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Considerations for the future phased reduction of Social Distancing Measures 
 

NOTE: This paper is presented in draft form as WHO is convening a meeting of Health Ministers this 
morning, Friday 17th April to consider its draft COVID-19 Strategy Update and its approach to de-escalation 
of COVID-19 restrictions.  The outcome of these discussions will be important in informing NPHET’s 
considerations and decisions that Ireland will make with regard to reduction of measures. 

 
1. Purpose of this Document 
As outlined in the paper presented at the meeting on 10th April, in line with the current advice of the EU 
Commission, European Centre for Disease Prevention and Control and WHO, it is timely for NPHET to 
currently engage in the planning process for the reduction of social distancing measures.  
 
This week the WHO published its COVID-19 Strategy Update1 and following on from the advice of the EU 
Commission and ECDC last week, WHO specifically advises “countries that have introduced widespread 
physical distancing measures and population-level movement restrictions, [that] there is an urgent need to 
plan for a phased transition away from such restrictions in a manner that will enable the sustainable 
suppression of transmission at a low-level whilst enabling the resumption of some parts of economic and 
social life, prioritized by carefully balancing socio-economic benefit and epidemiological risk”. 
 
However, in addition to this work, importantly, the NPHET’s primary concern will continue to be to 
maintain a strong focus over the coming weeks on the public health and health service response to the 
unprecedented challenges of COVID-19.  In particular, the NPHET is conscious that evidence from previous 
pandemics shows the importance of extreme vigilance when a pandemic wave is waning and in the context 
of considering the reduction in social distancing measures the NPHET will be particularly focussed, inter 
alia, on limiting the increase in new cases and deaths and the potential for a post-peak wave or the size of 
any second wave. 
 
The purpose of this document is to set out for NPHET’s consideration a guiding approach to the reduction 
of social distancing measures. 
 
2. NPHET’s guiding principles and approach to the reduction of social distancing and other public 

health measures  
 
Approach which is public health-led, risk-based and grounded in evidence, experience and learning 
Because of the unprecedented and far-reaching impact that COVID-19 has had in such a short time on 
people’s daily lives, Ireland’s response has necessarily been cross-Government.  This cross-Government 
approach has been public health-led, founded on well-established and evidence-based approaches in 
dealing with outbreaks of infectious disease.   
 
While the introduction of the tiered social distancing measures had wide-ranging and multidimensional 
policy impacts, these were led by clear public health advice, grounded in guidance, evidence and 
experience from international organisations and other countries.  Similarly, decisions in relation to the 
reduction of the current public health measures must also be public health-led and have regard to the 
ongoing risk to the population associated with the continued spread of this disease, recognising however, 
the need to minimise the social and economic impact on Irish life and society. 

 
1 WHO (13 May 2020). COVID-19 Strategy Update. Available at: https://www.who.int/publications-detail/covid-19-strategy-update-13-april-2020 
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In providing advice to Government and in engaging across Government in relation to planning for the 
reduction of measures, the National Public Health Emergency Team will continue to provide a strong public 
health, risk-based approach grounded in evidence, as well as the guidance, advice and experience of 
international organisations and other countries.  
 
In planning exit strategies from COVID-19 social distancing measures, the ECDC acknowledges that the 
protection of public health needs to incorporate extra-scientific factors (e.g. feasibility of implementing 
scientific advice, time pressure, socio-political factors, institutional factors, economic interests, pressure 
from neighbouring countries etc.) all of which are inherent to the decision-making process. These factors 
were taken into account with the introduction of the social distancing measures in Ireland and will also be 
essential considerations in the implementation of any proposed phased reduction of social distancing 
measures. ECDC states that “decisions should therefore always be evidence informed, but they will very 
rarely be purely evidence based”2. 
 
In planning the reduction of measures, and engaging across Government, the NPHET will also seek to take 
into account other factors such as the feasibility, acceptability, ethical considerations and economic 
implications associated with this process. This framework has been adapted from that developed in Norway 
as part of its considerations regarding the reduction of social distancing measures3.  Adopting such an 
approach would enable the NPHET to apply a broader societal frame in addition to its public health led 
perspective. 
 
A number of countries have in recent times announced plans for the phased removal of restrictions.  The 
National Public Health Emergency Team will continue to review and evaluate exit strategies being 
considered and/or being implemented in other jurisdictions.  Some of the Nordic countries, for example, 
provide a particularly useful blueprint as they are further ahead in the disease trajectory than Ireland.   
 
Rationale for a gradual step-wise reduction of public health measures  
Advice from the key international organisations with regard to the reduction of social distancing measures 
are ad idem on the need for a very slow gradual and stepwise lifting of social distancing measures, with 
sufficient time left between the different steps so that their effects can be measured.  There will not be one 
specific point at which all current social distancing restrictions can be lifted, and life will return to normal, 
but instead the unprecedented nature of the pandemic necessitates a far more gradual approach. 
 
As outlined in the paper presented on April 10th, ECDC4 current Rapid Risk Assessment states that “Current 
estimates suggest that no EU/EEA country or population is close to achieving the population protection 
threshold, meaning that sustained transmission of the virus is to be expected should interventions be lifted 
too rapidly.” 
 
Interestingly, the EU Commission’s “European Roadmap towards lifting COVID-19 containment measures” 
indicates that “….any level of gradual relaxation of the confinement will unavoidably lead to a 
corresponding increase in new cases”.  “Action should be gradual.  Measures must be lifted in different 

 
2 ECDC (23 March 2020) Considerations relating to social distancing measures in response to COVID-19 – second update. Available at: 
https://www.ecdc.europa.eu/sites/default/files/documents/covid-19-social-distancing-measuresg-guide-second-update.pdf  
3 Adapted from the Norwegian Public Institute of Health (5 April 2020) Covid-19 epidemic: Knowledge, situation, prognosis, risk and response in 
Norway after week 14.  
4 ECDC (8 May 2020) Rapid Risk Assessment. Coronavirus disease 2019 (COVID-19) in the EU/EEA and the UK – eighth update. Available at: 
https://www.ecdc.europa.eu/sites/default/files/documents/covid-19-rapid-risk-assessment-coronavirus-disease-2019-eighth-update-8-april-
2020.pdf 
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steps and sufficient time should be left between the steps (e.g. one month), as their effect can only be 
measured over time”5. 
 
Likewise, the WHO this week published its COVID-19 Strategy Update and also advises that “to reduce the 
risk of new outbreaks, measures should be lifted in a phased, step-wise manner based on an assessment of 
the epidemiological risks and socioeconomic benefits of lifting restrictions on different workplaces, 
educational institutions, and social activities (such as concerts, religious events, sporting events)…Ideally 
there would be a minimum of 2 weeks (corresponding to the incubation period of COVID‑19) between each 
phase of the transition, to allow sufficient time to understand the risk of new outbreaks and to respond 
appropriately”6. 
 
While, current evidence indicates that the social distancing measures introduced in Ireland are having an 
effect on transmission of COVID-19 in Ireland at present, increased transmission of the virus would be 
expected should the current interventions be lifted too rapidly.  Consequently, it will be necessary to slowly 
and gradually reduce the current social distancing measures in place and as a result, some forms of social 
distancing interventions may need to be in place for several months, otherwise there will be an 
unavoidable increase in new cases and healthcare demand may exceed availability.   
 
Update in relation to international transport measures 
International guidance has identified the importance of minimising the risk of importing cases from abroad, 
at a time when transmission domestically has been brought to a low-level steady state. 
 
It is proposed that the current regime of restricted movement for incoming travellers to Ireland is to be 
made mandatory, and a mandatory Public Health Passenger Locator Card is to be introduced. On arrival to 
Ireland, failure to provide a credible plan for restricted movement will result in mandatory quarantine at 
the traveller’s own expense. 
 
This travel measure is linked to broader work on exit strategy / de-escalation of existing restrictions. It will 
be necessary to advance work on this travel measure ahead of de-escalation of restrictions in other 
countries, which may prompt an increase in travellers arriving from abroad, where exit strategy / de-
escalation timeframes may be more advanced than ours. 
 
3. Next steps 
Taking the above guiding principles and approach, Appendix I sets out a High-Level overview of NPHET’s 
approach to the reduction of social distancing and other public health measures.  Importantly, Table 1 in 
Appendix 1 sets out further thinking for NPHET’s consideration in relation to proposed approaches to the 
reduction of social distancing measures and how these might be considered. These will be considered 
further in light of the outcomes of the WHO Health Ministers’ discussions this morning. 
 
In terms of next steps, collaboration with Irish Epidemiological Modelling Advisory Group will be sought in 
relation to options for the reduction of measures which might offer the most effective public health 
protection while seeking to enable Irish society to function again. Following this it will also be necessary to 
consider how to engage with stakeholders to take into consideration, as far as possible, the social, 
economic and ethical impacts on the population.   

 
5 EU (15 April 2020), Joint European Roadmap towards lifting COVID-19 containment measures. Available at:  
https://ec.europa.eu/info/sites/info/files/communication_-_a_european_roadmap_to_lifting_coronavirus_containment_measures_0.pdf  
6 WHO (13 April 2020) COVID-19 Strategy Update  
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Appendix I - High-Level Overview of Phased Approach to Tiered Reduction of Social Distancing Measures 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 

 
 
 
 

Public health evidence-led, risk-based approach 
Approach is: 
- public health-led 
- grounded in evidence, guidance and advice of ECDC, WHO and EU, as well as experience and learning from other countries 
- risk-based and considers risk from the perspectives of those ‘at greatest risk’ and causes, situations and circumstances leading to risk of spread  
 
Key Principles: Communication and Collective Action 
The following are central to the process of the gradual lifting of measures: 
 Clear sustained communication with the public at all stages 
 Supporting desired behavioural change at each point in the process 
 Maintain solidarity, mental wellbeing and resilience 
 Advice is updated, tailored or adapted, based on data and evolving disease situation 
 Key messages for target groups, such as, vulnerable groups and healthcare workers, to be tailor and delivered appropriately 
 Continue to maintain openness, transparency and confidence in public health advice 
 Reinforce the underpinning ethical principles, including, solidarity and caring for the community, minimising harm, fairness, privacy, the duty to 

provide care, proportionality. 

Trigger criteria for reducing Social Distancing measures* (see Appendix 1): 
1. Significant and sustained decrease in incidence of transmission (including in the 

number of deaths) 
2. No new cases / outbreaks in COVID-free residential healthcare settings and 

evidence of sustained control of outbreaks in settings with COVID,  
3. ICU occupancy is at a level indicative of an overall decrease in transmission, 
4. Capacity is in place to consistently deliver sampling, testing and contact tracing 

strategy in line with ECDC, EU and WHO advice. 
* and other criteria as may arise in the future. 

Critical Dependencies & Assurances: 
Reducing social distancing measures is critically dependent upon the 
following assurances: 
• health service’s capacity to consistently implement sampling, testing 

and contact tracing strategy 
• robust, accurate and real-time epidemiological, clinical and health 

service capacity and performance data 
• mechanisms to protect ‘at risk’ groups, particularly in relation to 

outbreaks and report on this. 
 
Principles of Reduction Approach: 
 Reduction in measures will be a slow and very gradual process.  
 Early, middle and late phases of reductions in measures will each 

involve more than one sub-phase of reductions in measures 
 Reduction in measures will be a stepwise tiered approach, not 

necessarily mirroring the manner in which they were escalated 
 Measures would be stepped down in individual or small “packets of 

measures”  
 WHO & EU Commission recommend 2 weeks – 1 month between 

each phase of stepped down measure 
 Reduction of measures will be robustly and continuously monitored  
 A ‘pulsed’ approach with certain stricter social distancing measures 

having to be reintroduced if necessary, in the event of strong 
resurgence 

 Ideally a ‘whole-of-country approach, but potentially a differentiated 
geographical approach depending on circumstances 

 Measures and approaches will evolve as information becomes 
available and in line with international learning and experience. 

Monitoring & Regulatory Approaches: 
Essential Health data sources: 
 COVID-19 sampling, testing and contact tracing data 
 Epidemiological data on disease incidence 
 Health service capacity & performance (inc. ICU beds, hospital, access 

to essential products PPE, ventilators, ICU meds) 
 Incidence of outbreaks in residential and other healthcare settings 
Non-health information sources 
 Transportation data: public transport, cars travelling on major roads 
 Google analytics 
 Other? 
Regulatory approaches 
 Alternative regulatory approaches rather than enforcement 

approaches may be needed when measures are being reduced 

Public health, 
grounded in evidence 

Risk based

• Epidemiological 
situation

• Health Service capacity
• Monitoring Capacity
• Models for reduction

Feasibility
Acceptabilty

Ethical considerations 
Economic impact

• Analysis of 
approaches to 
reduction of 
measures with input 
across Government

Proposals for 
Reduction of 

Measures
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Table 1 
Measure 
category 

Earlier Phases 
(will involve more than one phase of 

stepped down measures) 

Middle Phases 
(will involve more than one phase of stepped 

down measures) 

Later Phases  
(will involve more than one phase of 

stepped down measures) 
1) Education   DCYA Measure 1 Proposal: Where one 

parent / guardian / partner is an “essential 
healthcare worker”, the other parent / 
guardian / partner is supported by their 
employer to remain at home to care for 
the child(ren) 

 DCYA Measure 2 Proposal: DCYA supported 
in-reach service where registered childcare 
workers provide support in an essential 
healthcare worker’s in home 

 Open crèches, childminders and pre-schools 
of essential workers  

 Children of all other workers on a gradually 
increasing phased basis (e.g. one day per 
week) and slowly increasing thereafter 

 

  Recommence Leaving Cert classes   Primary and secondary school students on a 
one day a week basis and slowly increasing 
thereafter 

 Universities, 3rd level education centres 
and adult education centres maintain 
remote education  

 Only onsite attendance for programmes 
with mandatory practical components 

2) Economic 
Activity 
(work) 

Risk-based approach: 
 Outdoor workers 
 Solitary workers that, due to nature of 

work, can maintain 2m distance  
 Continue to maintain remote working for 

all workers / businesses that can to do so 
 

Risk-based return to onsite working by: 
 Businesses with small no. of employees, 

where have low levels of interaction with 
people on a daily basis and where SD can be 
maintained  

 Devise phased “return to onsite working” 
arrangement applicable fairly across all 
sectors (e.g. one day / week ie 20% of 
workforce) 

 Depending on business, shift work, staggered 
hours etc should be operated to increase % 
of workforce available for work in any 24 
hour period as long as they can limit the 
number of workers interacting with each 
other  

Risk-based approach: 
 Slowly increase return to onsite 

working across all sectors possibly 
through increasing number of days of 
attendance onsite/ week over time 

 Businesses which by their nature 
cannot easily maintain SD (eg call 
centres, production lines etc) will have 
to develop a plan for how they can 
eventually progress towards onsite 
return of full staff complement 

3) Commercial 
Activity 
(retail) 

Risk-based approach: 
 Open retail outlets that are primarily 

outdoor (eg garden centres, hardware 
stores etc) 

 Opening retail outlets that were open in 
Tier 2 

Risk-based approach: 
 Initially small retail outlets with small nos. of 

staff on basis that they can control no. of 
individuals that staff and customers interact 
with at any one time 

 ‘Phase in’ opening of all other non-essential 
retail outlets fairly on basis of restriction on 
the number of staff and customers per 
square area so that SD can be maintained  

 

Risk-based approach: 
 Restrict opening of shopping centres / 

malls to later phases on basis that large 
crowds congregate in these settings  

 Business involving direct physical 
contact for periods of time with other 
people are likely to be at greater risk 
(eg hairdressers, barbers, massage 
therapists, nail salons, beauty salons 
etc). These are likely to be in later 
phases but can be considered again in 
light of the availability of protective 
equipment and evolving situation 

4) Cultural 
and social 
activity: 
a) culture 

 Open public amenities, swimming pools if 
SD can be maintained 

 Open playgrounds, museums, galleries and 
tourism sites, theatres, libraries and other 
outlets where SD can be maintained 

 In middle phases, open religious and places 
of worship where SD can be maintained 

 

4) Cultural 
and social 
activity: 
b) sport 

 In earlier phases, permit people to 
engage in sporting activities, either 
individual or small group team sports 
training (but not matches) where social 
distancing can be maintained 
 

 In middle phases, permit sports teams 
leagues but only where limitations are 
placed on the numbers of spectators and 
where SD can be maintained 

In later phases due to risk: 
 permit close physical contact sports 
 open gyms, exercise, dance studios and 

sports clubs, only where regular and 
effective cleaning can be carried out 
and SD can be maintained. 

   In middle phases, permit sport 
spectatorship but only “behind closed 
doors” events and where arrangements are 
in place to enable participants to maintain 
SD 

 Only in later phases, permit sports 
spectatorship which involve mass 
gatherings only in accordance with both 
indoor and outdoor numbers restrictions 
and where SD can be complied with 
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Measure 
category 

Earlier Phases 
(will involve more than one phase of 

stepped down measures) 

Middle Phases 
(will involve more than one phase of stepped 

down measures) 

Later Phases  
(will involve more than one phase of 

stepped down measures) 
4) Cultural 
and social 
activity: 
c) social  

 Open cafés and restaurants providing 
take-away food & beverages 

 Open cafés and restaurants providing on-
premises food & beverages where they can 
comply with SD measures 

 In middle phases, commence opening of 
hotels, hostels, caravan parks, holiday parks 
for social and tourist activities initially on a 
limited occupancy basis and then increasing 
over time (and where SD complied with) 

In later phases due to risk: 
 Open pubs, bars, nightclubs only in 

later phases where SD can be complied 
with 

 Permit marts, festivals, events and 
other social and cultural mass 
gatherings only in accordance with 
both indoor and outdoor nos. 
restrictions where SD can be complied 
with 

5) Community 
Health 

In early phases: 
 extend ‘stay at home’ restriction to 

within your locality / 5km from home, 
 avoid unnecessary journeys 
 continue to avoid non-essential social 

visiting  

In middle phases extend ‘stay at home’ 
restriction to:  
 avoid unnecessary journeys,  
 travel only within specified distance from 

home 
 limit social visiting to small groups for 

limited amounts of time, while maintaining 
SD 
 

In later phases extend ‘stay at home’ 
restriction to:  
 avoid unnecessary journeys,  
 travel only within your region  
 limit amount of time spent and 

maintain SD while visiting friends and 
relatives 

 

 Communicate to over 70s and medically 
vulnerable – 
 that they can “go for a walk” while 

strictly adhering to SD, also maintaining 
‘no touch’ policy, and ideally should wear 
masks 

 rationale for continued cocooning 

 Continue until later phases due to risk: 
 Cocooning of over 70s and extremely 

medically vulnerable 

    Continue to restrict all household 
contact of suspect cases (awaiting test 
results or 14 days isolation) 

6) Transport & 
Travel 

• Engagement with Northern Ireland with a 
view to aligning, where possible, public 
health approaches to better contain the 
infection spread on island. 

In middle phases, public transport- 
 cleaning and timetables to be enhanced to 

ensure SD can be complied with 
 providers actively restrict & monitor nos. 

travelling to ensure SD compliance  
 providers & Local Authorities to provide 

detailed data on traveller numbers to 
enable monitoring of movement 

In later phases-  
 Resume travel to offshore islands 

  Mandatory introduction of Public Health 
Passenger Locator Card for passengers 
from overseas incoming into Ireland with 
mandatory quarantine where passenger 
fails to provide plan for restricted 
movement 

  

7) Health 
Services  

  Gradually recommence non-essential 
health services 

 

    Return to normal visiting for hospital / 
residential healthcare centre / other 
residential settings / prisons 
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Appendix 2 - DRAFT Trigger Thresholds for consideration by NPHET 
 
1. Epidemiological criteria / disease incidence trigger threshold: 
Objectives & 
considerations: 

 significant and sustained decrease in the incidence of transmission and number of deaths 
 achieve and maintain R0 as low as possible and at least less than or equal to 1.0  

Threshold options: Incidence Trigger Threshold Approach 1 (PN) 
Option a: less than 300 new confirmed cases per day with growth rate <5% or 
Option b: less than 400 new confirmed cases per day with average growth rate <2% 

 Incidence Trigger Threshold Approach 2 (BS) 
Option a: 5 day rolling average incident rate of x /1,000 or 
Option b: 5 day rolling average of new case number of x number of new cases /day e.g. 200 / 300/  or 
Option c: 5 day stability of growth rate of new cases at x % eg. 0% 

Additional proposed 
criteria (BS 16/4) 

Community Transmission  
R value removing cases from outbreaks in LTCF/ hospitals 
New cases in settings other than LTCF or hospitals 
Contacts / Cases 

 
2. ICU (and other acute) capacity trigger threshold: 
Objectives & 
considerations: 

 ICU occupancy is at a level indicative of an overall decrease in transmission, or that ICU capacity is such that it is 
significantly beyond demand 

 Max ICU capacity should be considered in terms of bed days rather than occupancy and calculated on the basis of 
actual open beds (i.e. ICU beds that are actually staffed and resourced with equipment/medicines etc to provide ICU 
care to patients) 

 Other acute hospital admissions are at a level indicative of an overall decrease in transmission 
Threshold options: ICU Trigger Threshold Approach 1 

Option a: ICU [COVID-19] bed occupancy is at 100 or less with average admissions per day being 5 or fewer or 
Option b: ICU [COVID-19] bed occupancy is below 120 and declining by 5 or more per day x 5 days 
(models predict that a steady state of 300 new cases per day would give a steady state ICU occupancy of 90-202) 

 ICU Trigger Threshold Approach 2 
‘On’ triggers: 
Option a: 50% of ICU capacity (source: NZ) 
Option b: A cumulative total of 200 ICU cases / week 
(source: Imperial paper) 

 
‘Off’ triggers: 
Option a: ICU occupancy is 50% of figure aligned to ‘on’ 
trigger (source: NZ) 
Option b: 50 cumulative ICU admissions in 1 week 
(source: Imperial paper) 

Additional health 
system capacity 
criteria (BS 16/4) 

Health System Capacity Criteria: 
• % ICU occupancy vs open beds  
• % ICU occupancy vs total beds that can be open within 7 days 
• Cumulative of ICU admissions in 1 week 
• HCW absenteeism 

 
3. Sampling, testing and contact tracing capacity trigger threshold: 
Objectives & 
considerations: 

 Robust sampling, testing and contact tracing strategy is lynchpin of Ireland’s disease control strategy in line with WHO 
and ECDC advice  

 Essential in: managing reduction in SD measures; avoiding risk of further epidemic escalation; and enabling 
preparation for response to resurgence or imported cases 

Thresholds:  Testing capacity sufficient to consistently perform 100,000 tests per week (Capability to test X / population e.g. 
tests / million) and  

 Contact tracing system with sufficient capacity to consistently trace contacts (capability to contact trace X new 
cases / day) 

 new contact tracing mobile phone application is in use [widely / by X%] of population  
and, when available: 
 new technologies such as antigen test to supplement the PCR testing 
 Sero-epidemiological population surveys 

 
4. Incidence of outbreaks in long-term residential care and other healthcare settings trigger threshold: 
Objectives & 
considerations: 

 In line with ECDC advice highlighting the vulnerability of the elderly in long-term care settings, in particular, across 
Europe, Irish health (and societal) response must be directed towards measures to support outbreak control and 
minimising transmission in these settings  

Thresholds:  No new cases / outbreaks in COVID-19 free long-term residential care / healthcare settings and 
 In those long-term residential care / healthcare settings with existing outbreaks, evidence of sustained control of 

those outbreaks  
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Other trigger criteria for the reduction of social distancing measures that the NPHET may have regard to in the 
future are as follows: 
5. Agreement (based on evidence) on the use of masks in the community, subject to a plentiful supply of such masks; 
6. Agreement (based on research evidence) that all those who have tested positive and recovered should be able to return to work; 
7. Developments in the availability of treatments for COVID-19 infection; 
8. Availability of a vaccine; 
9. International evidence and trends to indicate a rate of infection abatement and measures to curb COVID-19 inflow from overseas. 

 


