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ABSTRACT

This report tells the story of the first phase of Italy’s response to the COVID-19 virus, which in many people
transformed into the dreaded illness known as COVID-19, leading to unprecedented death tolls across
the world. Readers should note that the report is an unfinished story. It was written in the midst of the
initial phase of the pandemic in a climate of constant and daily change as the country responded to this
unprecedented challenge. While early lessons will surely need to be revisited, this report is a first account
of ltaly’s immediate experience with COVID-19, dealing with different aspects of the response as the first
country that experienced widescale community transmission in Europe.
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Foreword

Italy’s first response to COVID-19 occurred at a time of unprecedented challenge, but the country
quickly stepped up to the plate. The response called for solidarity and a quick exchange of
experiences — something that is at the heart of the European programme of work “United Action
for Better Health.”

This unprecedented challenge is now being faced by countries across the WHO European Region
and countries in all WHO regions. Our lives have changed since COVID-19 entered our world,
and things will never be the same. We have had to shift our work modalities during lockdown
mode, and learn how to greet our friends and dear ones while keeping a safe distance. We
have understood that despite physical distancing, we need to stay connected not just for social
purposes, but also to be able to learn from one another. This “connection” has been a critical part
of ltaly’s response.

Italy was among the first countries in Europe to identify the virus in its midst and was for months
the hardest-hit country in Europe in terms of deaths and cases. ltaly was also the first country
that the world looked at, and is still looking at, in its search for what works in terms of a country
response. Evidence is still scarce in this area, but clearly needs to be accumulated.

Italy has one of the strongest health systems, but when COVID-19 came to its doorstep, it brought
this system to near collapse. And this made the world panic.

At the end of the first phase and while entering a transition to so-called normality, it is time to
reflect on how ltaly responded.

| extend my most heartfelt solidarity to the people and health leaders of Italy and reassure you that
as WHO, we are walking with you as you continue to face this unprecedented challenge.

Hans Henri P. Kluge
WHO Regional Director for Europe



A comment from the authors

This report tells the story of the first phase of Italy’s response to the COVID-19 virus, which in
many people transformed into the dreaded illness known as COVID-19, leading to death tolls
that shook the world. Readers should note that the report is an unfinished story. It was written in
the midst of the initial phase of the pandemic in a climate of constant and daily change as the
country responded to this unprecedented challenge. While early lessons will surely need to be
revisited, this report is a first account of Italy’s immediate experience with COVID-19, dealing
with different aspects of the response as the first country that experienced widescale community
transmission in Europe. The understanding of what happened during this first phase will surely
need to be revisited as the epidemic, and the response to it, runs its course.

A deserted St Mark’s Square in Venice, on a sunny day in Spring 2020
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1. Introduction

In early January 2020, ltaly watched as a newly identified coronavirus (COVID-19) spread in
China. It seemed a slightly worrying, yet distant, phenomenon. On 30 January, the WHO Director-
General declared COVID-19 as a Public Health Emergency of International Concern (PHEIC).
That same day, two Chinese tourists from Wuhan tested positive for the virus in Rome. Soon
after, on 6 February, a third case was detected in an ltalian repatriated from Wuhan. COVID-19
was at the country’s doorstep. Cases' began to be detected in other parts of Italy. Less than two
months later, ltaly was seeing up to 1000 COVID-19-related deaths per day.

Italy had become the European epicentre of one of the most significant pandemics of our time. It
crept up while the world was looking at their smartphones or other devices. COVID-19 personifies
globalization. Despite all the advances societies have made in terms of technology, as of 30
April 2020, the virus had reached 210 countries and territories around the world, with 3 175 207
laboratory-confirmed cases of COVID-19 virus and a death toll of 224 172 (1).

This report tells the story of ltaly’s initial response to the epidemic. It takes stock of lessons
learnt from managing the country’s response with a primary focus on public health but also
taking into account economic, legislative and social issues. It provides the reader with the when
—the chronology of the virus’s arrival in Italy and actions taken — and the how - Italy’s response
and efforts to get the epidemic under control. At the time of writing, Italy was barely emerging
from the first phase of the epidemic and starting to consider the second, transition phase. The
lessons from this first phase are still being accrued, day by day. As the spread of COVID-19 has
happened at different moments in time throughout the world, it is hoped that what can be learnt
from the events in Italy can be of interest to countries where the epidemic took hold at a later
date. The potential of this type of experience, captured during the course of the pandemic, is
instrumental in informing early recovery efforts.

The report also presents profiles from all of Italy’s regions that summarize data and activity in
areas such as epidemiological profiles, hospital capacities and communication. The Annex cites
the data sources from which the regional profiles were compiled.

1 The term “cases” is used to indicate people who have developed COVID-19.
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2. The epidemic

2.1 Transmission

Italy was not totally unprepared for an epidemic when the first news bulletins came from China
(Box 1). In 2006, after the first severe acute respiratory syndrome (SARS) epidemic, the Italian
Ministry of Health and regions approved a national pandemic influenza preparedness and
response plan, reconfirmed in 2017 (8-171), with guidelines for regional plans. More recently, the
H1N1/09 virus in 2009 and the Ebola virus in 2014 drew attention to the risk such phenomena
could present. The 2014-2018 National Prevention Plan (72), the leading framework for strategic
public health planning and financing, therefore called for greater pandemic preparedness.

Planning, however, remained more theoretical than practical, with little investment or translation
of intentions into concrete measures (713). The process nevertheless provided Italy with a legal
and normative framework to react when the arrival of the COVID-19 epidemic in Europe took
many by surprise.

The first case in Europe was detected in France on 24 January; days later, the first locally acquired
cluster of four cases was identified in Germany. Italy followed on 30 January.

Box 1. How it started

COVID-19 was reported in China on 31 December 2019 when the local authorities of Wuhan
informed the WHO Country Office about 27 cases of pneumonia of unknown aetiology,
apparently linked to a local market (2). There were rumours about SARS (3). As of 3 January
2020, China had reached 44 cases, including 11 with severe symptoms; the Wuhan City Health
Committee confirmed that 121 close contacts were under observation. WHO was told that there
was no evidence of human-to-human transmission.

The virus rapidly spread to other regions of China, including Hong Kong Special Administrative
Region (4). On 7 January, the causative agent was identified by China as a novel strain of
coronavirus and the genetic sequence was quickly made available. The new virus was named
severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2); the disease it causes is
referred to as coronavirus disease 2019 (COVID-19). China’s first death related to the virus was
reported on 13 January.

The first case outside of China was reported on 13 January in Thailand. There was a link to
Wuhan, but not to the market in question, suggesting human-to-human transmission. As of 20
January, China had reported 278 cases, including six deaths (5). Before the end of January,
cases were being reported from other Asian countries (Japan (6) and the Republic of Korea)
but also from outside Asia. In February, 13 countries reported local transmission (the United
Arab Emirates, Canada, France, Germany, Japan, Malaysia, the Republic of Korea, Singapore,
Chinese Taipei, Thailand, the United Kingdom, the United States of America and Viet Nam) (7).

On 31 January, the day after the first cases appeared in Italy, a State of Emergency? was
declared. The next day, the Civil Protection Department was leading a command-and-control
governance structure to coordinate interventions for the duration of the State of Emergency. The

2 In a State of Emergency, the Prime Minister takes over and adopts binding decrees based on all-of-government perspectives
and alignment.
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same day, all flights to and from China were suspended. The temperature of people arriving from
extra-Schengen flights was measured to screen for fever. Four days later, this was extended to
passengers arriving from all destinations (Davide Bassano, Head of Security, Venice Marco Polo

Airport, personal communication).

In the meantime, life in ltaly for the public had not changed much, despite the three initial reported
cases. The State of Emergency did not affect most people’s everyday lives. If they had to travel,
they knew they would have to undergo health checks at the airports. Everyone had seen images
on the news of people’s foreheads being beeped with a temperature gun, but no one thought
much of it: this was not very different from the other security checks that had been put in place in
previous years. The carnival festivities were starting. Cities were brimming with tourists, as were
the ski resorts and football matches, and children went to school. Then on 21 February 2020
everything changed very suddenly. A 38-year-old patient with COVID-19 was detected in the
town of Codogno, in Lombardy, one of Italy’s wealthiest and most productive regions. Another
patient appeared in Vo’ Euganeo, a town of approximately 3300 inhabitants in the Veneto region.

Solitary walker under the Procuratie of St Mark’s Square in Venice
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The virus spread rapidly thereafter. On 24 February, the number of cases was 229. Two days later
(26 February), the number rose to 400 then doubled to 888 on 28 February. Just a few days later
(1 March), cases were up to 1694, with 34 deaths.
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This part of the country went from festivities to closure within 24 hours: the first Red Zones were
set up. Eleven municipalities — 10 in Lombardy and one in Veneto — were locked down, sealed
off, with entry prohibited from the outside and movement limited within, except for work- or
health-related reasons. Public services were suspended, as were events and occasions of any
kind in which people would gather. On 23 February, the Government passed a decree calling
for schools, cultural venues and non-essential commercial activities to be closed in these areas.
Soon, cases appeared elsewhere. The few first clusters of cases (see section 2.2) escalated
into region-wide community transmission, an unprecedented situation. Days later, four regions
in the north of Italy reported community transmission of COVID-19: Lombardy, Veneto, Emilia
Romagna and Piedmont (74).

What was not known in late February, but has been established retrospectively since, is that the
virus was already circulating in the community for longer than the two-week incubation period.
COVID-19 was in ltaly and it was not going to leave in the short term.

It was no longer referred to as “just a flu”. People went about their everyday lives, but now with
a touch of fear, wondering if a family member could “catch it”, or if the blood test they had taken
that morning had somehow put them in danger. COVID-19 was becoming a reality that all ltalians
were going to have to face, sooner than later.

By 29 February, 15 out of 20 regions in ltaly had laboratory-confirmed cases, with an official
count of 1128 positive tests nationwide. On the evening of 7 March, a news leak prematurely
announced that a new decree would lock down the entire country. Panic ensued, with 25 000
people leaving the affected regions in the north for their family homes in the south. The epidemic
spread to the whole country (Fig. 1).

On 9 March, ltaly was put under lockdown, with people asked to stay at home and access to and
movement within the region prohibited, except for work/health reasons. A week later, more than
21 000 positive tests had been registered (74), mainly in Lombardy (80%), followed by Emilia
Romagna, Veneto and Piedmont. COVID-19 was increasing exponentially and spreading to the
south (Box 2, Fig. 1).

By 25 March, all “non-essential activities”, meaning everything not related to food provision,
pharmacies, health services and basic functioning of the country, had been shut down. Italy was
recording up to 1000 deaths per day. Cases were reported in all regions, though nowhere as
many as in the regions in which the epidemic started. Everyone in ltaly — and elsewhere — had
seen images on television of people being reeled into hospital intensive care units (ICUs) and of
bodies leaving in caravans of trucks loaded with coffins, headed for interment without funerals.
As the spread of COVID-19 continued in the north, it also travelled progressively to the south
of the country. By the end of March, awareness of the virus’s high contagiousness had grown,
giving the south of Italy time to prepare and react more rapidly to contain, so the scenario of the
north would not be re-lived in the south. Fig. 2 highlights the legal arsenal of measures put in
place by the ltalian Government against key moments of case-spread in Italy.



Fig. 1. Cumulative number of laboratory-confirmed people with COVID-19 across ltaly on 5 March,
27 March, 3 April and 30 April (the epidemic spread from north to south)
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Source: Civil Protection Department (74). © Dipartimento della Protezione Civile, 2019, reproduced under Creative Commons
Attribution 4.0 International Public Licence (https://github.com/pcm-dpc/COVID-19/blob/master/LICENSE).

Box 2. The Basic Reproduction Number (R0) of COVID-19 in Italy

The principal metric to describe epidemic transmission patterns is the Basic Reproduction
Number (RO). It measures the average number of people infected by a single contagious person.
According to the Istituto Superiore di Sanita [National Institute of Health] (ISS), the RO was in
the range of 2.13-3.33 at the start of the epidemic in the earliest affected regions (75). This
means each case would on average infect 2.1-3.3 other people, thereby showing exponential
growth. In subsequent weeks, this figure ranged between 1.5 and 4.0 (10 March estimate). As
measures to limit transmission took hold, it decreased to 0.3-1.5 (25 March) (74). In early April,
the RO was estimated to be between 0.2 and 0.7 (76).
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Fig. 2. Timeline of salient events in the course of the epidemic
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2.2 The epidemic takes hold

With the spread of the epidemic came a daily tally on each news bulletin: the number of people
found positive for COVID-19, the number hospitalized and the number of COVID-19-related deaths
in hospitals. Each day the number of people with a positive test (that is, those for whom infection
was laboratory-confirmed through a polymerase chain reaction (PCR) test, commonly called a
swab test) was higher than the day before. The daily numbers would only start to decrease after
20 March.

Each of the 21 regions® had cases, but interregional differences were substantial. The number
of positive tests ranged between 60 and 715 per 100 000 inhabitants — a consequence of
interregional differences in the intensity of the epidemic, but also of differences in the number
of tests completed, which itself was a consequence of differences in the availability of tests and
how testing was targeted. Nearly three quarters of the confirmed cases occurred in just four
regions in the north of the country: Lombardy, Emilia Romagna, Veneto and Piedmont. Fig. 3
provides an overview of COVID-19 virus-positive cases along with measures put in place over an
almost two-month period.

Fig. 3. Milestones in controlling the epidemic, plotted against the daily number of new laboratory-
confirmed cases
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Confirmed cases were just the tip of the iceberg. The test in itself yields a significant proportion
of false negatives. People who were asymptomatic (precisely how many was not clear at the
end of April) would probably never get tested. Many symptomatic patients were also not tested,

3 ltaly has 19 regions plus two autonomous provinces. The term “regions” is used throughout the text as shorthand for both.



