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Abstract

Background: New Zealand’s (NZ) complete absence of community transmission of

influenza and respiratory syncytial virus (RSV) after May 2020, likely due to COVID-

19 elimination measures, provided a rare opportunity to assess the impact of border

restrictions on common respiratory viral infections over the ensuing 2 years.
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Methods: We collected the data from multiple surveillance systems, including

hospital-based severe acute respiratory infection surveillance, SHIVERS-II, -III and

-IV community cohorts for acute respiratory infection (ARI) surveillance, HealthStat

sentinel general practice (GP) based influenza-like illness surveillance and SHIVERS-V

sentinel GP-based ARI surveillance, SHIVERS-V traveller ARI surveillance and

laboratory-based surveillance. We described the data on influenza, RSV and other

respiratory viral infections in NZ before, during and after various stages of the

COVID related border restrictions.

Results: We observed that border closure to most people, and mandatory

government-managed isolation and quarantine on arrival for those allowed to enter,

appeared to be effective in keeping influenza and RSV infections out of the NZ com-

munity. Border restrictions did not affect community transmission of other respira-

tory viruses such as rhinovirus and parainfluenza virus type-1. Partial border

relaxations through quarantine-free travel with Australia and other countries were

quickly followed by importation of RSV in 2021 and influenza in 2022.

Conclusion: Our findings inform future pandemic preparedness and strategies to

model and manage the impact of influenza and other respiratory viral threats.
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1 | INTRODUCTION

COVID-19, declared as a public health emergency of international

concern by the World Health Organization (WHO) on 30 January

2020, was first identified in New Zealand (NZ) on 28 February

2020. From 19 March 2020, NZ responded to the COVID-19 pan-

demic with stringent public health and social measures (PHSMs)

including border restrictions and a national lockdown that included

strict stay-at-home orders at Alert Level 4 with a range of

mandated actions and restrictions such as closure of all public and

education facilities including early childhood education centres and

schools.1,2 These measures were successful in containing the first

wave of the COVID-19 outbreak with elimination of community

transmission for 101 consecutive days from 1 May to 10 August

2020.3,4 We previously reported that no community transmission of

influenza and respiratory syncytial virus (RSV) was identified from

May 2020.5

Prior to 2020, the impacts of border closures on disease spread

were largely unknown, and their use as a pandemic policy was advised

against by WHO,6 in part due to their potential to be discriminatory

and worsen economic and social disruption. However, in response to

the COVID-19 pandemic, nearly every country introduced interna-

tional border closures with varying durations and stringency.7

NZ implemented a range of border restrictions for more than

2 years from 19 March 2020 to 31 July 2022 (Figure 1) with the

intention of preventing imported COVID-19 cases from establishing

community transmission in the country. Initially, restrictions included

mandatory government-managed isolation and quarantine (MIQ) in

designated facilities on arrival for all people seeking to enter the coun-

try. After more than 12 months of border closure, partial border relax-

ation was introduced for around 3 months (from 19 April 2021)

allowing quarantine-free travel with Australia but reinstated from

23 July 2021 until February 2022 with progressive relaxation thereaf-

ter. Quarantine-free travel was permitted for vaccinated

New Zealanders and other eligible travellers from Australia from

28 Feburary 2022,8 for vaccinated Australians from 13 April 2022, for

vaccinated travellers from NZ’s list of 60 visa-waiver countries from

2 May 2022, and finally, for all travellers irrespective of vaccination

status from 31 July 2022.

There are some data on the impact of border closures on influ-

enza during the COVID-19 pandemic from studies conducted in

China,9,10 Hong Kong,11 Taiwan,12 Singapore13 and Australia.14 How-

ever, these studies only evaluated the overall effect of a set of com-

bined PHSMs, without disentangling the specific effects of individual

PHSM.15 NZ has a unique situation where stringent border restric-

tions remained in place for 2 years, while in-country stringent PHSMs

were largely absent. A 3-month border opening with Australia during

broader border closure created opportunities for importation of

viruses from Australia. This allowed us to distinguish the effect of the

stringent border restrictions from other stringent measures (stay-at-

home orders, school closure etc.) on influenza, RSV and other respira-

tory viral infections.

Over the last 10 years, NZ has invested in comprehensive respira-

tory virus surveillance platforms including patients admitted acutely
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to hospitals, those making consultation visits to general practitioners

(GPs) and community cohorts with non-medically attended acute

respiratory infections. During the COVID-19 pandemic, most of these

surveillance programmes remained largely intact and enhanced with

additional research. This provided a rare ‘real-world’ quality dataset

to examine temporal associations of border restrictions and importa-

tions of respiratory viruses with varying disease severity and then

their in-country epidemiology in an island nation. Understanding the

effect of border restrictions on these viral infections and associated

diseases is critical to informing pandemic influenza preparedness and

planning countermeasures for seasonal influenza, RSV and other

respiratory viral infections.

Here, we describe data collected from multiple surveillance sys-

tems on influenza, RSV and other respiratory viral infections in NZ

before, during and after various stages of the COVID-19 related bor-

der restrictions.

2 | METHODS

2.1 | Hospital-based severe acute respiratory
infection (SARI) surveillance

The population-based hospital SARI surveillance among residents

(catchment population of one million people across the central, east

and south Auckland region) was established in 2012 as the first itera-

tion of the Southern Hemisphere Influenza and Vaccine Effectiveness

Research and Surveillance (SHIVERS-I) study.16,17 Active surveillance

periods for hospital intensive care units (ICUs) were year-round, and

for general medical/paediatrics wards, usually from May to September

of each year but started from 7 February 2022 due to COVID-19

community transmission. Research nurses reviewed daily records of

all overnight general medical/paediatrics wards and ICU admitted

acute inpatients to identify any with suspected acute respiratory ill-

nesses. They enrolled those patients with cough and history of fever

(subjective fever or measured temperature ≥38�C) and onset within

the past 10 days, as defined by the WHO as SARI, and collected a

nasopharyngeal or nasal or throat swab.

2.2 | SHIVERS-II, -III and -IV community cohorts
for acute respiratory infection (ARI) surveillance

SHIVERS-II, -III and -IV are three prospective, longitudinal (7 years),

community cohorts in Wellington.5 SHIVERS-II is an adult cohort

operating since 2018 with approximately 1400 participants in 2020,

1100 in 2021 and 900 in 2022. SHIVERS-III is an infant cohort oper-

ating since 2019 with approximately 80 participants in 2020, 300 in

2021 and 600 in 2022. SHIVERS-IV is a household cohort operating

since 2021 with around 500 families (approximately 1000 household

members in 2021 and 1700 in 2022).

Each year, the active surveillance period for the three cohorts

typically occurs from May to September. In 2022, surveillance started

on 7 February due to COVID-19 community transmission. The study

staff sent weekly surveys to participants regarding their respiratory

symptoms. Nurses reviewed participant’s symptom reports and

F I GU R E 1 Timeline of New Zealand’s border restrictions. 1Border closure = borders close to all but New Zealand citizens and permanent
residents. For those allowed to enter, they are required to comply with mandatory government-managed isolation and quarantine (MIQ) in
designated facilities on arrival. PHSMs, public health and social measures.
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identified those meeting relevant case definitions: ARI—‘an acute

respiratory illness with fever or feverishness and/or one of following

symptoms (cough, running nose, wheezing, sore throat, shortness of

breath and loss of sense of smell/taste) with onset in the past

10 days’; influenza-like illness (ILI)—‘acute respiratory illness with

cough and fever/measured fever of ≥38�C and onset within the past

10 days’. Nurses guided those with ARI/ILI to take a nasopharyngeal

or nasal swab.

2.3 | HealthStat’s sentinel general practice
(GP)-based ILI surveillance and SHIVERS-V sentinel
GP-based ARI surveillance

HealthStat GP-based ILI surveillance consists of a nationally represen-

tative random sample of approximately 300 sentinel GPs.5,18 The case

definition for ILI: ‘an acute upper respiratory tract infection, with

abrupt onset of two or more symptoms from chills, fever, headache

and myalgia’. This surveillance monitored the number of people who

consult GPs with ILI and collected automated weekly extracts of ILI

read codes from practice management systems.19 This surveillance

did not include virological surveillance.

SHIVERS-V sentinel GP-based ARI surveillance (from eight senti-

nel GPs in Auckland, Wellington and Dunedin) was established in the

middle of June 2021. If a consultation seeking patient met the ARI

case definition (the same as SHIVERS-II, -III and -IV ARI), a nasopha-

ryngeal or nasal swab was collected.

2.4 | SHIVERS-V traveller ARI surveillance

SHIVERS-V traveller ARI surveillance was established on 10 May

2021 and was operational until 27 February 2022. All travellers

staying in 32 MIQ facilities were required to test for severe acute

respiratory syndrome coronavirus 2 (SARS-CoV-2). This surveillance

included five hospital-based laboratories covering 29 MIQ facilities. A

daily electronic extract from the COVID-19 éclair (https://www.

sysmex-ap.com/product/eclair/) database was generated for each

participating laboratory to identify any traveller with a suspected

acute respiratory infection who met the ARI case definition (the

same as SHIVERS-V GP ARI). If there was any left-over specimen

after the SARS-CoV-2 testing, the specimen was tested for other

respiratory viruses.

2.5 | Laboratory-based surveillance

The laboratory-based surveillance for influenza, RSV and other

common respiratory viruses is carried out year-round by the NZ virus

laboratory network consisting of the National Influenza Centre at ESR

(Institute of Environmental Science and Research) and six hospital

laboratories in Auckland (two hospitals), Waikato, Wellington,

Christchurch and Dunedin. This laboratory network tests specimens

ordered by clinicians for hospital inpatients and outpatients during

normal clinical practice (serving approximately 70% of the NZ popula-

tion). Sample collection is based on clinician judgement.

Additionally, this network conducts testing for public health sur-

veillance including hospital-based SARI, GP-based ILI/ARI, and

SHIVERS-II, -III, -IV and -V ILI/ARI surveillance. The collected naso-

pharyngeal or nasal swabs were tested by polymerase chain reactions

(PCRs)17 specifically for influenza virus, RSV, rhinovirus, parainfluenza

virus types 1–3, enterovirus, adenovirus, human metapneumovirus

and SARS-CoV-2.20

2.6 | Data analyses

Study data were captured using REDCap 10.0.19 electronic data cap-

ture tools.21 Analyses were performed in Stata 16.1 (StataCorp LLC).

The observed incidence rates of influenza/RSV/Rhinovirus-PCR-

confirmed SARI or ARI or ILI were corrected each week to account for

missed swabs from ARI cases by applying the influenza/RSV/Rhinovi-

rus positivity rate of those tested to those not tested (corrected num-

ber of influenza/RSV/Rhinovirus-PCR-confirmed SARI or ILI or ARI

events = number of SARI or ILI or ARI � actual number of influenza/

RSV/Rhinovirus-PCR-confirmed SARI or ILI or ARI � actual number of

SARI or ILI or ARI swabs).

Based on SARI and ILI surveillance data from 2015–2019, the

start of the annual influenza season and intensity level of the influ-

enza epidemics was defined by using the moving epidemic

method.18,22,23

Laboratory-based surveillance data used the median of the annual

total of the specified week period over the years 2015–2019 to rep-

resent the reference period for that week period. Median and inter-

quartile ranges were calculated for the number of viruses reported

during 2015–2019; Percentage change = (no. virus � median

no. virus [2015–2019]) � median no. virus (2015–2019) � 100.

The 95% confidence intervals (CIs) for proportions (incidence

rates) were calculated using the binomial distribution.

2.7 | Ethics statement

The NZ Northern A Health and Disability Ethics Committee approved

the SHIVERS-I, -II, -III, -IV and -V studies (NTX/11/11/102). The GP-

based ARI/ILI and laboratory-based surveillance are conducted in

accordance with the Public Health Act, and thus, ethics approval was

not required.

3 | RESULTS

We have previously reported complete absence of community trans-

mission of influenza and RSV after May 2020.5 While this absence

continued during border closure, multiple surveillance systems consis-

tently showed that re-introduction of RSV and influenza into the NZ
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community were temporally associated with partial border relaxations

in 2021 and 2022, respectively (Figure 2).

Hospital-based surveillance recorded low SARI incidence rates in

2020, all below the seasonal threshold defined by the reference

period of 2015–2019 (Figure 2P1.A.). In 2021, RSV-associated SARI

hospitalisation rates (Figure 2P1.B.) were first reported 2 weeks fol-

lowing commencement of quarantine-free travel with Australia where

inter-seasonal RSV outbreaks and very low influenza and COVID-19

HUANG ET AL. 5 of 14



activity were reported.24,25 In 2022, influenza-associated SARI hospi-

talisation rates (Figure 2P1.C.) were first reported 5 weeks after

28 February partial border relaxation. Rhinovirus-associated SARI hos-

pitalisation rates (Figure 2P1.D.) were reported consistently through-

out 2019–2022 regardless of border restrictions. Overall, proportion

of swabs tested among SARI cases remained on average at 87% dur-

ing border restrictions (between Week 13 of 2020 to Week 30 of

2022; Table S1).

SHIVERS-II, -III and -IV community cohort surveillance results,

consistent with the patterns detected by hospital-based SARI surveil-

lance, showed that ARI incidence rates (Figure 2P2.A.) were mainly

driven by RSV (Figure 2P2.B.), which peaked in late June 2021, and

influenza (Figure 2P2.C.), which peaked in late June 2022. Rhinovirus-

associated ARI incidence rates (Figure 2P2.D.) were reported through-

out 2019–2022. Overall, proportion of swabs tested among ARI/ILI

cases remained on average at 72% during border restrictions

(Table S1).

The HealthStat sentinel GP-based ILI rates were mostly below

the seasonal threshold during 2020–2021 and at a low level during

2022 (Figure 2P3.A.). SHIVERS-V sentinel GP-based ARI surveillance

results, like other surveillance streams, detected high incidence rates

of RSV in mid-July 2021 (Figure 2P3.B.), influenza in late June 2022

(Figure 2P3.C.), and rhinovirus throughout 2019–2022 (Figure 2P3.

D.). Overall, proportion of swabs tested among ARI cases remained at

100% during border restrictions (Table S1).

The laboratory-based surveillance detected high numbers of RSV

virus in early July 2021 (Figure 2P4.1.), influenza virus in mid-June

2022 (Figure 2P4.2.) with rhinovirus detections (Figure 2P4.3.)

throughout 2019–2022.

SHIVERS-V travellers’ ARI surveillance tested 86,295 samples for

SARS-CoV-2 from travellers in 29 MIQ facilities. Among travellers

with ARI (2484) who had available left-over samples, 1378 were

tested for influenza virus (12 positive) and 1376 were tested for RSV

(47 positive; Figure 3). The influenza and RSV cases were scattered

throughout border restriction periods.

Table 1 shows the cumulative number of respiratory viruses

detected across all surveillance systems and the proportional change

for each virus before, during and after border restrictions compared

with the reference period of 2015–2019. Between Week 18 of

2020 to Week 8 of 2022, there were 21 influenza virus detections,

>99% reduction compared with the reference period. Of these,

17 were from travellers who stayed in MIQ facilities from

21 December 2020 to 27 February 2022, and four were detected

from 11 May 2020 to 26 July 2020 with unknown travel informa-

tion. After border restrictions were relaxed in 2022 (Weeks 9–30),

there was a nearly four-fold increase in influenza virus detections

compared to the reference period. Like influenza, marked reductions

were also evident for RSV detections (>97%) during border closure

(Week 18 of 2020 to Week 15 of 2021). This was followed by a

two-fold increase in RSV detections (Weeks 16–29 of 2021) com-

pared to the reference period soon after quarantine-free travel with

Australia. Other respiratory viruses were less affected by border

restrictions. Rhinovirus detections were reduced (82%) during strict

lockdown (Weeks 13–17 of 2020), re-bounded quickly and further

increased (18%) during border closure (from Week 18 of 2020 to

Week 15 of 2021). Parainfluenza virus type-1 (PIV1) detections

showed a peak from November 2020 to January 2021 despite bor-

der closure (Figure 4).

4 | DISCUSSION

NZ, a southern hemisphere island country with a temperate climate,

has a well-established pattern of influenza and RSV circulation with

annual peak incidence usually in the winter months from June to

September.26 NZ’s absence of community transmission of influenza

and RSV after May 2020, largely due to COVID-19 elimination

measures,5 provided a unique opportunity to describe the impact of

border restrictions and relaxations on these viral infections for the

subsequent 2 years, because overseas travellers became their only

F I GU R E 2 Temporal distribution of acute respiratory infections (ARIs) and associated influenza, RSV, and rhinovirus detections with (2020–
2022) and without (2019) border restrictions. Panel 1: P1.A. Hospital-based severe acute respiratory infection incidence rate, P1.B. RSV
-associated SARI, P1.C. Influenza -associated SARI, P1.D. Rhinovirus-associated SARI. Panel 2: P2.A. SHIVERS-II, -III and -IV cohort-based ARI

incidence rate, P2.B. RSV-associated ARI/ILI, P2.C. Influenza-associated ARI/ILI, P2.D. Rhinovirus-associated ARI/ILI. Panel 3: P3.A. ILI
consultations among HealthStat GP patients, P3.B. RSV-associated ARI among SHIVERS-V GP patients, P3.C. Influenza-associated ARI among
SHIVERS-V GP patients, P3.D. Rhinovirus-associated ARI among SHIVERS-V GP patients. Panel 4: P4.1. Lab-based RSV, P4.2. Lab-based
influenza, P4.3. Lab-based rhinovirus detection. GP, general practice; ILI, influenza-like illness; PHSMs, public health and social measures; SARI,
severe acute respiratory infection; SHIVERS-II, -III, -IV and –V, the 2nd, 3rd, 4th, 5th iterations of the southern hemisphere influenza and vaccine
effectiveness research and surveillance programme. The calculation for epidemic threshold and influenza activity are described in the Section 2. A
patient with cough and history of fever (subjective fever or measured temperature ≥38�C) and onset within the past 10 days meets the SARI case
definition if hospitalised or meets the ILI case definition if participating in the SHIVERS-II and -III study during 2019. The ARI case definition
among SHIVERS-II, -III, -IV and -V participants refers to an “acute respiratory illness with fever or feverishness and/or one of following symptoms
(cough, runny nose, wheezing, sore throat, shortness of breath, loss of sense of smell/taste) with onset in the past 10 days”. Partial border
relaxation 1 refers to brief introduction of quarantine-free travel with Australia during 19 April 2021 to 22 July 2021. Partial border relaxation
2 refers to progressive border relaxation between 28 Feburary 2022 to 31 July 2022. Introduction of quarantine-free travel initially for
vaccinated New Zealanders from Australia on 28 Feburary 2022 and for the same groups from the rest of the world on 13 March 2022, then for
vaccinated Australians from 13 April 2022 and vaccinated travellers from NZ’s visa-waiver countries from 2 May 2022 onwards.
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source of re-introduction. Comprehensive surveillance from hospital,

GPs and community cohorts showed that initial stringent PHSMs

(lockdown, school closure and border closure) were able to remove

influenza and RSV from the NZ community, and the subsequent tight

border restrictions in absence of other stringent PHSMs appeared to

be effective at keeping them out. Re-introduction of RSV and

influenza into NZ were temporally associated with partial border

relaxations in 2021 and 2022, respectively. However, border

F I GU R E 2 (Continued)
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restrictions did not have much impact on non-enveloped viruses such

as rhinovirus and some of the enveloped viruses such as PIV1, proba-

bly due to their suppressed (but not eliminated) transmission within

NZ during the initial stringent PHSMs or ineffectiveness of border

closure.

The WHO’s pandemic influenza intervention guidance does not

recommend border restrictions when pandemic influenza emerges in

human populations because these measures have been considered

ineffective and impractical.27 However, the knowledge base used in

developing WHO guidance for influenza pandemic prevention con-

sists primarily of historical observations and modelling studies that

provide generally poor quality of evidence/data.28–30 NZ’s high-

quality data generated during the COVID-19 pandemic questions

some of the rationales underpinning the WHO guidance. Our conclu-

sions drawn from multiple NZ surveillance streams on the effective-

ness of border restrictions in preventing influenza transmission are

consistent with those reported from other countries including

Australia,14,31–33 Hong Kong,11 Chile34 and South Africa.35 Therefore,

we suggest that it is important to re-evaluate the role of border

restrictions (and PHSMs generally) in delaying, mitigating or even

potentially eliminating influenza pandemics. Although such measures

are associated with significant negative impacts on society, the

potential beneficial effects of delaying respiratory viral transmission

can provide the time needed for developing, producing, and distribut-

ing vaccines and therapeutics that can prevent death and disease.

New knowledge from this assessment may inform better prepared-

ness for future influenza pandemics and other severe respiratory

viral threats.

While NZ’s RSV absence from May 2020 continued during border

closure and easing of other stringent PHSMs (lockdown and child-

care/school closure), community transmission of RSV returned from

April 2021 soon after border relaxation with Australia. NZ’s situation

is different from Australia where a peak of RSV cases was observed

from September 2020 followed easing of restrictions on gatherings

and school re-openings but preceding the relaxation of border

restrictions. This suggested that, unlike NZ, the initial PHSMs did not

effectively remove RSV from the Australia community, or alternatively

incomplete border closures.36 One important difference between

Australia and NZ’s pandemic restrictions (relevant for RSV) is that

Australia allowed childcare centres to mostly remain open during

pandemic restrictions, providing opportunities for maintaining RSV

circulation.24 Indeed, during the 2020/21 RSV season in Europe,

where overall RSV activity was very low, the only countries with

major RSV outbreaks were those with policies to keep primary

school and childcare centres open.37 A detailed analysis of temporal

trends in RSV infections around the time of implementation and

lifting of specific interventions (mask mandates, school closures,

travel restrictions etc.) can provide valuable insights into effective

strategies to prevent/mitigate future epidemics of RSV in each

local context.

Not all respiratory viruses were impacted by border restrictions,

especially those non-enveloped respiratory viruses (rhinovirus,

enterovirus and adenovirus). Rhinovirus persisted throughout border

restrictions in NZ. Rhinovirus’ non-enveloped nature,38 persistence in

environment39 and high prevalence in population40 may account for it

being less affected by PHSMs including border restrictions. Interest-

ingly, PIV1 (an enveloped virus) was also less affected by NZ’s border

restrictions because we observed a rapid increase of PIV1 incidence

from November 2020 to January 2021 during border closure. Unlike

influenza and RSV, prolonged shedding of low levels of PIV has been

documented in normal asymptomatic healthy adults,41 children42 and

immunocompromised persons.43 The prolonged shedding may

account for PIV1 local transmission being suppressed (not eliminated)

by the short period (5 weeks) of initial stringent PHSMs implemented

in 2020, and then returning after easing of these restrictions. Alterna-

tively, prolonged PIV1 shedding may account for ineffectiveness of

F I G U R E 3 Temporal distribution
of influenza and respiratory syncytial
virus (RSV) associated acute
respiratory infections (ARI) among
travellers during 2021–2022. The ARI
case definition among travellers refers
to an “acute respiratory illness with
fever or feverishness and/or one of
following symptoms (cough, running
nose, wheezing, sore throat, shortness
of breath, loss of sense of smell/taste)
with onset in the past 10 days.”
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border closure as the length of the MIQ stay is <14 days for each

traveller. This would provide opportunities for PIV1-infected travellers

to continue shedding the virus after the release from MIQ, seeding

the virus into the NZ community. Whole genome sequencing may

help in distinguishing these two possible scenarios.

The strengths of our study are: (1) NZ’s unique setting allowed us

to disentangle the effect of the stringent border restrictions from

other stringent measures (stay-at-home orders, school closure etc.) on

influenza, RSV and other common respiratory viral infections. The

brief border opening with Australia created seeding opportunity for

some of the respiratory viruses such as RSV, which contributed to

novel data and knowledge on impact and temporal association of the

border restrictions and virus importation. (2) The active surveillance

from hospital, GP, community cohorts and passive laboratory surveil-

lance provided concordance data on the impact of the border restric-

tions on these respiratory viral infections with a range of disease

spectrums. (3) The hospital, GP and community cohort surveillance

had well-defined denominators for calculating population-based inci-

dence rates. (4) Our study utilised a large dataset that was collected

prospectively, including nine of the most prevalent non-COVID-19

respiratory viruses and up to 8 years of weekly testing data (from

2015 to 2022).

The limitations of our study are: (1) all our surveillance systems

were triggered when patients experienced acute respiratory illnesses

with subsequent swabbing and testing. We had no real-time routine

surveillance for swabbing asymptomatic individuals who may have

influenza/RSV infections. (2) The number of laboratory detections of

influenza/RSV/other respiratory viruses for hospital patients during

routine clinical practice is influenced by testing technology, instru-

ments, reagents, priorities, demands and human resources during the

COVID-19 pandemic. Additionally, these samples ordered by clini-

cians based on clinical judgement may result in selection bias. Further-

more, this surveillance system only reports positive viral detections;

thus, there are no data on proportion of positives among tested sam-

ples. (3) The COVID-19 pandemic might interrupt the usual patient

flow for sentinel GPs. This might result in lower consultations and

under-reporting for ILI rates during 2020–2022.

In conclusion, NZ’s unusual experience of influenza and RSV

absence from May 2020, due to COVID-19 pandemic elimination

measures, allowed us to examine the impact of border restrictions and

relaxations over the subsequent 2 years on influenza, RSV and other

respiratory viral infections. Our findings showed that total border clo-

sure to most non-residents and mandatory government-MIQ on

arrival for those allowed to enter appeared to be effective in prevent-

ing influenza and RSV spread into NZ. Border relaxation through

quarantine-free travel was quickly followed by importation of RSV

and influenza into NZ. Border restrictions did not have much impact

on other respiratory viruses such as rhinovirus and parainfluenza virus

type-1. Our data provide important insights into the role of border

restrictions in managing future pandemic threats from influenza and

other severe respiratory viruses. Our findings show that elimination

provides a feasible alternative to mitigation, which has been a domi-

nant pandemic strategy to date.44 Our results also provide insightsT
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into the global circulation pattern and epidemiology of human respira-

tory pathogens before, during and after the COVID-19 pandemic.

These ‘real-world’ data can facilitate future modelling studies by pro-

viding the precision and accuracy of predictions for the timing and

severity of seasonal influenza, RSV and other respiratory viral

outbreaks.
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Additional supporting information can be found online in the Support-

ing Information section at the end of this article.
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