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Purpose of report

This report comments on trends in the New Zealand COVID-19 outbreak, including
cases, hospitalisations and mortality. It also comments on international COVID-19
trends and the latest scientific insights related to outbreak management. The report
relies on data that may be subject to change or are incomplete. An unknown
proportion of infections are not reported as cases, this proportion may differ by
characteristics such as ethnicity or deprivation group. Therefore, any differences in
reported case rates must be interpreted with caution.
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Executive summary

Overall, all key measures of the outbreak have been declining for the last two months.
Trends are tracking to levels last seen in late February 2022. Reported case rates have
continued to decrease nationally. Wastewater levels have also been declining since July
but have increased slightly in the past week. The numbers of those who have been
hospitalised and who have died have also continue to decrease.

BA.5 is the dominant subvariant accounting for an estimated 91% of cases; this is
consistent with wastewater findings. In the two weeks to 16 September, variants BA.5,
BA.4, BA.4.6 and BA.2 (including BA.2.75 and BA.2.75.2) were detected in community
samples. While we may see one of these sub-variants slowly predominate over the next
few months, they are not expected to cause a distinct wave.

Over the next couple of weeks, it is probable that cases, hospitalisations and mortality
will continue to stabilise or slightly increase. However, as immunity decreases over time
or if a substantially more transmissible variant emerges, there may be fluctuations in
case rates in the future.
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Key insights

National Trends

Cases

Wastewater

Hospitalisations
Mortality

Variants of Concern

Maori
Cases

Hospitalisations

Mortality

The 7-day rolling average of reported case rates was 26.9 per 100,000
population for the week ending 18 September. This was a 9.7% decrease
from the previous week, which was 29.8 per 100,000.

Wastewater quantification indicates a slight increase in the past week

The COVID-19 hospital admissions rate has been decreasing since the
mid-July 7-day rolling average peak of 2.5 per 100,000, to a 7-day rolling
average of 0.8 per 100,000 for the week ending 11 September.

As of 18 September, there were 1,921 deaths attributed to COVID-19 in
2022. The number of deaths attributed to COVID-19 appears to be
continuing with a decreasing trend.

BA.5 makes up 91% of sequenced community cases seen in two weeks (03
September to 16 September), followed by BA.4.6 (3% of cases), BA.4 (3% of
cases) and BA.2 (2% of cases).

The 7-day rolling average of reported case rates was 19.3 per 100,000
population on 18 September, lower than for European or Other, however
there may be case ascertainment biases.

The age-standardised Maori hospitalisation rate for COVID-19 is 2.1 times
higher than European or Other.

The age-standardised cumulative mortality rate for Maori is 2.0 times
higher than European or Other

Pacific peoples

Cases

Hospitalisations

Mortality

The 7-day rolling average of reported case rates was 20.6 per 100,000
population on 18 September; there is likely ascertainment bias, but also to
note that this rate is not age adjusted.

Pacific peoples have the highest cumulative rate of hospitalisation with
COVID-19 which is approximately 2.8 times higher than European or
Other.

Pacific peoples have the highest age-standardised cumulative mortality
risk of any ethnicity, 2.5 times that of European or Other.
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International Insights

Globally, in the week ending 18 September, the number of new weekly cases remained stable as
compared to the previous week, with over 3.2 million new cases reported. The number of new
weekly deaths decreased by 17% compared to the previous week, with over 9,800 fatalities reported.

Globally, between 19 August to 19 September 2022, 120,617 SARS-CoV-2 sequences were
submitted to GISAID, with Omicron accounting for 99.0% of sequences.
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National summary of
epidemic trends

Case trends

All evidence continues to support decline in incidence in the community: reported’
case rates and levels of viral ribonucleic acid (RNA) in wastewater have been declining
since 10 July but have increased slightly in the week to 18 September (Figure 1).
Modelling scenarios that account for changes in masking and contact quarantine on 12
September and assume no new variants, indicate case rates are expected to remain
stable or slightly increase in the coming months (see Figure 2)2.

The general population reported case rate for the week ending 18 September was 26.9
per 100,000, a 9.7% reduction from the previous week; the trend was similar for all
regions (see Figure 3) and age groups (see Figure 4).

Table 1 in the appendix provides information on specific rates.

Figure 1: National wastewater trends (SARS-CoV-2 genome copies)® compared
with reported cases
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Sources: ESR SARS-CoV-2 in wastewater update for week ending 18 September 2022 and NCTS/EpiSurv
as at 2359hrs 23 September 2022

" Since 24 February 2022, most testing has been through self-administered rapid antigen tests (RATs) which
require self-reporting of results. Therefore, it is likely that many infections are not detected or reported,
and the proportion of infections reported (‘reported cases’) may differ by age, ethnicity and deprivation.

2 See the online glossary for modelling assumptions.

3 Wastewater levels cannot be used to predict numbers of cases but does indicate trends in the infection
rates.
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Figure 2: COVID-19 Modelling Aotearoa scenarios* compared with national
reported case numbers
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- Modelled cases === Observed cases (7-day rolling average)

Sources: COVID-19 Modelling Aotearoa, ordinary differential equation model, September 2022, and
NCTS/EpiSurv as at 2359hrs 18 September 2022

4 The "July’ BA.5 scenario assumes previous infection provides greater protection against reinfection and
severe disease, consistent with emerging international evidence. It also incorporates updated data and
future projections of uptake of second boosters, and an earlier transition to BA.5, consistent with the
timing of cases and hospitalisations in New Zealand.
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Figure 3: Regional reported case rates from February to 18 September 2022
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Figure 4: National reported case rates by age from February to 18 September
2022
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Source: NCTS/EpiSurv as at 2359hrs 18 September 2022
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Hospitalisation and
mortality trends

Hospitalisation

As seen in Figure 5, the national COVID-19 hospital admissions rate “for” COVID-19
has been decreasing since mid-July, to a 7-day rolling average of 0.8 per 100,000 of
population for week ending 11 September.> Despite case rates in the most recent July
peak being half that of in the March peak (201.2 and 413.2 per 100,000), the
hospitalisation rate in the July peak was only slightly lower than that in March. This can
be explained by the strong association between age and poor outcomes after
infection. The reported case rates in those aged >65 years peaked 75% higher in July
than in March (refer back to

Figure 4). Modelling scenarios suggest that current hospital occupancy is tracking at
the higher range of the prediction and is expected to remain stable or slightly increase
in the coming months (see Figure 6).

Figure 5: National hospital admissions rate for COVID-19, February to 11
September 2022
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Source: NMDS/Inpatient’s admissions feed as of 20 September 2022 data up to 11 September 2022

>New hospital admissions who had COVID at the time of admission or while in hospital; excluding
hospitalisations that were admitted and discharged within 24hrs. The ‘For’ measure excludes those who
are identified as incidental with COVID-19, such as injuries. Recent trends are subject to revision. Please
see glossary for further caveats.
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Figure 6: COVID-19 Modelling Aotearoa hospital occupancy® scenario” compared
with national observed occupancy
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Sources: COVID-19 Modelling Aotearoa, ordinary differential equation model, September 2022, and
Ministry of Health reported hospital occupancy data 18 September 2022

Mortality

From the first week of January to 18 September 2022, there were 2,920 deaths among
people who died within 28 days of being reported as a case and/or with the cause
being attributable to COVID-19 (that is an underlying or contributory cause) (see
Figure 7)%.

Of the deaths in 2022 that have been formally coded by cause of death, 1,206 (47%)
were determined to have COVID-19 as the main underlying cause. COVID-19
contributed to a further 715 (28%) deaths, another 652 (25%) people died of an
unrelated cause (Figure 7). Deaths have been declining after peaking in the last week
of July, when almost 150 people died with COVID-19 as their underlying or a
contributing cause. As seen with hospitalisations, due to the strong association of
increasing age and increasing mortality risk, the patterns in mortality over time
strongly reflect the case rates in those aged >65 years.

Deaths are currently tracking below the lower range of the modelled scenario and are
expected to remain stable or slightly increase in the coming months (see Figure 8).

6 These data are for all hospitalisations with COVID-19, including those that were incidental, such as injuries.

" The "July’ scenario assumes previous infection provides greater protection against reinfection and severe
disease, consistent with emerging international evidence. It also incorporates updated data and future
projections of uptake of second boosters, and an earlier transition to BA.5, consistent with the timing of
cases and hospitalisations in New Zealand

8 There were 55 deaths before the first week of 2022.
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Figure 7: National weekly death counts by cause of death®, February to 18

September 2022
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Source: Ministry of Health.

Figure 8: COVID-19 Modelling Aotearoa death count compared with national
observed deaths attributed to COVID-19
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Sources: COVID-19 Modelling Aotearoa, ordinary differential equation model, September 2022, and
Ministry of Health reported attributed deaths data 18 September 2022

9 Mortality data are affected by a delay due to time taken for reporting and death coding, the most recent
weeks should be interpreted with caution.
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Whole Genomic Sequencing

Community cases and wastewater

Figure 9 shows the proportions of variants in community cases have remained similar
over the past few weeks, with BA.5 making up 91% of sequenced cases in the week to
16 September. Similar patterns have been seen in wastewater: BA.4/5 was also
detected at all wastewater sites (14 of 20 sites were 100% BA.4/5) in the two weeks
ending 18 September.

In the two weeks to 16 September, BA.4.6, BA.4 and BA.2 made up 3%, 3% and 2% of
samples, respectively; Omicron sub-variant BA.2.75 (including BA.2.75.2) was also
detected in community samples at a lower level and is likely spreading within the
community. Additionally, BA.4.6 will likely increase as a proportion of cases, but its
ability to compete against the dominant BA.5 variant is currently unknown.

Figure 9: Frequency of Variants of Concern in community cases

BA1 BA.2.75 BA.46 |:] Unassigned
BA2 BA.4 BAS
BA.2: 2%

1.0 BA.4: 3%
BA.4.6: 3%
0.51 BA.5: 91%

0.0

Jun Jul Alg Sep
Week case reported
Source: ESR COVID-19 Genomics Insights Report #23, EpiSurv/Microreact 0900hrs 17 September 2022

Hospitalised cases

Of 81 successful sequences of COVID-19 positive hospital cases in the two weeks to 16
September 2022, 87% were BA.5, 7% were BA4 (including BA.4.6), 2% were BA.2.75,
and 2% were BA.2.
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Reinfection

Figure 10 characterises the average number of cases per week by first infection and
reinfection. Reinfection made up 12% of reported cases in the week ending 18
September. Figure 11 shows how many first infections and reinfections have been
reported cumulatively over time. Cumulatively, reinfections have made up 2% of total
cases reported in 2022. The proportion of cases that are reinfections is expected to
increase over time. The true number of reinfections is likely higher than reported here.
In general, reporting of cases is expected to decline over time. Due to under-
ascertainment of the first infection and subsequent infections, and as both are required
to detect a reinfection, there is likely to be under-reporting of reinfections.

‘Reinfection’ is now defined as a case reported at least 29 days after the last time a
person reported a positive test for COVID-19. The definition of reinfection changed on
30 June; prior to this, reinfection was based on reports at least 90 days apart (based on
the international literature at the time). Up until 30 June 2022, the vast majority of
positive results that were detected within 90 days of the prior infection were not
recorded in the system; some potential reinfections within 90 days were recorded but
were not representative of the general population.

‘Reinfection’ in general refers to a second or subsequent infection, after the prior
infection has cleared. In this analysis, we are not able to distinguish between
reinfection with the same variant or different variants. Reinfection with a different
variant to the first infection is more likely than reinfection with the same variant.
Technically these data report on ‘redetections’ rather than true reinfections. True
‘reinfections’ cannot be definitively captured in the data for a range of reasons. For
example, a person with persistent infection due to being immunocompromised who
undergoes repeated testing due to regular hospital or clinical visits, would appear in
the data as a ‘reinfection’ when in reality, they may be a chronic or persistent infection.
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Figure 10: Reinfections 7 day rolling average from 01 January to 18 September
2022
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Figure 11: Reinfections cumulatively from 01 January to 18 September 2022
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Comparison of epidemic trends by
ethnicity

The age-standardised reported case rates have decreased for all ethnicities (see Figure
12); with there being around a 2-fold difference between the highest rates — in Asian
and European and Other ethnicities and lowest rates — in Maori and Pacific peoples.
However, the cumulative total for the year shows that Maori and Pacific peoples have
overall had a slightly higher risk of being reported as a case.

Figure 13 and Figure 14 shows that the age standardised rates for hospitalisation for
COVID-19 are also declining for all ethnicities, but unlike the pattern in cases, Maori
had the highest hospitalisation rate in the week ending 18 September, >2 fold higher
than European and Other. This has been a consistent pattern across the year. The
cumulative total for the year shows that Pacific peoples and Maori have had the
highest risks of hospitalisation for COVID-19 — 2.8 and 2.1 times the risk of European
and Other, respectively. Asian people have had a hospitalisation rate approximately
10% lower than European and Other.

The age standardised mortality rate for 1 January to 18 September shows that Pacific
peoples have had the highest risk, 2.5 times that of European and Other, followed by
Maori at 2 times that of European and Other. Asian people have had the lowest risk of
Mortality, 35% lower than European and Other (see Figure 15).

The lower reported case rates and higher hospitalisation and death rates for Maori and
Pacific peoples suggests they may have lower levels of case ascertainment and/or a
higher risk of poor outcomes after infection compared with Asian and European and
Other ethnicities.
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Figure 12: National age-standardised reported case rates by ethnicity from
January to 18 September 2022
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Source: NCTS/EpiSurv as at 2359hrs 18 September 2022

Figure 13: National age-standardised hospitalisation rates by ethnicity from
January to 11 September 2022
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Figure 14: Age-standardised cumulative incidence (and 95% confidence intervals)
of hospitalisation for COVID-19 by ethnicity, 01 January 2022 to 18 September
2022
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Source: NCTS/EpiSurv, NMDS, Inpatient Admissions dataset and CVIP population estimates, 01 January
2022 to 18 September 2022

Figure 15: Age-standardised cumulative incidence (and 95% confidence intervals)
of mortality attributed to COVID-19 by ethnicity, 01 January 2022 to 18
September 2022
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Source: NCTS/EpiSurv, NMDS, Inpatient Admissions dataset and CVIP population estimates, 01 January
2022 to 18 September 2022
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Comparison of epidemic trends by
deprivation

Figure 16 shows the 7-day rolling average for reported case rates by residential area
deprivation level (based on NZDep2018).° Rates for all deprivation levels have
continued to decrease; rates in the past week were slightly higher in areas of least and
mid-range deprivation, the differences were more substantial during July where those
most-deprived had the lowest rate. Prior to May, case rates in those most deprived
were higher than the mid-range and least deprived groups.

However, Figure 17 and Figure 18 show those most deprived have had and continue
to have the highest rates of hospitalisation, both recently and cumulatively during
2022. Those most deprived have had 2.5 times the risk of hospitalisation compared
with those who are least deprived.

Cumulative rates of mortality are also highest for those most deprived (Figure 19).

As lower case rates have been reported among those most deprived, their continued
higher hospitalisation and death rates suggest those who are most deprived may have
lower levels of case ascertainment and/or a higher risk of poor outcomes after
infection compared with those who are least deprived.

10 Atkinson J, Salmond C, Crampton P (2019). NZDep2018 Index of Deprivation, Final Research Report,
December 2020. Wellington: University of Otago
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Figure 16: National age-standardised reported case rates by deprivation status
for weeks 01 January - 18 September 2022
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Figure 17: Age-standardised hospital admission rates for COVID-19 by
deprivation from January to 11 September 2022
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Figure 18: Age-standardised cumulative incidence (and 95% confidence intervals)
of hospitalisation for COVID-19 by deprivation, 01 January 2022 to 18 September
2022
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Source: NCTS/EpiSurv, NMDS, Inpatient Admissions dataset and CVIP population estimates 01
January 2022 to 18 September 2022

Figure 19: Age-standardised cumulative incidence (and 95% confidence intervals)
of mortality attributed to COVID-19 by deprivation, 01 January 2022 to 18
September 2022
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Source: EpiSurv, Death Documents, The Healthcare User database, Mortality Collections database and CVIP
population estimates, 01 January 2020 to 18 September 2022
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Global pandemic
summary

We expect the global situation for the COVID-19 pandemic in the next few months to
be driven by the ongoing emergence of new variants, waning immunity and the
northern hemisphere heading towards the winter season.

e Globally, in the week ending 18 September, the number of new weekly cases
remained stable as compared to the previous week, with over 3.2 million new cases
reported.

e The number of new weekly deaths decreased by 17% compared to the previous
week, with over 9,800 fatalities reported.

e Globally, as of 18 September 2022, over 609 million confirmed cases and over 6.5
million deaths have been reported.

e The prevalence of BA.2 descendent lineages (BA.2.X) remained stable.

e BA.2.75, an Omicron descendent lineage under monitoring, still shows a relatively
low (1.2% and 1.26% as of 4 September) prevalence globally, but a number of
countries have observed recent increasing trends.

e BA.5 Omicron descendent lineages continue to be dominant globally, with an
increase in weekly prevalence from 90.0% to 76.6%.

o Decreases in countries frequency of submitting COVID-19 genomes to GISAID,
make detecting accurate international representations of variant prevalence difficult.

Sources: World Health Organisation: Weekly epidemiological update on COVID-19 — 21 September 2022

Please note, global trends in cases and deaths should be interpreted with caution as
several countries have been progressively changing COVID-19 testing strategies,
resulting in lower overall numbers of tests performed and consequently lower numbers
of cases detected.
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Appendix: Table of summary statistics

Table 1: Reported 7-day rolling average of case rates and hospital admissions, by region, age group, ethnicity and deprivation

Reported Cases (7-day rolling average) Hospital admissions (7-day rolling average)
Week ending Week ending Week ending Week ending
11/09/2022 18/09/2022 04/09/2022 11/09/2022
Rate (per Rate (per % Change Rate (per Rate (per % Change
Number | 100,000 Number | 100,000 Number | 100,000 Number | 100,000

population) population) population) population)
National 1480.0 29.8 1337.1 26.9 -9.7% 36.9 1.0 30.4 0.8 -17.4%
Region
Northern 659.1 34.7 600.4 31.6 -8.9% 14.7 0.8 11.6 0.6 -21.4%
Te Manawa Taki 270.1 27.8 258.3 26.6 -4.4% 5.6 13 5.7 13 2.6%
Central 236.4 25.2 221.3 23.6 -6.4% 53 1.1 4.0 0.9 -24.3%
Te 311.6 27.2 256 224 -17.8% 11.0 1.2 9.1 1.0 -16.9%
Waipounamu
Age group
<5 60.7 19.3 43.0 13.6 -29.5% 2.3 1 0.9 0.4 -62.5%
5-14 119.9 17.8 97.9 14.5 -18.5% 0.7 0.1 0.9 0.2 20.0%
15-24 183.1 29.6 166.7 26.9 -9.1% 0.4 0.1 0.1 0.0 -66.7%
25-44 481.0 35.6 4433 32.8 -7.9% 4.7 0.4 2 0.2 -57.6%
45-64 398.1 31.9 3719 29.8 -6.6% 6.6 0.7 47 0.5 -28.3%
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65+ 237.1 31.1 2144 28.1 -9.6% 22.1 4.2 219 4.1 -1.3%

Ethnicity

Maori 185.1 24.3 147.3 19.3 -20.4% 5.6 1.2 2.0 0.4 -64.1%

Pacific peoples 83.7 22.8 75.6 20.6 -9.7% 2.9 0.9 2.6 0.8 -10%

Asian 257.1 35.1 253.3 34.5 -1.5% 34 0.5 34 0.5 0.0%

European or 935.1 30.3 847.9 27.5 -9.3% 24.7 1.1 22.3 1.0 -9.8%

Other

Deprivation

Least deprived 456.1 31.7 4184 29.1 -8.3% 7.7 0.7 74 0.6 -3.7%

Mid-range 589.0 31.1 538.9 28.4 -8.5% 14.3 1.0 134 0.9 -6.0%

deprivation

Most deprived 404.3 27.1 353.0 23.7 -12.7% 13.7 13 8.9 0.8 -35.4%
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End of report intended
for public distribution

Included below will be the remaining information from the standard Trends and
Insights Report intended for internal distribution only.

The Border Arrivals section will not be included within this report for the foreseeable
future due to a change in the legal framework this week, making the data inaccessible
to our team.

Healthcare workers have also been removed from the report.

The glossary and data limitations have been moved to the website.



International and
scientific insights

Please note, global trends in cases and deaths should be interpreted with caution as
several countries have been progressively changing COVID-19 testing strategies,
resulting in lower overall numbers of tests performed and consequently lower numbers
of cases detected.

Overseas waves and the likely
impacts of new variants, policy
changes, notifiable disease and
wahning immunity

Global

e Globally, in the week ending 18 September, the number of new weekly cases
remained stable as compared to the previous week, with over 3.2 million new cases
reported.

e The number of new weekly deaths decreased by 17% compared to the previous
week, with over 9,800 deaths reported.

e Globally, as of 18 September 2022, over 609 million confirmed cases and over 6.5
million deaths have been reported.

e At the regional level, the number of newly reported weekly cases decreased or
remained stable across all six regions: the Eastern Mediterranean Region (-14%), the
South-East Asia Region (-8%), the European Region (-1%), the African Region (-
35%), the Western Pacific Region (+3%) and the Region of the Americas (-12%).

e The number of new weekly deaths decreased across three of the six regions: the
Eastern Mediterranean Region (-46%), the African Region (-27%), the Western
Pacific Region (-27%), the European Region (-22%), the South-East Asia Region (-
6%) and the Region of the Americas (-5%).

e Globally, from 19 August to 19 September 2022, 120,617 SARS-CoV-2 sequences
were shared through GISAID. Among these, 199,458 sequences were the Omicron
variant of concern (VOC), accounting for 99.0% of sequences reported globally in
the past 30 days.

e The prevalence of BA.2 descendent lineages (BA.2.X) remained stable.
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BA.2.75, an Omicron descendent lineage under monitoring, still shows a relatively
low (1.2% and 1.26% in weeks 34 and 35 respectively) prevalence globally, but a
number of countries have observed recent increasing trends.

BA.5 Omicron descendent lineages continue to be dominant globally, with a
decrease in weekly prevalence from 90.0% to 76.6%.

Decreases in countries frequency of submitting COVID-19 genomes to GISAID,
make detecting accurate international representations of variant prevalence difficult.

Sources: World Health Organisation: Weekly epidemiological update on COVID-19 - 21 September

2022

Australia

In the 14 days up to 13 September 2022, there were 469 new cases per 100,000
population. This is a decrease from the week prior (14 days up to 06 September
2022) where there were 634 per 100,000 population.

Most states and territories saw decreases in rates of new cases compared to the
previous week.

Cases in Aboriginal and Torres Strait Islanders continue to steadily decrease after
increasing up to early August.

As at 13 September 2022, there are 2,105 current cases in hospital with 60 in ICU.
This is a decrease from when last reported (06 September 2022) where there were
2,489 hospitalised cases. The majority of these cases were in New South Wales
(1,370), Queensland (180) and Victoria (203) All three states continue to steadily
decrease with regards to hospitalised cases.

Sources: Australian Government: Coronavirus (COVID-19) common operating picture

Australian Bureau of Statistics

England

Between 03 September 2022 and 10 September 2022 in England, 24,845 people had
a confirmed positive test result. This shows a decrease of 1.4% compared to the
previous 7 days.

Between 06 September 2022 and 13 September 2022 in England, there have been
445,435 tests. This shows a decrease of 22.3% compared to the previous 7 days.

Between 03 September 2022 and 10 September 2022, there have been 327 deaths
within 28 days of a positive COVID-19 test. This shows a decrease of 30.7%
compared to the previous 7 days.

In the week up until and including 12 September, there were 3,434 COVID-19-
related admissions to hospital, a decrease of 5.3% compared to the week prior.

In the week up to and including 14 September, 7,490 received a first dose vaccine,
15,417 received a second dose and 18,120 received a booster or third dose.

Sources: Coronavirus (COVID-19) Data: UK

GOV.UK


https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---21-september-2022
https://www.who.int/publications/m/item/weekly-epidemiological-update-on-covid-19---21-september-2022
https://www.health.gov.au/resources/collections/coronavirus-covid-19-common-operating-picture#august-2022
https://www.abs.gov.au/statistics/health/causes-death/provisional-mortality-statistics/latest-release#covid-19-mortality
https://coronavirus.data.gov.uk/
https://www.gov.uk/government/statistics/weekly-all-cause-mortality-surveillance-2021-to-2022

Japan

« Japan continues to be the country with the highest number of new cases with a 7-
day rolling average of 66,667 as at 20 September. Infections have been decreasing
since late August.

o Deaths remain relatively constant with a 7-day rolling average of 135 deaths as of
20 September, compared to the previous week, at 212 deaths.

« The National Institute of Infectious Diseases has reported the occupancy rates of
hospital beds for COVID-19 patients has risen and is affecting quality of care due to
temporary closures of hospital wards and infected healthcare workers.

e Mass infections at facilities for the elderly may be responsible for the increase in
deaths occurring alongside a decrease in infections generally.

Sources: Our World in Data: Japan

South Korea

e Following a peak in late March 2022, South Korea experienced a secondary wave,
peaking in late August. This secondary wave appeared to be declining but as of this
week, cases and deaths appear to have plateaued.

« The 7-day rolling average for confirmed cases is 57,690 as at 20 September, slightly
increasing from 56,093 as at 12 September.

e The 7-day rolling average for confirmed deaths is 59.6 per day as of 20 September,
an increase from last week at 48.6.

¢ Reinfections continue to be driven by the immune-evasive BA.5 Omicron subvariant.

Sources: Our World in Data: South Korea

Primary evidence on effectiveness
of public health and outbreak
control measures

This section outlines some of the available literature about the effectiveness of public
health and outbreak control measures. It is not intended to be a systematic review of
all available evidence, but to provide an overview of available evidence.

Outbreak Management

e An investigation on concordance of testing results self-collected swabs versus
those done by a healthcare worker found that self-collection school-aged
children and adolescents, following simple instructions, demonstrated high
agreement with results following collection by health care workers.
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https://ourworldindata.org/explorers/coronavirus-data-explorer?facet=none&uniformYAxis=0&pickerSort=desc&pickerMetric=new_cases_smoothed_per_million&Metric=Confirmed+deaths&Interval=7-day+rolling+average&Relative+to+Population=false&Color+by+test+positivity=false&country=KOR%7EJPN%7EMHL%7ETON%7ECYP
https://ourworldindata.org/coronavirus/country/south-korea#daily-confirmed-cases-how-do-they-compare-to-other-countries
https://jamanetwork.com/journals/jama/fullarticle/2795837?guestAccessKey=d98d9357-ab4b-477a-b97c-ae5c9382870c&utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_content=tfl&utm_term=082622
https://jamanetwork.com/journals/jama/fullarticle/2795837?guestAccessKey=d98d9357-ab4b-477a-b97c-ae5c9382870c&utm_source=For_The_Media&utm_medium=referral&utm_campaign=ftm_links&utm_content=tfl&utm_term=082622

A behavioural study from New Zealand looking at the impact of Compliance
with COVID-19 measures found that it is important to look at the strength of
individuals' motivation and their beliefs about the advantages and disadvantages of
policy outcomes and policy measures. They found this differentiation was useful in
predicting an individual's possible behavioural responses to a measure.

A review of Taiwan's mitigation and containment strategy found that non-
pharmaceutical interventions, including public masking and social distancing,
coupled with early and aggressive identification, isolation, and contact tracing to
inhibit local transmission were optimal policies for public health management of
COVID-19 and future emerging infectious diseases.

A study on behavioural decisions and risk perception through monitoring the
flows of information from both physical contact and social communication found
that maintaining focus on awareness of risk among each individual’s physical
contacts promotes the greatest reduction in disease spread, but only when an
individual is aware of the symptoms of a non-trivial proportion of their physical
contacts.

A commentary in the Lancet on face masks suggests that mass masking would be
of particular importance for the protection of essential workers who cannot stay at
home. As people return to work, mass masking might help to reduce a likely
increase in transmission.

A research article on the efficacy of non-pharmaceutical interventions for
COVID-19 in Europe found that the population prevention and control measures
implemented by the government had an impact on the change in the reproduction
rate. Furthermore, that most effective factors in individual level prevention were a
reduction of mobility/mixing.

A survey of COVID-19 in public transportation looking at the risk of transmission
and the impact of mitigation measures found that social distancing, density limits,
masking and improving ventilation were effective at reducing the risk of
transmission. Reff (effective reproduction rate) decreased by 20% after the
introduction of targeted testing and by 18% after extension of face-mask rules,
reducing Reff to 0.9 and suppressing the outbreak.

An evidence brief on the properties of the Omicron variants and how it affects
public health measures effectiveness found that the effects of early isolation,
adult-focused reduction of interpersonal contact, and vaccination have different
sites of action in infection spread dynamics and their combination can work
synergistically.

A Canadian wastewater research paper has noted that the lack of a quantitative
framework to assess and interpret the wastewater data generated has been a major
hurdle in translating wastewater data into public health action.

An observational study on the impact of contact tracing and testing on controlling
COVID-19 without lockdown in Hong Kong.


https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0263376#abstract0
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0263376#abstract0
https://www.cambridge.org/core/journals/disaster-medicine-and-public-health-preparedness/article/taiwans-successful-covid19-mitigation-and-containment-strategy-achieving-quasi-population-immunity/0123549586C95DCC93C77E5EF1F613D5
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-12353-9
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)30918-1/fulltext
https://aricjournal.biomedcentral.com/articles/10.1186/s13756-021-01039-x#Sec12
https://aricjournal.biomedcentral.com/articles/10.1186/s13756-021-01039-x#Sec12
https://www.sciencedirect.com/science/article/pii/S2772586322000302
https://www.mdpi.com/1660-4601/19/9/4930
https://www.mdpi.com/1660-4601/19/9/4930
https://www.sciencedirect.com/science/article/pii/S1755436522000172#bib79
https://www.thelancet.com/journals/lanwpc/article/PIIS2666-6065(21)00283-2/fulltext

Economic, Social and Health Impacts

A research article on COVID-19 testing and mortality outcomes between
countries found that countries that developed stronger COVID-19 testing
capacity at early timepoints, as measured by tests administered per case
identified, experienced a slower increase of deaths per capita.

A preprint study has noted that reinfections of COVID-19 are associated with
an increase of risk of all-cause mortality, hospitalisation, and adverse health
outcomes.

A population study using a surveillance dataset that records all results of
SARS-CoV-2 tests in France found a positive social gradient between
deprivation and the risk of testing positive for SARS-CoV-2.

An evaluation of COVID-19 policies in 50 different countries and territories
considers both pharmaceutical and non-pharmaceutical interventions and
assesses a jurisdiction’s success at containing COVID-19 both prior to and after
vaccination.

Systematic review of economic evaluations of COVID-19 interventions

A cross-sectional study comparing OECD countries in evaluating economic
outcomes found that non-pharmaceutical interventions effectively contained
the outbreaks and had positive impacts in lowering unemployment rates.

A research article on the disease-economy trade-offs under different
epidemic control strategies found that using targeted isolation would result
in the best outcome for minimising both the risk of an epidemic and the
economic downturn which accompanies (an epidemic).

Modelling

A modelling study look at preventing a cluster from becoming a new
wave in settings with zero community COVID-19 cases found that individual
restriction or control strategy reduces the risk of an outbreak. They can be
traded off against each other, but if too many are removed there is a danger of
accumulating an unsafe level of risk. This has a particular impact on increasing
downstream risks with increasing international travel.

A modelling study looking at the impact of non-pharmaceutical
interventions on controlling COVID-19 outbreak without lockdowns in Hong
Kong found that delays in implementing control measures had significant
impact on disease transmission.

A mathematical modelling study assessing the impact of public compliance
on non-pharmaceutical interventions with a cost-effectiveness analysis.

A modelling study points to the role of super-spreader events in the
contribution of novel variant predominance from a public health perspective,
the results give weight to the need to focus NPIs on preventing large super-
spreader events (10 or 20 secondary infections from single infected individual).
A preprint study on social gatherings and transmission found that small
gatherings, due to their frequency, can be important contributors to
transmission dynamics.
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https://onlinelibrary.wiley.com/doi/full/10.1111/irv.12906
https://www.researchsquare.com/article/rs-1749502/v1
https://www.sciencedirect.com/science/article/pii/S246826672200007X
https://www.nature.com/articles/s41598-022-12853-7
https://www.sciencedirect.com/science/article/pii/S1098301522001024
https://www.tandfonline.com/doi/pdf/10.1080/23322039.2021.2022859
https://www.nature.com/articles/s41467-022-30642-8#Sec6
https://www.nature.com/articles/s41467-022-30642-8#Sec6
https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-022-07180-1
https://bmcinfectdis.biomedcentral.com/articles/10.1186/s12879-022-07180-1
https://www.sciencedirect.com/science/article/pii/S2666606521002522
https://www.sciencedirect.com/science/article/pii/S2666606521002522
https://pesquisa.bvsalud.org/global-literature-on-novel-coronavirus-2019-ncov/resource/pt/covidwho-1516828
https://royalsocietypublishing.org/doi/10.1098/rsif.2021.0811
https://www.medrxiv.org/content/10.1101/2022.01.07.21268585v2
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