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AM: He’s currently running the world’s largest randomised clinical 

trial for potential treatments for Covid19, and I spoke to him just a 

little earlier and I began by asking him whether we will get an 

effective treatment for Covid, and when. 

PH: Treatments in many ways are easier if you’re using drugs that 

are already used. So the trials that we’re involved in are using 

what we can repurposed drugs, so they’re drugs that are normally 

on the shelf in the pharmacy. So if we can test those, if we can 

show that they work, then we can give them immediately to 

everyone. With vaccines you’re giving them to a much wider 

population, you’re giving them to people who are not yet sick, so 

the risk/benefit balance is very different, so you need to be a lot 

more careful with new vaccines. But with drugs that already exist, 

if they work then we can use them straight away. So I think 

there’s a reasonably chance that we will find some drugs that will 

work, perhaps even this year.  

 

AM: Well, Remdesivir, for instance, has been already authorised, I 

think, for emergency use in the United States, and people are 

talking more and more about this, which I think was originally an 

ebola drug, as being something that’s actually useful for covid19. 

PH: Yes, so, pretty recently – two studies came out on the same 

day. There was one study from China. It was a small study but it 

didn’t really show any benefit. And coincidentally on the same day 

Anthony Fauci in the US announced that, you know, the headline 

results of a US trial which seemed to show a benefit, a reduction 

of about five days in duration of hospital stay, which is great. We 
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haven’t yet seen any benefit on mortality, but the final results are 

yet to be seen. 

 

AM: You talked about these drugs being available if they work. But 

remdesivir I think is not widely available at the moment. In fact, 

you weren’t able to get enough for your own very, very large-scale 

trials. 

PH: Yes, I mean, there’s two sorts of drugs. There’s the ones that 

are already available, the repurpose drugs, and then there’s the 

experimental drugs. So remdesivir is not yet properly licensed for 

anything, so it’s not yet available on the shelves. 

 

AM: Can you just explain to us how your trial works? 

PH: The recovery trial is an international effort really, and I think 

in the UK we’re in an excellent position, probably better than 

anywhere else, because we’ve got the NHS. We’ve also got a 

national research infrastructure, so we managed to open the trial 

across the whole of the UK. So in all the developed nations, it’s 

over 100,000 hospital (blip in sound). Really it’s there for any 

doctors and any patients to roll out into the trial. Which means we 

can get very big numbers. So we’ve now enrolled nine and a half 

thousand patients into the trials, makes it the biggest trial, we 

believe, anywhere in the world. So really it puts us in a very good 

position to get some very clear answers about whether these 

drugs are beneficial.  

 

AM: We’ve heard an awful lot about hydroxychloroquine. Is there 

any evidence at all that that works? 

PH: There’s no reliable evidence. We’ve got to be really clear that 

the anecdotes we hear and the very small studies really aren’t 

good enough. If you’re going to start treating very large numbers 

of patients with drugs that will have side effects you have to be 

really sure that they work. So I would say the jury’s completely on 

on hydroxychloroquine. 
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AM: This is the one that President Trump was advertising from his 

podium in the White House. 

PH: That’s right. You know, I think that was – it was just, you 

know, in a sense, almost reckless. This has well-known side 

effects, there are cases of people poisoning themselves with this 

drug. It really shouldn’t be used unless you’ve got good evidence 

that it works. And so we should tell patients that there are drugs 

that may work, if they want testing, the best way is through trials, 

because then we’ll know for sure if they work or not. 

 

AM: Is there a danger than remdesivir or whatever seems to be 

the lead drug after your trial simply becomes incredibly expensive 

for the NHS? The company making it ramps the price up, 

everyone around the world wants it, and it becomes hard to get 

and incredibly pricey? 

PH: This is where it’s important that there’s global solidarity 

around these issues. There should be no opportunity for a drug 

company to make vast profits from these drugs. Everyone across 

the world, whatever their income, including all the poorest 

countries, should have access to drugs like this. And they need to 

made – if they work they need to be licensed out for generic 

production so that they can be made available to everyone at cost 

price.  

 

AM: And is it likely, from what you’ve seen so far, that actually in 

the end it won’t be one single drug but possibly a combination of 

two or even three drugs that are being used widely? 

PH: Covid has sort of two aspects to it: you’ve got the virus and 

the viral replication, and we have antiviral drugs to sort of kill the 

virus, stop it replicating. But there’s also a lot of inflammation, and 

so you have other drugs that target inflammation. And you need 

both, I think. I think the best approach, therapeutic approach, 

would be a combination of one or more antivirals – you may need 

more than one antiviral to stop resistance – plus something that 

dampens down the immune response to the virus. 
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AM: So professor, you’re chair of NERVTAG, this very important 

committee. The Sunday Times reports this morning that warnings 

about the potential death toll have been sent to Ministers by 

scientists and if we get the unlocking wrong there could be 

100,000 deaths in Britain this year.  

PH: We have to be clear that this is not like a storm, where we 

batten down the hatches and then it passes by and then we walk 

out into the sunshine and it’s gone. It’s still out there. Most of us 

have not had this virus, and so if we get this wrong it will very 

quickly increase across the population and we’ll be back in a 

situation of crisis. So we have to be incredibly cautious about 

relaxing the measures. 

 

AM: I want to ask you about this R number. On television and 

elsewhere we talk about the R number with great confidence, but 

that depends presumably – it’s the rate of spread of the infection 

– on knowing exactly how many people in this country have been 

infected. And since we don’t know that, the R number is 

presumably, question mark, question mark, at best a guess. 

PH: It’s an estimate, yeah. And it’s based on all sorts of data 

sources all of which are imperfect and you try and put them all 

together to get the best idea. And we always put confidence limits 

around our estimate. We say we think it’s, you know, say point 

six, point seven, but it could be anywhere between point five and 

point nine. What we need to focus on, what’s critically important is 

improving the information streams. We need to get data much 

quicker on the number of people that have been infected in the 

community. That will allow us to have a much more precise idea 

of what’s happening. And then we could calibrate the public health 

response so that we keep it under control.  

 

AM: And we’re now hearing about the R number in different parts 

of the country. Clearly, London is much more infected than other 

parts of the country. Is there any realistic chance of having, as it 
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were, a city or regional breakdown, so people in Norwich or Wales 

can know about the rate of infectivity in their area? 

PH: It’s very difficult. The overall R number is a composite of 

actually lots of small epidemics. You’ve got epidemics in the 

community, you’ve certainly got epidemics in nursing homes and 

in healthcare settings, in hospitals, and there’s regional 

differences. It becomes really difficult to break those down 

because they’re so interlinked. And it may well be that there is 

different rates of transmission in different parts of the country. But 

because they’re so interconnected, it may not make sense to have 

different interventions in different parts of the country.  

 

AM: Now, we know that your committee, NERVTAG, advised 

Ministers last June to stockpile gowns and they didn’t. What 

should Ministers be stockpiling now, looking ahead? 

PH: The Personal Protective Equipment has obviously been a bit 

issue. A lot of the planning was done around pandemic influenza. 

This has been more extensive, I think, that any of us were 

expecting any pandemic to be, particularly I think the issues 

outside of the healthcare setting as well, in nursing homes and 

places like that. So now there are no excuses. We’ve really got a 

good idea of what we’re facing and we should be making sure we 

have access to the highest quality PPE that we can get. I think 

there is a real, serious, global problem of supply issues, but 

hopefully that will be solved over the coming months. 

 

AM: Richard Horton, who’s editor of the Lancet, had a bit of a go 

at government committees like NERVTAG, he said, ‘most of the 

members or participants in Sage’ – that key committee – ‘are 

actually government scientists on the payroll of the government. 

We did not have truly independent scientific advice. This is a 

system which is corrupted. We do not have people who are truly 

able to give truth to power.’ Do you feel, in your position, you can 

properly tell truth to power? 
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PH: Yes. I think he’s mistaken there. I mean, there are a lot of 

government advisers who observe on committees, and that’s, I 

think, right. So that they can actually see what the deliberations 

are, they can understand the thinking process, the science, so that 

they can make their policies fully informed about all of the 

uncertainties and what the data are saying. The scientists on 

those committees are completely independent. They’re seasoned, 

they’re not intimidated by politics or politicians, and there’s very 

robust discussions at those meetings and there’s frequently quite 

heated arguments. And to say that those people are somehow 

influenced by the politicians I think is wrong. 

 

AM: So NERVTAG itself has been criticised after giving covid19 

only a ‘moderate’ risk assessment.  

PH: I think that has been a bit misunderstood. The risk 

assessment was what’s the actual risk right now to people in the 

UK. It’s a risk assessment that’s based on geography. So is the 

risk greater at that time in China or Italy than in the UK? And what 

is the risk going to do over time? And so ‘moderate’ was what was 

the risk that day to people in the UK. And it changes all the time. 

Also it was not used as a trigger, so it wasn’t used as a trigger for 

any action. Parallel to that there was intense effort to respond to 

what we all knew was a major threat. 

 

AM: So it was the risk now, not the risk coming, to put it simply? 

PH: Yes, that’s right. 

AM: Professor, thanks very much indeed for talking to us today. 

(ends) 

 


