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Introduction
On May the 1st 2020, the Government published a ‘Roadmap for Reopening Society and Business’ 1
to ease the COVID-19 restrictions and reopen Ireland’s economy and society in a phased manner.
The World Health Organization predicts that the most plausible scenario is recurring epidemic waves
interspersed with periods of low-level transmission. Consequently, it will be necessary to reduce the
measures in a slow, gradual, stepwise manner. This approach is essential as easing measures too
quickly is likely to result in a sudden surge in infections.
The National Public Health Emergency Team (NPHET), on behalf of the health service, supported by
the HSE Health Protection Surveillance Centre (HPSC) and the Irish Epidemiological Modelling
Advisory Group (IEMAG) has utilised epidemiological data and modelling capability to continuously
monitor the evolving impact of the disease on the Irish population, thereby enabling it to advise
Government in relation to progress regarding the suppression of virus transmission. There will be
close and continuous monitoring by the Department of Health and the NPHET in relation to the
progression of the disease through data sources such as: epidemiological data and modelling;
incidence of outbreaks in residential settings; testing and contact tracing; and health service capacity
and performance. In addition, as the measures are eased it will be important to understand the
impact of adherence and compliance in society from wider data sources across Government, such
as: market research data; transportation data; data and information on mobility and congregation;
An Garda Síochána and other sources.
The Roadmap also sets out that the framework for future decision making, will at all times be
underpinned by public health advice.

1

https://www.gov.ie/en/press-release/e5e599-government-publishes-roadmap-to-ease-covid-19-restrictionsand-reope/
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Framework for Future Decision Making
The decision-making framework under the Roadmap for Reopening Society & Business is as follows:
Before each Government consideration of the easing of restrictions, the Department of Health will
provide a report to the Government regarding the following on/off trigger criteria:
a)
b)
c)
d)
e)

The latest data regarding the progression of the disease
The capacity and resilience of the health service in terms of hospital and ICU occupancy
The capacity of the programme of sampling, testing and contact tracing
The ability to shield and care for at risk groups
An assessment of the risk of secondary morbidity and mortality as a consequence of the
restrictions.

Risk-based public health advice will be provided on what measures could be modified in the next
period. This risk-based public health advice on the introduction, adjustment and change of public
health measures is provided by the National Public Health Emergency Team for COVID-19 by letter
to the Minister for Health following a meeting of the NPHET in the usual way and accompanies this
Report from the Department of Health to Government.
The Government would then consider what restrictions could be lifted, having regard to the advice
of the Department of Health as well as other social and economic considerations, e.g. the potential
for increased employment, relative benefits for citizens and businesses, improving national morale
and wellbeing etc. It is acknowledged that there is also an ongoing possibility that restrictions could
be re-imposed and this process will be carried out on an ongoing basis once every 3 weeks.
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A) Progression of the Disease

The NPHET considers the following criteria when evaluating the status of the progression of the
disease. These criteria will be reviewed on an ongoing basis and will be subject to change as the
measures in place are modified.
Criteria
Number of new cases per day
New cases per day
Total confirmed COVID-19 cases in hospital
Trend in daily COVID-19 acute hospital admissions
Hospitalisations as a percentage of newly confirmed cases
Confirmed COVID-19 cases in ICU
Trend in daily ICU admissions of confirmed COVID-19 patients
ICU admissions as a percentage of hospitalised cases
Trend in new clusters in residential care facilities
New cases in residential care facilities
Trend in new cases per day associated with clusters in residential care facilities
Trend in deaths (by date of death)
Number of cases in healthcare workers
Median number of close contacts

The latest data regarding the progression of the disease

As at 11.00 am on 14th May 2020,
• there have been 23,827 patients with laboratory-confirmed cases of COVID-19.
• this equates to 484 people per 100,000 population having tested positive for COVID-19.
• the largest number of cases reported on a single day was on 23rd April (n=936). This
represents a later date of a peak number of cases than is observed in many other European
Member States.
Disease incidence
The number of new cases of COVID-19 reported to the Department of Health by the HPSC as lab
confirmed on 13th May was 176. This compares with 305 new cases lab confirmed on the 27th March.
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The five-day moving average of new cases to 13th May was 164. This is down from 965 on the 13th of
April.

New cases per day and 5-day moving average by date of lab
confirmation
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Disease impact
The number of deaths newly reported to the Department by the HPSC at 11.00 on 14th May was 9,
bringing the total number of COVID-19 related deaths (confirmed and probable cases) to 1,506.
Excluding the most recent three days (to account for delays in reporting of deaths), the five-day
moving average of daily deaths, by date of death, was 16 (to the 10th of May). This is down from a
peak of 51 on the 15th of April.
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* Due to possible delays in notification of deaths, data for the most recent five days should be considered provisional.
Note: For consistency, this chart begins on 27/03/20, however the first COVID-19 related death occurred on 11/03/20. There were a
total of 57 confirmed and probable COVID-19 deaths prior to 27/03/20 or with a unknown date of death and not shown in this chart.

COVID-19 hospitalisations
There were 512 confirmed and 412 suspected cases of COVID-19 in hospital as at 08.00 on 12th May,
with 67 confirmed and 20 suspected cases in intensive care at 19.00 on 12th May, of whom 51 were
ventilated. The five-day moving averages for new admissions of confirmed cases to hospital and to
ICU were 16 and 2 cases respectively as of 12th May. For comparison, the number of confirmed
cases of COVID-19 in intensive care on the 27th of March was 68.
As of 12th May, the number of confirmed COVID-19 patients in ICU represents 12.9% of all confirmed
COVID-19 patients currently in hospital (19% on 27th March). In critical units, there has been a
steady decline over the recent weeks of COVID-19 positive patients in these units. On the 1st of May
this number dropped below 100 for the first time since the 29th of March, and has continued to fall.
As of the 12th May there were 67 such patients in critical care units.
Trends in COVID-19 admissions to hospital
The charts set out below provide an overview of recent trends relating to a range of the key
indicators that will be monitored as part of the assessment of capacity in the context of the decisionmaking framework.
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The number of confirmed Covid-19 hospital inpatients per day has been steadily declining in recent
weeks. As at 12th May there were 512 hospital inpatients with confirmed diagnosis of COVID-19.
This is down from a peak of 881 on the 15th of April.

No. of confirmed Covid-19 hospital inpatients in 29 acute public hospitals at 8AM
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Source: HSE, SDU, extract from SBAR - 29 Hospitals

In a similar trend to that of hospital inpatients, the number of new admissions of COVID-19 positive
patients to hospital has also been overall trending downward in recent weeks. As measured by a 5day moving average, there was an average of 16 COVID-19 positive patients daily being admitted to
our public hospitals on the 12th of May. This is down from the 5-day moving average of 50 seen on
the 7th of April.
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Note: This variable only began to be collected on 03/04/20. Therefore the earliest date that a 5-day moving average can be calculated is
07/04/20

Again using a measure of the average of the previous five days, just under 10% of new confirmed
COVID-19 positive patients were also hospitalised as of the 12th of May. This is a rise from the 4%
seen on the 16th April.
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average can be calculated is 07/04/20
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Trends in COVID-19 admissions to critical care
The charts set out below provide an overview of recent trends relating to key indicators on COVID19 activity in critical care units that will be monitored as part of the assessment of capacity in the
context of the decision-making framework.
Based on data available to 11.00 on 13th May, approximately 13% of all confirmed cases to date have
been hospitalised, with 1.7% admitted to intensive care. In those who have been hospitalised and
admitted to intensive care, 45% and 64% are aged less than 65 years, respectively.
No. of confirmed Covid-19 cases in critical care units
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Source: National Office of Clinical Audit, ICU Business Information System, 28 acute public hospitals and 5 private hospitals

When considering the impact of new admissions of COVID-19 positive patients it is useful to keep in
mind the relatively low numbers per day admitted to these units which can cause an appearance of
larger increases/decreases. With this in mind, the 5-day moving average of new daily admissions to
critical care units has fluctuated in recent weeks, however, on the 12th of May this stood at an
average of 2 patients over the most recent 5-day period. Down from a peak of 12 on the 20th of
April.
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Note: This variable only began to be collected on 10/04/20. Therefore the earliest date that a 5-day moving average can be calcuated is
14/04/20

In contrast to the percentage of COVID-19 patients who are hospitalised, the proportion of those
COVID-19 confirmed hospitalised patients who needed to be admitted to a critical care unit, as
measured by a 5-day moving average, has been steadily falling in recent weeks from 20% on the 2nd
of April to 13% on 12th May.

11

Total Covid-19 confirmed patients in ICU as a percentage of total Covid-19 confirmed
hospital inpatients (5-day moving average)
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Source: National Office of Clinical Audit, ICU Business Information System, 28 acute public hospitals and 5 private hospitals; and HSE, SDU,
extract from SBAR - 29 Hospitals
Note: As data from the NOCA ICU-BIS system began on 27/03/2020, the earliest date that a 7-day moving average can be calculated is
31/03/20

Healthcare workers
Based on data available at 11.00, Wednesday 13th May, 30.2% (n=7,056) of all confirmed cases to
date have been in healthcare workers. The current number of new cases per day in healthcare
workers, expressed as a five-day moving average, is 25. Approximately 0.6% of healthcare workers
who have been diagnosed with COVID-19 have been admitted to intensive care and there have been
7 deaths amongst healthcare workers.
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Residential Care Facilities
There have been 428 clusters reported to date in Residential Care Facilities, of which 245 have been
in nursing homes (as reported by HPSC on 12th May). These clusters have been associated with 5,923
and 4,624 laboratory confirmed cases of COVID-19, respectively. Further detail available in Section
D.
Clusters in Other Settings
As of 9th May, the Health Protection Surveillance Centre (HPSC) have identified:
• Five COVID-19 outbreaks in prisons involving 18 cases (all laboratory confirmed), two of
which were hospitalised cases and no deaths were reported.
• Three COVID-19 outbreaks involving the Roma community involving 21 cases, seven cases
were hospitalised and four cases died.
• Five COVID-19 outbreaks involving the Irish Travelling community have been notified,
involving 43 cases, two hospitalisations and no cases died.
• Eight2 COVID-19 outbreaks were notified in residential facilities for the homeless involving a
total of 15 cases, three cases were hospitalised and no cases died.
• Twelve COVID-19 outbreaks in Direct Provision Centres have been notified, involving 149
cases, 12 cases have been hospitalised and no cases have died.
Certain workplaces have also emerged as a concern regarding spread of COVID-19. As of 9th May,
cases had been reported in 32 clusters. More up to date data is available for meat processing
facilities. As of 13th May there have been 12 COVID-19 clusters in meat processing plants notified;
these are associated with 571 laboratory confirmed cases with 12 cases hospitalized. A National

2

This includes one of the COVID-19 outbreaks involving the Roma community.
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Outbreak Control Team has been convened to coordinate the response to this issue. The next
update for all such settings will be provided next Tuesday, with data to next Saturday night.
Influenza Like Illness Rate
The influenza like illness rate, as reported to the HPSC, decreased during week ending the 11th May
to 12 per 100,000 compared to an updated rate of 19.9 per 100,000 in week ending 3rd May.
Modelling data
The effective reproduction number is currently estimated to be between 0.5 and 0.6.
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B) Capacity and Resilience of the Health Service in Terms of Hospital and ICU
Occupancy
Context
The initial focus for acute services in the response to COVID-19 was surge capacity, and the
continuation of essential time-critical non-COVID care. The trajectory of the disease means there is
now an opportunity for increasing provision of non-COVID care including more routine care. Key
challenges to be managed will include capacity, infection control and mitigation of risk for patients
and healthcare workers.
Hospital occupancy will need to remain at a level that allows for surge capacity to respond to
increased demand for COVID care periodically, and the current recommendation is for 80-85%, as
opposed to the near 100% occupancy levels prior to the pandemic. Providing non-COVID elective
care will require processes and protocols to mitigate risk for patients and healthcare workers. These
will have operational implications including on patient flow and throughput. They are described in
guidance on risk mitigation which has been developed under the auspices of the Expert Advisory
Group and approved in principle by NPHET on 1 May.
The IEMAG subgroup on demand and capacity has developed a predictive model which offers the
potential to predict general acute bed and critical care bed demand for different scenarios.
Consideration is being given currently to how this can best support capacity planning over the
coming weeks and months.
Utilisation of available beds has to be balanced between the needs of COVID-19 patients, emergency
admissions and elective procedures and the management of delayed transfers of care. The tables
below reflects the Acute Hospital capacity situation of the HSE in the context of the current COVID19 Pandemic response. This excludes Critical Care Capacity. This data should be understood in the
context of the current reduced level of non-urgent elective activity and a reduced level of
attendance to and admission from Emergency Departments.
Acute Hospital Bed Capacity
The Table below sets out the current Acute Hospital Bed Capacity as of 14th of May.
Overview of Public Acute Hospital Bed Capacity – 14th May 2020
Public Hospitals
Total In-patient beds
Minus beds closed for infection control
Minus beds closed
Subtotal available beds
Total Surge Capacity
Total Overall Capacity
Of which = beds occupied
In-patient beds currently vacant and available (current capacity)
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Beds
11,907
-172
-244
11,491
+2,118
14,025
12,446
1,163

Available beds is the total bed complement less the number of occupied beds, beds not available
when they are temporarily closed for reasons such as infection control, maintenance/refurbishment
or staffing shortages and beds occupied by delayed transfers of care cases. Over the seven days
previous to 14th May, the number of beds available in public hospitals has increased from 1,085 to
1,163 (+78) while the number of beds closed or blocked or decreased from 632 on May 7th to 416 on
May 14th.
Private Hospital Capacity
The additional capacity available in private hospitals is set out below. These facilities offer a
significant opportunity for delivery of non-COVID care in designated non-COVID environments, in
line with recommendations previously approved by NPHET.
Overview of Private Acute Hospital Bed Capacity – 14th May 2020
Private Hospitals
Total In-patient beds
In-patient beds that are vacant
Day patient beds
Day patient beds that are vacant

Beds
1696
949
569
364

Total Critical Care Capacity
Total bed capacity in critical care units in 28 public acute hospitals and five private hospitals is shown
below. There is a steady decline in the number beds needed to be occupied by COVID-19 confirmed
patients since mid April. This is in contrast to non-COVID-19 confirmed patients whose numbers in
critical care have been steadily growing over the last number of weeks.
Total, open/staffed and occupied beds in critical care units and number of cofirmed
Covid-19 cases in units
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Source: National Office of Clinical Audit, ICU Business Information System, 28 acute public hospitals and 5 private hospitals
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C) Capacity of the Programme of Sampling, Testing and Contact Tracing
Overview
Ireland has adopted a robust process of testing, isolation and contact tracing as a key strategy for
containing and slowing the spread of COVID-19, as advocated by WHO, ECDC and many countries to
“break the chain of transmission”.
Sufficient testing capacity will be critical to inform any future public health decisions about (1) the
timing of the relaxation of current social distancing measures (2) monitoring the impact of any such
decision and (3) responding to any cases detected.
The HSE has been working intensively over the last two months to develop the infrastructure,
processes and capacity to ensure we have a system of real-time testing, isolation and tracing, all
underpinned by robust information systems.
Huge progress has been made to get us to the current point. There is now capacity across the full
testing and tracing pathway for 12,500 tests per day. Turnaround times have improved significantly.
In the community, the median turnaround time for referral to contact tracing completed is now 5
days. It is 3 days in hospitals.
The focus is now on delivering the additional capacity to get to 15,000 tests per day and a
turnaround time of, on average, 1-3 days from referral to tracing. Process improvements will
continue into next week, with a particular focus on reducing turnaround times across the full
testing/tracing pathway.
Capacity and Turnaround Time Targets
Date

Monday, 27 April

Tuesday, 5 May

Monday, 18 May

End to End Capacity

10,000 tests a day

12,000 tests a day

15,000 tests a day

Swab to Result

3 days on average

2 – 3 days on
average

Average 1 – 2 days

15%: 1 – 2 days

15%: 1 – 2 days

20%: 1 – 2 days

70%: ≤ 5 days

70%: ≤ 5 days

70%: 1 – 3 days

15%: > 5 days

15%: > 5 days

10%: 4.5 days

End to End Turnaround
Time (referral to results)
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Testing & Contact Tracing – Key metrics for the 5th – 11th May
Referrals and Swabbing
There is capacity in place for 12,500 per day across hospitals, community testing centers and the
National Ambulance Service. 35,700 samples were taken in the last week. In the vast majority of
community referrals, patients are now receiving same-day or next-day appointments – average time
over the past week was 0.6 days. This has improved significantly from a peak of 6 days in mid-March.
Laboratory Testing
Significant progress has been made in securing sustainable laboratory capacity. Capacity now stands
at 15,000. Over 45,000 laboratory tests were completed in the last week and the positivity rate fell
to 3.1%.

Daily Tests Completed Nationally
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31.2%

12,000
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Daily positives tests
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The average turnaround time from sampling (swab taken) to receiving results for loading to the IT
system to commence contact tracing is 3.3 days in the community and 0.8 days in hospitals. This has
fallen from a peak of over 14 days at end March related to delays in laboratory processing and the
development of the known backlog in cases which were processed in Germany.

Contact Tracing / Surveillance
Over 5,100 calls were made across Calls 1, 2 and 3 to communicate positive results and trace close
contacts in the past week by the Contact Tracing Centres set up for routine cases. The median
turnaround time for contacting individuals to inform them of a positive result is 18 hours for routine
cases. Negative results are communicated by text.
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Contact Tracing Calls Completed
6,000
5,000
4,000
3,000
2,000
1,000
07/04/2020
08/04/2020
09/04/2020
10/04/2020
11/04/2020
12/04/2020
13/04/2020
14/04/2020
15/04/2020
16/04/2020
17/04/2020
18/04/2020
19/04/2020
20/04/2020
21/04/2020
22/04/2020
23/04/2020
24/04/2020
25/04/2020
26/04/2020
27/04/2020
28/04/2020
29/04/2020
30/04/2020
01/05/2020
02/05/2020
03/05/2020
04/05/2020
05/05/2020
06/05/2020
07/05/2020
08/05/2020
09/05/2020
10/05/2020

0

Numbers of Step 3 calls completed that day in CTCs (calls to Close Contacts)
Numbers of Step 2 calls completed that day in CTCs (Full contacts list obtained from Covid case)

Numbers of Step 1 calls completed that day in CTCs (Results given to Covid case)

These numbers do not include the extensive work completed by public health, occupational health
and environmental health in contacting more complex cases such as healthcare workers and those in
congregated settings with their results. The mean and medium number of close contacts has
remained very stable in recent weeks, with both generally between 2 and 3. The number of Calls 1,
2, and 3 are outlined below and mirror the trend in number of confirmed cases over the period.
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D) Ability to Shield and Care for at Risk Groups
There is growing international evidence that those over 70 years and those people living in long term
residential care (LTRC) settings are particularly vulnerable to severe COVID-19 infections and that
they are experiencing higher rates of mortality than the general community as a result.
(i)

As part of a risk-based approach to protect this group who are most vulnerable to infection
and to minimise the risk of spread of disease, the following key indictors must be monitored
and utilised to support evidence based, balanced decision making in relation to public health
and infection prevention measures in LTRC settings:
- Number of clusters in LTRC settings
- Number of new clusters in LTRC settings
- Number of closed clusters in LTRC settings
- Number of deaths in LTRC settings.

No. of Outbreaks in Residential Care Facilities
450
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Nursing Homes

Other Residential Care Facilities

Source: HPSC Daily Outbreak Reports
Note: Other residential care facilities include community hospitals/long stay units and residential institutions (mental health facilities,
prisons, direct provision centres)
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New residential care facility outbreaks (5-day moving average)

New residential care facility outbreaks
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Source: HPSC Daily Outbreak Reports

New cases associated with clusters in RCFs (5-day moving average)
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Source: HPSC Daily Outbreak Reports

As of the 9th of May 2020, 44 of total notified COVID-19 outbreaks were reported as closed on the
HPSC's CIDR system. Among these, eight of the closed clusters were in residential care facilities
(three in nursing homes and five in residential institutions). With regard to number of deaths in
22

LTRC, the Department of Health undertook a census of mortality rates in all registered LTRC settings
which is discussed in section E of this report.
(ii)

A number of Government Departments have responsibility for services to vulnerable people
are provided through a range of settings and are under the remit of a number of
Government Departments. Cohorts of people either due to living arrangements or social
inequalities are more vulnerable to transmission of COVID-19 for example those in prison
and youth detention centres, travellers and Roma; homeless; undocumented migrants and
those in direct provision. It should be noted that the policy responsibility for these areas,
the establishment of appropriate actions and their implementation remain with the relevant
Department as per normal business processes in line with public health guidance. This
includes the development of the relevant criteria for supporting these groups during the
phased reopening of society and business.
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E) Assessment of the Risk of Secondary Morbidity and Mortality.
All-cause excess mortality refers to the number of deaths above expected seasonal baseline levels,
regardless of the reported cause of death. As noted by the ECDC in its ninth risk assessment (23rd
April 2020), all-cause excess mortality may be a more objective measure of the impact of the
pandemic than the cumulative rate of COVID-19, particularly at this time of year when competing
drivers (influenza and high/low temperatures) are largely absent. Excess deaths from the COVID-19
pandemic might arise both in those infected (direct effects), as well as those affected (indirectly, not
infected) by altered access to health services and reluctance to access health services; the physical,
psychological, and social effects of distancing; and economic changes. The data from the European
all-cause mortality monitoring system (EuroMOMO) show considerable excess mortality in multiple
countries during March and April 2020. For the EuroMOMO network as a whole, from week 10, 2020
and as of week 18, there were 149,447 excess deaths estimated in total, including 137,524 in the age
group ≥65 years and 11,573 in the 15-64 years age group. This time period includes part of the
influenza season as well as the start of the COVID-19 pandemic.3
COVID-19 Excess Mortality
Different countries count deaths in different ways and so the data is not always consistent or
comparable at an international level. Unlike Ireland, for example, many other countries are not able
to report on deaths in nursing homes or in the community and many just report on laboratory
confirmed deaths in hospitals. Some countries do not report deaths which were not directly
attributable to COVID-19. In many countries they report completely separately on the registered
deaths and are unable to link them with the deaths by place of death such as hospital or nursing
home.
In Ireland we can link all these different data streams and provide a breakdown on where these
deaths are occurring. It does however mean there can be a lag while all of this work to link data
happens and for the notification to reach the HPSC and the Department of Health.
In Ireland, every effort is being made to report on all deaths linked to COVID-19, including
• all clinicians have been written to, to emphasise to them the importance of death certification
and notification of deaths,
• outbreak control teams have been asked to ensure that all confirmed or suspected cases in
Residential Care Facilities are notified,
• a census of mortality in residential care settings has been undertaken (see above),
• Funeral Directors have been written to, to ask them to encourage families to use the online
option for death certification and to submit death certification in a timely manner.
Non-COVID-19 Excess Mortality
Since 2005, HPSC has received weekly mortality data from the General Register Office (GRO) on
deaths registered in Ireland during the previous week. These data have been used to monitor allcause and influenza and pneumonia deaths as part of the influenza surveillance system. Ireland

3

https://www.euromomo.eu/

24

participates in the European mortality monitoring group (EuroMOMO) and the HSPC uses their
algorithm, A-MOMO, to generate the outputs.
All cause death is an important index to monitor during any pandemic as COVID-19 (like influenza)
exacerbates any underlying illness. Therefore, an increase in deaths would be expected from other
causes such as strokes and myocardial infarction. In Ireland we have a long period before families
are required to register a death - up to 3 months.
The latest excess weekly mortality report, produced by HPSC on data up to Sunday 10 May 2020
(end of week 19), demonstrates a significant excess of deaths (all cause 'pneumonia and influenza'
specifically) for weeks 14-16, inclusive. The delay in registration of deaths prevents a more complete
and timely analysis of this.
Mortality Census LTRC
In order to enhance the picture of all mortality in LTRC settings, including lab confirmed and
probable deaths, and as per NPHET’s actions on 17th April 2020, the Department of Health
undertook a census of mortality rates in all registered LTRC settings. This census reported 3,367
total deaths having occurred in LTRCs during the period Jan – 19th April 2020 as set out below.

Data was compared between the census of mortality and other sources of mortality data including
the Health Information and Quality Authority (HIQA) NF02 notifications and Health Protection and
Surveillance Centre (HPSC). It demonstrated that the number of cases matched closely between
these sources. The data in the chart below would suggest that excess deaths in this period were
COVID-19 related.
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