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Institutional versus 
home isolation to curb 
the COVID-19 outbreak

Borame Dickens and colleagues’ 
Correspondence1 is an interesting read. 
They have modelled and contrasted the 
epidemic curves of China with those 
of the USA and Europe to arrive at the 
conclusion that institutional isolation 
is better than home isolation.1 They, 
however, do not explicitly discuss the 
caveats—both theoretical and real-life.

Theoretically, Dickens and col-
leagues1 have made favourable over-
simplistic assumptions, such as lower 
rates of infectivity (basic reproduction 
number of 2·0, unlike 1·4–6·5 reported 
elsewhere2) and a lower prevalence 
of asymptomatic individuals (up to 
50%, unlike reports of up to 80% else-
where3). There are further underlying 
assumptions—eg, early stage of 
importation, homogeneity of risk-
exposure, and virulence of severe acute 
respiratory syndrome coronavirus 2 
within and between populations. 
Differences in systems’ capacity have 
been overlooked, such as strength 
of implementation of universal phy-
sical distancing, workplace or school 
closures, surveil lance, testing and 
contact tracing interventions, surge 
capacity, and sustainability.

From a real-life perspective, Dickens 
and colleagues1 could have discussed 
why Israel (an example cited for failed 
home-based isolation) has been able 
to implement other containment 
measures stringently and could still 
mitigate the spread of the virus. In 
fact, Germany could achieve success 

despite home-based isolation and 
management of cases with mild 
symptoms, which could have also been 
discussed. Dickens and colleagues1 
mention, but do not elaborate on, the 
so-called legal enforcement dimension 
for facility-based isolation in Wuhan, 
China. Could legal enforcement of 
mandatory facility-based isolation 
confound and accentuate the effect 
of such isolation on containment, 
vis-à-vis that of voluntary home-
based isolation? Would stringent 
enforcement violate individuals’ right 
to freedom of choice? Quarantine 
and isolation have mental health 
consequences. Why remove individuals 
from familiar home environments?4

The pandemic is now also ravaging 
the low-income and middle-income 
countries (LMICs). WHO data show that 
these countries are under-resourced 
(eg, 25·9 doctors per 10 000 population 
in the USA [2016] vs 17·9 in China 
[2015] vs 7·8 in India [2017]) and 
overpopulated. Institutional isolation 
in LMICs has challenges related to 
capacity and quality of care. There is 
risk of undue exposure and further 
depletion of scarce health-care 
resources.5 The WHO-China Joint 
Mission on COVID-196 suggested 
that infection among health-care 
workers could be high if supplies such 
as personal protective equipment are 
lower—a situation more likely in LMIC 
settings. Health systems in LMICs 
are not as resilient as in high-income 
countries. High rates of infection in 
their health-care workers could lead to 
a health services crisis.

We acknowledge that, at times, 
home-based isolation might have 
its disadvantages—eg, risk of trans-
mission to others. Yet can we be 
as sure that institutional, and not 
home-based isolation, could contain 
the outbreak? Should these be stand-
alone strategies? In figure A of the 
Correspondence,1 it seems that 
the curves touch the x-axis almost 
simultaneously. Thus, the interventions 
will not reduce the duration of the 
outbreak but the peak. Since most 

found that 54·5% reported anosmia in 
the first week. In this subset, anosmia 
appeared on day 2 (IQR 0-5) and had 
a median duration of 6 (3–11) days, 
but in 10% of cases, anosmia could 
persist for 3 weeks or more. In contrast, 
fever lasted a median of 3 days (1–7), 
although 10% reported it lasting more 
than 11 days and only 3·6% for more 
than 21 days.5

These data suggest that those people 
with new-onset anosmia should self-
isolate and seek testing. However, as 
anosmia or dysosmia can often be 
present long after the first 10 days 
when transmission is less likely,6 when 
used as a screening tool, it is crucial to 
consider the onset of symptoms so as 
not to discriminate against older people 
or those with long-term symptoms.
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than in most other settings. In fact, 
46–66% of transmission is household-
based (using the standard formula 
for attributable fraction).8 We need to 
zoom in our efforts on those settings 
where transmission is high.

The advantages of isolation of 
infected individuals in designated 
facilities are manifold. First, moving 
infected people out of their households 
and communities will interrupt chains 
of onward transmission. Second, 
even make-shift isolation shelters can 
provide medical monitoring to identify 
those patients who might clinically 
deteriorate, which usually happens 
around day 7–12 of illness. About 11% 
of mild cases deteriorate, often rapidly, 
with hypoxaemic pneu monia;6 hence 
mechanisms for rapid referrals from 
low-care isolation shelters to hospitals 
with higher levels of medical care will 
enhance clinical prognosis. Third, many 
self-isolating patients report loneliness 
and lack of access to daily necessities 
such as food. Isolation shelters can 
provide food, social activities, and 
company.4 Finally, isolation of all cases, 
even mild ones, will benefit the society 
at large as containing outbreaks early 
will prevent damaging lockdowns. It 
will also allow for speedier recovery of 
the economy as now seen in China.

Despite these advantages, we agree 
with Bhadoria and colleagues that there 
are several challenges with facility-based 
isolation of mild COVID-19. Make-shift 
hospitals or shelters where hundreds 
of infected people are cohorted might 
not be culturally acceptable in many 
societies—though such facilities have 
a long history—and cannot be legally 
enforceable in some jurisdictions. There 
are, however, other potentially more 
palatable options to isolate COVID-19 
patients. Hotels or dormitories could 
be re-purposed, for example. Given the 
high global incidence of mild COVID-19 
cases, we might not be able to rapidly 
scale up such facilities for all of those 
with mild disease. Those who live in 
multi-generational families, those 
staying at home with individuals at 
risk of severe COVID-19 outcomes, and 

The authors offer two examples of 
countries with successful mitigation 
without case isolation, but recent 
data from the evolving epidemic 
show that neither Israel nor Germany 
have truly mitigated the outbreak. As 
of Sept 18, 2020, Israel became the 
first country to announce a second 
country-wide lockdown. Germany has 
been a role model in Europe based 
on extensive testing, tracing, and 
quarantine of contacts, but it did not 
contain the outbreak to the extent that 
various Asian countries did. We invite 
Bhadoria and colleagues to look further 
east, to China, Taiwan, South Korea, 
and Vietnam, for templates for success 
in preventing or mitigating widespread 
community spread. These countries 
employed isolation of all cases, even 
mild ones, often using isolation 
shelters, hospitals, or other institutions 
such as hotels.3,4

Careful study of the sequential 
mounting of public health responses 
in Wuhan, China, to combat their 
explosive outbreak in January and 
February, 2020, showed five distinct 
phases. Only in the fourth and fifth 
phases, when isolation shelters for all 
cases (even mild cases) were instituted, 
did the epidemic curve not only flatten 
but show a rapid decline in daily new 
cases, down to zero within a matter 
of weeks.5 Of note, these shelters for 
isolation of mild cases were facilities 
built as make-shift hospitals in addition 
to existing health-care facilities.6

Why is institutional isolation 
such an impactful additional tool in 
the public health armamentarium 
to combat a respiratory pathogen 
associated with droplet, contact, and 
possibly even aerosol transmission? 
Because voluntary self-isolation of 
mild cases at home will always lead 
to some degree of non-compliance, 
thus further propagating transmission 
within households and into the 
community. As viral loads are high 
even in mild cases, mild cases can 
efficiently transmit the virus.7 There are 
ample reports that secondary attack 
rates in household settings are higher 

countries have opted for both home-
based and institutional isolation and 
lockdown, how do the 95% CIs of the 
curves overlap? A discussion of these 
issues would be insightful.
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Authors’ reply
We thank Ajeet Singh Bhadoria 
and colleagues for their insightful 
comments in response to our 
Correspondence.1 Although we focus on 
teasing out the impact of institutional 
isolation beyond the other non-
pharmaceutical measures, we agree that 
isolation of all cases cannot be a stand-
alone strategy. The pandemic response 
to COVID-19 must be a multipronged 
approach that includes liberal testing, 
tracing and quarantine of contacts, 
physical distancing, and widespread use 
of face masks—such a multipronged 
approach is particularly crucial for a 
disease with a high asymptomatic rate.2 
However, we disagree with Bhadoria 
and colleagues on several other points.
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