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The purpose of this procedure is to create streamlined guidance to support a risk-based approach to the early identification and infection control management of an Acute Respiratory Infection (ARI) within  hospital settings across Canberra Health Services (CHS) Network. 

Walk-in centres (WIC), Community Health Centres, Community Care Programs, including  hospital in the home services, require a management of infectious respiratory illness procedure, specific to their service. 
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This procedure applies to all CHS Network staff, students and trainees undertaking clinical placement, and all contracted agents working within a CHS Network hospital. It is the responsibility of all identified personnel, to adhere to this procedure whilst working in their designated roles.

CHS Network including the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra Hospital. 
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Introduction
An Acute Respiratory Infection (ARI) is defined as a range of infections caused by respiratory viruses, including COVID-19, Influenza, and Respiratory Syncytial Virus (RSV).  Symptoms of ARI are often similar regardless of the viral pathogen causing the illness (1). 

How ARIs are spread
An ARI is transmitted between individuals when virus is released from the respiratory tract of an infected person and is transferred through the environment, leading to infection of the respiratory tract of an exposed and susceptible person (2). 

Respiratory infections can be transmitted via four major modes of transmission: (large) droplets and (fine) aerosols, direct (physical) contact and indirect contact (fomite). 

Most ARI transmission occurs through direct close contact. Infections occur mainly through exposure to respiratory particles when in close contact with someone who has an ARI. People who are physically near (within 1.5 metres) a person with an ARI, or have direct contact with that person, are at greater risk of infection compared to individuals who remain >1.5 metres from cases (2). 

Most ARI can be spread before symptoms appear in an infected person. 

Definition of an ARI
This definition is used for adults, paediatrics, and neonates. 

An ARI can be identified based on the presence of clinical signs. The combination of at least one respiratory sign and one systematic sign or symptom is sufficient to meet the definition of an ARI. 

	[bookmark: _Hlk142979694]New onset of at least one of the following:
	
	At least one of the following systemic features:

	· Cough
	
	· Fever or feverishness

	· Sore throat
	AND
	· Lethargy, malaise, confusion, or decreased appetite

	· Shortness of breath, difficulty breathing
	
	· Headache

	
	
	· Myalgia



This definition should also be used for patients who cannot mount an adequate immune response, e.g. oncology patients, elderly*, pregnant and immunosuppressed patients.

*ARIs in the elderly: Other symptoms to consider are new onset or increase in confusion, change in baseline behaviour, falling, or exacerbation of underlying chronic illness (e.g. increasing shortness of breath in someone with congestive heart failure)

Workflow when ARI definition met
Identification of an ARI based on syndromic features alone is sufficient to take further action. Prompt action should include testing to identify a causative pathogen for the ARI and implementation of appropriate infection control measures to prevent transmission.

Test
Testing for an ARI can include a range of viral and bacterial pathogens. Determination of testing should be based on the clinical history and patient symptoms.
Respiratory pathogens tested for should include COVID-19.

Implementation of precautions
Standard precautions represent the minimum infection prevention measures that apply to all patient care. In the case of an ARI, standard precautions are not sufficient to interrupt transmission of common causative pathogens. Therefore, appropriate transmission-based precautions should be used, in the presence of ARI symptoms and whilst awaiting test result (if indicated).
Once the infectious pathogen(s) has been confirmed, appropriate infection control measures and transmission-based precautions, specific to that organism must be implemented.

Significance of ARI in the healthcare environment
Early recognition, identification, isolation, and reporting of ARI and application of source
control, including respiratory hygiene are central to effective containment and management of any communicable diseases.

[bookmark: _Toc165445463][bookmark: _Toc165446795][bookmark: _Toc165447724][bookmark: _Toc210999094]Disease specific background
COVID-19, Influenza and RSV represent the ARIs of most significance in the healthcare environment, due to both their virulence and communicability. For this reason, there is a significant focus in this procedure on these specific conditions. 


Other respiratory pathogens that may represent causes of ARI include:
Rhinovirus
Enterovirus
Human Parainfluenza Virus 1, 2, 3 and 4
Bordetella pertussis 
Bordetella parapertussis
Adenovirus 
Human Metapneumovirus
Mycoplasma pneumoniae.

The Infection Prevention and Control Unit (IPCU) should be contacted for specific information related to these pathogens.  
[bookmark: _Toc210999095]COVID-19
Key principles
Coronaviruses come from a large family of viruses that can cause infections in both animals and humans. In humans, there are numerous known coronaviruses that can cause respiratory infections. SARS-CoV-2 is the viral infectious agent that causes COVID-19. It is predominantly spread when an infected person is in close contact (within 1.5m) of an uninfected person.

Mode of transmission
COVID-19 is spread via inhalation of COVID-19 droplets or aerosolised particles from the air when close to an infected person or in poorly ventilated spaces with infected persons.
Transmission occurs when droplets and/or particles that contain the COVID-19 virus land on the eyes, nose, or mouth – especially through splashes and sprays generated through a cough or sneeze, as well as by touching the eyes, nose, or mouth with hands that are contaminated with COVID-19 virus (2).

Incubation period
The World Health Organisation currently estimates that the incubation period for COVID-19 ranges from 1 to 14 days, with a median incubation period of 5 to 6 days and only 3 days for some of the most recent variants such as Omicron. Around 1% of COVID-19 cases will develop symptoms more than 14 days after exposure (3). 
Infectious period
The commencement of the infectious period for COVID-19 is generally taken from 48 hours prior to symptom onset (or positive test if asymptomatic). Individuals with severe disease, or who are significantly immunocompromised may have prolonged infectious periods (3). 


Symptoms
The main symptoms of COVID-19 are:
· Fever (≥37.5 degrees)
· Dry cough
· Shortness of breath (dyspnoea)
· Muscle aches/pain (myalgia)
· Fatigue
· Less frequent symptoms include:
· Headache
· Diarrhoea
· Coughing up blood (haemoptysis)
· Runny nose
· Loss of sense of smell (anosmia).

Vaccination
COVID-19 vaccination is recommended for all people aged 5 years or older to protect against COVID-19. For most people, a primary vaccination course consists of 2 doses. A booster dose is recommended for adults who’s last COVID-19 vaccine or confirmed infection (whichever is the most recent) was six months ago or more (4). Staff should check the Australian Technical Advisory Group on Immunisation (ATAGI) website for the latest information.  
[bookmark: _Toc210999096]Influenza
Key principles
Influenza is an acute viral illness caused by infection with the Influenza virus. There are 3 types of Influenza virus: A, B or C. Influenza C viruses generally cause mild illness and are therefore not included on routine respiratory testing. Influenza type A is most common and is subtyped based on surface proteins on the virus e.g., H1N1, H3N2 and H5N1. Humans are the primary reservoir for human Influenza viruses.

Mode of transmission
Influenza is transmitted from person to person via respiratory droplets (i.e., large particle droplets > 5 microns in size) that are generated by an infected person talking, coughing, or sneezing. Close contact (within a 1.5 metre distance) is associated with an increased risk of transmission as respiratory droplets do not remain suspended in the air and travel only short distances (2).
Influenza is also transmitted through direct contact with contaminated objects or surfaces, with Influenza viruses potentially remaining viable on hands for up to 5 minutes and on hard surfaces for 24 – 48 hours (1 to 2 days).

Incubation period
The incubation period for Influenza ranges from 1 to 7 days but is commonly between 1 to 4 days (5).

Infectious period
Patients may shed Influenza virus for up to 24 hours before onset of symptoms and until 7 days after the onset of symptoms. Viral shedding in adults peaks in the first 1 to 2 days after symptom onset, then reduces to very low levels by 5 days after onset of symptoms. Not all cases of Influenza infection exhibit fever, but when it is present, it is correlated with viral shedding (5). 
Children and younger adults may shed Influenza virus for 10 or more days, and immunosuppressed persons may shed virus for weeks. However, the ability to transmit infection is likely to be higher when respiratory symptoms are present.

Symptoms
Influenza illness can range from asymptomatic to severe disease. Symptoms usually occur 1 to 3 days after exposure to the virus and may include but are not limited to:
· Cough
· Headache
· Fever (usually ≥37.5), chills
· Rhinorrhoea, sneezing
· Myalgia and lethargy
· Light sensitivity
· Sore throat
· Gastrointestinal disturbance (loss of appetite, nausea, vomiting and/or diarrhoea).

Influenza presentation may also be atypical. Fever may be absent, or respiratory symptoms (cough, rhinorrhoea etc) may be absent, but fever present. The elderly may also present with a range of atypical symptoms such as confusion, anorexia, and breathlessness (6).

Vaccination
Annual vaccinations are the best protection against Influenza, and at-risk populations are encouraged to receive a vaccination, covered by the National Immunisation Program. For further information, please refer to the Australian Immunisation Handbook. 
Health care workers should receive an annual Influenza vaccination. Influenza vaccination for CHS staff is available during advertised periods throughout the year via the Occupational Medicine Unit (OMU) and Staff Health (NCH)
The time from vaccination to protective antibody response is approximately 2 weeks.

[bookmark: _Toc210999097]Respiratory syncytial virus (RSV)
Key Principles
Respiratory syncytial virus (RSV) is a single stranded RNA virus which causes respiratory tract infections, in young children and older adults (7).




Mode of transmission
RSV is spread from person-to-person by infectious droplets. Transmission may occur through direct and indirect (fomite) contact. RSV can remain on hard surfaces for several hours and on skin for shorter amounts of time (7).

Incubation period
The typical incubation period is 5 days, with a range of 2 to 8 days (7).

Infectious period
The infectious period is unclear but is probably from before symptoms start until recovery. Most people recover from the infection within about 10 days (7).

Symptoms
Symptoms begin between 2 and 8 days after exposure. Most cases are mild, with symptoms primarily manifesting as runny nose, cough, and fever. However, symptoms can be more severe in children under six months, with wheezing, shortness of breath, irritability, and poor feeding. RSV infection can also result in pneumonia, especially in the very young, the very old or those with weakened immune systems (7).
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Application of universal infection prevention and control principles: standard precautions for all patients at all times. 

Standard precautions represent the minimum infection prevention measures that apply to all patient/client care, regardless of suspected or confirmed infection status of the patient/client, in any setting where healthcare is delivered (8).

Before deciding on the infection prevention and control strategies for individual patient care, healthcare workers must perform a risk assessment on the type of patient interaction, the risk of transmission of the infectious agent, and the risk of contamination of mucous membranes by patients’ blood, body substances, secretions, or excretions and how long the PPE is likely to be required to be worn, along with patient placement or cohorting (2).

[bookmark: _Toc210999099]Standard Precautions
· Hand hygiene
· Respiratory hygiene (cough etiquette): 
· Visitors with ARI signs or symptoms should be encouraged not to visit CHS facilities whilst acutely unwell. Compassion and discretion should be applied to visitor permissions and limits and appropriate risk mitigation measures made available, as described above.
· Personal protective equipment (PPE)
· Aseptic Non-Touch Technique (ANTT) 
· Occupational exposure prevention - management of needlestick/sharps injuries or blood and body fluid splashes
· Cleaning and disinfection of the healthcare environment and shared patient care equipment
· Safe handling of used linen and waste disposal

[bookmark: _Toc210999100]Transmission-Based Precautions
Transmission-based precautions are applied to patients suspected or confirmed to be infected with agents transmitted by one of the three categories Contact, Droplet, or Airborne routes (8).

Transmission-based precautions should be used when standard precautions alone are
insufficient to interrupt the transmission of a microorganism based on its mode(s) of
transmission. In the absence of a definitive laboratory test identifying the causative agent of an ARI, the selection of appropriate transmission-based precautions should be informed by the clinical suspicion, including the laboratory tests that have been ordered.

For diseases that have multiple routes of transmission, more than one transmission-based precaution category is applied. Whether used singly or in combination, transmission-based precautions are always applied in addition to standard precautions (7,8). Transmission-based precautions remain in effect for limited periods of time until signs and symptoms of the infection have resolved, or according to recommendations specific to the infectious agent.

Patient management in the Emergency Department
In addition to the above information above and organism specific details listed in sections 3 to 5, the following information applies to staff and patients in the Emergency Department 
· All patients with ARI symptoms should wear a surgical mask after being triaged, if able or tolerated
· Parents/carers of paediatric patients presenting with ARI symptoms should also wear a surgical mask
· Where possible, patients at higher risk of severe disease (e.g., immunocompromised patients) should be placed in a separate area to patients with symptoms of an ARI
· When a single room is not available, patient placement in a bed bay with curtains drawn between beds is adequate. The curtain at the front should stay open, where clinically appropriate, to allow for line of site to the patient 
· Use testing strategies for early diagnosis and treatment (e.g., antivirals). See Attachment 1 
· Decision to admit or discharge, as early as possible 
· The collection of respiratory samples or absence of results should not delay the implementation of transmission-based precautions
· Communicate ARI status (suspected or confirmed) with relevant clinical area when transferring the patient

ARI risk level governance 
ARI risk level at CHS will be determined by the Network Executive Committee using the CHS ARI risk and escalation framework – see Attachment 2.
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The key infection prevention interventions to reduce transmission of COVID-19 include universal source control (e.g. covering the nose and mouth to contain respiratory secretions), early identification and isolation of patients with suspected disease, the use of appropriate personal protective equipment (PPE) when caring for patients with COVID-19, hand hygiene, and environmental disinfection.

Table 1: Principles and actions for managing patients with suspected or confirmed COVID-19 infection
	Principle Elements
	Actions required

	[bookmark: _Hlk139470226]Infection Status
	For COVID-19 suspected patients:
The patient’s Infection Status is updated in the digital health record (DHR) to ‘COVID-19 Suspected’ until the COVID-19 test result is known.

For COVID-19 confirmed patients:
If the patient’s COVID-19 specimen is processed through ACT Pathology, the Infection Status in the DHR will be auto-populated once the test result is processed.

If the patient’s COVID-19 test specimen was processed through a private laboratory, or the patient tested positive via a RAT, staff are required to update the Infection Status to ‘COVID-19 suspected’ and document the details of the positive test in the patient notes. IPCU will then verify the Infection Status from Suspected to Confirmed. 

	Transmission-based precautions and Isolation Status
	Contact and airborne transmission-based precautions apply for all suspected and confirmed COVID-19 patients, regardless of whether the patient has been assessed as asymptomatic.

Once the patient is placed into transmission-based precautions, the Isolation Status of the patient’s DHR needs to be updated by ward staff to reflect the transmission-based precautions that are being applied. 

	Personal protective equipment 
	All interactions with suspected or confirmed COVID-19 patients require the appropriate personal protective equipment (PPE) for contact and airborne precautions.

	[bookmark: _Hlk139470231]Bed management in all areas, except ED
	For COVID-19 suspected patients:
For patients symptomatic with ARI awaiting their test results, a ward-based risk assessment should be conducted on patient placement. Patients should be isolated whilst awaiting test results. 

For COVID-19 confirmed patients:
All patients are to be placed in a negative pressure single room with the door closed. If a negative pressure room or single room is not available, please refer to section 2.12 of the CHS Infection Prevention and Control Procedure regarding the allocation and prioritisation of single rooms.

If a single room is not available, please refer to the allocation of single rooms in the Infection Prevention Control Procedure. If additional advice is required, please liaise with IPCU regarding the cohorting of patients during business hours. After hours, please contact Patient Flow Unit (Bed Management).

Note: The clinical condition of the patients needing to cohort must be considered. The patient’s clinical condition may make them unsuitable to be cohorted with other COVID-10 confirmed infected patients.

	[bookmark: _Hlk139470239]Infection Prevention and Control signage
	Contact and airborne transmission-based precaution signage must  be displayed at the entrance to the patient’s room and bathroom (if external to the room). Signage can be printed from the CHS Intranet.

	Patient Care Equipment
	Dedicated patient care equipment is required (where possible). 

Equipment that cannot be dedicated and is shared, must be cleaned as per CHS Infection Control – Cleaning (shared) Patient Equipment Guideline. 

Blood pressure cuffs, single use torniquets and other single patient use items are to remain in the room with the patient. 

Patient bedside charts and the computer on wheels/workstation on wheels must be kept out of the patient’s room. 

	Patient Movement
	Patient movement should be limited as much as possible. 

If the patient is required to leave their room for any reason, where possible, the patient should be wearing a mask. 

If a patient needs to be transported or transferred within the facility, or across CHS sites, where possible, a patient should be wearing a mask. Staff transporting the patient must also wear the appropriate PPE for contact and airborne transmission-based precautions. 

	Cleaning
	During the patient’s stay, their bedspace and surrounding environment must be cleaned in accordance with the CHS Infection Control – Cleaning (shared) Patient Equipment Guideline.  When the patient is discharged, the room in which they were housed must receive a discharge clean as outlined in CHS Infectious discharge room clean flow chart (CH) or the NCH IPC Procedure.

	Visitors
	Visitors should be advised on the importance of hand hygiene and the necessity of PPE. Visitors are to wear the same PPE as healthcare workers. Visitors must also be informed that they cannot visit any other patients after visiting the infectious patient. 

In clinical areas such as paediatric wards, parents and carers who are staying at the bedside of or visiting a child with COVID-19 should be advised that they are unable to use common facilities such as parent and family rooms whilst their child is infectious. Parents should use the child’s ensuite rather than parent bathrooms on the ward.

	Management of patients exposed to COVID-19
	Patients may be exposed to other patient’s, staff or visitors with COVID-19 whilst admitted to hospital or directly prior to admission. The assessment and management of COVID exposed patients should be led by the ward where the exposed patient is admitted. IPCU can assist ward staff in assessing and managing COVID exposed patients during business hours. The AHCNC can be called upon for assistance outside regular business hours (CH) and AHHM (NCH and UCH).

Use the Attachment 3: COVID-19 Exposure Risk Matrix to determine the risk associated with a patient’s exposure. 

The management of exposed patients will be guided by the outcome of the risk assessment. Refer to: Attachment 4: Risk assessment actions for patients and staff exposed to COVID-19. 

	Contact Tracing for COVID-19
	Contact tracing is a process of identifying individuals who have had contact with someone with a transmissible infection in order to isolate, test or treat them. Contact tracing is an essential tool for the management, prevention and control of HAIs.

Key Points for COVID-19 contact tracing within healthcare settings: 
· Contact tracing should be prioritised to specific high-risk groups/settings
· Contact tracing should occur for in-room contacts
· Contact tracing may be beneficial in outbreaks
· Investigations should focus on COVID-19 cases and close contacts with onsets and exposures in the previous 5 days for settings and groups at increased risk 
· Universal case investigation and contact tracing are no longer  recommended for COVID-19



	Low level detection 
	Patients who are asymptomatic with no clear onset of illness and have a SARS-COV-2 NAT result which is indeterminate or low level detection, should be placed in isolation with the appropriate transmission based precautions. The NAT should be repeated after 24 hours. If the result remains indeterminate or low-level detection, this may represent recent past infection and should be discussed with the clinical microbiologist for possible de-isolation. 



[bookmark: _Toc139976845][bookmark: _Toc139977013][bookmark: _Toc139977107][bookmark: _Toc139982248]Identifying and responding to a cluster or outbreak of COVID-19

Healthcare associated clusters and outbreaks of COVID-19 involving patients, staff and visitors have been common since the onset of the pandemic in 2020. Early identification and management of healthcare associated infection is critical to minimise the size of the outbreak and impact on patients, staff, and ward closures.

As part of the business-as-usual approach, IPCU continue to monitor patients who test positive for COVID-19.  All Rapid Antigen Test (RAT) positive patients must be notified to the IPCU as soon as possible.

Trigger for cluster investigation by IPCU:
· Two or more cases in the same clinical area linked or unlinked.
· Where infection was not suspected on admission.
· Single case in an inpatient with an unknown source where infection was not suspected on admission.

Trigger for outbreak investigation: Multiple cases in the same clinical area where the infection was not suspected on admission (source known or unknown).  At Canberra Hospital, please refer to the CHS Infectious Disease Outbreak Management procedure. At NCH, refer to the NCH IPC Procedure.


	Alert: It is the responsibility of the clinical team leader of the area to contact IPCU (during business hours) if they suspect a cluster of COVID-19 (i.e. potentially linked cases). After hours, it is the responsibility of the clinical team leader to contact the AHCNC/AHHM. The AHCNC/AHHM must then contact the Infectious Diseases (ID) Physician on call to report the cluster of cases on the ward.
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Table 2: Principles and actions for managing patients with suspected or confirmed Influenza infection
	Infectious Status 
	For Influenza suspected patients:
When a respiratory pathogens NAT is ordered, the patient’s Infection Status is updated in the digital health record (DHR) to ‘Respiratory Infection Suspected’ until the test result is known.

For Influenza confirmed patients:
If the patient’s Influenza specimen is processed through ACT Pathology, the Infection Status in the DHR will be auto populated once the test result is processed.

If the patient’s Influenza test specimen was processed through a private laboratory, or the patient tested positive via a RAT, staff are required to update the Infection Status to ‘Influenza suspected’ and document the details of the positive test in the patient notes. IPCU will then verify the Infection Status from Suspected to Confirmed.

	Transmission-based precautions and Isolation Status
	When patients are known or suspected to have Influenza, droplet and contact precautions are required in addition to standard precautions. 

Once the patient is placed into transmission-based precautions, the Isolation Status of the patient’s DHR needs to be updated by ward staff to reflect the transmission-based precautions that are being applied.

	Personal protective equipment
	Staff to follow CHS droplet precautions requirements. In addition, staff are to undertake a risk assessment, to determine the need to wear face shield/goggles when providing patient care within a one metre distance.




	Bed management in all areas, except ED
	Patients are to be placed in a single room with the door closed (if appropriate and safe for the patient) after discussion with clinical team leader (or equivalent). If a single room is not available, please refer to the allocation of single rooms in the Infection Prevention Control Procedure. If additional advice is required, please liaise with IPCU regarding the cohorting of patients during business hours. After hours, please contact Patient Flow Unit (Bed Management).
If a paediatric patient is in a cohorted room, there MUST be more than 1.5 metre between each bed/cot space.
REMEMBER: Immunocompromised patients, or those who are at higher risk of significant disease must NOT be cohorted.

	Infection Prevention and Control signage
	Droplet and contact precautions to be used and appropriate signage displayed on the door and the bathroom (if external to the room). Signage can is available on each ward and is also available for download off the CHS Infection Prevention and Control Procedure.

	Patient Transport/Transfers
	Patient transports and transfers are to be limited, however if required, the patient must wear a surgical mask whilst in transit (if an oxygen mask is not in use). Staff transferring/transporting the patient must also wear a surgical mask. Staff are to ensure that any areas the patient is visiting are aware of the patient’s need for droplet and contact precautions.

	Patient Care Equipment
	Dedicated patient care equipment is required (where possible). Equipment that cannot be dedicated and is shared, must be cleaned as per CHS Infection Control - Cleaning (shared) Patient Equipment Guideline. 

Blood pressure cuffs, single use torniquets and other single patient use items are to remain in the room with the patient. 

Patient bedside charts and the computer on wheels/workstation on wheels must be kept out of the patient’s room.

	Patient Movement
	Patient movement out of their room is assessed on an individual case basis at the direction of the team leader. If the patient leaves their room, they must perform hand hygiene and wear a surgical mask.




	Cleaning
	During the patient’s stay, their bedspace and surrounding environment must be cleaned in accordance with the CHS Infection Control – Cleaning (shared) Patient Equipment Guideline.  When the patient is discharged, the room in which they were housed must receive an infectious discharge clean as outlined in CHS Infectious discharge room clean flow chart.

	Visitors
	Visitors should be advised on the importance of hand hygiene and the necessity of PPE. Visitors are to wear the same PPE as HCWs. Visitors must also be informed that they cannot visit any other patients after visiting the infected patient.

In clinical areas such as paediatric wards, parents and carers who are staying at the bedside of or visiting a child with Influenza should be advised that they are unable to use common facilities such as parent and family rooms whilst their child is infectious. Parents should use the child’s ensuite rather than parent bathrooms on the ward.

	Management of other patients exposed to a positive Influenza case, in a shared room
	· Single notification of positive cases do not require routine testing.
· The patient should be closely monitored for symptoms of acute respiratory illness for 48 hours post-exposure.
· If the patient becomes symptomatic they require:
· contact and droplet transmission-based precautions.
· laboratory testing by respiratory pathogens NAT
The management of confirmed two or more influenza positive cases that are considered as a cluster or outbreak are to be managed as per Infection Prevention and Control Unit advice and CDNA Series of National Guidelines.



Identifying and responding to a cluster or outbreak of Influenza
It is the responsibility of the clinical team leader of the area to contact IPCU (during business hours) if a cluster of Influenza occurs or is suspected (i.e., more than 2 positive cases). After hours, it is the responsibility of the clinical team leader to contact the After-Hours Clinical Nurse Consultant (AHCNC). The AHCNC must then contact the Infectious Diseases (ID) Physician on call to report the cluster of cases on the ward. 
At Canberra Hospital, please refer to the CHS Infectious Disease Outbreak Management procedure. At NCH, refer to the NCH IPC Procedure.



For paediatric patients
Please refer to The Royal Children’s Hospital Melbourne Acute Management of Bronchiolitis Clinical Practice Guideline Bronchiolitis – Paediatrics (Infants, children, and adolescents) located on the Policy and Clinical Guidance Register for further information.

Back to Table of Contents 

	[bookmark: _Toc139976799][bookmark: _Toc155354088][bookmark: _Toc210999103]Section 5 – Infection control management of a patient with Respiratory Syncytial Virus 



	Table 3: Principles and actions for managing patients with RSV infection

	Infectious Status 
	For RSV confirmed patients:
When a respiratory pathogens NAT is ordered, the patient’s Infection Status is updated in the digital health record (DHR) to ‘Respiratory Infection Suspected’ until the test result is known.

If the patient’s test specimen was processed through a private or external laboratory, staff are required to update the Infection Status to ‘Respiratory Infection suspected’ and document the details of the positive test in the patient notes. IPCU will then verify the Infection Status from Suspected to Confirmed.

	Transmission-based precautions and Isolation Status
	When patients are known or suspected to have RSV, droplet and contact precautions are required in addition to standard precautions. 

Once the patient is placed into transmission-based precautions, the Isolation Status of the patient’s DHR needs to be updated by ward staff to reflect the transmission-based precautions that are being applied.

P2 or N95 masks should be used in place of a surgical mask for all HCWs involved in aerosol-generating procedures, e.g. endotracheal intubation, nebulised medication administration, airway suctioning, bronchoscopy, diagnostic sputum induction, positive pressure ventilation via facemask, and high frequency oscillatory ventilation. These procedures should only be performed in a single room with the door closed (note that the taking of throat/nasal swabs is not considered an aerosol generating procedure) (5).

	Personal protective equipment
	Staff to follow CHS droplet precautions requirements. In addition, staff are to undertake a risk assessment, to determine the need to wear face shield/goggles when providing patient care within a one metre distance.




	Bed management in all areas, except ED
	Patients are to be placed in a single room with the door closed (if appropriate and safe for the patient) after discussion with clinical team leader (or equivalent). If a single room is not available, please refer to the allocation of single rooms in the Infection Prevention Control Procedure. If additional advice is required, please liaise with IPCU regarding the cohorting of patients during business hours. After hours, please contact Patient Flow Unit (Bed Management).

If a paediatric patient is in a cohorted room, there MUST be more than one metre between each bed/cot space.

REMEMBER: Immunocompromised patients, or those who are at higher risk of significant disease must NOT be cohorted.

	Infection Prevention and Control signage
	Droplet and contact precautions to be used and appropriate signage displayed on the door and the bathroom (if external to the room). Signage can is available on each ward and is also available for download off the CHS Infection Prevention and Control Procedure.

	Patient Transport/Transfers
	Patient transports and transfers are to be limited, however if required, the patient must wear a surgical mask whilst in transit (if an oxygen mask is not in use). Staff transferring/transporting the patient must also wear a surgical mask. Staff are to ensure that any areas the patient is visiting are aware of the patient’s need for droplet and contact precautions.

	Patient Care Equipment
	Dedicated patient care equipment is required (where possible). Equipment that cannot be dedicated and is shared, must be cleaned as per CHS Infection Control - Cleaning (shared) Patient Equipment Guideline. 

Blood pressure cuffs, single use torniquets and other single patient use items are to remain in the room with the patient. 

Patient bedside charts and the computer on wheels/workstation on wheels must be kept out of the patient’s room.

	Patient Movement
	Patient movement out of their room is assessed on an individual case basis at the direction of the team leader. If the patient leaves their room, they must perform hand hygiene and wear a surgical mask.




	Cleaning
	During the patient’s stay, their bedspace and surrounding environment must be cleaned in accordance with the CHS Infection Control - Cleaning (shared) Patient Equipment Guideline. When the patient is discharged from the hospital, the room in which they were housed must receive a terminal clean.

	Visitors
	Visitors should be advised on the importance of hand hygiene and the necessity of PPE. Visitors are to wear the same PPE as healthcare workers. Visitors must also be informed that they cannot visit any other patients after visiting the infected patient.

In clinical areas such as paediatric wards, parents and carers who are staying at the bedside of or visiting a child with RSV should be advised that they are unable to use common facilities such as parent and family rooms whilst their child is infectious. Parents should use the child’s ensuite rather than parent bathrooms on the ward.

	Management of other patients exposed to a positive RSV case, in a shared room
	Patients who have been co-located with a patient who has subsequently tested positive for RSV require enhanced surveillance for new respiratory symptoms. If new or unexpected respiratory symptoms develop, the patient should be tested for RSV and managed accordingly.  
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Access to non-elective surgery or procedures may vary depending on the level of community transmission of COVID-19 and it is therefore important to remain up to date with the current CHS risk escalation framework. 

The decision to perform surgery or a procedure on a patient suspected or confirmed to have COVID-19 will be influenced by the level of transmission risk and the need for the surgery/procedure. The pathway for a patient from the emergency department (ED) or a ward bed to the operating theatre / procedure room and return to the ward involves a number of interactions between HCWs and the patient. 

If the patient is suspected or confirmed to have COVID-19 and following a risk assessment, the decision is to proceed with the surgery or procedure, then follow the appropriate transmission-based precautions of contact and airborne precautions (confirmed) or droplet and contact (suspected) throughout. 

The following table outlines the steps and the actions needed to reduce the risk of transmission of SARS-CoV-2.


Table 4: Risk management for COVID-19 suspected or confirmed patients requiring surgery or a procedure.
	Criteria 
	Action 

	PPE requirements
	Standard and contact / airborne OR contact / droplet precautions apply

	Booking of surgery/procedure
	Medical officer making booking to inform theatre team leader / patient flow coordinator OR procedural charge nurse, as well as anaesthetic team (ORC) of patient’s COVID-19 status

	Intubated patients for transfer
	Follow COVID-19 airway management advice and resources

	Non-intubated patients with oxygen in situ transfer
	Follow COVID-19 airway management advice and resources

	Arrival in procedural area
	Transfer the patient directly to the operating / procedural room then continue completion of the preoperative checklist where possible and practical

	Arrival in operating/procedure room
	Review transmission-based precautions and anaesthesia plan during sign-in

	Anaesthesia induction
	Follow COVID-19 airway management advice and resources

	Procedural room
	Avoid unnecessary entry and exiting of the procedural room following the patient’s arrival

	Extubation
	Follow COVID-19 airway management advice and resources

	PACU (Recovery) – assess the risk
	Depending on workload and resources recover the patient in the operating or procedure room. If this is not possible use an isolation room in the PACU, or a single room with door closed in procedural areas

	Transfer to receiving department from procedural area
	Sending department to inform receiving area and HCW responsible for transferring the patient of patient’s COVID-19 status

	Environmental cleaning
	Apply routine procedures

	Reprocessing of reusable medical devices (RMDs)
	Follow routine procedures

	Handling of linen
	Handle all used linen as per standard precautions

	Waste management
	Manage in accordance with routine procedures

	Education
	Ensure HCWs are aware of this procedure and understand how to choose, don and doff PPE safely
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The public health advice regarding isolation during COVID-19 infection has changed to reflect the overall pandemic management approach, and the most up to date advice can be found in the Coronavirus (COVID-19) CDNA National Guidelines for Public Health Units (CDNA) (3). Advice for healthcare settings however may include additional controls and represent a difference from the advice for the general community.

De-isolation in the context of COVID-19 should occur at the point the patient is no longer infectious. Decisions to determine whether a patient can be de-isolated following a COVID-19 infection should be informed by both testing and non-testing strategies depending on symptoms, the time elapsed since first positive test and the progression of the patient’s illness and their comorbidities. 

De-isolation requires at least 24 hours of symptom resolution, including:
· Fever.
· Acute respiratory symptoms related to COVID-19 infection.

If symptoms are prolonged and low-level in nature e.g. suspected post-viral cough, mild dyspnoea, fatigue, headache, anosmia, then de-isolation can occur after medical review and assessment of the patient, to determine there has been a substantial improvement from acute respiratory symptoms. 

To calculate the isolation period, Day 0 is the day the patient was first confirmed as positive. For patient who were identified as positive prior to admission, Day 0 should be calculated from the day the patient was first confirmed as positive and not from the day of admission testing. Medical and nursing staff should clearly document this date in the medical record, to assist with ease of determining the date of isolation. Day 1 the first full day after the first positive test was taken (3). 

Who can make the de-isolation assessment?
Determination to remove a patient from isolation is to be made by a senior medical officer and/or a senior nurse (CNC level or above) of the admitting clinical area. The IPCU can support staff as required, and in accordance with the principles in this procedure. The afterhours CNC can be contacted for support outside of the IPCUs core business hours.  

Please ensure you document clearly in the patient’s medical record that they have met the de-isolation criteria, so the IPCU can update the infection status on the patient’s storyboard.
Table 5: De-isolation decision making guide (9)
	Patient Illness 
	Not Immunocompromised

	Non-Critical 
	Patient to return a negative RAT on D8 with no acute respiratory symptoms. 


	Critical^
	Patient to return a negative RAT on D10 with no acute respiratory symptoms. 


	
	Immunocompromised

	All immunocompromised patients#
	Patient to return a negative RAT on D14 with no acute respiratory symptoms.




^Critical = Admission to ICU due to Respiratory failure, defined as any of the following:
· severe respiratory failure (suitable for intensive care admission)
· respiratory distress or acute respiratory distress syndrome (ARDS)
· deteriorating despite non-invasive forms of respiratory support (i.e., non-invasive ventilation (NIV), or high-flow nasal oxygen (HFNO)
· requiring mechanical ventilation
· hypotension or shock.

#Immunocompromised = Significantly immunocompromised persons may include, but are not limited to, those who:
· have had an organ transplant and are on immune suppressive therapy
· have had a haematopoietic stem cell transplant in the past 2 years
· are on immune suppressive therapy for graft versus host disease
· have had an active haematological malignancy
· human immunodeficiency virus infection with CD4 T-lymphocyte count below 200 cells/per mm3 (age adjusted for children).

Indeterminate or low level detected
Patients who are asymptomatic with no clear onset of illness and have a SARS-CoV-2 NAT result which is indeterminate or low level detection, should be placed in isolation with the appropriate transmission based precautions. The NAT should be repeated after 24 hours. If the result remains indeterminate or low-level detection, this may represent recent past infection and should be discussed with the clinical microbiologist, for possible de-isolation. 

	Alert: 
If a PCR has been performed instead of a RAT and comes back positive, please discuss with clinical microbiology or infectious diseases.






Documentation
The decision, assessment, and outcome of de-isolation of a patient must be clearly documented in the clinical record, with time, date and the names of the clinicians undertaking the assessment. The clinical team must ensure the patient (or their carer) has been informed of their change in status and that this is updated in the patient’s clinical record.

	Alert:
Any Rapid Antigen Tests (RATs) required for inpatients must be performed by a health care worker, using a Therapeutics Goods Administration (TGA) registered test. The RAT result must be documented in the patient’s clinical record.
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Influenza
Cessation of droplet and contact precautions is dependent upon the use of antiviral medication, the patients’ susceptibility to infection, and their age. 
Typically, one of the two criteria must be met:
1. Three days after commencement of anti-Influenza medication.
OR
2. Five days after commencement of respiratory symptoms if patient not treated with anti-Influenza medication.
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RSV
Adults – Must be asymptomatic for 24 hours.
Children – Must be asymptomatic AND reviewed by medical team. 
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	Table 6: Confirmed positive RAT or PCR test

	Day 0
	Do not attend work and notify your line manager, per usual process. Refer to the Health Hub COVID-19 information (and other respiratory viruses) page for further information.

	Day 5
	Conduct RAT

	
	RAT negative: Can return to work the next day (Day 6) if asymptomatic

	
	RAT not done: Can return to work on Day 7 only if asymptomatic for at least 24 hours prior.

	
	RAT positive: Can return to work on Day 7 only if continues to remain asymptomatic and wears a surgical mask whilst at work. 



Note:
If a healthcare worker is significantly immunocompromised, they need to seek advice from their GP or relevant specialist regarding their return to work.

Explanatory notes:
1. Resolution of symptoms (asymptomatic): resolution of fever and significant improvement of acute respiratory symptoms such as cough, runny nose and sore throat for at least the preceding 24 hours. Other symptoms such as headache, anosmia (loss of smell), ageusia (loss of taste) or mild persistent cough may continue for some weeks and should not delay return to work.
2. Day 0: Is the date of onset of symptoms or the date of the COVID-19 positive test, whichever is earliest.

Staff exposed to COVID
Staff who have worked during their infectious period should notify their direct line manager as soon as possible.  The staff members’ manger should assess the risk associated with  the exposure  using Attachment 3: Risk assessment matrix for patients and staff exposed to COVID-19. 

Based on the risk assessment, the manger should notify exposed staff of their level of exposure and implement appropriate risk mitigation measures to reduce the risk of spread of COVID-19 in the healthcare setting. Refer to Attachment 4: Risk assessment actions for patients and staff exposed to COVID-19 for actions based on the outcome of the risk assessment.

· Managers can contact the Infection Prevention and Control Unit via email CHSIPCU@act.gov.au for assistance with exposure and risk management. Alternatively, you can call 5124 5352 to speak with staff in the IPCU. 
· NCH staff contact 5103 6684 or 5103 7061 or email: CHSNCH.InfectionControl@act.gov.au   

Note that if a healthcare worker has had COVID-19, they are not considered a close contact for 35 days unless they become symptomatic again after they have met de-isolation criteria from that episode. Therefore, they do not require surveillance testing or isolation if they are a close contact, unless they become symptomatic during this period (3,9).

Patients exposed to COVID
Contact tracing of patients exposed to COVID-19 remains important for the ongoing management of COVID-19 related risks in healthcare settings, and this may differ from the advice provided for the community (2). Patients who are admitted to an inpatient service or facility and have been exposed to a COVID-19 positive healthcare worker or patient should be notified to the IPCU via the notification of exposure form on the healthhub (COVID-19 information (and other respiratory viruses) (sharepoint.com)). The IPCU will undertake a risk assessment using Attachment 3: Risk assessment matrix for patients and staff exposed to COVID-19. Refer to Attachment 4: Risk assessment actions for patients and staff exposed to COVID-19 for actions based on the outcomes of the risk assessment.
Consumers who have attended an outpatient or community-based service and have been exposed to a COVID-19 positive healthcare worker should be risk assessed. Consumers who are risk assessed as moderate and high-risk exposures, must be contacted by the service they attended and advised of the exposure.  CHS should arrange PCR testing for the patient, if they require it.   

Note: if a patient has had COVID-19, they are not considered a close contact for 35 days unless they become symptomatic again after they have met de-isolation criteria from that episode. Therefore, they do not require surveillance testing or isolation if they are a close contact, unless they become symptomatic during this period (3,9).
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Healthcare workers with confirmed Influenza may return to work after 5 days from symptom onset or until they are symptom free, whichever is longer (5). 

[bookmark: _Toc139976855][bookmark: _Toc139977023][bookmark: _Toc139977117][bookmark: _Toc139982258]
RSV and other ARIs
Healthcare workers with symptoms of an ARI should test for COVID-19. If they are RAT negative for COVID-19 with ongoing symptoms, additional testing including a respiratory PCR may be required.

Healthcare workers with acute ARI symptoms should not attend their workplace while symptomatic even if COVID-19 negative.
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· Patients with a suspected / confirmed respiratory or airborne infection should be assessed by the treating team, as to the clinical urgency of attending an in-person appointment 
· Patients who do attend an outpatient service with ARI symptoms, are required to wear a surgical mask. 
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Outcome
· Transmission of ARI will be prevented in our staff and patients, and effectively managed when present.
· Effectiveness of this procedure will be monitored through the CHS Infection Prevention and Control Clinical Response Committee who in turn reports to Our Care Committee.

Measures
· Review of hospital acquired ARI
· Audits of compliance with Standard Precautions
· Audits of compliance with Transmission-Based Precautions
· Hand hygiene audit results. 
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Procedures
· Infection Prevention and Control
· Infectious Disease Outbreak Management 
· Hospital Emergency Operation Centre (HEOC)
· Clinical Handover
· Alert Management Procedure
· CHS Infection Control – Cleaning (shared) Patient Equipment
· Clinical Excellence Commission. Infection Prevention and Control Manual COVID-19 and other Acute Respiratory Infections For acute and non-acute healthcare settings.

Jurisdictional Guidelines 
· Australian Guidelines for the Prevention and Control of Infection in Healthcare (2019)
· Coronavirus (COVID-19) – CDNA National Guidelines for Public Health Units
· Seasonal influenza infection – CDNA national guidelines for Public Health Units
· NSW Health influenza control guideline
· NSW Health Respiratory syncytial virus control guideline

Legislation
· Health Records (Privacy and Access) Act 1997
· Human Rights Act 2004
· Work Health and Safety Act 2011
· Public Health Act 1997
· Health Practitioners Regulation National Law (ACT) Act 2010
· Public Sector Management Act 1994
· Waste Management and Resource Recovery Act 2016
· Medicines, Poisons and Therapeutic Goods Regulation 2008

Other
· Australian Charter of Health Care Rights
· Canberra Health Services Emergency Management Plan
· Building 5 Pandemic Overlay Operations Manual 
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	AHCNC  
	After Hours Clinical Nurse Consultant

	ARDS
	Acute Respiratory Distress Syndrome

	ARI
	Acute Respiratory Infection

	CDNA
	Communicable Disease Network of Australia

	CHS
	Canberra Health Services

	HFNO
	High Flow Nasal Oxygen

	IPCU 
	Infection Prevention and Control Unit

	NAT
	Nucleic Acid Test

	NIV
	Non-Invasive Ventilation

	PCT 
	Polymerase Chain Reaction

	POCT 
	Point of Care Test

	RAT 
	Rapid Antigen Test

	RSV 
	Respiratory Syncytial Virus

	TGA
	Therapeutics Goods Administration
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COVID-19, Influenza, Respiratory syncytial virus, RSV, Acute Respiratory Infection, ARI, PCR, North
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Attachment 1: ED respiratory testing decision tree 
Attachment 2: Canberra Health Services ARI risk and escalation framework
Attachment 3: CHS COVID-19 Exposure Risk Matrix
Attachment 4: Risk assessment actions for patients and staff exposed to COVID-19

Disclaimer: This document has been developed by Canberra Health Services specifically for its own use.  Use of this document and any reliance on the information contained therein by any third party is at his or her own risk and Canberra Health Services assumes no responsibility whatsoever.
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	GREEN
Business As Usual
	AMBER
Increased Transmission Risk
	RED
High Transmission Risk

	STANDARD PRECAUTIONS APPLY AT ALL TIMES 
TRANSMISSION-BASED PRECAUTIONS APPLY AS REQUIRED
Staff, patients, carers, and visitors who are symptomatic with an acute respiratory illness must not enter a CHS facility unless seeking healthcare or treatment and a face mask should be worn. 

	Clinical and Patient Care 

	Implement strategies to reduce the risk of exposure 
· All patients with an acute respiratory infection to wear a mask on presentation and transit, if able
· Additional protection of vulnerable patients2 
· PCR testing3 of symptomatic patients
· Timely access to antiviral therapy 
· Screening and vaccination of maintenance care type patients for COVID-19 and Influenza 
· Monitoring of cases through infection prevention and control units
· Outbreak management as required.
	Includes all strategies from green, as well as
· All patients to wear a surgical mask on presentation and during transit, if able
· Screening of all overnight admissions for exposure to or symptoms of an ARI within the past 7 days 
· PCR testing of all overnight admissions who have been screened and deemed at risk, regardless of symptoms
· Consider cohorting of patients positive with an ARI.

	Includes all strategies from green and amber, as well as
· Screening of all patients for symptoms of an ARI within the past 7 days and for current positive household contacts
· PCR testing of all admissions and ED presentations.
· Cohorting of vulnerable patients2.

	Visitors and Health Care Workers

	· Staff to wear appropriate personal protective equipment for required transmission-based precautions1 when:
· Providing care to patients with a suspected or confirmed respiratory illness 
· Performing an aerosol generating procedure / aerosol generating behaviour
· Visitors and staff are to stay away if symptomatic
· Testing3 of symptomatic staff
· No visitor restrictions

	Includes all strategies from green, as well as
· Visitors and staff are to wear a surgical mask in all clinical and publicly accessible areas5
· Screening of visitors visiting vulnerable patients2 
· Enact controls to limit staff transmission6
	· Facilitated syndromic screening of all staff and visitors on entry via a screening tool. 
· Testing of staff and visitors as indicated by the screening tool 
· Universal surgical mask use by all staff and visitors within health facilities
· All Emergency Department staff to wear P2/N95 respirators and eye protection
· Staff providing direct care in clinical areas to wear P2/N95 respirators and eye protection  
· Limit visitor numbers
· Work Health Safety Pandemic Safe Checklist completed quarterly
· Staff to work from home, where possible 

	General Principles 

	· Routine cleaning
· Work Health Safety Pandemic Safe Checklist completed annually
· Optimise ventilation4 
· Infection Prevention and Control measures 
·  Hand Hygiene
· Respiratory etiquette 
· Close contact monitoring 
· HCW completion of basics of IPAC e-learning 
	Includes all strategies from green, as well as
· Work Health Safety Pandemic Safe Checklist completed quarterly
· Monitoring of staff illness and workforce capacity 
	· Enhanced cleaning of high touch points, shared toilet, and shower facilities
· Optimise ventilation4 
· Infection Prevention and Control measures
·  Hand Hygiene
· Respiratory etiquette 
· Close contact monitoring 
· HCW completion of basics of IPAC e-learning
· Enact the CHS Emergency Management Plan, including the pandemic overlay of building 5 at Canberra Hospital 
· Additional actions may be required for outbreak management scenarios



Notes: 
1. COVID-19 requires airborne + contact precautions and other ARI are droplet + contact (i.e Influenza, RSV, Parainfluenza etc)
2. Includes Standard and Transmission Based Precautions for vulnerable (at risk patients), including haematology, oncology, solid organ transplant patients and immunocompromised patients This should be done in consultation with local Infectious Diseases and Infection Prevention and Control Units for individual health facilities.  
3. PCR testing for symptomatic patients. RAT testing for symptomatic staff. Note: OMU provide PCR testing for staff involved in a workplace exposure.
4. https://www.safetyandquality.gov.au/sites/default/files/2023-01/optimising_in_healthcare_settings_guidance_for_health_service_organisations.pdfPublicly accessible areas include internal foyers, cafes, lifts. 
5. Reduction in use of tea rooms, meeting rooms and other shared areas to reduce risk of transmission from staff to staff.
6. Asymptomatic surveillance testing can significantly facilitate the control of potential ongoing transmission. Patients and staff working in areas with patients at higher risk of severe disease should be considered as part of surveillance testing. 
· RATs may be used for asymptomatic routine surveillance testing of staff and patients. 
· PCR should be used in asymptomatic patients where clinically indicated, and as advised by the Infectious Diseases, Microbiology, or Infection Prevention and Control clinicians.
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	Case
	Contact
	Contact Type

	
	
	Low Risk
Transient, non face-to-face contact, limited contact
	Moderate Risk
Any face-to-face contact within 1.5m up to 4 hours*
	High Risk
>4 hours within 1.5 metres; exposure during AGP, HH contacts

	Surgical mask or N95 +/- eye protection 
	Surgical mask or N95 +/- eye protection 
	LOW
	LOW
	LOW

	Surgical mask or N95 +/- eye protection 
	No mask +/- eye protection
	LOW
	LOW
	LOW

	No mask 
	Surgical mask or N95 +/- eye protection 
	LOW
	LOW
	LOW

	No mask 
	No mask
	LOW
	MODERATE
	HIGH

	*Patients in shared rooms may require escalation of risk due to high risk of transmission in this environment
Note: For neonates, care in an isolette is considered the same as wearing a mask. 
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	LOW
	MODERATE
	HIGH

	STAFF
	· Continue to work if asymptomatic 
· Monitor for symptoms; act if symptomatic
	· Initial RAT and day 5 RAT
· Continue to work if asymptomatic
· Monitor for symptoms, act if symptomatic
· Wear a surgical mask until day 5
· Avoid clinical scenarios with patients at highest risk of severe disease
· Minimise unmasked exposure to other staff
	· Initial RAT and day 5 RAT
Continue to work if asymptomatic
· Wear a surgical mask  until day 5
· Monitor for symptoms, act if symptomatic
· Where possible, avoid clinical scenarios with patients at highest risk of severe disease
· No unmasked exposure to other staff

	PATIENTS
	· No transmission-based precautions
· Initial PCR
· Monitor for symptoms, act if symptomatic
· COVID-19 Exposure infection status  in DHR expires after 5 days from last exposure
	· Contact and droplet precautions
· Initial PCR
· Day 2 PCR
· Cease precautions if day 2 PCR negative and asymptomatic
· Monitor for symptoms, act if symptomatic
· COVID-19 Exposure infection status alert in DHR expires after 5 days from last exposure
	· Contact and droplet precautions
· Initial PCR
· Day 2 PCR
· Day 5 PCR
· Cease precautions if day 5 PCR negative and asymptomatic 
· Monitor for symptoms, act if symptomatic
· COVID-19 Exposure infection status alert in DHR expires after 7 days from last exposure
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