mode quickly.  

 



 

 

6.6 Even outwith the context of significant waves of infection, there are likely to be 
regular localised outbreaks – much more akin to the scenario seen in the summer 
of 2020 following the first wave. Some of these may go undetected as people with 
mild symptoms don’t get tested, but in some circumstances (e.g. in care homes or 
other more vulnerable settings) they may require a local response.  

6.7 Note that this is uncertain and difficult to predict – so any or all of the above may 
ultimately prove to be incorrect. 

7.0 THE LOCAL RESPONSE AND CHANGING STRATEGY 

7.1 The local response to Covid-19 in the first two years, across four distinct waves and 
between them, has been robust and intense. It has involved a very large number of 
people from a wide range of sectors and agencies, many of whom have rapidly 
adapted to new roles and ways of working and have repeatedly gone over and 
above the call of duty to contribute to the pandemic effort. Throughout, we have 
flexed and adapted the response to take account of changing circumstances, both 
epidemiological and political: every wave has been different, had different national 
responses, and therefore required different local responses. We have frequently led 
the way nationally, from setting up local contact tracing before the national system 
was in place in summer 2020, through the fantastic work carried out through our 
community resilience groups, to our local enhanced policy in schools in autumn 
2021. We can be proud of our response so far; it is now time to adapt again to the 
next phase of the pandemic. 

7.2 This also offers us an opportunity to try to reshape social responses to other 
infectious diseases. In normal times, Flu kills approximately 10,000 people per year 
in the UK. Some of this may be inevitable – everyone has to die of something 
eventually, and sometimes that’s Flu – but some of it may be preventable, enabling 
some people to live longer lives. It is notable that the last two years have seen 
almost no Flu circulating – which is likely to be in part due to Covid-19 “out-
competing” Flu, and partly due to the social restrictions in place when it would have 
been mostly likely to circulate. Even common winter viruses that don’t cause much 
of a significant burden of illness, but that do contribute to reduced productivity, 
could potentially be reduced by some social changes prompted by the response to 
Covid-19.    

7.3 If the above projections are even close to reality, the strategy for the medium term 
(and for some aspects of the long term) can usefully be seen as having a number of 
different layers of protection, all backed by adequate surveillance and good public 
communications, as illustrated below. 

 
 



 

 

 
 
Surveillance 

7.4 Surveillance at both national and local level is about ensuring that we have 
sufficient information on both epidemiology and viral variants to enable an ongoing 
response, including stepping up again should new Variants of Concern be 
identified. This requires at least some degree of testing to remain part of the 
system. The national plan sets out the intention to reduce testing very substantially 
from April 2022, with LFTs no longer being free to the general public (they will still 
remain free for some as yet not fully specified at-risk groups) and no general public 
access to PCR tests. This does generate some concerns, particularly around 
reduced surveillance capacity and the potential to exacerbate inequalities due to 
access to testing becoming a matter of affordability. 

7.5 At present screening testing is undertaken with everyone admitted to hospital. It will 
remain important for hospitals to be able to protect the most vulnerable, so in the 
short term at least universal admission testing should remain in place; this will need 
to be kept under review with the potential to move to more targeted (or simply 
symptomatic) testing later in the year. 

Protection layer 1: Vaccination 

7.6 The vaccination programme will of course be nationally driven and delivered by the 
local NHS essentially now as “business as usual”. However, at the very least 
ongoing efforts to increase vaccination uptake within the existing programme should 
continue at local level. This should include the ongoing support for the community 
resilience structures, which can be built further to support this and many other 
aspects of the public health agenda over the long term. In the medium to long term 
it is entirely possible that Covid-19 vaccination will become part of the routine 
annual programme, potentially as a joint jab along with the Flu vaccine – however it 
is no way clear yet whether this is likely to be required or justifiable.  

 
 
 
 
 



 

 

Protection layer 2: Individual risk mitigation 

7.7 The national strategy places substantial emphasis on individual responsibility for 
decision making, with an end to mandatory self-isolation not only for contacts but 
also for cases. This will largely therefore come down to people observing good 
hand and respiratory hygiene, and voluntarily self-isolating (or at least significantly 
reducing their contact with others) when positive, as well as making individual 
choices about their own exposure to higher-risk environments. 

7.8 The ending of mandated mask wearing in public places has already been 
announced, and any change to this in future is a matter for national government. 
However, mask wearing remains a valuable control measure, and in the short term 
at least, we should continue to promote masks in key spaces where people have 
little choice but to be crowded with others (particularly public transport). In the 
longer term, encouraging people to continue wearing masks as a matter of courtesy 
to others if they themselves have any respiratory symptoms would contribute to a 
reduction in transmission of a wide variety of viruses beyond Covid-19.  

7.9 In terms of isolating as a case, clearly this requires both knowledge that one is a 
case, and the wherewithal to isolate. Given the substantial reduction to testing 
availability from April 2022, we are likely simply to have to encourage people with 
respiratory symptoms to assume they are Covid positive and act accordingly. This 
is a real opportunity to try to end the culture of workplace presenteeism, where 
people with clear respiratory symptoms still turn up at work and spread them to 
everyone else. Where people are able to work from home – now of course much 
more commonly available than it once was – and they feel well enough to work, 
they should be encouraged to work from home instead. Where they can’t work from 
home, they should consider how they can limit contact with others and wear a face 
mask to protect others. Employers should be encouraged to enable self-isolation 
with respiratory symptoms through their sickness absence policies where home 
working is not possible.  

7.10 At local level, District Councils still have some unspent COMF funding associated 
with discretionary self-isolation payments; these can continue for the moment, but 
the funding will not go very far once the national self-isolation payments end. The 
fact that from 23 March access to statutory sick pay from day 1 will end, returning to 
the status quo ante, is a missed opportunity to reform the system in a way that 
encourages self-isolation of those at risk of spreading a wide range of 
communicable disease, and we should continue to advocate for such reform. 

Protection layer 3: Setting-based risk mitigation 

7.11 The pandemic has seen a step-change in the emphasis on infection prevention and 
control measures in many settings, notably in care homes and schools, but to a 
lesser extent in every workplace and other public places. Maintaining some of these 
in the long term – including for example hand sanitiser stations in offices and public 
buildings – could have public health benefits beyond Covid. And in more vulnerable 
settings such as care homes, continuing the higher level of advice and support from 
an enhanced community infection control team would likewise contribute to 
reducing incidence of a number of key diseases including Flu and norovirus. 
Additional capacity in the public health team is therefore being retained until at least 
March 2023 to enable this enhanced function. 

7.12 Ventilation is increasingly recognised as an important measure for controlling 
transmission indoors, and like many of the other measures described in this paper 
is likely to have wider health benefits. For the long term, planning policy should 



 

 

incorporate adequate ventilation and air filtration standards for new buildings, and 
maintenance schedules should begin to programme in integration of new ventilation 
systems into existing buildings. However, this is a long term and costly exercise. In 
the shorter term, a review of the emerging evidence surrounding the use of portable 
air filters should be undertaken and, if the evidence supports it and budgets permit, 
such filtration systems should be much more widely utilised and made available 
particularly in care homes, schools, healthcare settings, and offices. 

7.13 In terms of wider Covid-security measures, while Covid passes for access to large 
events and particularly crowded situations are no longer mandated, they would be a 
valuable tool and we should continue to encourage events and venues to adopt 
these at least in the medium term. 

7.14 While routine contact tracing and isolation has now ended, that does not imply the 
end of support to key settings such as workplaces, schools and care homes. As 
noted above an ongoing infection prevention and control response will continue to 
be appropriate for these settings, though the thresholds for intervention are likely to 
be higher.  

7.15 In care settings Covid-19 should be managed in a similar way to Flu, with additional 
measures including greater levels of mask-wearing and potentially provision of 
prophylactic antivirals stepped up in response to an outbreak.  

7.16 Schools should be encouraged to follow the guidance for the general population, 
with isolated cases not receiving a public health response, but with support 
available to help manage outbreak situations where there is evidence of in-setting 
transmission – including potentially a short-term return to mask wearing at least in 
secondary settings.  

7.17 Other workplaces should continue to be able to expect an outbreak response 
including advice and support to access testing should this be required. Capacity in 
public and environmental health teams will continue to be needed to meet this 
demand, though this is likely to be at lower levels that at present and will continue to 
be funded through COMF carry-forwards. 

7.18 Finally, as Covid-specific regulations end, workplaces will continue to have general 
health and safety responsibilities. Employers will therefore have to be aware of how 
they are meeting these responsibilities with regard to protecting staff from Covid-19. 
The role and approach of the HSE is likely to become crucial in this, as is good 
employee (and Trade Union, where applicable) engagement in order to reduce the 
risk of tension and conflict – and potentially litigation – in the workplace setting.  

Protection layer 4: Protecting vulnerable groups 

7.19 It is clear that while “living with Covid” may be relatively straightforward for the 
majority of the population, there are some who remain particularly vulnerable to the 
disease for whom a societal return to some degree of normality brings with it 
additional risks. It is critical therefore that the local strategy has a significant focus 
on supporting and protecting those individuals, many of whom feel that they are 
being forgotten in the move towards the next phase of the pandemic response.  

7.20 Many of the individual behavioural mitigations described above are predominantly 
there to protect others, so emphasising the importance of these as a civil act to 
reduce risk to the most vulnerable will be a factor in local communications. This 
should particularly be the case where there are likely to be more vulnerable people, 
for example in health and care settings, or where people are meeting with those 
they know to be more vulnerable.  



 

 

7.21 Should the national testing regime allow, we should continue to encourage people 
to LFT even if asymptomatic when visiting vulnerable individuals or settings. 

7.22 The NHS is increasingly able to offer a range of antivirals to those considered 
clinically vulnerable, including both early access to treatments when symptomatic, 
and even moving to post-exposure prophylaxis in some cases. This programme of 
work should be stepped up and co-ordinated further to ensure that everyone who is 
eligible for it is aware of it and covered by it. 

Protection layer 5: VOC and surge response 

7.23 While the local contact tracing system has been one of the most important tools 
we’ve had to control transmission for more than 18 months, and we have done it 
extremely well (and flexed it appropriately to respond to changing circumstances), 
routine contact tracing has now ended, and with the closing down of the national 
system for reporting case details we could not now continue with it locally even if we 
wanted to.  

7.24 However targeted contact tracing may still be required is in response to outbreaks, 
particularly in more vulnerable settings, and in response to new Variants of 
Concern. We therefore need to maintain sufficient flexible capacity in our local 
teams (at both County and District level) to be able to lead on very local (District 
level) outbreak response, and in the event of a new Variant of Concern potentially 
to surge capacity to do much more tracing either at the local or County level. This 
means maintaining a multi-skilled workforce that can support outbreak response 
when necessary but can undertake wider environmental and public health activity 
(including but not limited to ongoing infection prevention and control programmes) 
where such outbreak response is not required. Given the likely timescales for the 
next phase of the pandemic this response needs to be available until at least March 
2023. 

7.25 Surge and VOC response will also require rapid access to scaled up testing 
facilities. The national plan is silent on the mechanisms for this; in Cumbria we have 
an extremely effective and efficient system in place for distribution of test kits and 
we should work with national and regional teams to enable this to be retained at a 
reduced capacity to enable rapid deployment when required. 

Protection layer 6: Life saving inpatient therapies 

7.26 Clearly the NHS will continue to provide the best treatment available for anyone 
who needs it as part of the everyday health service, and will keep services under 
review as new treatments become available. 

Communication 

7.27 Communication has been a central plank of the local strategy and while it will 
change in frequency and message it will continue to be so in the context of wider 
public health communications – particularly in attempting to create the social and 
cultural changes described above, and through giving people enough information 
about the local epidemiology to enable them to reach their own judgements about 
their actions and behaviours. 

7.28 As such the SMAC will be developing a new communications plan aimed at 
ensuring people are fully aware and supportive of the new approach to managing 
the pandemic and that they have all the knowledge and information they need. 

 
 



 

 

8.0 LOCAL RESPONSE STRUCTURES 

8.1 The local Covid response structures include the Health Protection Board (strategic); 
the Outbreak Engagement Board and the Tactical Oversight Group (tactical) and 
the Incident Management Hub, the Compliance and Enforcement Sub-Group, and 
Outbreak Control Teams for care homes and education settings (Operational). As 
we move into this next phase, with Covid largely being seen as “business as usual”, 
it is reasonable to keep these structures under review.  

8.2 The Health Protection Board was originally established both as the main strategic 
Board and as the group that would approve proposals for local lockdowns. The 
national approach to the latter changed quite early on, and the HPB has not needed 
to serve that function since. It has not needed to meet as a strategic board for 
several months. On that basis, it could be appropriate at this point to step down the 
HPB as a separate body, and for any strategic functions that may remain to be 
picked up by the Health and Wellbeing Board. 

8.3 The role of the Outbreak Engagement Board has been fulfilled by the Public Health 
Alliance. In so far as this function is still nominally required (national guidance on 
this has not yet changed) the PHA can continue to take on this function – however it 
would be valuable to switch the balance of the focus of the PHA back onto the wider 
public health agenda. 

8.4 The Tactical Oversight Group has recently been meeting on a monthly basis. 
Ultimately it is likely that this group can be stood down (albeit with the ability to step 
back up if required) but it should meet at least until the end of March to take 
oversight of the transition to the new arrangements. 

8.5 Operational groups will be stepped up or down as necessary as part of the business 
as usual approach. 

9.0 CONCLUSION AND RECOMMENDATIONS 

9.1 The above strategic approach to medium term measures is consistent with the 
national plan, and attempts to strike the right balance between appropriate and 
publicly acceptable levels of action, and accepting that there will continue to be 
some ongoing health harm caused by Covid-19 in the long term.  

9.2 The Board is asked to support the strategic framework outlined above, and to agree 
to fulfil the function of the Health Protection Board in future as long as there is a 
requirement for such a function. 

Colin Cox 
Director of Public Health 
 
February 2022 
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