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Referred to nurse: Yes/No
Referred to social worker: Yes/No
Survey completed online: Yes/No

Welfare Check — Initial long form survey — tuesday 14 April AM version

*Check if they have already had contact from a DHHS employee for a Welfare Check, if yes, proceed to short
script, if no, proceed below:

Date:

Time:

Call taker name:
Passenger location: Hotel:

Room number:

location (room number):
Confirm passenger name:
Passenger DOB:

Contact number: Mobile:
Room:
Interpreter required: Yes/no
Language:
Script

Good morning / afternoon, I’'m XXX. Can | confirm who I’'m speaking with?

| am working with the Department of Health and Human Services to support people in quarantine following their
arrival in Australia, and I’'m giving you a call to check on your welfare. We know that this may be a stressful time for
you, and our aim is to make sure that you are as comfortable as you can be during this quarantine period.

| am a Victorian Public Servant and any information that you provide to me is subject to privacy legislation.

We will be checking in with you and the people you have been travelling regularly to make sure that you are ok and
to find out if you have any health, safety or wellbeing concerns that we can address.

There are 23 questions in total, and it should take only a few minutes to go through these with you. When you
answer, we would like to know about you as well as any other occupants in your room.

If you have needs that require additional support, we will connect you with another team who can provide this
support.

Introductory questions

1. Are you still in Room XXX at the hotel? Circle YES / NO
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2. Arevyou alone occupant in your hotel room? Yes/No if No:
a. Who are your fellow occupants, including your partner or spouse, children or fellow travellers?

Name Relationship Age
(children/dependents)

3. Have you or your fellow occupants had to leave your room for any reason? If so, what was the reason? YES /NO

Health questions

4. Do you have any allergies (to foods, medication etc)?

If so, have you had an anaphylactic reaction to your allergy?

5. Have you had a visit from the nurse today?

| Yes / No (circle) |
(If yes, they may have answered most questions from 4 to 11 so move through these more quickly. If no, continue
as normal through questions 4 to 11).

If yes, can you please provide details and is it being monitored?

If no, have you been visited by a nurse on another day? (If so, provide details)

6. Have you or your fellow occupants had any signs or symptoms of COVID-19, including fever, cough, shortness of
breath, chills, body aches, sore throat, headache, runny nose, muscle pain or diarrhoea)?

7. Do you or anyone you are with have any medical conditions that require immediate support?
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8. Do you, or anyone in your group (including children) have any immediate health or safety concerns?

9. Do you have any other health issues that require management? (ie smokers requiring nicotine patches)

10. Do you or anyone you are with have enough prescribed medication to last until the end of the quarantine
period?

11. Are you keeping up regular handwashing?

12. What sort of things help you to live well every day? For example, do you exercise every day, do you eat at the

same time every day?

Safety questions

13. Is everything okay with your family or the people you are sharing a room with?

14. Is there anything that is making you feel unsafe?

15. Are there any concerns that you anticipate in relation to your own or other occupant’s safety that might become
an issue in the coming days?
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If the person answers yes to either question 12-14 or the one above, you could say:

¢ You have identified safety concerns -would you like me to establish a safe word if you require additional support
regarding your safety?

If yes...

e The word | am providing is <xxx> (different word for each individual). You can use that word in a conversation
with me and | will know that you need immediate support/distance from other occupants in the room or may be
feeling a high level of distress.

Where family violence, abuse or acute mental health is identified as an issue refer to specific guidance / escalate for
specialist support.

Wellbeing questions

16. How are you and any children or other people that you are with coping at the moment?

17. Do you have any immediate concerns for any children / dependents who are with you?

18. Do you have any additional support needs that are not currently being met, including any access or mobility
support requirements?

19. Have you been able to make and maintain contact with your family and friends?

20. What kind of things have you been doing to occupy yourself while you're in isolation, e.g. yoga, reading books,
playing games, playing with toys?

21. Have you been able to plan for any care responsibilities that you have in Australia? Can these arrangements be
maintained until the end of the quarantine period?
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Final

22. What has the hotel’s responsiveness been like? Have you had any trouble getting food, having laundry done,
room servicing etc.?

23. Do you have any other needs that we may be able to help you with?

24. Do you have any other concerns?

Has a risk been identified?* yes or no

Have you escalated to the nurse for review?*  yes or no

*If yes is triggered for either of these questions then a flag must be highlighted on the AOs daily report where
then the AO can investigate further
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Office use only

1. Referral details

Nurse

Authorised officer
Complex Client
Specialist

Other

2. NOTES:

3. Enter on spreadsheet

e Any referrals or issues

e Short or long survey for the next call contact (short may be by text message so they will need a mobile
phone number)

e Safe word documented

e Make note of mobile number or if they don’t have one.

OFFICIAL















DHS.0001.0108.0001

Rational use of personal protective equipment for
coronavirus disease (COVID-19) and considerations

during severe shortages

Interim guidance
6 April 2020

Background

This document summarizes WHO’s recommendations for the
rational use of personal protective equipment (PPE) in health
care and home care settings, as well as during the handling of
cargo; it also assesses the current disruption of the global
supply chain and considerations for decision making during
severe shortages of PPE.

This document does not include recommendations for
members of the general community. See here: for more
information about WHO advice of use of masks in the general

community.

In this context, PPE includes gloves, medical/surgical face
masks - hereafter referred as “medical masks”, goggles, face
shield, and gowns, as well as items for specific procedures-
filtering facepiece respirators (i.e. N95 or FFP2 or
FFP3 standard or equivalent) - hereafter referred to as
“respirators” - and aprons. This document is intended for
those involved in distributing and managing PPE, as well as
public health authorities and individuals in health care and
home care settings involved in decisions about PPE use and
prioritization; it provides information about when PPE use is
most appropriate, including in the context of cargo handling.

This document has been updated to address key
considerations for decision making processes during severe
shortages of PPE.

Preventive measures for COVID-19 disease

Based on current evidence, the COVID-19 virus is
transmitted between people through close contact and
droplets. Airborne transmission may occur during aerosol-
generating procedures and support treatments (e.g. tracheal

intubation, non-invasive  ventilation,  tracheotomy,
cardiopulmonary resuscitation, manual ventilation before
intubation, bronchoscopy)!; thus, WHO recommends

airborne precautions for these procedures.

For all, the most effective preventive measures include:

e maintaining physical distance (a minimum of 1
metre) from other individuals;

e performing hand hygiene frequently with an
alcohol-based hand rub if available and if your hands
are not visibly dirty or with soap and water if hands
are dirty;
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e avoiding touching your eyes, nose, and mouth;

e practicing respiratory hygiene by coughing or
sneezing into a bent elbow or tissue and then
immediately disposing of the tissue;

e wearing a medical mask if you have respiratory
symptoms and performing hand hygiene after
disposing of the mask;

e routine cleaning and disinfection of environmental
and other frequently touched surfaces.

In health care settings, the main infection prevention and
control (IPC) strategies to prevent or limit COVID-19
transmission include the following:?

1. ensuring triage, early recognition, and source control
(isolating suspected and confirmed COVID-19
patients);

2. applying standard precautions® for all patients and
including diligent hand hygiene;

3. implementing empiric additional precautions
(droplet and contact and, wherever applicable for
aerosol-generating  procedures and  support
treatments, airborne precautions) for suspected and
confirmed cases of COVID-19;

4. implementing administrative controls;

5. using environmental and engineering controls.*

Standard precautions are meant to reduce the risk of
transmission of bloodborne and other pathogens from both
recognized and unrecognized sources. They are the basic
level of infection control precautions to be used, as a
minimum, in the care of all patients.

Additional transmission-based precautions are required by
health care workers to protect themselves and prevent
transmission in the health care setting. Contact and droplets
precautions should be implemented by health workers caring
for patients with COVID-19 at all times.  Airborne
precautions should be applied for aerosol-generating
procedures and support treatments.

Although use of PPE is the most visible control used to
prevent the spread of infection, it is only one of the IPC
measures and should not be relied on as a primary prevention
strategy. In the absence of effective administrative and
engineering controls, PPE has limited benefit, as described in
WHO’s Infection prevention and control of epidemic- and
pandemic-prone acute respiratory infections in health care.
These controls are summarized here.


https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications-detail/advice-on-the-use-of-masks-in-the-community-during-home-care-and-in-healthcare-settings-in-the-context-of-the-novel-coronavirus-(2019-ncov)-outbreak
https://www.who.int/publications-detail/infection-prevention-and-control-during-health-care-when-novel-coronavirus-(ncov)-infection-is-suspected-20200125
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e Administrative  controls include ensuring
resources for infection prevention and control (IPC
measures, such as appropriate infrastructure, the
development of clear IPC policies, facilitated access
to laboratory testing, appropriate triage and
placement of patients, including separate waiting
areas/rooms dedicated to patients with respiratory
symptoms, and adequate staff-to-patient ratios, and
training of staff. In the case of COVID-19,
consideration should be given, wherever possible, to
establish differentiated care pathways that minimize
mixing of known or suspected COVID-19 patients
with other patients (e.g. through separate health
facilities, wards, waiting, and triage areas).

e Environmental and engineering controls aim at
reducing the spread of pathogens and the
contamination of surfaces and inanimate objects.
They include providing adequate space to allow
social distance of at least 1 m to be maintained
between patients and health care workers and
ensuring the availability of well-ventilated isolation
rooms for patients with suspected or confirmed
COVID-19, as well as adequate environmental
cleaning and disinfection.*

Coveralls, double gloves, or head covers (hood) that cover the
head and neck used in the context of filovirus disease
outbreaks (e.g. Ebola virus) are not required when managing
COVID-19 patients.

Recommendations for optimizing the availability
of PPE

The protection of our frontline health workers is paramount
and PPE, including medical masks, respirators, gloves, gowns,
and eye protection, must be prioritized for health care workers
and others caring for COVID-19 patients.

In view of the global PPE shortage, strategies that can
facilitate optimal PPE availability include minimizing the
need for PPE in health care settings, ensuring rational and
appropriate use of PPE, and coordinating PPE supply chain
management mechanisms (Figure 1).

Figure 1. Strategies to optimize the availability of
personal protective equipment (PPE)

Use PPE
appropriately

Coordinate
PPE supply
chain

Minimize PPE
need

Optimize
PPE
availability

1. Minimize the need for PPE in health care
settings

The following interventions can minimize the use and need
for PPE while ensuring that the protection health care
workers and others from exposure to the COVID-19 virus in
health care settings is not compromised.

e Wherever feasible, use telemedicine and telephone
hotlines to initially evaluate suspected cases of
COVID-19° thus minimizing the need for these
persons to go to health care facilities for evaluation.

e Use physical barriers to reduce exposure to the
COVID-19 virus, such as glass or plastic windows.
This approach can be implemented in areas of the
health care setting where patients will first present,
such as triage and screening areas, the registration
desk at the emergency department, or at the
pharmacy window where medication is collected.

e Postpone elective, non-urgent procedure, and
hospitalizations, reduce frequency of visits for
chronic patients, apply telemedicine and telephone
solutions where possible so that health care workers,
wards, and PPE can be redistributed to services in
which COVID-19 patients receive care.

e Cohort confirmed COVID-19 patients without co-
infection with other transmissible microorganisms
in the same room in order to streamline the workflow
and facilitate extended use of PPE (see below).

o Designate dedicated health care workers/teams only
for COVID-19 patient care so that they can use PPE
for longer periods of time (extended use of PPE), if
necessary (see considerations section below for
details).

e Restrict the number of health care workers from
entering the rooms of COVID-19 patients if they are
not involved in providing direct care. Streamline the
workflow and reduce to a safe level care that
requires face-to-face interaction between health
worker and patient. To do so, consider bundling
activities to minimize the number of times a room is
entered (e.g. check vital signs during medication
administration or have food delivered by health care
workers while they are performing other care) and
plan which activities will be performed at the
bedside.

e  Consider using specific PPE only if in direct close
contact with the patient or when touching the
environment (e.g. wearing a medical mask and face
shield, not using gloves or gown over the scrub suit,
if entering the patient’s room only to ask questions
or make visual checks).

e Visitors should not be allowed to visit confirmed or
probable COVID-19 patients, but if strictly
necessary, restrict the number of visitors and the
time allowed; provide clear instructions about what
PPE is required to be used during the visit, about
how to put on and remove PPE, and perform hand
hygiene to ensure that visitors avoid exposure.

2. Ensure rational and appropriate use of PPE

PPE should be used in combination with administrative and
engineering controls. The indications for PPE should be


https://www.who.int/csr/resources/publications/putontakeoffPPE/en/
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based on the setting, target audience, risk of exposure (e.g.
type of activity) and the transmission dynamics of the
pathogen (e.g. contact, droplet, or aerosol). The overuse or
misuse of PPE will have a further impact on supply shortages.
Observing the following recommendations will ensure
rational use of PPE:

e The type of PPE used when caring for COVID-19
patients will vary according to the setting, type of
personnel, and activity (Table 1).

e Health care workers involved in the direct care of
patients should use PPE according to indications
(Table 1).

e Specifically, for aerosol-generating procedures and
support treatments (tracheal intubation, non-
invasive ventilation, tracheotomy, cardiopulmonary
resuscitation, manual ventilation before intubation,
and bronchoscopy)! health care workers should use
respirators, eye protection, gloves and gowns;
aprons should also be used if gowns are not fluid-
resistant.*

e Among the general public, persons with symptoms
suggestive of COVID-19 or those caring for
COVID-19 patients at home should receive medical
masks and instructions on their use. For additional
information, see Home care for patients with
COVID-19 presenting with mild symptoms and
management of their contacts.®

e For additional information, see Advice on the use of
masks in the community, during home care, and in
health care settings in the context of COVID-19.”

3. Coordinate PPE supply chain

mechanisms.

management

The management of PPE should be coordinated through
essential national and international supply chain management
mechanisms that include but are not restricted to:

e Using PPE forecasts based on rational quantification
models to ensure the rationalization of requested
supplies;

e Monitoring and controlling PPE requests from
countries and large responders;

e Promoting a centralized request management
approach to avoid duplication of stock and ensuring
strict adherence to essential stock management rules
to limit wastage, overstock, and stock ruptures;

e  Monitoring the end-to-end distribution of PPE;

e Monitoring and controlling the distribution of
PPE from medical facilities stores.

Handling cargo from affected countries

An experimental study conducted in a laboratory evaluated
the survival of the COVID-19 virus on different surfaces and
reported that the virus can remain viable up to 72 hours on
plastic and stainless steel, up to four hours on copper, and up
to 24 hours on cardboard.® To date, there are no data to
suggest that contact with goods or products shipped from
countries affected by the COVID-19 outbreak have been the
source of COVID-19 infection in humans. WHO will
continue to closely monitor the evolution of the COVID-19
outbreak and will update recommendations as needed.

The rationalized use and distribution of PPE when
handling cargo from and to countries affected by the
CoVID-19 outbreak includes the following
recommendations:

e Wearing a mask of any type is not recommended when
handling cargo from an affected country.

e Gloves are not required unless they are used for
protection against mechanical hazards, such as when
manipulating rough surfaces.

e Importantly, the use of gloves does not replace the need
for appropriate hand hygiene, which should be
performed frequently, as described above.

e When disinfecting supplies or pallets, no additional PPE
is required beyond what is routinely recommended.

e Hand hygiene should be practiced
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Table 1. Recommended PPE during the outbreak of COVID-19 outbreak, according to the setting, personnel, and type of

activity?

Setting

Target personnel or
patients

Activity

Type of PPE or procedure

Health care facilities

Inpatient facilities

Screening!

Clinical triage for
prioritization of care
according to severity
(e.g. Manchester
classification) should
be performed in
separate area for
individuals with
symptoms and signs

Health care workers

Preliminary screening not involving
direct contacte-

Maintain physical distance of at least 1
metre.

Ideally, build glass/plastic screens to
create a barrier between health care
workers and patients

No PPE required.

When physical distance is not feasible
and yet no patient contact, use mask and
eye protection.

Patients with
symptoms suggestive
of COVID-19

Any

Maintain physical distance of at least 1
metre.

Provide medical mask if tolerated by
patient.

Immediately move the patient to an
isolation room or separate area away from
others; if this is not feasible, ensure
spatial distance of at least 1 metre from
other patients.

Perform hand hygiene and have the
patient perform hand hygiene

Patients without
symptoms suggestive
of COVID-19

Any

No PPE required
Perform hand hygiene and have the
patient perform hand hygiene

Patient room/ward

Health care workers

Providing direct care to COVID-19
patients, in the absence of aerosol-
generating procedures

Medical mask

Gown

Gloves

Eye protection (goggles or face shield)
Perform hand hygiene

Health care workers

Providing direct care to COVID-19
patients in settings where aerosol-
generating procedures are frequently in
placei

Respirator N95 or FFP2 or FFP3
standard, or equivalent.

Gown

Gloves

Eye protection

Apron

Perform hand hygiene

Cleaners

Entering the room of COVID-19
patients

Medical mask

Gown

Heavy-duty gloves

Eye protection (if risk of splash from
organic material or chemicals is
anticipated)

Closed work shoes

Perform hand hygiene

VisitorsP

Entering the room of a COVID-19
patient

Maintain physical distance of at least 1
metre

Medical mask

Gown

Gloves

Perform hand hygiene

i The screening procedure refers to prompt identification of patients with signs and symptoms of COVID-19.
it AGP: tracheal intubation, non-invasive ventilation, tracheotomy, cardiopulmonary resuscitation, manual ventilation before intubation, bronchoscopy.

-4-




DHS.0001.0108.0005

Rational use of personal protective equipment for coronavirus disease (COVID-19) and considerations during severe shortages: interim guidance

Areas of transit where
patients are not

All staff, including
health care workers.

Any activity that does not involve
contact with COVID-19 patients

Maintain physical distance of at least 1
metre

allowed (e.g. e No PPE required
cafeteria, corridors) e Perform hand hygiene
Laboratory Lab technician Manipulation of respiratory samples e  Maintain physical distance of at least 1

Specimen handling for molecular

metre

testing would require BSL-2 or e Medical mask
equivalent facilities. e Eye protection
Handling and processing of specimens | ®  Gown
from cases with suspected or confirmed * Ski;/es hand hvai
COVID-19 infection that are intended * eriorm hand hygiene
for additional laboratory tests, such as
haematology or blood gas analysis,
should apply standard precautions®
Administrative areas | All staff, including Administrative tasks that do notinvolve | e  Maintain physical distance of at least 1
health care workers. | contact with COVID-19 patients. metre
e  No PPE required
e Perform hand hygiene
Outpatient facilities
Screening/triage Health care workers | Preliminary screening not involving e Maintain physical distance of at least 1
direct contacte metre.

e Ideally, build a glass/plastic screen to
create a barrier between health care
workers and patients

e No PPE required

e  When physical distance is not feasible
and yet no patient contact, use mask and
eye protection.

e Perform hand hygiene

Patients with Any e Maintain spatial distance of at least 1
symptoms suggestive metre.
of COVID-19 e  Provide medical mask if tolerated.
e Perform hand hygiene
Patients without Any e No PPE required
symptoms suggestive e  Perform hand hygiene
of COVID-19
Waiting room Patients with Any e  Provide medical mask if tolerated.
symptoms suggestive e Immediately move the patient to an
of COVID-19 isolation room or separate area away from
others; if this is not feasible, ensure
spatial distance of at least 1 metre from
other patients.
e Have the patient perform hand hygiene
Patients without | Any e No PPE required
respiratory symptoms e Have the patient perform hand hygiene
Consultation room Health care workers | Physical examination of patient with e  Medical mask
symptoms suggestive of COVID-19 e Gown

o Gloves

e Eye protection

e Perform hand hygiene

Health care workers

Physical examination of patients
without symptoms suggestive of
COVID-19

PPE according to standard precautions
and risk assessment.

Perform hand hygiene

Patients with
symptoms suggestive
of COVID-19

Any

Provide medical mask if tolerated.
Hand hygiene and respiratory etiquette
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Patients without
symptoms suggestive
of COVID-19

Any

No PPE required
Have the patient perform hand hygiene

Cleaners

After and between consultations with
patients with respiratory symptoms.

Medical mask

Gown

Heavy-duty gloves

Eye protection (if risk of splash from
organic material or chemicals).
Closed work shoes

Perform hand hygiene

Administrative areas

All staff, including
health care workers

Administrative tasks

Maintain physical distance of at least 1
metre between staff

No PPE required

Perform hand hygiene

Home care

Home

Patients with
symptoms suggestive
of COVID-19

Any

Maintain physical distance of at least 1
metre.

Provide medical mask if tolerated, except
when sleeping.

Hand and respiratory hygiene

Caregiver

Entering the patient’s room, but not
providing direct care or assistance

Maintain physical distance of at least 1
metre

Medical mask

Perform hand hygiene

Caregiver

Providing direct care or when handling
stool, urine, or waste from COVID-19
patient being cared for at home

Gloves

Medical mask

Apron (if risk of splash is anticipated)
Perform hand hygiene

Health care workers

Providing direct care or assistance to a
COVID-19 patient at home

Medical mask
Gown

Gloves

Eye protection

Points of entry at airports, ports and ground crossing as applicable

Administrative areas

All staff

Any

No PPE required

Screening area

Staff

First screening (temperature
measurement) not involving direct
contacte

Maintain physical distance of at least 1
metre.

Ideally, build a glass/plastic screen to
create a barrier between health care
workers and patients

No PPE required

When physical distance is not feasible,
yet no patient contact, use mask and eye
protection.

Perform hand hygiene

Staff

Second screening (i.e. interviewing
passengers with fever for clinical
symptoms suggestive of COVID-19
disease and travel history)

Maintain physical distance of at least 1
metre.

Medical mask

Gloves

Perform hand hygiene

Cleaners

Cleaning the area where passengers with
fever are being screened

Medical mask

Gown

Heavy duty gloves

Eye protection (if risk of splash from
organic material or chemicals).
Boots or closed work shoes
Perform hand hygiene

Temporary  isolation

area

Staff

Entering the isolation area, but not
providing direct assistance

Maintain physical distance of at least 1
metre.
Medical mask

-6-
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Gloves

Medical mask

Gown

Gloves

Eye protection

Perform hand hygiene

Maintain physical distance of at least 1
metre.

Medical mask

Gown

Heavy duty gloves

Eye protection (if risk of splash from
organic material or chemicals).

Closed work shoes

Perform hand hygiene

Staff, health care | Assisting or caring for passenger being
workers transported to a health care facility as a
suspected COVID -19 cases

Cleaners Cleaning isolation area

Ambulance or transfer | Health care workers | Transporting  suspected  COVID-19
vehicle patients to the referral health care facility

Medical mask

Gowns

Gloves

Eye protection

Perform hand hygiene

Driver Involved only in driving the patient with Maintain physical distance of at least 1
suspected COVID-19 disease and the metre.

driver's compartment is separated from | ®  No PPE required

the COVID-19 patient Perform hand hygiene

Assisting with loading or unloading patient | ¢  Medical mask
with suspected COVID-19 e Gowns
e Gloves
o  Eye protection
e Perform hand hygiene
No direct contact with patient with | ¢  Medical mask
suspected COVID-19, but no separation | e  Perform hand hygiene
between  driver's and  patient’s
compartments
Patient with | Transport to the referral health care | ¢  Medical mask if tolerated
suspected COVID- | facility. e Have the patient perform hand hygiene
19.
Cleaners Cleaning after and between transport of | e«  Medical mask
patients with suspected COVID-19 to the | ¢ Gown
referral health care facility. e  Heavy duty gloves
e Eye protection (if risk of splash from

organic material or chemicals).
Boots or closed work shoes
e Perform hand hygiene

Special considerations for rapid-response teams assisting with public health investigationsd

Anywhere Rapid-response  team | Remote interview of suspected or | ¢ No PPE if done remotely (e.g. by
investigators confirmed COVID-19 patients or their telephone or video conference).
contacts. e Remote interview is the preferred
method.

In-person interview of suspected or | ¢  Medical mask

confirmed COVID-19 patients or | e  Maintain physical distance of at least 1

contacts without direct contact metre.

e The interview should be conducted
outside the house or outdoors, and
confirmed or suspected COVID-19
patients should wear a medical mask if
tolerated.

e  Perform hand hygiene
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a|n addition to using the appropriate PPE, frequent hand hygiene and respiratory etiquette should always be performed. PPE should be discarded in an appropriate
waste container after use according to local guidance, and hand hygiene should be performed before putting on and after taking off PPE.

bthe number of visitors should be restricted. If visitors must enter a COVID-19 patient’s room, they should be provided with clear instructions about how to put on
and remove PPE and about performing hand hygiene before putting on and after removing PPE; this should be supervised by a health care worker.

¢ This category includes the use of no-touch thermometers, thermal imaging cameras, and limited observation and questioning, all while maintaining a spatial

distance of at least 1 m.

d All rapid-response team members must be trained in performing hand hygiene and how to put on and remove PPE to avoid -self-contamination.

For PPE specifications, refer to WHO's disease commodity package.

Disruptions in the global supply chain of PPE

The current global stockpile of PPE is insufficient,
particularly for medical masks and respirators, and the supply
of gowns, goggles, and face shields is now insufficient to
satisfy the global demand. Surging global demand—d riven
not only by the number of COVID-19 cases but also by
misinformation, panic buying, and stockpiling—has resulted
in further shortages of PPE globally. The capacity to expand
PPE production is limited, and the current demand for
respirators and masks cannot be met, especially if widespread
inappropriate use of PPE continues.

However, with manufacturing companies in some of the main
exporting countries restarting their production, and an
established global coordination mechanism that WHO
anticipates will contribute to addressing the global shortage.
Dedicated assistance and international solidarity mechanisms
are required to meet the needs of the most vulnerable
countries, which may face affordability issues in a context of
rising prices determined by an unprecedented surge in
demand, coupled with supply and distribution disruptions.

Members States and large responders can forecast their
supply needs using the Essential Supplies forecasting tool.

Considerations for decision making processes
during severe shortages of PPE

In the context of severe PPE shortages despite application of
the above-mentioned strategies, it is crucial to ensure a
“whole of society” response and to protect frontline health
care workers. This includes advocating for the urgent
increased production of PPE, including, if needed, through
advance market commitments, public-sector mandated scale
up of production by the private sector, pursuing donation
options, international solidarity through financial support of
PPE purchase and distribution for the needs of the most
vulnerable countries, and engaging with the general public to
prevent irrational use of PPE at community level, among
other strategies.

Any alternative approach to find temporary solutions to
mitigate critical shortages of PPE should be based on
scientific evidence, the principles of safe care delivery and
health care safety, workload minimization for health care
workers, and avoiding a false sense of security.

Based on current evidence, in consultation with international
experts and other agencies in the field of IPC, WHO carefully
considered last-resort temporary measures in crisis

situations to be adopted only where there might be serious
shortages of PPE or in areas where PPE may not be available.

WHO stresses that these temporary measures should be
avoided as much as possible when caring for severe or
critically ill COVID-19 patients, and for patients with
known co-infections of multi-drug resistant or other
organisms transmitted by contact (e.g. Klebsiella
pneumoniae) or droplets (e.g. influenza virus).

The following temporary measures could be considered
independently or in combination, depending on the local
situation:

1. PPE extended use (using for longer periods of time
than normal according to standards);

2. Reprocessing followed by reuse (after cleaning or
decontamination/sterilization) of either reusable or
disposable PPE;

3. Considering alternative items compared with the
standards recommended by WHO.

An additional consideration is the use of PPE beyond the
manufacturer-designated shelf life or expiration date for a
limited time. The items should be inspected before use to be
sure they are in good condition with no degradation, tears, or
wear that could affect performance. N95 respirators that are
past their designated shelf life are no longer NIOSH-
approved, as all manufacturer-designated conditions of use
must be met to maintain the NIOSH approval. An expired
respirator can still be effective at protecting health care
provider if the straps are intact, there are no visible signs of
damage, and they can be fit-tested. Health care providers
should inspect the mask and perform a seal check before use.

The reuse of any item without a reprocessing/
decontamination process is considered inadequate and unsafe.
The reprocessing should be performed by trained staff in the
sterile services department of a health care facility or at bigger
scale under controlled and standardized conditions. Many
medical devices are designed to be reusable, hence their
compatibility with decontamination methods; this is not the
case for face shields, medical masks, and respirators.
Normally, for any reprocessing methods, cleaning before
disinfection and sterilization is required. This is a problem for
masks and respirators because they cannot be cleaned without
losing their proprieties.

Methods for reprocessing masks or respirators are not well
established nor standardized, and therefore should be
considered only when there is critical PPE shortage or lack of
PPE. Issues to take into consideration when reprocessing
include:


https://www.who.int/emergencies/diseases/novel-coronavirus-2019/technical-guidance/covid-19-critical-items
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1. efficacy of the process to guarantee disinfection or
sterilization

2. reprocessing method not resulting in residual
toxicity for health care workers

3. maintenance of functional integrity and shape of
item. Further, when considering reprocessing and
reuse, manufacturers’ instructions for reprocessing
should be followed, if available. In addition, systems
should be put in place to routinely inspect, repair (if
applicable) and dispose of reused PPE when
necessary (e.g. damaged, no longer suitable for
reuse).

In the current exceptional crisis scenario of the COVID-19
pandemic, reprocessing of disposable PPE is an evolving area
where research and development is ongoing and urgently
needed. In this document, only methods that have been tested
and either published in peer-reviewed journals or
commissioned by the US Food and Drug Administration
(FDA) are reported. However, WHO is aware of ongoing
studies that are testing promising approaches (e.g. steam or
heat sterilization of medical masks if performed in
standardized conditions). As more evidence becomes
available, WHO will update these considerations accordingly
and hence this document should be considered interim
guidance.

Alternative materials

As of the date of publication, the replacement of standard PPE
with items produced with materials not having the necessary
requirements (e.g. cotton cloth masks to replace medical
masks or respirators) has not been proven to be effective and
is discouraged (see below). If production of any PPE for use
in health care settings is proposed locally in situations of

shortage or stock out, a local authority should assess the
proposed PPE according to specific minimum standards and
technical specifications.

Each of these measures carries significant risks and
limitations and thus should be considered only as a last resort
when all other strategies for rational and appropriate use
and procurement of PPE (see Figure 1) have been
exhausted.

Summary of temporary measures in the context
of severe PPE shortage

Table 2 summarizes temporary measures in the context of
severe PPE shortage or stock-out. For each option, there is a
description of how the measure should be used, what the
limitations are, criteria for PPE removal and precautions, and
feasibility. The latter mainly takes into consideration costs
and local capacity (e.g. infrastructures, equipment, human
resources) to undertake the measure in the safest and most
standardized conditions possible, and it refers to feasibility
for high-income countries (HIC) vs low and middle-income
countries (LMIC).

Irrespective of the measure implemented, health care
workers must have the required IPC education and
training about the correct use of PPE and other IPC
precautions, including demonstration of competency in
appropriate procedures for putting on and removing PPE
required for direct care of patients with COVID-19 and
other tasks - see: WHO | How to put on and take off
Personal Protective Equipment (PPE).



https://www.who.int/csr/resources/publications/putontakeoffPPE/en/
https://www.who.int/csr/resources/publications/putontakeoffPPE/en/
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Table 2. Options for temporary measures due to the shortage of Personal Protective Equipment (PPE): extended use, reprocessing, or use of alternative PPE

Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations

Medical mask | 1) Extended use The use without removing forup | Risks: Feasible in all countries

use by health to 6h, when caring for a cohort | e  Extended use of medical mask may increase risk of contamination of the mask | . .
workers of COVID-19 patients with COVID-19 virus and other pathogens Minimum  requirements  include

Wearing the mask for a prolonged period may increase the chance of the health
care worker touching the mask or having inadvertent under-mask touches; if the
mask is touched/adjusted, hand hygiene must be performed immediately
Damage to or reactions of face skin tissue may occur with prolonged use of
medical masks

Filtration media of the medical mask may become clogged, thereby increasing
breathing resistance and the risk of breathing unfiltered ambient air from the
sides of the medical mask

Extended periods of time in active patient wards required for health care workers

Removal criteria and precautions:

If the mask becomes wet, soiled, or damaged, or if it becomes difficult to breathe
through

If the mask is exposed to splash of chemicals, infectious substances, or body
fluids

If the mask is displaced from face for any reason.

If the front of the mask is touched to adjust it

Follow the safe procedure for removal and do not touch the front of the mask
The mask needs to be removed whenever providing care outside a designated
cohort of COVID-19 patients

Follow the safe procedure for removal and do not touch the front of the mask
Use of the same medical mask by a health care worker between a patient with
COVID-19 and a patient who does not have COVID-19 is not recommended
owing to the risk of transmission to another patient who would be susceptible to
COVID-19

definiion of standard procedure,
training and follow up to ensure good
practices
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Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations

2) Reprocessing No quality evidence is available | NA NA
to date on medical mask
reprocessing and is not advised

3) Alternative items in | i) FFP1 respirator Removal criteria and precautions:
absence of medical masks o Ifthe mask becomes wet, soiled, or damaged, or if it becomes difficult to breathe
through
e If the mask is exposed to splash of chemicals, infectious substances, or body
fluids

o Ifthe mask is displaced from face for any reason

o Ifthe front of the mask is touched to adjust it

e  The mask needs to be removed whenever providing care outside of designated
cohort of COVID-19 patients

e  Follow the safe procedure for removal and do not touch the front of the mask

i) Face shield with proper | Risks: Feasible in HIC and LMIC
design to cover the sides of the | Protective against direct direct exposure of mouth, nose and eyes to droplets; . .
face and below the chin however depends on the design and on the positioning of HCW in relation to the Potential of local production
patient
To be used only in the critical Minimum  requirements include
cmegony tsion f ok of | Bt
medical masks o If face shield is contaminated by splash of chemicals, infectious substances, or practic%s P 9
body fluids
o [f face shield obstructs health care worker safety or visibility of health care
environment
e Follow the safe procedure for removal and do not touch the front of the face
shield
Respirators 1) Extended use The use without removing up to | Risks: Feasible in HIC and LMIC
(FFP2, FFP3 6h, when caring for a cohort of | ¢  Extended use of respirators may increase risk of contamination with COVID-19

Minimum  requirements  include
definiion of standard procedure,
training and follow up to ensure good
practices

or N95) COVID-19 patients. virus and other pathogens

e The prolonged period may increase the chance of health care workers touching
the respirator or having inadvertent under-respirator touches; if respirator masks
are touched/adjusted, hand hygiene must be performed immediately

-11-
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Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations

e Facial dermatitis, respirator-induced acne, respiratory fatigue, impaired work
capacity, increased oxygen debt, early exhaustion at lighter workloads, elevated
levels of COz, increased nasal resistance, and increased non-compliance with
best practices while wearing a respirator (adjustments, mask or face touches,
under-the-respirator touches, and eye touches), have been reported after
prolonged use of respirators.

e Extended use may clog the filtration media, leading to increased breathing
resistance

Removal criteria and precautions:

o Ifrespirator becomes wet, soiled, damaged, or difficult to breathe through.

e Ifexposed to splash of chemicals, infectious substances, or body fluids

o Ifdisplaced from the face for any reason.

o Ifthe front of the respirator is touched to adjust it

o  Follow the safe procedure for removal and do not touch the front of the respirator

e Use of the same respirator by a health care worker between a patient with
COVID-19 and a patient who does not have COVID-19 is not recommended
owing to the risk of transmission to another patient who would be susceptible to

COVID-19
2) Reprocessing Process to decontaminate a Limitations/ Risks: Feasible in HIC
respirator using disinfectionor | e  Reprocessing methods have not been validated by substantial research and
(see Annex 1 for evidence) | sterilization methods. there are currently no standardized methods or protocols for ensuring the | Potentially feasible in LMIC;
effectiveness nor integrity of the respirators after reprocessing .
Methods (not validated) for e Shelfife of reprocessed respirators is unknown; however, degradation of the | HUMman  resources,  equipment
respirator reprocessing (see fltration media or elastic strap after one or more steriization cycles affects the fit | Instalation, — procurement  of
Annex 1): of a respirator to the face consumab.les, health care worker
e vapor of hydrogen o Damage to the shape of respirators due to the reprocessing may affect fit and safety dgrlng the reprocessing should
peroxide protection properties b‘? gonS|dered. . .
o ethylene oxide Minimum  requirements  include

o Number of reprocessing cycles highly variable, depending on the reprocessing

method used and the respirator brand/model defining  a standard ~ operating

procedure, training, and follow up to
ensure good practices

e UV radiation lamp

Disposal criteria and precautions:
o After a pre-defined number of reuses the respirator should be discarded in
appropriate contained waste receptacle according to local guidance/policy
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Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations
o When a respirator is removed from the face, it should be immediately placed in
a designated container for reprocessing and labeled with the original wearer's
name.
o The respirator should be returned to original wearer after reprocessing cycle.
Gowns used | 1) Extended use The use without removing, | Risks Feasible in HIC and LMIC
by health when providing care of a cohort | e Extended use of gowns may increase risk of contamination with COVID-19 virus
workers of patients with COVID-19. e The extended use of gowns may increase the risk of transmission of other | Minimum  requirements include

Not applicable if the patient has
multidrug resistant
microorganisms or other type of
disease  requiring  contact
precautions. In such case, the
gowns should be changed
between patients

pathogens between patients

Removal criteria and precautions:

e If gown becomes wet, soiled, or damaged

e Ifgown is exposed to splash of chemicals, infectious substances, or body fluids

o When providing care outside designated cohort of COVID-19 patients

o Follow the safe procedure for removal of gowns to prevent contamination of
environment

o Use of the same gown by a health care worker between a patient with COVID-
19 and a patient who does not have COVID-19 is not recommended due to the
risk of transmission to another patient who would be susceptible to COVID-19

definition of standard procedure,
training, and follow up to ensure good
practices

2) Reprocessing

Process to decontaminate a
cotton gown by washing and
disinfection methods.

Reprocessing can be done with
cotton gowns.

Wash and disinfect cotton
gowns: washing by machine
with warm water (60-90°C) and
laundry detergent is
recommended for reprocessing
of the gown. If machine washing
is not possible, linen can be
soaked in hot water and soap in
a large drum, using a stick to

Risk
e In hot and humid weather, the cotton gown can lead to discomfort and sweating

Removal criteria:
e  If gown becomes wet, soiled, or damaged

Feasible in HIC and LMIC

Requires additional support staff,
gown reprocessing inventory;
laundry equipped with hot water or
manual washing with water and soap,
followed by soaking in disinfectant
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Type of PPE

Measure

Description

Limitations/risks/removal criteria

Feasibility considerations

stir, avoiding splashing. Then
soak linen in 0.05% chlorine for
approximately 30  minutes.
Finally, rinse with clean water
and let it dry fully in the sunlight

3) Alternatives

i) Disposable laboratory coats

Only for brief contact with the
patients; should not be used for
prolonged contact or when
performing aerosol-generating
procedures and support
treatments

Risks:
o Disposable laboratory coats are less durable than gowns, so there is a risk of
damage during the patient care

Removal criteria and precautions:

o Ifdisposable alternatives to gowns become wet, soiled, or damaged

o [f alternative to gown is exposed to splash of chemicals, infectious substances,
or body fluids

e Follow the safe procedure for removal of laboratory coat to prevent
contamination of environment

e  Use of the same laboratory coat by a health care worker between a patient with
COVID-19 and a patient who does not have COVID-19 is not recommended due
to the risk of transmission to another patient who would be susceptible to COVID-
19

Feasible in HIC and LMIC

ii) Disposable impermeable
plastic aprons

Should be avoided when
performing aerosol-generating
procedures and support
treatments

Risks:
e  Plastic aprons do not protect arms and the back of the torso, which can be
exposed to splashes

Removal criteria and precautions:

o [f disposable alternatives to gowns become wet, soiled, or damaged

o [f alternative to gown is exposed to splash of chemicals, infectious substances,
or body fluids

e Follow the safe procedure for removal of apron to prevent contamination of

environment
iii) Reusable (washable) patient | Risk
gowns, reusable (washable) e Design and thickness may not be compatible with the full protection of the torso
laboratory coats or arms

(see above recommendations
for laundry of gowns)

Removal criteria:

Potentially feasible in HIC and LMIC

Requires procurement of aprons with
proper design for health care

Potentially feasible in HIC and LMIC

Requires additional support staff,
gown reprocessing inventory;

laundry equipped with hot water or
manual washing with water and soap,
followed by soaking in disinfectant
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Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations
e If gown or coat becomes wet, soiled, or damaged
Goggles  or | 1) Extended use The use without removing | Risks: Feasible in both HIC and LMIC
safety glasses during the shift period, when | e  Extended use of goggles may increase the discomfort and fatigue of health care
used by caring for a cohort of COVID-19 workers
health patients. o Skin tissue damage may occur to face with prolonged goggle use
workers

Removal criteria and precautions:

e If goggles are contaminated by splash of chemicals, infectious substances, or
body fluids

o If goggles obstruct health care worker safety or svisibility of health care
environment or become loose

o Follow the safe procedure for removal of goggles to prevent contamination of
eyes

o  Use of the same goggles by a health care worker between a patient with COVID-
19 and a patient who does not have COVID-19 is not recommended due to the
risk of transmission to another patient who would be susceptible to COVID-19

2) Reprocessing

Clean goggles with
soap/detergent and  water
followed by disinfection using
either sodium hypochlorite 0.1%
(followed by rinsing with clean
water) or 70% alcohol wipes

Goggles may be cleaned
immediately after removal and
hand hygiene is performed OR
placed in designated closed
container for later cleaning and
disinfection.

Risks:

e  Residual toxicity of sodium hypochlorite can occur if not thoroughly rinsed after
disinfection.

o Increases health care worker workload (limitation)

Removal criteria:

e If contaminated by splash of chemicals, infectious substances, or body fluids

o If goggles obstruct health care worker safety or visibility of health care
environment

Potentially feasible in HIC and LMIC

Requires procurement of
disinfectants and adequate clean
space for the procedure
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Type of PPE | Measure Description Limitations/risks/removal criteria Feasibility considerations
Ensure cleaning of goggles
takes place on a clean surface
by disinfecting the surface
before cleaning of goggles.
Appropriate contact time with
disinfectant (e.g. 10 minutes
when using sodium hypochlorite
0.1%) should be adhered to
before reuse of goggles. After
cleaning and disinfection, they
must be stored in a clean area
to avoid recontamination
3) Alternative items Safety glasses (e.g. trauma | Removal criteria and precautions: Feasible in HIC and LIMC
glasses) with extensions to | e If contaminated by splash of chemicals, infectious substances, or body fluids
cover the side of the eyes. e If goggles obstruct health care worker safety or visibility of health care | Minimal  requirements include
environment definition of standard procedure,
training and follow up to ensure good
practices
Face shield * | 1) Extended use The use without removing | Risks: Feasible in both HIC and LMIC
used by during the shift period, when | e«  Extended use of face shield may increase discomfort and fatigue
health *Face shield must be | caring fora cohort of COVID-19 | &  Skin tissue damage may occur to face with prolonged google use Minimal ~ requirements  include
workers designed to cover the side of | patients. definition of standard procedure,

the face and to below the chin

Removal criteria and precautions:

e If contaminated by splash of chemicals, infectious substances, or body fluids

o |If face shield obstructs health care worker safety or visibility of healthcare
environment

o  Follow the safe procedure for removal of goggles to prevent contamination of
the face and eyes

e Use of the same face shield by a health care worker between a patient with
COVID-19 and a patient who does not have COVID-19 is not recommended due
to the risk of transmission to another patient who would be susceptible to COVID-
19

training and follow up to ensure good
practices
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Type of PPE

Measure

Description

Limitations/risks/removal criteria

Feasibility considerations

2) Reprocessing

Cleaning with soap/detergent
and water and disinfection with
70% alcohol or  sodium
hypochlorite ~ 0.1%;  finally
rinsing with clean water if
sodium hypochlorite used after
contact time of 10 min

Face shield may be cleaned
immediately after appropriate
doffing and hand hygiene is
performed OR placed in
designated closed container for
later cleaning and disinfection

Ensure cleaning of face shield
takes place on surface without
contamination. Disinfection of
surface for cleaning of face
shield is advised.

Appropriate contact time with
disinfectant should be adhered
to before reuse of face shield.
After cleaning and disinfection,
they must be stored in a clean
area to avoid recontamination

Limitations/Risks:

o Damage to plastic, resulting in reduced visibility and integrity
e Residual toxicity of the sodium hypochlorite can occur if not thoroughly rinsed
after disinfection.

Removal criteria and precautions:

o If contaminated by splash of chemicals, infectious substances, or body fluids

e |If face shield obstructs health care worker safety or visibility of healthcare
environment

e  Follow the safe procedure for removal of goggles to prevent contamination of the
face and eyes

Feasible in both HIC and LMIC

Minimal ~ requirements include
definition of standard procedure,
training and follow up to ensure good
practices

Human resource  requirements,
equipment installation, procurement
of consumables, HCW safety during
the chemical manipulation should be
considered.

3) Alternative

Local production of face shield

Limitations/Risks:
e  Suboptimal quality, including inadequate shape to ensure face protection

Removal criteria:

o If contaminated by splash of chemicals, infectious substances, or body fluids

o If face shield obstructs health care worker safety or visibility of health care
environment

Minimal ~ requirements include
definition of standard procedure,
availability of material, human
resource requirements, training, and
follow up to ensure good practices
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Options not recommended by WHO: What WHO does and does NOT recommend:

1. Gloves: gloves should be worn when providing direct care for a COVID 19 case and then removed, followed by hand hygiene
between COVID-19 patients. Using the same gloves for a cohort of COVID-19 cases (extended use) must not be done. Changing
gloves between dirty and clean tasks during care to a patient and when moving from a patient to another, accompanied by hand
hygiene, is absolutely necessary. Double gloving is not recommended, except for surgical procedures that carry a high risk of
rupture.

2. The reuse of masks, gowns, or eye protection without appropriate decontamination/sterilization is strongly discouraged. The
removal, storage, re-donning, and reuse of the same, potentially contaminated PPE items without adequate reprocessing is one
of the principal sources of risk to health care workers.

3. The use of cotton cloth masks as an alternative to medical masks or respirators is not considered appropriate for protection
of health care workers.*° Fabric thickness and weaving standards vary widely; hence, the barrier (filtration efficiency) against
microorganisms passing through the fabric is unknown. In addition, cotton cloth masks are not fluid-resistant and thus may
retain moisture, become contaminated, and act as a potential source of infection.’® Although some studies have been carried
out for cloth masks using synthetic, hydrophobic materials on the outer layer, there is no current evidence to show that these
perform adequately as PPE for health settings.!* As for other PPE items, if production of masks for use in health care settings
is proposed locally in situations of shortage or stock out, a local authority should assess the proposed PPE according to specific
minimum standards and technical specifications. As evidence becomes available WHO will update these considerations
accordingly.
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Annex 1: Studies on medical masks and respirators reprocessing methods

Table 1 presents a summary of studies on reprocessing options for respirators; only one study testing medical masks was found. This study, from 1978, used ethylene oxide sterilizer (EtO) with
a single warm cycle (55°C and 725 mg I-1 100% EtO gas) with exposure for 1 hour followed by 4 hours of aeration time.'* The study was however performed with restricted sampling of
nonwoven masks, and it therefore not generalizable.

When considering whether to adopt described methods, the handling of masks and respirators for the decontamination procedure is a critical step; excessive manipulation must be avoided. In
addition, systems should be in place to carefully inspect the items before every reprocessing cycle to check their integrity and shape maintenance; if damaged or not suitable for reuse, they should
be immediately disposed of. The key aspects to be considered for considering a reprocessing method as acceptable are: 1) the efficacy of the method to disinfect/sterilize the equipment; 2) the
preservation of the respirator’s filtration; 3) the preservation of the respirator’s shape and thus, of its fit; and 4) the safety for the person wearing the respirator (e.g. toxic effect after reprocessing).

Some methods should be avoided due to the damage to the mask, toxicity, or loss of filtration efficiency: washing, steam sterilization at 134°C, disinfection with bleach/sodium hypochlorite or
alcohol, or microwave oven irradiation.’* Microwave ovens have shown some biocidal effect when combined with moisture to combine radiation with steam heat; however, problems that require
careful consideration include: i) a lack of substantial review of standard microwave oven radiation capacities with respirator disinfection, ii) an inability to ensure controls for uniform distribution
of steam, and iii) concern that the metal noseband of respirators may combust.>!6Although gamma irradiation demonstrated experimental efficacy against emerging virus, this method was not
evaluated specifically for masks or respirators 7

Both vapor of hydrogen peroxide 14181° and ethylene oxide were favorable in some studies but limited by the models of respirators evaluated. The use of UV radiation can be a potential alternative;
however, the low penetration power of UV light may not reach inner materials of respirator or penetrate through pleats or folds.?’ The parameters of disinfection by using UVC light is not yet
fully standardized for the purpose of reprocessing masks and respirators; this requires a validation procedure to ensure that all surfaces inside and outside masks are reached by the UVC light
with appropriate irradiation time.2>2! Comparison among studies regarding methods is limited owing to different outcomes and evaluation methods. Further, the implications for practical
considerations must include the feasibility of the control of all parameters of the methods.

Table 1. Studies on medical mask and respirators reprocessing methods

Method Equipment Medical/ Respirator - Author, Limitations/Considerations Pertinent Study Conclusion

Parameters Test method/Outcome year

Evaluated

Hydrogen STERRAD NX100 e FFP2 (3M) RIVM, 2020 19 e Not to be used with any material | Filtration efficacy for an unused
Peroxide Express cycle - Vaporized hydrogen peroxide - containing celluloses. respirator is retained after 2 sterilization
Vaporized low pressure gas sterilization Sodium chloride it test’ for total e Soiled respirators were not used in | cycles

Chamber temperature <55 °C. Hydrogen | inward leakage used after each this study.

Peroxide concentration 26.1mg/L. 6-minute | reprocessing cycle o Shelf life of reprocessed respirators

sterilant exposure time. Total dose of 157 (mg/L not determined.

X exposure time).

24 minutes
Hydrogen Room Bio-Decontamination Service (RBDS™, | ¢  N95 (six models) Bergman, et al, | ¢ No observable physical changes Control and decontamination treatment
Peroxide BIOQUELL UK Ltd, Andover, UK), 201024 groups, had mean % penetration (P) <
Vaporized Clarus® R hydrogen peroxide vapor generator

utilizing 30% H202) +
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Clarus R20 aeration unit,
The Clarus® R was placed in a room (64 m3).

The  hydrogen  peroxide  concentration,
temperature, and relative humidity within the
room monitored: Room concentration= 8 g/m3,
15-min dwell, 125-min total cycle time.

Following exposure, the Clarus R20 aeration unit
was run overnight inside the room to catalytically
convert the hydrogen peroxide into oxygen and
water vapor.

«Study evaluated physical
appearance, odour, and
laboratory filtration
performance.

e 8130 Automated fit test
(NaCl aerosol)
*Filter air flow resistance

Control group: 4-hour 3x
submersion in deionized water

4.01%, which is similar to penetration
levels found in untreated

Hydrogen STERRAD 100S Gas Plasma Sterilizer e N95and P100 Viscusi et al, 2009 Not to be used with any material | Did not significantly affect the aerosol
Peroxide 55 minutes standard cycle - " containing celluloses. penetration or filter airflow resistance.
Gas plasma Automated Filter Tester used to Standardized sterilization  cycle
measure initial filter aerosol performed at commercial facility, not
penetration post- by primary researcher
decontamination. If cotton is present in head straps or
mask layers; they may absorb
hydrogen peroxide and cause the
STERRAD cycle to abort due to low
hydrogen peroxide vapor
concentration.
Soiled respirators were not used in
this study
Hydrogen Bioguell Clarus C hydrogen peroxide vapor | ¢  N95 (3M) Batelle, 201618 Some degradation in elastic | Study showed performance of N95 FFR
Peroxide generator - respirator straps noted following 30 | (respirator) continued to exceed 95%
Vaporized Generator was used in a closed chamber built | Decontamination efficacy after cycles efficiency after 50 repeated inoculation

for the experiment.

Cycle: 10 min conditioning phase, 20 min
gassing phase at 2 g/min, 150 min dwell phase
at 0.5 g/min, 300 min aeration phase. Total cycle
duration of 480 min (8 hr).

inoculation  of  Geobacillus
stearothermophilius droplets;

50 repeated aerosol
inoculation/decontamination

cycles

and decontamination cycles.
Approach allowed >50 respirators to be
decontaminated simultaneously
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Hydrogen
Peroxide gas
plasma

3 cycles

STERRAD® 100S H202 Gas Plasma Sterilizer
(Advanced Sterilization Products, Irvine,
CA)

59% Hydrogen Peroxide

Cycle time ~55-min (short cycle);
45°C-50°C.

Samples were packaged in Steris Vis-U-

Tyvek®/polypropylene—polyethylene Heat
Seal Sterilization pouches

e NO95 (six models)

«Study evaluated physical
appearance, odour, and
laboratory filtration
performance.

e 8130 Automated fit test
(NaCl aerosol)

*Filter air flow resistance

Control group: 4-hour 3x
submersion in deionized water

Bergman et al,
201024

Physical damage
treatment method.
No observable physical changes

varied by

After 3 cycles of treatments resulted in
mean penetration levels > 5% for four of
the six FFR models, which was bigger
than other methods and the control

group.

Ethylene Steri-Vac 5XL sterilizer e N95and P100 Viscusietal, 2009 | e  Standardized sterilization cycle | Decontamination did not affect the filter
Oxide 55 °C - " performed at commercial facility, not | Aerosol penetration, filter airflow
725 mg/L Automated Filter Tester (AFT) by primary researcher resistance, or physical appearance of
100% ethylene oxide gas used to measure initial filter e 5 hours processing cycle masks in this study.
1-hour exposure aerosol  penetration  post-
4 hours aeration decontamination.
Ethylene Gas concentration of 800 mg/L e  Medical mask Furuhashi, 1978 '® | e  Standardized sterilization cycle | Synthetic nonwoven masks had higher
Oxide 60°C (2 commercial nonwovens; 3 performed at commercial facility, not | bacterial filtration efficiency than cotton
Relative humidity 55% cotton gauze masks (3 layers); by primary researcher or gauze masks
4 hours sterilization, 1 gauze mask e 5 hours processing cycle There was no difference in the bacterial
1-hour aeration - e Restricted sampling of nonwoven | filtration efficiency after sterilization of
% of Bacterial Efficiency masks nonwoven medical masks
Filtration was measured for
aerosol of bacteria
(Staphylococcus aureus and
Serratia marcescens)
Ethylene Amsco® Eagle® 3017 e N95 (six models) Bergman, et al, | ¢ No observable physical changes Control and decontamination treatment
oxide 20102 groups, had mean % of penetration (P)

100% Ethylene oxide sterilizer/Aerator (STERIS
Corp., Mentor, OH)

55°C; 1-hour exposure (736.4 mg/L) followed by
12-hour aeration.

Samples were packaged in Steris Vis-U-
Tyvek®/polypropylene-polyethylene

+Study evaluated physical
appearance, odour, and
laboratory filtration
performance.

e 8130 Automated fit test
(NaCl aerosol)

< 4.01%, which is similar to penetration
levels found in untreated

-21-



DHS.0001.0108.0022

Rational use of personal protective equipment for coronavirus disease (COVID-19) and considerations during severe shortages: interim guidance

*Filter air flow resistance

Control group: 4-hour 3x
submersion in deionized water

Ultraviolet SterilGARD IIl model SG403A o N95 (Honeywell) Vo et al, 2009 20 Author mentions potential limitation | Low UV irradiation doses resulted in
irradiation A low-pressure mercury arc lamp (5.5 mg Hg; - of pleats or folds in the respirator for | 3.00- to 3.16-log reductions

lamp type, TUV 36TS 4P SE; lamp Respirator masks uniformly UV light penetration

voltage, 94 Volts; lamp wattage, 40 Watts; | loaded with nebulized MS2 Efficacy demonstrated only for | Higher UV irradiation doses resulted in

wavelength, 253.7 nm) droplets generated with six-jet decontamination of single virus | no detectable MS2 virus in this study.

5-hour irradiation time Collison  nebulizer. Coupons (MS2) in study

Final doses: were cut from respirator masks

. Low 4.32-5.76 J/cm? for viral detection.
) High: >7.20 J/cm?

Ultraviolet Sterilgard 1ll laminar flow cabinet (The Baker | ¢ 9 FFR models Viscusi et al, 2009 Limited by the available working | the treatment did not affect the filter
irradiation Company, Sanford, ME, USA) fitted with a 40-W | Model 8130 14 surface area of a biosafety cabinet | aerosol penetration, filter airflow
(W) UV-C light (average UV intensity experimentally equipped with a UV-C source or | resistance, or physical appearance of

measured to range from 0.18 to 0.20 mW cm2). | Automated Filter Tester used to other area being irradiated by a UV | the FFRs.

Fifteen-minute exposure to each side (outer and | measure initial filter aerosol source.

inner) penetration post-

decontamination, filter airflow

Final doses: 176-181 mJ/cm? exposure to each | resistance or physical

side of FFR. appearance
Ultraviolet 15-W UV-C (254-nm wavelength) lamp e N95(3M) Lore et al, 2012 16 Study did not examine | qRT-PCR indicated decontamination
irradiation Height of 25 cm above the cabinet’'s working o ' decontamination effect on the straps | resulted in lower levels of detectable
(L) surface Quantitative _ real-time or nose clip of the two respirators viral RNA compared with other two

Iradiance range: 1.6 to 2.2 mW/cm?2 (milliWatts | Polymerase  chain reaction methods (microwave-generated steam

per square centimeter) (QRT'PCR) for decontamlnatlon and moist heat)

15 min exposure on external panel of respirator | €fficiency of H5N1 virus Filtration efficiency was maintained with

Final dose: 1.8 Jicm? NaCl penetration with 0.3pum <5% penetration of NaCl

particle size

Ultraviolet A 120-cm, 80-W UV-C (254 nm, (nanometer) | ¢  N95 Heimbuch et al, Two instances in which viable virus | Average log reduction of 4.69, virus
irradiation lamp was adjusted to a height of 25 cm. 201115 were recovered in study can possibly | reduced to values below the detection
(Wv) The range of UV to which the FFR was exposed | Laboratory applied H1N1 added be attributed to mask shielding limit with no obvious signs of

varied from 1.6 mW/cm2 to 2.2 mW/cm? (Joules
per square centimeter)

Final dose: 1.8 Jicm2(Joules per square
centimeter)

15 Minutes

to exterior surface of respirator.
Circular coupons were cut from
respirator and placed in medium
to detect viable HIN1 in TCIDso
assay.

Authors note that hundreds of FFR
models exist but only 6 FFR were
tested in study; other FFRs may
perform differently

Efficacy demonstrated for
decontamination of single virus
(HIN1) in study

deterioration or deformation.
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Ultraviolet FFRs were placed on a laboratory stand inside | e  Surgical N95  (fluid | Bergman etal, e Study use an abbreviated fit-test | Respirator  fit ~was  maintained
irradiation a Sterilgard Il laminar flow cabinet, fitted with a resistance N95): 3M 1860, | 20112 protocol, only three FFR models, and | throughout  three  decontamination
(Uv) 40 W UV-C bulb. 3M 1870, KC PFR95- 270 a small group (n = 10) of respirator | cycles  alternating ~ with  four
Intensity 1.8 mW/cm2 measured with a UVX (46767) test subjects per FFR model. donning/doffing cycles.
Digital Radiometer with model UVX-25 sensor | e  Respirator fit AND face e Subjects wore their FFRs for a | Face seal leakage value was
(254 nm filter). seal  leakage  were shorter total test time of ~5 min | maintained at below 1%
15 min exposure to outer side of FFR measured  with 10 (which includes  the  3-min
Final dose; 1.6-2.0 mW/cm? participants using acclimatization period) using the
PORTACOUNT® Plus modified protocol compared with the
Model 8020A Respirator standard OSHA-accepted protocol
Fit Tester with an N95 (~12 min)
Companion™ Model 8095 .
accessory
Ultraviolet Custom UV device made of polished aluminum | ¢  N95 (3M, Alpha Protech, | Mills, etal, 201822 | e  Study conducted at 100x theoretical | Mean log reduction ranged from 1.25-
irradiation measuring 40-in L x 16-in W x 13-in H with a Gerson  Kimberly-Clark highest real-world respirator viral | 4.64 log TCIDso for sebum-soiled
(Lv) tunnel extension measuring 18-in L x 8-in W x Moldex, Precept Prestige contamination levels estimated in | facepieces
6-in H. Ameritech, Sperian, U.S. other studies. and
Eight 32-in 254-nm UV-C bulbs with an Safety)
irradiance of 0.39 W/cm2 at 1 m to deliver a UV - 0.08-4.40 log TCIDso for sebum-soiled
dose of 1 J/lcm2 in ~1 minute. Study artificially contaminated straps.
A sliding wire mesh rack was used to position | N95 with  H1N1 influenza.
the FFR during UV treatment. Air circulation | Artificial saliva (mucin buffer)
system with high-airflow fans. and artificial skin oil (sebum)
Mean UV dose per FFR 1.1 £ 0.1 J/Jem2, mean | were applied directly over
temperature 21°C £ 2°C, mean relative humidity | influenza contamination.
48% + 6% within the UV device. Coupons cut from mask for viral
detection.
Ultraviolet Ultraviolet light with a primary wavelength of 254 | ¢ Four models of N95 (3M, | Lindsley, et al, e Study found dramatic differences in | UV exposure led to small increase in
irradiation nm (UV-C) Gerson, Middleboro, | 2015 2" the bursting strength of the layered | particle penetration (1.25%) at UV
(uv) Custom-made chamber of 91 cm x 31 cm x 64 materials that make up the respirator | doses from 120-950 J/cm2 with little to

cm high chamber.

Two 15-Watt T-150 254 nm UV-C lamps in a
reflective housing lined with black felt.

UV doses from 120-950 J/cm? (coupons) and
590-2360 J/cm2 (straps)

Kimberley & Clark)

37mm coupons were punched +
2 straps from each respirator

Determination of filter
penetration and flow resistance
before and after exposure to UV

Study tested exterior of respirators,
not interior but estimates this would
require a high dose UV to penetrate
to inside layers and would require
testing the specific respirator used

no effect on flow resistance.

Some degradation of the elastic straps
used in different respirator designs
when exposed to higher UV levels.
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Ultraviolet Mineralight® XX-20S 20-W UV bench lamp e N95 - 15 models (3M, | Heimbuch, 20192 | ¢  Decontamination the presence of | UV dose of 1 J/cm2 was found to be the
irradiation Average UV output of 4.2 £ 0.0 mW/cm2 Kimberley Clark, Moldex, soiling agents on N95 can be | minimum dose providing maximum
(W) Effective UVGI dose of 1 x 106 pd/cm2 Precept, Gerson, Sperian, effective but is dependent on the | disinfection
A laboratory-scale UVGI was built for the US Safety, Alpha Protect, material being treated.
purpose Prestige Ameritech) e The shapes of respirators, their | Up to 20 cycles of UV treatment
- materials, and UV light arrangement | (approximately 1 Jicm2 per cycle) does
Influenza; MERS-CoV, SARS- can significantly affect | not have a meaningfully significant
CoV-1. decontamination efficacy effect on, fit, air flow resistance, or
Presence of either artificial particle
saliva or artificial skin oil
50% tissue culture infectious
dose per mL (TCID50/mL)
Ultraviolet UV Bench Lamp (UV-C, 254 nm, 40 W), Model [ ¢  N95 (six models) Bergman et al, | ¢ Noobservable physical changes Control and decontamination treatment
irradiation XX-40S (UVP, LLC, Upland, CA). 201024 groups, had mean %P < 4.01%, which
is similar to penetration levels found in
(Uv) The UV intensity; mean of 27 measurements over | +Study evaluated physical untreated
the rectangular area used at the surface of the appearance, odour, and
hood using a UVX Digital Radiometer with a laboratory filtration
model UVX-25 Sensor (254 nm filter) performance.
45-min exposure at intensity 1.8 mWicm2 [ ¢ 8130 Automated fit test
(UVP, LLC, Upland, CA). (NaCl aerosol)
*Filter air flow resistance
Ultraviolet Sterigard cabinet flow cabinet (The Baker [ e FFR (6 model, 3M, | Viscusietal, 2011% [ o« Each FFR model is constructed | No significant changes in fit, odour
irradiation Company, Sanford, Maine fitte with 40 W UV-C Moldex, Kimberley Clark) uniquely, which may affect the | detection, comfort, or donning difficulty
Bulb, intensity 1.8mW/cm2, 245nm - impact that decontamination has on | with each of the six models.
(Uv) that model.

Total exposure 30min (15 min each FFR side)

Phase 1: fit test to identify fit
factor

Phase 2:

Physically ~ examined  for

degradation and smell

No physical damage

One subject reported strong odour
The MDFF were lower than the
control depending on the model
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Multidonning fit-test
procedure — metal nose bridge
was return to the original
position — multidonning fit
factor (MDFF)

10 subjects x 6 FFR models x
4 treatment

Subjective questionnaires
Standard visual analog scale

Moist  heat | Caron model 6010 laboratory incubator (Marietta, [ ¢  N95 (six models) Bergman et al, | ¢  Some samples to experience partial | Control and decontamination treatment
incubation OH) 20102 separation of the inner foam nose | groups, had mean %P < 4.01%, which
cushion from the FFR is similar to penetration levels found in
30-min incubation at 60°C, 80% relative humidity | «Study evaluated physical untreated
appearance, odour, and
Following the first incubation, the samples were laboratory filtration
removed from the incubator and air-dried performance. Possible sparking during microwave
overnight. Following the second and third heating caused by the metallic FFR nose
incubations, samples were removed from the | ¢ 8130 Automated fit test bands.
incubator and air-dried for 30 min with the aid of (NaCl aerosol)
afan. *Filter air flow resistance
Control group: 4-hour 3x
submersion in deionized water
Moist ~ Heat | 15 min incubation at 60 °C (upper temp. limit), [ ¢  Surgical N95  (fluid | Bergman et al, e Study utilized an abbreviated fit test | Slight separation of the inner foam
Incubation 80% relative humidity in a Caron model 6010 resistance  N95):  3M | 2011% protocol, only three FFR models and | nose cushion was not exacerbated
laboratory incubator 1860, 3M 1870, KC a small group (n = 10) of respirator | with multiple MHI treatments compared

PFR95- 270 (46767)
e Respirator fit AND face

seal leakage  were
measured  with 10
participants using

PORTACOUNT®  Plus
Model 8020A Respirator
Fit Tester with an N95
Companion™ Model
8095 accessory

test subjects per FFR model.

e  Subjects wore their FFRs for a
shorter total test time of ~5 min
(which includes the 3 min
acclimatization period) using the
modified protocol compared to the
standard OSHA-accepted protocol
(~12 min)

e MHI decontamination cycle was
shorter than previous study.

to a single treatment.

Respirator  fit was  maintained
throughout three MHI decontamination

cycles  alternating  with  four
donning/doffing cycles.
Face seal leakage value was

maintained at below 1%
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Moist ~ heat | Caron Model 6010 laboratory incubator (Marietta,
incubation Ohio=

60°C, 30 min, 80% relative humidity.

e FFR (6 model, 3M,
Moldex, Kimberley Clark)

Phase 1: fit test to identify fit
factor

Phase 2:

Physically ~ examined  for
degradation and smell
Multidonning fit test procedure
— metal nose bridge was return
to the original position -
multidonning fit factor (MDFF)
10 subjects x 6 FFR models x
4 treatment

Subjective questionnaires
Standard visual analog scale

Viscusi et al, 201126

Each FFR model is constructed
uniquely, which may affect the
impact that decontamination has on
that model.

Any physical damage or strong
odour

The MDFF were lower than the
control depending on the mode

No significant changes in fit, odour
detection, comfort, or donning difficulty
with each of the six models.

TCID50 = 50% tissue culture infectious dose
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Coronavirus (COVID-19)

Healthcare worker personal protective equipment (PPE)
guidance

Last updated: 3 April 2020

Information about protecting yourself against COVID-19

During the COVID-19 pandemic, the Victorian Department of Health and Human Services (the Department) will
regularly update its PPE guidance as new evidence becomes available. This information is also available in the

Who is this guidance for?

For the purposes of this document, healthcare workers are people in close contact with patients or the patient
space. This includes clinical staff (for example, doctors and nurses) and non-clinical staff who enter the patient’s
room or cubicle, or transfer patients within the hospital (for example, cleaners, patient services assistants or meal
services staff).

Staff who work in administrative areas who do not enter patient rooms are not included as healthcare workers for
this purpose.

What should you do if you feel unwell?

Only go to work if you are well. Prior to going to work each day, you should consider whether or not you feel unwell
and take your own temperature. If you work in a Victorian public health service, you are required to report to your
manager if you have the following symptoms prior to starting work or at any time while at work:

¢ Fever (temperature of 237.5 degrees or higher)
* symptoms of acute respiratory infection (for example, shortness of breath, cough, sore throat, nasal
congestion).

Some health services may require you to be screened (temperature and/or symptom check) onsite prior to starting
work.

What PPE should be worn in Victorian public health services during routine
patient care during the COVID-19 emergency?

Surgical masks should be worn in high-risk areas by all healthcare workers for all patient interactions. This is in
addition to hand hygiene. High-risk areas are:

e intensive care units

e emergency departments and urgent care centres
e COVID-19 wards

e acute respiratory assessment clinics

e birth suite rooms
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e thoroughfares frequently accessed by patients with suspected or confirmed cases of COVID-19 (for
example, a lift service or external path dedicated for such patients).

For all other areas within Victorian public health services, standard precautions apply.

Unless damp or soiled, a surgical mask may be worn for the duration of a clinic or shift of up to four hours. Masks
must be removed and disposed of for breaks and then replaced.

What PPE is recommended for routine care of a suspected or confirmed
COVID-19 case?

Droplet and contact precautions need to be in place while you are caring for a suspected or confirmed COVID-19
case, including during initial triaging. This means:

¢ single-use face mask (surgical mask)

¢ eye protection (for example, safety glasses/goggles or face shield. Note: prescription glasses are not sufficient
protection)

¢ long-sleeved gown

¢ gloves (non-sterile).

If the gown is disposable and soiled, take it off and dispose of it. If the gown is reusable (non-disposable), take it off
and get it reprocessed.

Masks, gloves and gowns are not to be worn outside of patient rooms (for example, between wards, break room,
reception area) and are to be removed before proceeding to care for patients that are not isolated for COVID-19.

When are airborne and contact precautions required?
Take airborne and contact precautions when you are:

¢ undertaking an aerosol generating procedure (AGP)* on a suspected or confirmed case of COVID-19

« undertaking an AGP and it is not possible to determine if a patient is a suspected case of COVID-19 (for
example, where a person is found unconscious and a history cannot be obtained)

¢ undertaking a high-risk procedure on a patient (regardless of COVID-19 status) involving:
— head and neck, including ear, nose, throat (ENT) surgery/endoscopy
— other invasive procedures involving sinuses, including neurosurgery and maxillofacial surgery
— dacryocystorhinostomy and other ophthalmological procedures that breach the nasal mucosa

— gastroscopy
— bronchoscopy

— emergency dental procedures that use tools generating aerosols (for example, high speed handpiece,
ultrasonic scaler).

*Examples of AGPs include:

e bronchoscopy

e fracheal intubation

¢ non-invasive ventilation (for example, BiPAP or CPAP)

e high-flow nasal oxygen therapy

e manual ventilation before intubation

e intubation

e cardiopulmonary resuscitation (other than only chest compressions)

e sputum induction

e suctioning

e nebuliser use (nebulisers are strongly discouraged and alternative administration devices such as a spacer
should be used).

Coronavirus (COVID-19)
Healthcare worker personal protective equipment (PPE) guidance — Update 3 April 2020 2
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Airborne and contact precautions are:

e P2/N95 respirator (mask) — fit-checked with each use

* eye protection (for example, safety glasses/goggles or face shield)
¢ long-sleeved gown

¢ gloves (non-sterile).

Total head covering is not required as part of airborne and contact precautions.

When should P2 respirators (N95 masks) be discarded after use?
P2/N95 masks should be:

e discarded and replaced if contaminated with blood or bodily fluids
+ discarded following the AGP
* replaced if it becomes hard to breathe through or if the mask no longer conforms to the face or loses its shape

¢ removed outside of patient care areas (for example, between wards, break room, reception area) and removed
before proceeding to care for patients that are not isolated for COVID-19.

What physical distancing measures do you need to adhere to?

Practice physical distancing in clinics and wards, between staff and patients, and between staff and staff. This
includes:

e separating waiting room chairs by at least 1.5 metres

¢ conducting interactions between staff at a distance

¢ ensuring staff and patients remain at least 1.5 metres apart, except during clinical examinations and procedures
* hospital cafeterias only providing takeaway.

Using your mobile phone at work
We touch our phones as much as we touch our faces. Your mobile phone may be dirty, so please:

¢ ensure mobile phones are cleaned regularly with disinfectant wipes
¢ ensure hands are cleaned before and after using mobile phones
e do not answer mobile phones when you are wearing PPE

« consider placing your mobile phone in a clear, sealed bag at the start of each shift and discarding the bag prior
to going home.

Looking after yourself when wearing PPE

It is important that you look after yourself during this time of increased use of PPE.

When you remove your PPE, please remember to hydrate, practice hand hygiene and avoid touching your face.
Also consider regularly applying hand cream and wearing non-latex gloves if you need them.

How should high-risk patients be triaged and managed on arrival to
hospital?
A patient is considered high-risk for COVID-19 if they:

¢ present with acute respiratory tract infection

« present with fever (238 degrees) without another immediately apparent cause (for example, UTI or cellulitis)
¢ have travelled overseas and have onset of symptoms within 14 days of return

¢ have been in close contact with a confirmed COVID-19 case with onset of symptoms within 14 days

e are a confirmed COVID-19 case.

Coronavirus (COVID-19)
Healthcare worker personal protective equipment (PPE) guidance — Update 3 April 2020 3
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Arrival to hospital and triage

Upon arrival to the emergency department, patients assessed as high-risk should be triaged to a separate, isolated
section of the waiting area away from the general public and provided with a surgical mask. Screening clinics can
support the management of high-risk patients if they are in place at the health service.

All staff at triage points and screening clinics should wear PPE for suspected or confirmed cases of COVID-19.

Ambulance triage

Patients assessed as high-risk and arriving by ambulance should be triaged to an isolated section of the waiting
area away from the general public and be provided with a surgical mask as appropriate. Patients who cannot go to
the waiting area (for example, stretcher, ongoing clinical care) should remain in the ambulance vehicle until their
triage and cubicle allocation is completed. Once allocated, the patient should move directly from the ambulance to
the cubicle and not stop in the corridors.

Emergency department admissions

Establish a dedicated floor plan that clearly designates areas assigned for high-risk patients within the emergency
department. If able, rostering of staff to these areas to support the separation and resourceful use of PPE should
be considered. Staff working directly in the area of suspected or confirmed cases of COVID-19 should wear PPE
accordingly. Designated areas for donning and removing PPE should be in place.

Patient transfers

If high-risk patients need to be moved outside of the initial isolation section, they should be transferred using a
route that minimises contact with the general hospital population including clinicians (for example, dedicated lift
service, external path). Staff involved in patient transfer should wear PPE required for suspected or confirmed
cases of COVID-19. Physical distancing rules apply during all stages of the transfer.

Prioritising PPE for healthcare workers

To ensure single-use face masks (surgical masks) are available to protect healthcare workers and for patients
presenting with suspected COVID-19, the following strategies are recommended:

Single-use face masks (surgical masks)

« Prioritise use to frontline staff (intensive care units, emergency departments, COVID-19 wards, acute respiratory
assessment clinics, theatre and birthing suites)

« Store surgical mask supplies in secure areas or under supervision of a staff member and not accessible to
patients

Unless damp or soiled, a surgical mask may be worn for the duration of a clinic or shift of up to four hours.

General PPE

¢ Consider substitutions, for example:
— plastic apron instead of a long-sleeved disposable gown where appropriate
— full-face shield instead of a surgical mask for situations that are appropriate.
¢ Use expired stock only (if available) for PPE training.

Coronavirus (COVID-19)
Healthcare worker personal protective equipment (PPE) guidance — Update 3 April 2020 4
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Where can | find out more information?

Coronavirus (COVID-19)
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OPERATION SOTERIA

PPE for Quarantine Hotels

Approved
Date: 6 May 2020  By: M Bamert — Dir EM  Consulted: TBA

Purpose

The following guidance outlines how Quarantine Hotels can order Personal Protective Equipment
(PPE) and their responsibilities for managing stocks of PPE.

Personal Protective Equipment

Storage of Personal Protective Equipment

o Designate a secure room for storage of PPE and designate staff to be responsible for it
e  Only take out as much PPE as you need for each shift or day

Stocktake of Personal Protective Equipment

o Designated staff must check your PPE stock levels daily and record them

¢ You should aim to have a five (5) day supply of PPE

e If you do not have a five (5) day supply of PPE you should make an order

Ordering Personal Protective Equipment

e If you have less than five (5) days supply of PPE you should submit an order

e  Order enough PPE so that you have a five (5) day supply

e  When ordering PPE make sure you consider all the daily activities of your hotel, e.g. the number
of clients requiring time outside their rooms, the number of clients exiting daily

e  Orders should be submitted by your hotel manager/team leader

e  To make the request, complete the table below and email:

Quantity on Hand Quantity Required

Masks

Gloves

Eye Protection

Gowns

Sanitiser

Swabs

e  Staff managing this inbox will liaise with Crown Promenade hotel to arrange delivery of PPE.

e Be sure to let your team know that you have ordered PPE so they do not make multiple orders.

Page 1 of 2 ORIA Health
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PPE for Quarantine Hotels

e If, for unforeseen reasons, you have run out of PPE and require it urgently after hours or on
weekends, complete the table above and email:

Date: 6 May 2020 Page 2 of 2 Approved by: M Bamert — Dir EM
























OPERATION SOTERIA

PPE Advice for Hotel-based Healthcare Workers
Contact with COVID-19 Quarantined Clients

Approved
Date: 1 May 20

By: M Bamert — Dir EM

Purpose

DHS.0001.0001.1358

This document provides advice on the PPE requirements for hotel-based healthcare workers (HCW) for

dealing with COVID-19 quarantined clients.

Note: P2 or N95 masks are only recommended for use when aerosol generating procedures are being
undertaken or will occur. In all other instances don a surgical face mask for direct client contact.

Recommended HCW PPE

For use according to type of activity and client COVID-19 symptomology

Setting Activity HCW PPE required

Client PPE required

. Telephone or online triage to e No PPE e No PPE

Hotel'quarantine floor | check for recent change in

condition or development of
Not entering the client/s symptoms.
room or having direct No direct client contact e
contact with client/s. . -9

walking room hallways.
Doorway indirect Any doorway visit: e Surgical mask « No PPE

contact by HCW

Clients without

symptoms suggestive of
COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

¢ Able to maintain physical
distance of at least 1.5
metres

(e.g. second HCW
accompanying primary HCW)

e Hand hygiene

Any doorway visit:

e 1.5 metre physical distance
is not feasible

e Surgical mask
e Hand hygiene

¢ Client to wear
surgical face mask
if tolerated

e Hand hygiene

Doorway indirect
contact by HCW

Clients with symptoms
suggestive of COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

Any doorway indirect contact by
HCW

e Surgical mask

e Gown

e Gloves

e Protective eyewear

¢ Client to wear
surgical face mask
if tolerated

¢ Hand hygiene
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Process and Procedure Preparation

DHS.0001.0001.1359

Setting

Activity

HCW PPE required

Client PPE required

Entering the client/s
room

Clients with or without
symptoms suggestive of
COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

Providing direct care or any
close contact in the absence of
aerosol generating procedures
(AGP)

NOTE Naso pharyngeal swab is
not classified as an AGP.

e Surgical mask

e Gown

e Gloves

» Protective eyewear

¢ Client to wear
surgical face mask
if tolerated and
appropriate to
procedure (e.g.
not for naso-
pharyngeal swab)

¢ Hand hygiene

Providing direct care or any
close contact in the presence of
aerosol generating procedures

Examples of aerosol generating
procedures include:

¢ Cardiopulmonary
resuscitation

¢ Nebulisation of medication
e |ntubation
e Suctioning airways

¢ Respirator N95/P2
standard

e Gown
¢ Gloves
e Protective eyewear

e Surgical mask not
appropriate for
clients undergoing
these procedures

Isolation is used to separate ill persons who have an infectious disease from those who are healthy (e.g.
tuberculosis and confirmed COVID-19 cases).

Quarantine is used to separate and restrict the movement of well persons who may have been exposed to
an infectious disease to see if they become ill (e.g. returned travelers, cruise line crew and passengers).

Date: 01 May 20
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COVID-19 quarantine clients

DHS.5000.0027.5115

PPE advice for hotel based healthcare worker (HCW) for contact with

Note: P2 or N95 masks are only recommended for use when aerosol generating procedures are being undertaken or will
occur. In all other instances don a surgical face mask for direct client contact.

Recommended HCW PPE use according to type of activity and client COVID-19 symptomology

Setting Target personnel or Activity Type of PPE or procedure
patients or clients
Hotel quarantine floor Health care worker Telephone or online triage No PPE

Not entering the client/s
room or having direct
contact with client/s.

Perform hand hygiene
before and after every
client contact

to check for recent change
in condition or
development of symptoms.
No direct client contact.

Health care worker

Any visit

e Maintain physical distance of at least 1.5 meters.

e When physical distance is not feasible and yet no
patient contact, use surgical face mask and eye
protection.

Patients with symptoms
suggestive of COVID-19

(e.g. cough, fever,
shortness of breath)

Doorway indirect contact
by HCW

Surgical face mask

Eye protection

Gown

Gloves

e Request client/s to wear surgical face mask if
tolerated and remind client to perform hand and
respiratory hygiene

Patients/clients without

Doorway indirect contact

e  Surgical face mask

symptoms suggestive of by HCW e  Eye protection
COVID-19 (e.g. taking electronic e Perform hand hygiene and have the patient/client
temperature) perform hand hygiene and wear a surgical face
mask
Client/s room Patients with symptoms Providing direct care orany | e  Ask client/s to wear a surgical face mask if
suggestive of COVID-19 close contact in the tolerated
Entering the client/s room (e.g. cough, fever, absence of aerosol e  Surgical face mask
shortness of breath) generating procedures e Gown
e Gloves

Examples of aerosol
generating procedures
include:

e (Collecting
nasopharyngeal
swabs

e  Cardiopulmonary
resuscitation

e Nebulisation of
medication

e Intubation

e Suctioning
airways

Perform hand hygiene
before and after every
client contact

e  Eye protection (goggles or face shield)

Patients/clients without
symptoms suggestive of
COVID-19

Providing direct care or any
close contact in the
absence of aerosol
generating procedures

e  Ask client/s to wear a surgical face mask if tolerated
e  Surgical face mask

. Gown

e Gloves

e  Eye protection (goggles or face shield)

Any client - confirmed or
unconfirmed COVID-19
case

Providing direct care to in
the presence of aerosol
generating procedures

. Respirator N95/P2 standard

o Gown

e Gloves

. Eye protection

e  Maintain physical distance of at least 1.5 meters.

e Askclient/s to wear a surgical face mask if tolerated

e Immediately move the client to an separate room or
separate area away from others; if this is not
feasible, ensure spatial distance of at least 1.5
meters from other household/room members.

e  Perform hand hygiene and have the patient perform
hand hygiene

Isolation is used to separate ill persons who have an infectious disease from those who are healthy (e.g. tuberculosis and confirmed COVID-19 cases).
Quarantine is used to separate and restrict the movement of well persons who may have been exposed to an infectious disease to see if they become ill
(e.g. returned travelers, cruise line crew and passengers.

DRAFT 15.04.2020 V0.1
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PPE advice for hotel-based healthcare worker (HCW)

for contact with COVID-19 quarantine clients

DHS.5000.0010.1863

Note: P2 or N95 masks are only recommended for use when aerosol generating procedures are being undertaken or
will occur. In all other instances don a surgical face mask for direct client contact.

Recommended HCW PPE use according to type of activity and client COVID-19 symptomology

Setting

Activity

Health care worker PPE
required

Client PPE required

contact by HCW

Clients without
symptoms suggestive of
COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

e Able to maintain physical
distance of at least 1.5
metres

(e.g. second HCW
accompanying primary HCW)

e Hand hygiene

Telephone or online triage to e No PPE e No PPE
i i check for recent change in
Not entering the client/s condition or development of
room or having direct symptoms.
contact with client/s. i .
No direct client contact e.g.
walking room hallways.
Doorway indirect Any doorway visit: e Surgical mask e No PPE

Any doorway visit:

e 1.5 metre physical distance
is not feasible

e Surgical mask .
¢ Hand hygiene

Client to wear
surgical face mask
if tolerated

Hand hygiene

Doorway indirect
contact by HCW

Clients with symptoms
suggestive of COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

Any doorway indirect contact by
HCW

e Surgical mask .
e Gown

¢ Gloves

¢ Protective eyewear

Client to wear
surgical face mask
if tolerated

Hand hygiene
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Setting

Activity

Health care worker PPE
required

Client PPE required

Entering the client/s
room

Clients with or without

symptoms suggestive of
COVID-19

(e.g. cough, fever,
shortness of breath)

Perform hand hygiene
before and after every
client contact

Providing direct care or any
close contact in the absence of
aerosol generating procedures
(AGP)

NOTE Naso pharyngeal swab is
not classified as an AGP.

e Surgical mask

¢ Gown

¢ Gloves

¢ Protective eyewear

¢ Client to wear
surgical face mask
if tolerated and
appropriate to
procedure (e.g.
not for naso-
pharyngeal swab)

e Hand hygiene

Providing direct care or any
close contact in the presence of
aerosol generating procedures

Examples of aerosol generating
procedures include:

e Cardiopulmonary
resuscitation

e Nebulisation of
medication

e Intubation
e Suctioning airways

¢ Respirator N95/P2
standard

e« Gown
e Gloves
» Protective eyewear

e Surgical mask not
appropriate for
clients undergoing
these procedures

Isolation is used to separate ill persons who have an infectious disease from those who are healthy (e.g.
tuberculosis and confirmed COVID-19 cases).

Quarantine is used to separate and restrict the movement of well persons who may have been exposed to an
infectious disease to see if they become ill (e.g. returned travelers, cruise line crew and passengers).

Approved: Deputy Commander Hotels 22 April 2020
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OPERATION SOTERIA
PPE Advice for Hotel-Based Security Staff & AOs

in Contact with Quarantined Clients

Approved
Date: 5 May 2020 By: M Bamert (Dir EM)

Recommended PPE

Recommended PPE use according to type of activity

Setting Activity Security Staff Client PPE required
Hotel Lobby

No PPE ¢ Not applicable
Hand hygiene

e Able to maintain physical
distance of at least 1.5
metres

(accepting deliveries and
checking/greeting people)

Perform hand hygiene
before and after every
client contact

Hotel Lobby

e Able to maintain physical No PPE e Client to wear
distance of at least 1.5 Hand hygiene surgical face mask
metres if tolerated

When new guests are
arriving for the
commencement of their

guarantine e 1.5 metre physical distance
is not feasible

e Hand hygiene

e Advised not to
touch anything on

Surgical mask

Perform hand hygiene * Hand hygiene the way in/up
before and after every
client contact
Hotel quarantine floor No direct client contacts e.g. e No PPE ¢ No PPE / Not
, ) walking room hallways or « Hand hvaiene applicable
Not entering the client/s stationed in room corridors v
room or having direct
contact with client/s.
Perform hand hygiene
before and after every
client contact
Doorway indirect Any doorway visit: * No PPE e No PPE
contact by security ¢ Able to maintain physical + Hand hygiene
distance of at least 1.5
Perform hand hygiene metres
before and after every
client contact Any doorway visit: * Surgical mask * Client to wear
1.5 metre physical distance | ¢ Hand hygiene surgical face mask
* phy v if tolerated

is not feasible
e Hand hygiene
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PPE Advice for Hotel Based Security Staff & AOs in Contact with Quarantined Clients

Setting Activity Security Staff Client PPE required
Accompanying clients ¢ Able to maintain 1.5 metres | * No PPE e Client to wear

for fresh air/exercise physical distance « Hand hygiene surgical face mask
breaks from room to if tolerated
outside  Hand hygiene
Perform hand hygiene e 1.5 metre physical distance | » Surgical mask « Advised not to
before and after every is not feasible

Hand hygiene touch anything on

client contact the way out/down

Hand Hygiene

Effective hand hygiene is the single most important strategy in preventing infection.

Gloves are NOT a substitute for hand hygiene and hands should be washed with soap and water if they are visibly
soiled, otherwise hand sanitiser can be used continuously.

Gloves are NOT recommended for any security staff or AO staff member at any time.

Respiratory hygiene and cough etiquette must be applied as a standard infection control precaution at all times.
You must also perform hand hygiene each time you use a tissue or cough or sneeze into your elbow.

ALWAYS AVOID TOUCHING YOUR FACE.

Hand sanitiser is NEVER applied to gloved hands.

Mask usage

PROCEDURE FOR PUTTING ON MASK

1. Perform hand hygiene using the hand sanitizer
2. Put on the mask handling the side tapes only
a. If your mask has the ear loops, place them over both ears together
b. If your mask has to be tied, tie the bottom first and then the top tie to secure on your face
c. Ensure the mask is secured across the bridge of your nose (mold metal clip over bridge of nose)
and ensure it sits snuggly under the chin
3. Perform hand hygiene
4. After mask is in place never touch the front of your mask

PROCEDURE FOR TAKING OFF MASK

1. Perform hand hygiene using the hand sanitizer

2. Do not touch the front of the mask

3. Undo the bottom tie of your mask and then the top tie, handling the mask only by the top ties, drop mask
straight into the yellow bin

4. If your mask has the ear loops, remove the loops and place into bin

5. Perform hand hygiene using the hand sanitizer

Note: Hand hygiene should be performed when you feel that you may have contaminated your hands from
touching the mask (if wearing one), or your face.

5 May 2020 Page 2 of 2 Approved: M Bamert (Dir EM)
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«=ia - PPE advice for hotel security personnel for COVID-19 quarantine clients
Do I need to wear a face mask whilst at work on the hotel quarantine floor? No, we do not recommend the routine use
of facemasks for security staff. Facemasks play an important role in clinical settings, such as hospitals, but there’s very little
evidence of benefit from their use outside of these settings. Face masks are recommended to be worn by suspected or
known COVID-19 persons, not by well people with no symptoms of iliness. On the hotel quarantine floor is it not recommend
that people need to wear masks unless they are close contact with someone suspected of having COVID-19 or known
COVID-19 person. So standing in a passageway with doors closed is not considered to be in close contact. In this situation
you should practice social distancing, just like you should in your everyday life. However, if you prefer to wear a mask and
gloves whilst on the quarantine hotel floor, this option will be made available to you. Always perform hand hygiene before and
after glove use by washing with soap and water for 20 seconds or using an alcohol based hand sanitiser/rub.

What are the best ways to protect myself from COVID-19? Remember that there are other effective ways besides using
face masks to prevent becoming ill with COVID-19. These include:
e Cleaning your hands frequently. Use soap and water or an alcohol-based hand sanitizer.
e Practicing social distancing and stay at home if there are many COVID-19 cases in your community/home.
e Being conscious of your face. Avoid touching your face and only touch your face or mouth with clean hands. Even
keeping your hands in your pockets will keep your hands away from your face.

When should | wear a mask during my hotel quarantine assignment?
e If you are must enter the quarantined persons room then you should wear a surgical face mask.
e If there is an emergency and you must enter the quarantined persons room, first put on a surgical face mask
e If you have close direct contact with a quarantined person, first put on a face mask and request that they put on a
mask before they must exit the room.

What about my laundry and shoes when | get home? If you have direct contact with a quarantined person use your
normal household products and hottest washing machine cycles. Wash items as appropriate, in accordance with the
manufacturer’s instructions. Even in hospital settings looking after ill patients boots/shoe covers are not required as standard
PPE and picking something up on your shoes is extremely unlikely in any setting.

Recommended security personnel personal protective equipment (PPE) use according to type of activity and client contact

Setting Activity / contact Type of PPE or procedure
Hotel quarantine floor Telephone contact. e No PPE required (Note: optional masks and gloves will be made available
for staff who request it if working with confirmed positive cases)
Not entering the client/s No direct client contact. e Maintain physical distance of at least 1.5 meters from all persons entering
room or having direct floor as per normal social distancing requirements
contact with client/s. Door closed to quarantine rooms e  Practice hand hygiene
e  Practice cough and respiratory etiquette
Doorway or hall way indirect e No PPE required (Note: optional masks and gloves will be made available
contact with person (e.g. person for staff who request it)
puts their head out of the e Maintain physical distance of at least 1.5 meters from all persons entering
doorway) floor as per normal social distancing requirements
e  Request client/s to wear surgical face mask if tolerated
Entering the client/s room Direct or any close contact with e  Askclient/s to wear a surgical face mask if tolerated
the clients room but not the client | e  Put on a surgical face mask and gloves
Direct contact with client e  Ask client/s to wear a surgical face mask if tolerated
e  Puton the following PPE before entering the room:
e.g. medical emergency response, e  Surgical face mask
hotel fire evacuation ¢ Gown
e  Gloves

e  Eye protection (goggles or face shield)

Isolation is used to separate ill persons who have an infectious disease from those who are healthy (e.g. tuberculosis and confirmed COVID-19 cases).
Quarantine is used to separate and restrict the movement of well persons who may have been exposed to an infectious disease to see if they become ill
(e.g. returned travelers, cruise line crew and passengers.

DRAFT 15.04.2020 V0.1
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o avoiding touching your eyes, nose and mouth.
o avoiding close contact with anyone with cold or flu-like symptoms.
e Practice good cleaning hygiene and infection prevention by:

o cleaning high contact surfaces such as workstations, keyboards, mobile phones, lift
buttons, printer buttons, bathroom taps, door handles, car steering wheels, brake
handles, gear sticks, interiors etc. with a cleaning agent such as soap and water or
disinfectant wipes

o using of hand sanitiser or disinfectant wipes in your car upon completion of your shift

o minimising, where possible, touching high contact surfaces, for example, using your
knuckle, pen or identification card to activate lift buttons

o regularly disinfecting work equipment including workstations, laptops and Ultrabooks, and
particularly telephone handsets

o minimising use of hot desking and shared work equipment such as headsets and desk
phones

o Stay at home and away from the workplace and other public places if you are unwell and
phone your doctor or the COVID-19 hotline on 1800 675 398

Timesheets:
Please keep track of all hours that you work.
Time sheets (coded to COVID) for internal staff can be found on the COVID-19 Hub:

https://dhhsvicgovau.sharepoint.com/sites/DIMT/SitePages/Training,-Tools,-
and%20Templates.aspx

There are different timesheets for casuals and for VPS employees. There is also a range of other tools
and a load of information on the hub that you might like to review.
If you are a casual, please fill this in as per your usual process.

Once timesheets have been completed and signed off, please submit this directly to Our Service
https://ourservice.dhhs.vic.gov.au/ourservice.

A sample VPS timesheet has been attached for reference. PLEASE NOTE — this is only designed to
help you fill in your timesheet to the best of our knowledge.

Kind regards,
Planning Officer
OPERATION SOTERIA

Department of Health & Human Services
p: 9412 2613

e: DHHSOpSoteriaEOC@dhhs.vic.gov.au

ORIA Health

State arnd Humﬂn
Gevernment Services

We respectfully acknowledge the Traditional Owners of country throughout Victoria
and pay respect to the ongoing living cultures of Aboriginal people.
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00

How to put on (don) and
take off (doff) your personal
protective equipment (PPE)

How to put on (don) your personal protective equipment (PPE)

1. Perform hand hygiene

% Wash hands with soap and water or use an alcohol-
based hand rub

2. Put on gown

Close gown using ties or Velcro closures at the back
of the neck and waist

3. Put on mask/respirator

e Secure ties or elastic bands at the middle of the
head and neck

o If loops at side of mask/respirator, secure over
your ears

e Ensure mask/respirator is fitted snug to face and
below chin

o If using a P2/N95 respirator, conduct a fit check.
Always refer to the manufacturers’ instructions
for fit checking of individual brands and types of
respirators.

4. Put on protective eyewear / face shield

Place protective eyewear / face shield over eyes/face
and adjust to fit

5. Put on gloves
Extend to cover cuff of long-sleeved gown

Health
and Human
Services

! "!: ORIA
State
Government
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How to take off (doff) your personal protective equipment (PPE)

Important: Remove all PPE before exiting the patient room except your mask/respirator

1. Remove gown and gloves

o Gown front and sleeves and the outside of the gloves
are contaminated — DO NOT TOUCH

e Grasp gown in the front and pull away from your
body so that the ties break, touching the outside of
the gown only with gloved hands

o While removing the gown, fold or roll the gown
inside-out into a bundle

e As you are removing the gown, peel your gloves off
at the same time, only touching the inside of the
gloves and gown with your bare hands

e Place gown and gloves into a waste bin or receptacle

2. Perform hand hygiene

¢ Wash hands with soap and water or use an alcohol-
based hand rub

3. Remove protective eye wear

o Outside of protective eye wear or face shield is
contaminated — DO NOT TOUCH

¢ Remove protective eye wear or face shield from the
back (if has elastic band) or by the side arms without
touching the front of the eye wear / shield.

o If disposable — place into a waste bin or receptacle

o If non-disposable — place into receptacle designed
for reprocessing

4. Remove mask/respirator
¢ Front of mask/respirator is contaminated —
DO NOT TOUCH

e Grasp bottom ties or elastic band of the mask/
respirator, then the ones at the top

¢ Remove without touching the face
o Dispose of mask/respirator into waste bin or receptacle

5. Perform hand hygiene

¢ Wash hands with soap and water or use an alcohol-
based hand rub.

Adapted from CDC Guideline for isolation precautions <swww.cdc.gov/infectioncontrol/guidelines/isolation>

Find out more www.dhhs.vic.gov.au/coronavirus

If you are concerned, call the

Coronavirus hotline 1800 675 398 (24 hours)

Please keep Triple Zero (000) for emergencies only

To receive this publication in an accessible format email COVID-19@dhhs.vic.gov.au

Authorised and published by the Victorian Government, 1 Treasury Place, Melbourne.
© State of Victoria, April 2020. (2001628)


https://www.cdc.gov/infectioncontrol/guidelines/isolation/index.html
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Hotel Team Leader Onboarding Process

1. Recruitment Process:
e Staff to express interest to the Career Mobility Team via
https://dhhsvicgovau.sharepoint.com/sites/vacancymgmt/SitePages/Taskforce-Inform.aspx

e Career Mobility Team to collate expressions of interest and determine:
o Staff availability (e.g. times and preference of days over a 7-day period etc.)
o Staff skill set & substantive classification
o Staff members contact details (include personal mobile if they don’t have a DHHS
mobile phone).
o Any health or safety risks that the staff members needs to disclose that might
impact their ability to perform the role.
o Substantive managers name and email address
o Management Approval sought
o If staff member has access to a department Ultrabook and mobile phone
e Career Mobility Team to provide Operation Soretria (Planning Section) filtered list of
available staff for consideration.

2. Rostering Process

e Operations Soteria Planning Cell to access information provided by Career Mobility team and
to assess availability against desired rostering needs.

e Planning team to contact staff member and determine availability and suitability.

e Planning to roster staff where required.

3. Pre-deployment Process

e Operations Soteria Planning Cell to send a deployment order to staff member. A template
has been developed, this can be located XXX INSERT LINK XXX

e Deployment order covers:

Confirmed shift dates, times and locations.

Accommodation arrangements (if required)

Required equipment needed (Ultrabook/phone etc.)

PPE requirements and dress code.

O O O O

Health and Safety Information (including hygiene, fatigue management, information
around not working in a normal office environment and EAP supports).
o Contact details for the EOC (phone/email) for escalation and issues with
deployment.
o A copy of the Team Leader Kit and link to MS Teams
e Planning will ensure that staff member is given access to MS Teams Site and generic email
boxes.

4. Shift 1 Induction

e All a new Team Leaders will spend their first shift shadowing an experienced Team Leader
(this will be rostered by Planning).

e The Deputy Team Leader Operations (Floater) from the EOC will meet with each new team
leader on their first shift and provide a SMEACQS briefing XXX INSERT LINK XXX.
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e Hotel Team leader to use the escalation number or email address for any questions.
e The Deputy Team Leader Operations (Floater) from the EOC will periodically visit hotels to
provide support all team leaders and provide assistance where required.









SOCIAL DISTANCING IN PRACTICE

Prior to entry please fanniliarise yourself with Social Distancing

Observe a minimum
1.5m distance
from person-person
at all times

1.5m

IF YOU ARE SICK DO NOT ENTER

FFFFFFFF

L
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COID-19 Safety Advice

Social Distancing in Office and Common Areas

Effective immediately, until further notice, the following infection
control measures will be in place:

Due to the COVID-19 pandemic, social distancing
requirements of one person per 4sqms have been
implemented by the government.

The maximum capacity for this area is persons at a time
(Furniture is considered)

Please also be mindful of the following:

 Where possible and practical, move your meetings to an online forum like Teams or
Skype for Business

» If you are displaying cold or flu symptoms, please do not attend the meeting
* Wash your hands before and after (or use Hand Sanitiser) the meeting

e Limit meeting times to 2 hours or less

« NO food or drink is permitted, except a personal bottle of water

* Don't touch your face

» Avoid close contact with your colleagues

» Cover your nose and mouth with a tissue or inner eloow when you cough or sneeze

For more information on protecting yourselves and your colleagues, please visit: intranet.dhhs.vic.gov.au/about-

us/news-events/news/covid-19-guidance-vps-employees
z State
Government

Health
and Human
Services
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Handover notes to assist over the next couple days

M Tadies i s T kel B b S TR i

AL W G T

From: "Merrin Bamert (DHHS)" a0 I
To: REDACTED

Cc: "StateEmergencyManagementCentre SEMC (DHHS)" <semc@health.vic.gov.au>, "Michael
Mefflin (DHHS)" {X{=»)Negap} "Pam Williams (DHHS)"
REDACTED

Date: Sat, 04 Apr 2020 20:56:17 +1100

Hi all
| just want to say and enormous thank you for all your hard work, it is a surreal experience
knowing the hotels are full of people yet the foyers and streets are silent.
This is a complex environment and | think you are all doing an excellent job under difficult
circumstances.
It was great for Michael and | to be on the ground today and see how the hotels operate having
spent the last week dealing with the really complex issues from afar.
It is really important that we lead by example with our physical distancing and other infection
control and OHS activities.
For this reason, handovers and team huddles should occur in an appropriate location within each
hotel. We should try and limit our movement of teams between hotels.
The briefing should include the team leader, DHHS staff including the AO, nursing staff and the
Dnata team leader if possible.
The briefing should include
Handover should include
e Clarity of roles and responsibilities for the day (team leader)
PPE instructions OHS Considerations and physical distancing reminders (team leader)
New changes to directions or policies (AO)
Any known exemptions or altered directions (AO)
Key issues for individual guests that required immediate attention (RNs or staff from
previous shift)
e Themes that are arising or risks for the day
e Questions time of team leaders
e Debrief and wellbeing check for leaving staff
Nursing staff are available 24 hours per day
Crown Metropo |[R=sXai=DIll
Crown Plaza é.’-!_miﬁii!
Pan pacific =8/ 1=)
Mercure TBA
The Doctors are available from 0800-1800 on site (2 doctors between our 5 sites) they will present
at 8am at Promenade for a briefing from local team leader (and exec if available). | suggest one
based at Promenade and the second Dr to the new intake hotel at Mecure, Staff should provide
information about leaders at all five sites and a description of entry and floor level for staff at
each hotel, A handover with local nurses should occur.
Promenade — level 2
Metropol — level 20 rooms 55, 56
Plaza — lower ground
Pan pacific — level 4
The two Drs tomorrow are
REDACTED
REDACTED
The after-hours DrDr number for Telehealth is DrDr priority call number on: 03 from 6
pm onwards and identify themselves to the call centre staff. B
Pathology equipment is available at Pan pacific with some minimal equipment provided by
Melbourne pathology to contact the courier call 9287 7788
Escalation numbers
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Michael Mefflin (EO SR S1=Y)

Numbers for Helplines (please provide as required)

Lifeline — 13 11 14

Beyond Blue 1800RESPECT

Headspace 1800 650 890

Kids Helpline 1800 55 1800.

Referral

The following referrals should occur after a nurse / medical review

NorthWestern Mental Health Triage: -

- 1300 874 243 (1300 TRIAGE) — this is a 24/7 service and calls are answered by a senior mental
health clinician

- https://www.nwmh.org.au/what-expect-when-calling-triage for general information

Maternal and Child Health Nurse services contact J=I=»)Ne3g=8)l Co-ordinator Family Health
Community Services J=¥le1= N

during office hours

Complex Client Social work / FVF representative on site

Refer all call 000 as required, ensure AO is notified and handovers any information about the
detention direction.

We are following up policy and operation direction for fresh air/smoking, planning for exits in 14
days.

As agreed today, no Uber at any site.

For stock, rosters or any concerns that required escalation please make sure you engage with our
state leaders at SEMC

| hope tomorrow goes well for everyone

Don’t hesitate to contact Michael if you need to trouble shoot.

Kind regards

Merrin

Merrin Bamert

Director, Emergency Management and Health Protection

South Division

Department of Health and Human Services

Level 5/ 165-169 Thomas Street, Dandenong, 3175

REDACTED
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OPERATION SOTERIA
Mandatory Quarantine Hotel
Standard Operating Procedures

1 Introduction

11 Purpose

The purpose of this document is to provide a guide for Hotel Team Leaders during Operation Soteria. It
outlines activities and actions required to provide safe, efficient and effective hotel operations for the
management of guests’ requiring mandatory quarantine on return to Australia within the state of Victoria.

1.2  Scope

This document outlines the roles and responsibilities of Team Leaders, their tasks whilst managing
quarantined guests, and the operational health and welfare arrangements for guests in mandatory
quarantine as part of Operation Soteria.

1.3 Audience

This document is primarily intended for use of Team Leaders. More generally, it can be used by DHHS
staff, all departments and organisations involved in Operation Soteria.

1.4  Background

On 28 March 2020, the Commonwealth Government announced that all people returning to Australia from
overseas would be required to serve a mandatory 14-day quarantine period on arrival. In Victoria the end
to end process to enable this to occur, including the management of guests in 14-day quarantine, is called
Operation Soteria. This process is supported by an overarching operational plan.

This document is to be considered a live guide and will be reviewed and amended regularly during

Operation Soteria. Amendments and updates to the guide will be communicated to Team Leaders via
generic email hotel email addresses and noted as appropriate at daily Team Leader briefings.

2 Structure

The coordination of Operation Soteria activity is managed out of the Operation Soteria Emergency
Operations Centre (EOC), currently located in the Fitzroy DHHS office. The governance arrangements for
the EOC are outlined in the diagram on page 6.

2.1 Contact details

Each hotel is provided with a generic phone for use by the Team Leader. A full list of hotel phone contacts
is provided on the roster distributed by email each day. The roster also contains other important contact

" The term guest is used throughout this document to refer to individuals required to conduct mandatory
quarantine.

24 May 2020 Approved By: Merrin Bamert Page 5 of 16
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numbers, including how to reach the Operation Soteria Emergency Operations Centre (EOC).

COVID-19 - Operation Soteria State Controller
Emergency Operation Centre (EOC) | ate Controlle |
Command Structure
06 May 2020
COVID-19 Operation Soteria
Commander
[ I I ]
Deputy Health Deputy Commander Deputy Commander Deputy Commander
Coordinator Ports of Entry T 17 Welfare - Detention Hotels
[N 1
[N 1
vl 1
Operations Team Leader 1 1 Operations Team Leader [} Operations Team Leader
AM &PM o AM &PM 1 AM &PM
1 1 1
1 1 1
e R Ir "
1 EOC Support = - ! Q !
. Planning Team leader Welfare coordinator | Team Leader 1
1
H (Shared function) || ”__“ || : 1 (One TL per hotel with oversight for liaison and Hotels I
1 1 coordination) 1
1 " 1
. Wellbeing Officer Staff Safety Officer Communications [ - - ! '
! (shared function) OHS, PPE and Health ! : I Authorised Officer Iri Hotel Management I :
1 1 '
| 1 : I Health Protection Iri Security I :
: Logistics Team leader Public Information Officer : I : |
| ! I DJPR Representative I‘l Nursing staff I 1
1 1 1 1
i i 1

3 Hotel coordination and control arrangements

3.1 Health contacts

Health contacts include one general practitioner, one ED nurse, two general nurses and one mental health
nurse. Nurses undertake the following roles:

e Provide 24 hour on-call medical support subject to demand.
e Provide checks to guests through a daily health and welfare check.
e Escalation to
o On-site GP or telehealth GP
Off-site GP
NorthWestern Mental Health
Maternal and child health services
Hospital

O O O O

The daily health and welfare checks include:

¢ Checking in with guests to broadly identify how they are coping in hotel quarantine and identify if they
have COVID-19 symptoms.

¢ Escalate any issues arising, including conveying dietary requirements to hotel staff, recommendation to
provide ongoing mental health assessments or escalating to 000. Where a nurse identifies complex
needs, they will refer the case to the Complex Assessment and Response Team (CART).

At the conclusion of the quarantine period, all guests are offered a voluntary temperature and symptom
check by a nurse around 24 hours before release.

24 May 2020 Approved By: Merrin Bamert Page 6 of 16
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3.2 Authorised Officer

An Authorised Officer (AQ) is rostered for each hotel in three shifts 7:00 am-3:00 pm, 3:00 pm-11:00 pm
and 11:00 pm-7:00 am. An AO has delegated powers under the Public Health and Wellbeing Act 2008 and
therefore broadly speaking provides advice and directives, in relation to the Victorian Chief Health Officer’s
(CHO) Directions under the State of Emergency.

This includes:

¢ Where required, check completed Direction and Detention Notice to confirm mandatory details have
been completed by the guest. These details are to be recorded by the AO in the compliance app.

¢ Where required, explain the quarantine order to guests quarantined.

« |f a person is refusing to comply with the ‘Direction and Detention Notice’ authorise Victoria Police to
detain or arrest the person. The AO does not detain or arrest the individual.

¢ Where required, answer questions from hotel staff, security contractors and Victoria Police as to what
guests are permitted to do, in line with the current CHO directions.

* Provide a handover to an AO rostered on the following shift.

¢ In consultation with their AO Team Leader or Deputy Commander AO Operations, AOs can make
certain straightforward permissions for temporary leave (e.g. for medical treatments). All permissions
must be recorded in the permissions register and COVID Compliance App. Please note, permissions
are not exemption. AOs do not have authority to consider exemptions, these must be sent to
COVIDquarantine@dhhs.vic.gov.au.

3.3  Department Jobs Precincts and Regions (DJPR) Site Contact

The Department of Jobs Precincts and Regions (DJPR) Site Contact represents DJPR as the
accommodation, transport and security contract manager. DJPR are responsible for signing contracts with
new hotels, engaging security firms to work at the hotels, coordination of the Government Support Service
(GSS), coordinating the exit of people leaving quarantine, including their transport arrangements.

3.4 Welfare Check Team and CART

3.4.1 Welfare Check Team

The Welfare Check Team is located offsite from the hotel and their primary role is to conduct two phone
surveys with guests on day 3 and 9 of their hotel quarantine period.

On day 3 the Welfare Check Team will undertake a comprehensive health, wellbeing and safety
assessment. This will including verifying health information provided by guests upon hotel arrival to ensure
essential information about medications, allergies or health issues have been identified and are being
managed appropriately.

The team will seek to understand if there is anything that makes the guest feel unsafe, such as family
violence and drug and alcohol dependencies and refer for escalation of risks as required. Identify what
wellbeing strategies they can utilise to help them cope with hotel quarantine such as exercise, keeping in
contact with loved ones etc. In addition, guests will also be asked to think about their exit strategy, in
preparation for their exit from hotel quarantine.

On day 9, a shorter assessment is undertaken with guests to identify whether their needs are being met
and to capture any feedback about their experience.

24 May 2020 Approved By: Merrin Bamert Page 7 of 16
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342 CART

CART is located offsite from the hotel and take referrals from all services supporting the hotel detention
including nurses, the hotel team leader, the Welfare Check Team, DJPR and AOs. CART are responsible
for undertaking assessments where an individual and/or family is identified as having complex needs and
requires support. CART can develop safety plans and risk management plans, which are informed by
specialist, and work with professionals to ensure these plans are implemented at the hotel. In addition, they
can assist an individual and/or family with an application for financial hardship assistance relating to
accommodation stays. Please refer to the Returned Traveller Hardship Policy for further information.

For more information on the Welfare Cell and CART Welfare Cell at a glance.

3.5  Security

Provide security services, including all ancillary services associated with the provision of security at the
hotel location. This includes, but is not limited to:

¢ Accompanying guests in the lift to their floor and to their room (not for COVID positive guests).
« Assisting with arriving busses (such as getting luggage off bus if people need help).

* Being present to manage any on site security concerns.

¢ Maintaining presence on-floors, lobby and front door of each hotel.

* Receiving and checking parcels and logging details from courier services.

¢ Delivering parcels and food to rooms.

¢ Supporting outdoor breaks for guests in accordance with arrangements agreed at each hotel.
¢ Maintaining security.

¢ Assist with the checking out of guests.

4 Team Leader role

41 Job cards

The Team Leader Job Card_outline roles and responsibilities for Hotel Team Leaders and Hotel Team
Leader support staff in the hotels.

4.2 Incident management logbooks
Incident management logbooks are provided at each hotel; these must be used by Team Leaders to record

all critical conversations including the details of all 000 calls.

Logbooks must remain onsite and are not to be disposed of. These documents are a corporate record.
Additional logbooks can be ordered via dhhsopsoteriaeoc@dhhs.vic.gov.au. Please include ‘Attention
Logistics’ in the header.

4.3  Daily schedule
Each day at a hotel is different and will depend on factors such as the number of entries and exits

occurring and swab testing being conducted. While days can vary, there are some functions that occur
daily; an example of a typical daily schedule at a hotel can be found here.
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4.8.2 Complaints process

Wherever possible, the principle of local resolution should be applied. Team Leaders should utilise
resources at their disposal (the hotel, Authorised Officer, nurses and other medical staff) to try and resolve
issues directly.

If the hotel team is unable to resolve the complaint, escalate to the EOC Operations Lead via email to
dhhsopsoteriaEOC@dhhs.vic.gov.au. direct the guest to the DHHS complaints process at
https://www.dhhs.vic.gov.au/making-complaint. Available on this website is a fact sheet on how to make a
complaint (available in easy-English format and multiple other languages), along with the current DHHS
Feedback management policy.

Complaints can be registered online (eform), via email or over the phone. The DHHS Feedback team will
register the complaint and refer to the appropriate team for resolution.

HR / staff complaints are to be emailed to the EOC via dhhsopsoteriaEOC@dhhs.vic.gov.au and will be
managed by the Deputy Commander Hotels.

4.8.3 Incident reporting process

Major incidents, or alleged major incidents that involve or significantly impact upon quarantined individuals
during airport reception, hotel quarantine guests or staff during the provision of accommodation services

must be reported using the incident reporting process outlined in the Operation Soteria Plan. Examples of
incidents that need to be reported include injury, death, sustaining/diagnosis of a life threatening or serious

iliness, and assault/crime. [If 000 is called, record the reference number in the Incident Report.| [Commented [R(1]: Insert Reference Number

When an incident occurs, an incident report must be completed by the most senior departmental staff
member immediately involved in the management of the incident onsite, with support of the relevant
Deputy Commander. A major incident also requires verbal escalation to the Deputy Commander
Hotels, 24 hours a day, 7 days a week. Click here to see the full Incident Reporting process COVID 19
Incident Reporting Process and here to access the incident report template Incident Report Template.

Internal

All occupational health and safety hazards, incidents and near misses involving any DHHS employed staff
must be registered in the eDINMAR system as per normal DHHS procedures
https://intranet.dhhs.vic.gov.au/edinmar-system

4.8.3.1 Privacy concerns

All privacy breaches and near misses must be registered using the DHHS privacy incident reporting form
https://feedback.dhhs.vic.gov.au/layout.html#/privacy. For advice and assistance, please email
privacy@dhhs.vic.gov.au

4.8.4 Day 3 and Day 11 Swab testing

COVID-19 has been diagnosed in people who have completed 14 days of mandatory quarantine after they
have been released from detention. Some of these cases were asymptomatic and some have
subsequently travelled interstate to return home whilst infectious. There are also concerns that people who
are due to finish their 14 days mandatory quarantine may downplay or conceal symptoms in order to travel
interstate without delay. For these reasons it has been requested by the Public Health Commander that all
individuals (regardless of age or other risk factors) are offered COVID-19 testing on day 3 and day 11 of
the mandatory quarantine period. This process is voluntary and informed consent should be sought. Team
Leaders and support staff have a responsibility to report information about testing activities into the EOC by
5pm or before on the day of testing.

More information about this process is detailed here: Day 3 and Day 11 swab testing
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4.8.5 Escalations

Every day, a number of challenges are likely to arise that you need to resolve. These may be related to the
needs of guests or to some other part of the operation. The challenges will be many and varied and you
should always utilise the colleagues around you, as well as staff from the hotel, to try and find a solution at
the hotel level. There will however be circumstances that arise that cannot be easily resolved at the hotel
and need to be escalated (including HR/ staff matters). You are provided with a single escalation point
through the EOC which can be reached via phone on 9412 2613 (24 hours a day, 7 days a week) or email
at dhhsopsoteriaeoc@dhhs.vic.gov.au.

5 Handover

Team Leaders must fill out the handover notes_form prior to completion of their shift. Handovers are an
important way of passing on information from one shift to the next, whether that is from morning to
afternoon shift, or overnight to the next day. Well documented handover notes are the best way you can
support your colleagues to understand the current issues in your hotel. Your handover notes should
include at a minimum any pertinent information about guests by room number and other information of a
general operational nature. A general summary of the shift is also useful to include under the ‘General
Notes’ section.

Handover notes should be maintained in the following location in Teams, based on the hotel you are
working at: General > Hotel Sites Specific Folders > [Your hotel name] > Handover.

6 Logistics
6.1 General

For each hotel location, Team Leaders are to ensure all stores for the general operations, nurses and
concierge are fully stocked and in location. Minimum requirements are outlined in the Quarantine hotel
bump-in checklist.

6.2 Pharmaceutical

The doctor/general practitioner on duty will determine what pharmaceuticals need to be ordered. The
concierge team is responsible for assisting to make the order, if requested by the doctor.

Pharmaceuticals can include:

¢ Prescription and over the counter (OTC) medications
¢ Cleaning wipes

e Hand sanitiser

« Batteries for medical equipment

e Covers for medical equipment

¢ Garbage bags

All hotels can access the following Supercare pharmacies (24 hours a day, 7 days a week) to support
guests in quarantine:

¢ HealthSmart Pharmacy

¢ Victorian Comprehensive Cancer Centre
¢ 311 Gratten Street, Melbourne

e Phone: 9045 9777
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e Email: vece.dispensary@livehealthsmart.com.au
¢ Carnovale Pharmacy

¢ 149 Somerville Road, Yarraville

¢ Phone: 9314 7557

e Email: carnavalepharmacy@live.com

Please see the Medicines and Poisons Storage Policy for information of how to safely store medication.

6.3  Personal protective equipment (PPE)

Team Leaders must ensure there is enough PPE to last a minimum of three business days. PPE is to be
worn in accordance with the PPE guidelines for healthcare workers, and for hotel security and AOs. To
order PPE follow the directions in the PPE ordering for hotels guidelines and email your request with
subject line PPE Order <hotel name> to: dhhsopssteriacoc@dhhs.vic.gov.au. PPE includes:

¢ Face masks

¢ Gloves

¢ Gowns

e Eye protection
¢ Hand sanitiser

6.4  Clinical waste bins and sharps containers

The collection of clinical waste bins and sharps containers will be undertaken by contractors ‘Cleanaway
Daniels’ on a weekly basis; every Monday, Wednesday and Friday between the hours of 8:00 am and
12:00 pm.

Clinical waste bins and sharps containers must be placed by staff at the loading dock / bin collection point
for contractors.

If uncertain of how to dispose of left-over pharmaceuticals; these items should be returned to the pharmacy
for the correct disposal.

Team leaders can advise of additional requirements by emailing dhssopsoteriaeoc@dhhs.vic.gov.au . The
SOP for waste management can be found at Waste Management SOP

6.5  Stationery

To order stationery, email your stationery request with subject line Stationery Order <hotel name> to
dhhsopsoteriaeoc@dhhs.vic.gov.au. Include the product details and quantities to your request. Stationery
can include:

¢ Binder folders

¢ Plastic notebooks

¢ Highlighters

¢ Blue tack

* Permanent markers/pens
e Staplers
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6.6 Cab charge

To obtain cab charge vouchers, please email your request to the EOC with the subject line Cab charge
<hotel name> to dhhsopsoteriaecoc@dhhs.vic.gov.au . Hotels should always keep 10 cab charges on
hand. Team Leaders are to keep a record of cab charge use. These are used for one-off transports, i.e.
guest medical appointments. DJPR (through GSS) will provide a Cabcharge voucher and arrange a taxi for
guests exiting quarantine.

6.7  Transport of COVID, close contact and other guests

The Transport of guests guide has been developed to give guidance on transporting confirmed COVID-19
cases and their close contacts in a way that minimises the risk of further spread of the disease. It also sets
out transport arrangements for presenting to hospital for medical care, and transport arrangements at the
end of quarantine. This guide applies to hospitals, health services, mandatory quarantine sites, transport
providers, and others needing to coordinate the movement of individuals.

For all medical emergencies call Ambulance Victoria ‘000’. Ensure you record the provided Reference
Number in the Incident Management Logbook.

For all non-emergency patient transport (NEPT).
The Ambulance Emergency Operations Centre (AEOC) will coordinate all non-urgent transfers, including

St John Ambulance. This service is available seven days a week. As much as possible, these
arrangements should be utilised between 08:00 am and 4:00 pm.

* Complete the Operation Soteria Patient Transport Request Form
* Contact the AEOC on 1300 851 121 between 8:00 am — 8:00 pm.

Commercial taxis
Bookings can be made through 13cabs (03) 9277 3877. Wheelchair accessible commercial passenger

vehicles (WAVs) may be used to transport COVI-19 positive passengers where non-emergency patient
transport services are not available.

6.8  Deliveries to hotel guests

Deliveries will be accepted between 9:00 am and 8:00 pm daily. Deliveries will be processed by the
security. All deliveries except food delivery companies are to be searched by security. The full process is
located in the \Food Management Process SOP. Please note, cigarettes are now permitted to be ordered
by guests)

To maintain safe quarantine conditions only authorised drivers are permitted to deliver items to the hotel.
Those without authorisation will be turned away.

6.9  Miscellaneous requests for items
If you receive grocery orders or other requests for items, that are not health equipment, PPE or stationery,

please email your request with the subject line <type of order> and <hotel name> to DJPR via email:
DPJRcovidaccom-lead@ecodev.vic.gov.au
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7 Shared mailboxes for hotels

A generic email mailbox has been setup for each of the quarantine hotels to support communication from
and to the Team Leaders. Team Leaders have been provided access to all the hotel mailboxes to
accommodate changes to rosters. Please contact the EOC if you are unable to access the generic
mailbox.

Please use these generic email accounts for all communications regarding the hotel. Note: These
mailboxes can only be accessed by DHHS staff.

A list of the generic hotel mailboxes is available below:

e Crowneplaza@dhhs.vic.gov.au

e Crownmetropol@dhhs.vic.gov.au

e Crownpromenade@dhhs.vic.gov.au

e Rydgesswanston@dhhs.vic.gov.au

e Novotelsouthwharf@dhhs.vic.gov.au

e Novotelmelbourne@dhhs.vic.gov.au

e Panpacific@dhhs.vic.gov.au

e Parkroyal@dhhs.vic.gov.au

. [PuIImanswanston@dhhs.vic.gov.au

e Travelodgedocklands@dhhs.vic.gov.au
e Travelodgesouthbank@dhhs.vic.gov.au
e Mercure@dhhs.vic.gov.au

e Melbournemarriott@dhhs.vic.gov.au

e HolidaylnnAirport@dhhs.vic.gov.au

e Holidayinnmelbourne@dhhs.vic.gov.au
e Fourpoints@dhhs.vic.gov.au

e Grandhyatt@dhhs.vic.gov.au

e Stamfordplaza@dhhs.vic,gov.au

e Grandchancellor@dhhs.vic.gov.au

If you are unsure how to set up or access a mailbox from your login, please consult this Adding the generic
email.
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8 Exit of accommodation arrangements

Team leaders should be aware of the exit procedure for guests completing their mandatory quarantine to
support Authorised Officers with any operational requirements. The below table outlines key stages and
responsibilities for the exit process. The policy for exiting processes can be found here Exit of
accommodation arrangements.

Exit of accommodation - key stages and responsibilities n:n DIPR o), DHHS (incl. on-
Goal: to safely exit people and ensure their health and wellbeing . ground staff; AOs) .
& oPr(Gss) & onns(caRTteam) B Hotel saft

Make travel Coordinate .
apaenu gt

2 days before departure: Contact guest {mobile or room  assist quests in making trovel | Transport logistics and guests <10 departure time slots - Welfore checicand voluntary - Guest leoves subject to Cleaning ond
Determine date of quest's exit number) re: their departureand  grrangements departure time slots organised /1 9Ue5ts and orward list o  health check up conducted  ayoiabilty of transport  preparing for next
ge! departures ta hotel (22 hrs before departure
notifying of departure time arrivals
[ L] ® [ °
- £ & - din dia Y &
DHHS
DHHS, DIPR (G5S) DIPR (GSS) DHHS DHHS DS
L) + Prepare release letters | |+ Review case file and ]
*  Determine date - Don't need assistances - Forward updated list for pacats [confirming s Guest leaves > G
of exit - GSS make calls to guests * Forward guest check- toCPV departure time slot) 14 day detention according to a ::;::In;\fz“;‘
1o capture transport out data to CPV (DoT} and distril o @rrrn clear schedule
booking details & on daily basis guests 24 hrsin o ey with a knock on =
confirm identity advance check up (liaise with it
* Check accommodation ° - Forward list of guests on-site nurse) to check s it
guest will be S to DIPR site manager guesthas no :?'vs'm,'
::amllmmnz toafter - Coordinate symptoms of COVID- istancing
=7 DIPR transport logistics 19
- Provide list of departed Need assstonce. el st departore
guests to DIPR grocery - Forwardlictof time slots (2 days in ® Guest has symptoms:
o orward list of guests to E 3
= vy o = Escalate to DHHS
* Distribute fact sheet _ . .
+ ssist guest to make - Provide cxit plan to o
travel arrangements; State Control L No
— . el ~ Pass on information * Site managers sharelist| | * Authorised Officer e
- escalate to DIPR site . Attt e ar e of departures with provides Authority to {bom)
fansaer understand issues around time slots to DHHS Leave letter to guests
exit and finking to (2 days in advance) and checks them off
appropriate services e (E
-?n DHHS (CART team) ain ®
@ ' DHHS (CART team) Hotel staff R
If homelessness or ather i - Contact guests and
interstate risk issues:  nowhere to exit tor ensure outstanding DIPR
- DIPRescalates to e it payments made + Physical checks of
CART function if s s room (dame,
missing or left items

etc)

9 Rostering

Rosters are confirmed, updated and circulated daily. If you have any queries or unable to perform your shift
at short notice, please email the EOC. Email any queries or shift changes with the subject line For action:
Team Leader shift change <hotel name> to: dhhsopsoteriaeoc@dhhs.vic.gov.au

On completion of shifts, Team Leaders are to ensure that time sheets are submitted to substantiative Line
Managers for approval and then uploaded to Our Service for processing. If Line Managers are hesitant to
sign time sheets, they can call the EOC on 9412 2731. Additionally, a copy of the roster can be provided to

Line Managers to validate hours worked.
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Department of Health & Human Services
Summary of findings — Review of Hotel accommodation for OS travellers in quarantine

Over the past several weeks, a review has been conducted at the hotels providing
accommodation to returned OS travellers in quarantine.

The review has included:
e Reception process for newly returned travellers including screening process
e Set up of PPE donning and doffing stations
e Access to PPE in general
e Additional services provided including food service, waste management, linen
service and cleaning services
e Observation and discussion with security staff
e HCW compliance with PPE and hand hygiene
e Access to relevant DHHS documentation

The processes implemented have certainly become imbedded and overall improvement due
to familiarity with the system and procedures in place is evident with the Health care teams.

The most obvious area of non compliance continues to be with in the security team with
over use of PPE and lack of HH.

Wearing gloves when not necessary and masks incorrectly were the main observation, but
the managers at the sites considered the information for correct use of PPE provided for
security and AO staff to be very useful, and they would continue to promote those
messages to improve compliance.

The hotel set ups where the HCW are based is very good, and access to PPE appropriate.

Donning stations are set up in the nurse’s station before entering the floors where patients
are accommodated, and doffing is occurring prior to leaving the floor.

Staff are happy with the system and it is working well with no risk of cross contamination
from the dirty to clean zones.

The Health care teams compliance with PPE and HH has been excellent, and they are
working to educate the security and AO staff about appropriate PPE and HH.

Reference to the process for taking a nasopharyngeal swab continues to be debated around
the level of PPE in particular the mask (standard surgical versus an N95) and my observation
is that if an N95 is available, that will be their mask of choice, even though the advise is for a
standard surgical mask.

All additional services are running smoothly and the health care teams have been very
complimentary around the services being provided.
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Review of Rydges on Swanston

In addition to the routine checks of hotels, a subsequent visit was undertaken at Rydges on
Swanston street to ensure the staff are well prepared for the quarantine of any future
confirmed cases of COVID -19.

On entry to the hotel, security staff were not wearing PPE as is the recommendation. This is
a major improvement.

They greeted me and asked for identification and the appropriate documentation was being
maintained for any drop offs.

Appropriate PPE and hand sanitiser was available for them if it were required.

The HCW who have been working with in the system at that hotel were well set up with the
appropriate PPE and felt very comfortable with the processes for accepting and managing
confirmed cases.

The main concern from the regular staff who have been at Rydges was that of the allocation
of the HCW from the agency:
e The same staff were not rostered onto the same hotel for the full 14 day period
e They had staff that had not worked in the hotel quarantine system at all
e They had very junior staff, some of which had no experience in donning or doffing or
caring for a patient in transmission based precautions
e Or staff that had worked at other hotels

Recommendation
1. That arequest be provided to the nursing agency provider to ensure that the same
staff are rostered at the same hotel for a minimum of the 14 days to cover the entire
guarantine period.
This is the preference of the staff as they are familiar with the specific hotel dynamics,
familiar with the hotel guest and hotel services staff.
It also allows for the same staff to ensure each hotel guest has consistency in
communication and knowledge of testing requirements for the duration of their quarantine
period.

2. That only staff who have a level of experience in caring for patients who have
required transmission based precautions and can demonstrate competence in
donning and doffing are rostered to work at this hotel.

The staff discussed the routine nasopharyngeal swabbing that is being done on day 3 and
day 11 and were very comfortable in the process.

They expressed no other concerns and were working very well as a team to ensure each
other was complying with the appropriate risk management strategies.

There are no other recommendations that | could make to improve the position of the hotel
in accepting confirmed cases. It does however rely on all staff working in the service to
comply with policy and procedure.
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Merrin Bamert

Director, Emergency Management and Health Protection
South Division

Department of Health and Human Services

Level 5/165-169 Thomas Street, Dandenong, 3175
MREDACTED KREDACTED)

<REDACTED

From: Merrin Bamert (DHHS)

Sent: Friday, 10 April 2020 10:27 PM

To: Finn Romanes (DHHS) {=0Z\ea=y) ;I (0HHS)

REDACTED

Cc: StateEmergencyManagementCentre SEMC (DHHS) <semc@health.vic.gov.au>;

(DHHS) =) Nexj =) ; Katherine Ong (DHHS) <a{=I8/\& =)

Subject: RE: URGENT - FW: PPE clarification on safety of masks FOR SWABBING
Hi Finn

Maybe it might help, Itried today talking to them and that the medical and nursing staff at respiratory clinics are
also wearing surgical masks but | think they are all just anxious, Its harder when you are not in a normal hospital
environment, | think it's the setting that does not help it feels a little out of their comfort zone,

we had not had any issues till the four points which is where there are the guests who came of the cruise ship
and | think they the more they see news of risks to health professionals they all become more nervous.

Maybe getting an ID nurse or someone to speak or write to the agency may help.

Thanks

Merrin

Merrin Bamert

Director, Emergency Management and Health Protection
South Division

Department of Health and Human Services

Level 5/165-169 Thomas Street, Dandenong, 3175

YJREDACTED BRREDACTED

SAREDACTED

From: Finn Romanes (DHHS) {N=Ba\O21=0
Sent: Friday, 10 April 2020 9:55 PM

To: Merrin Bamert (DHHS) {g{={pJXe]]=B] gREDACTED
REDACTED

Cc: StateEmergencyManagementCentre SEMC (DHHS) <semc@health.vic.gov.au>; =B/ =8}
REDACTED : Katherine Ong (DHHS) {Rl=B)Ne3 =)

Subject: RE: URGENT - FW: PPE clarification on safety of masks FOR SWABBING

Dear Merrin
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CONFIDENTIAL

Please help us by filling in this questionnaire now. The information you provide will be used to help

us support you during your quarantine period. Tell us if you need medical or other assistance.

Name

Contact Number

Room Number

Introduction:

® Have you been living overseas, or have you been away on holiday?

Safety:

» Do you or anyone in your group (including children) have any immediate health or safety

concerns?

® Are you, or anyone you are travelling with, subject to a court order in Australia?

Do you have access to an Australian bank account and your own money?

Care:

e Is there anyone in Australia that you are responsible for caring for? Who are they?

e Do you have children? Are they travelling with you?

« Do you have animals that need to be cared for?

e Is there anyone you can ask to provide this care for the next two weeks?
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CONFIDENTIAL

Health and wellbeing:

* Are you feeling well at the moment?

 Are you travelling with children/others? How are they coping at the moment?

Do you have any immediate concerns for any children travelling with you?

« Do you or anyone you are travelling with have any medical conditions that require
immediate support?

Do you or those you are travelling with have enough medication for the next couple of
days?

® Do you have any additional support needs?

® Do you or anyone you are travelling with have access or mobility support requirements?

» Do you have family or friends with whom you can remain in touch over the phone?

Culture:

» Do you, or others in your group including children have any religious or cultural needs that

need to be accommodated?

Other:

« Do you have any other immediate concerns about going into quarantine?
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DHHS Hotel Isolation Medical Screening Form

REGISTRATION NUMBER:

Full Name: Male [] Female [ ] Other []
Address: Indigenous [ ] Torres Strait Islander [ ]
Phone Number: Nationality:

Date of Birth: Place of Birth:

Phone #: Primary language:

Please provide the information requested below, as it may be needed in case of an emergency. This information does not modify the information on the emergency card.

Allergies:

Past Medical History:

Alerts: Alcohol & Other Drugs Y/N
Disability Y/N
Significant Mental Health Diagnosis Y/N

Medications:

Regular Medical Clinic/Pharmacy:

General Practitioner:

Next of Kin Contact Number:

Covid-19 Quarantine Facility
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Covid-19 Assessment Form

Name

DOB

Room

Date of Admission

mobile

Ask patient and tick below if symptom present

Day

Date

Fever

Cough

SOB

Sore Throat

Fatigue Needs further review

(nurse assessment)

Reason
(if needs further assessment)

10

11

12

13

14

Covid-19 Quarantine Facility
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Referred to nurse: Yes/No

Referred to social worker: Yes/No

Welfare Check — Subsequent short form survey — saturday 6 April PM version

Date:

Time:

Call taker name:
Passenger location: Hotel:

Room number:

location (room number):
Confirm passenger name:
Passenger DOB:

Contact number: Mobile:
Room:

Interpreter required: Yes/no
Language:

Note — this set of questions is to be used where people have indicated they have no concerns and no areas of vulnerability
have been identified. It is designed to be a quick check in process to make sure that nothing has changed.

Script

Good morning / afternoon, I’'m XXX.

I am a Public Servant working with the Department of Health and Human Services to support people
in quarantine following their arrival in Australia, and I’'m giving you a call to check on your welfare.
This is similar to the call that you would have received yesterday and we are checking if anything has
changed for you.

Introductory questions
1. Areyou stillin Room XXX at the hotel?

2. Have you or your fellow occupants had to leave your room for any reason? If so, what was the
reason?

Health questions

3. Have you or your fellow occupants had any signs or symptoms of COVID-19, including fever,
cough, shortness of breath, chills, body aches, sore throat, headache, runny nose, muscle pain or
diarrhoea?
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| Yes / No

4. Have you or your fellow occupants been visited by a nurse today to have your temperature
checked?

| Yes / No

5. Are you keeping up regular handwashing or hand sanitising?

| Yes / No

Safety questions

6. How is everything going with your family or the people you are sharing a room with?

7. Is there anything that is making you feel unsafe?

Wellbeing questions

8. How are you and any children or other people that you are with coping at the moment?

Final

9. Have you had any trouble getting food, having laundry done, room servicing etc.?

10. Do you have any other needs that we may be able to help you with?

End of survey

Thank you for your time today. We will contact you again tomorrow.
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Implementation report

Nurse Health Record Implementation
Friday, 29 May 2020
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Purpose

The purpose of this document is to provide an update on the uptake progress for the Nurse Health Record App,
being used by clinicians working in hotels used to quarantine detained overseas travellers.

Refer to the Nurse Health Record Implementation Plan for more details on implementation activities and
background information.

Uptake tracking

Assessment counts for the previous seven days across all hotels are being captured daily to provide an indication
of the uptake of the Nurse Health Record and are shown in Figure 1. This figure can be expected to stabilise as full
uptake is reached and fluctuate along with detainee numbers. Note — weekend figures are not available.

Assessments previous 7 days
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Figure 1: Assessments for the previous seven days, all hotels, 22-28 May 2020

Figure 2 (below) provides a snapshot of the assessments in the seven days leading up to 28 May 2020, against the
patronage in each of the hotels. The hotels with the larger patronage and lower assessment counts (e.g. Pan
Pacific, Stamford Plaza and Marriott) will be the focus for the coming week.

It should be noted that Four Points, Grand Chancellor, and Crown Promenade are performing very well and
showing great progress in the uptake of the Nurse Health Record.
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Assessments vs patronage, 28 May 2020

450 1800
400 1600
350 1400
300 1200
20 1000
200 200
150 600
100 I 000
0 200
o 0
S ¥ P F® S EE S eSS WS
&@Q Q¥ QQQ \c?}\ %\)‘b ) \&0 ‘pro & QG\\\ $~&~ Q‘z&\ _ \&o ﬁo R \&9 \&&Q
VT FTFT T T o ¢ F S
SIS TS TS T TS S
¢ & & & P & @ S & F Y
& € & @% S < S @@ %boo 4@\ 4@\
vSﬁ & QD © > < &Sb &jb
0\'\ %\\ &6 &Qﬁ
s Q§} ép g&
3 \

mmm Patronage 28/5 e Assessments 28/5

Figure 2: Assessments for the previous seven days vs patronage, by hotel, Thursday 28 May 2020

Activities for coming week

o Visits to Pan Pacific and Stamford Plaza, 30-31 May

e Ongoing team leader engagement

o  Work with YNA to implement nurse trainers

o Engagement with technical team to advocate for technical issue rectification

¢ Ongoing addition of new users to app.

|ldentified issues

Issues identification

An uptake issues register is being kept tracking factors influencing the uptake of the Nurse Health Record in hotels.
To date, measures to identify issues have been:

e Encouraging hotel team leaders to report issues during the twice-daily team leader meetings
e Sending emails encouraging issue reports (amongst other things) to all hotel team leaders every two days
e Visiting nurses at Crown Metropol and Crown Promenade on Saturday, May 23.

15 key issues have been identified to date and are summarised below.

These issue identification measures have been identified as being quite effective and will continue. The hotel visits
were the most effective measure, as they allowed a two-way dialogue with nurses that was effective in
championing the use of the app.

Critical issues

Critical issues are defined as those being key drivers of poor uptake of the app. Without these issues being
rectified, it is unlikely the app will be broadly used whilst paper-based alternatives exist.
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Floor and room-based sorting

Issue: Currently, hotels store paper records in a folder-based system whereby a folder exists for each floor, and a
plastic pocket is held therein for each room. The screening form and progress notes for each occupant are held
together in the plastic pocket pertaining to the room. This allows daily screening calls to quickly screen all
occupants of a room in one phone call. The app does not have this functionality, and only allows searching by
name or hotel, which makes screening much slower and less efficient.

Actions taken: This has been reported to the project team, who have implemented an enhancement this week.

Reporting on all current detainees

Issue: Nurses currently work off a paper spreadsheet showing all detainees currently in the hotel, and what room
they are in. The app does not have this functionality, meaning nurses have no single point of visibility of the
detainees in their care. A daily report detailing the detainees in a certain hotel, the room they are in, and the last
time they had an assessment completed, is necessary.

Actions taken: This has been reported to the project team, who have added it to the Back Log and are working
with their reporting developer to develop such a report.

Records sometimes fail to save

Issue: Nurses have reported that records on occasion fail to save.

Actions taken: This has been reported to the project team, who are investigating. They are in the process of
implementing a window that appears following a save activity, providing the nurse a reference number the project
team can use to troubleshoot save issues.

High priority enhancements

High priority enhancements are defined as changes that would substantially improve the usability of the app and
will support uptake by enhancing the user experience. All issues in this section have been reported to the
technical team and added to the Back Log for addressing in a future update.

Searching for guests by compliance number and date of birth

Issue: Nurses report that searching by guest name can be problematic, particularly for complex or misspelt names.
The ability to search by compliance number and date of birth is requested.

Symptom screening tick boxes

Issue: Currently, the COVID-19 symptom screening facility consists of five “Yes / No” dropdown boxes for nurses
to select. Nurses have requested these be replaced by tick boxes, for speed of entry.

Introduction of “Other Symptom” field in screening facility

Issue: Nurses have requested the addition of an “other symptom” field, as nurses are routinely screening for and

reporting on other symptoms rather than just the five COVID-specific symptoms.

Other requests

Other requests are those enhancements that are of a lower priority but will improve the usability of the app and
further support uptake. All issues in this section have been reported to the technical team and added to the
Back Log for addressing in a future update.

Flagging when an “at risk” person has not been assessed in a certain period

Issue: Nurses have requested that any person who has been identified as being “at risk” is highlighted if an
assessment has not been performed on that person in a defined period (e.g. in over 24 hours).

Implementation report, 29 May 2020 3
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Selecting multiple risk factors

Issue: Nurses have reported that the “risk factor” dropdown box used to identify “at risk” people only can select one
risk factor, whereas it is conceivable that a detainee may display multiple risk factors. The ability to select multiple
risk factors has been requested.

Exited guests showing up against rooms as current guests

Issue: Nurses are advising that multiple guest records from previous cohorts still appear when searching for
current guests. This has the potential to cause confusion.

Save multiple tabs at once

Issue: Currently, nurses completing work in one app tab must save the contents of that tab before moving to the
next tab. It has been requested that multiple tabs can be saved at once, at the end of the encounter.

Actioned requests

These requests have been implemented (or are in planning for implementation) already.

Inclusion of arrival and departure dates in the registration screen (complete)

Stagger training times to access nurses across multiple shifts (complete)

Include hotel team leads in training invitations (complete)

Identify and train nurses as app trainers across multiple shifts (YNA currently identifying suitable nurses)

Hotel team leads unaware that app is live (ongoing by attending frequent team leader meetings and talking
with team leads during hotel visits to champion app uptake)

Implementation report, 29 May 2020 4
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Subject: Hotel Quarantine [SEC=OFFICIAL]

Been reflecting on the quarantine breaches we have had and the issue raised by Annaliese today,
where a hotel worker continued to work while symptomatic and didn’t identify because of fear of
income loss. Is it possible to write into the hotel quarantine contracts a provision that any hotel
or security worker who has to quarantine (as a contact) or isolate (for COVID + status) would be
paid their “normal weekly hours” for the two week period. It would be a minor expense but would
fix this as an issue?

Thoughts

Professor Brendan Murphy
Australian Government Chief Medical Officer

"Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are
notified that any use or dissemination of this communication is strictly prohibited. If you receive
this transmission in error please notify the author immediately and delete all copies of this
transmission."

This email contains confidential information intended only for the person named above and may
be subject to legal privilege. If you are not the intended recipient, any disclosure, copying or use of
this information is prohibited. The Department provides no guarantee that this communication is
free of virus or that it has not been intercepted or interfered with. If you have received this email
in error or have any other concerns regarding its transmission, please notify

Postmaster@dhhs.vic.gov.au

"Important: This transmission is intended only for the use of the addressee and may contain
confidential or legally privileged information. If you are not the intended recipient, you are
notified that any use or dissemination of this communication is strictly prohibited. If you receive
this transmission in error please notify the author immediately and delete all copies of this
transmission."
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culture and their Elders past, present and emerging.
We welcome all cultures, nationalities and religions. Being inclusive and providing equitable healthcare
is our commitment.

Alfred Health incorporates The Alfred, Caulfield Hospital, Sandringham Hospital and Melbourne Sexual
Health Centre

www.alfredhealth.org.au

CONFIDENTIALITY NOTICE: This email and any files transmitted with it are confidential and are to be used solely by the individual
or entity to whom it is addressed. If you have received this email in error, please be aware that any disclosure, copying or
distribution of the information it contains; or taking any action in reliance on the contents of this information, is strictly prohibited and
may be unlawful. Please notify us by return email that you have received the email and delete all copies in your system.

Please consider the environment before printing this email.

This email contains confidential information intended only for the person named above and
may be subject to legal privilege. If you are not the intended recipient, any disclosure,
copying or use of this information is prohibited. The Department provides no guarantee that
this communication is free of virus or that it has not been intercepted or interfered with. If you
have received this email in error or have any other concerns regarding its transmission, please

notify Postmaster@dhhs.vic.gov.au
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AlfredHealth
Lo | n i)

We acknowledge the people of the Kulin Nation, the traditional custodians and pay our respects to their
culture and their Elders past, present and emerging.

We welcome all cultures, nationalities and religions. Being inclusive and providing equitable healthcare
is our commitment.

Alfred Health incorporates The Alfred, Caulfield Hospital, Sandringham Hospital and Melbourne Sexual
Health Centre

www.alfredhealth.org.au

CONFIDENTIALITY NOTICE: This email and any files transmitted with it are confidential and are to be used solely by the individual
or entity to whom it is addressed. If you have received this email in error, please be aware that any disclosure, copying or
distribution of the information it contains; or taking any action in reliance on the contents of this information, is strictly prohibited and
may be unlawful. Please notify us by return email that you have received the email and delete all copies in your system.

Please consider the environment before printing this email.
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OPERATION SOTERIA
Policy - Hotel Suitability Check List

Status: Draft 1.0
Date: TBA  By: TBA

1 Purpose

The purpose of this policy is to provide guidance to support DHHS staff involved in the assessment of
hotels for use as mandatory quarantine hotels as part of Operation Soteria.

2 Introduction

In accordance with the Operation Soteria Plan, the state has a responsibility to provide safe, suitable
accommodation for guests who are undertaking mandatory quarantine in the State of Victoria. In
order to determine if a hotel is suitable for the mandatory quarantine of guests, they must go through
an assessment process. The assessment process covers both essential and desirable characteristics
of a hotel being assessed.

3 The assessment process

The assessment of a hotel for inclusion as a mandatory quarantine hotel should be conducted
simultaneously with all of the appropriate stakeholders. These stakeholders are:

o Safety and Welfare officers, team leaders and IPC (public health )
e Department of Jobs, Precincts and Regions (DJPR)
o Hold the contracts with the hotels and security
o Authorised officers
o Have a presence in the hotel for the purposes of enforcement and compliance

e Security
o Provide various services within the hotel under contract to DJPR
e Sky bus

o Deliver guests to the hotel
e Victoria Police
o Provide traffic management at the hotel
Operation Soteria Logistics
o Provide equipment and PPE to the hotel

The goal of an assessment is for all stakeholders to assess the hotel according to their own needs
and to raise and discuss any issues they identify as a result of the assessment process. The selection
of a hotel as appropriate for use as a mandatory quarantine property should be based, wherever
possible, on a consensus of all stakeholders that there are no significant issues present. Where
issues are identified by any stakeholder, all parties should work together to determine whether the
issues can be resolved via any mitigating actions. Where issues cannot be resolved they will be
escalated within stakeholder organisations.

Ultimately the signing of a contract with a hotel is the responsibility of DJPR however DHHS staff must
satisfy themselves that the essential characteristics of a hotel have been met (see below) before
agreeing for DJPR to enter into a contract with a hotel. Agreement o the signing up of new hotels
must be approved by the Operation Soteria Commander.
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4 Essential characteristics for hotel suitability

The principles underpinning the suitability of hotels utilised to accommodate individuals in mandatory
quarantine are found in Annexes 2 and 3 of the Operation Soteria Plan, primarily:

e guest comfort, heath, safety and wellbeing

e meeting human rights,

e public health and safety

o promotes workforce collaboration and cooperation

Essential characteristics are a range of hotel requirements that must be present, in one form or
another, before it can be considered for inclusion as a mandatory quarantine hotel. These essential
characteristics are the minimum non-negotiables that will ensure the welfare and wellbeing of guests
in mandatory hotel quarantine are met.

There are six essential characteristics that a hotel must meet in order for it to be deemed suitable.
These are:

o sufficient capacity

. fresh air options

o a green zone (or zones)

o the capacity to provide 3 meals a day to all guests and cater for special diets
. a documented evacuation plan

. variety of rooms types

The manner in which each of these characteristics are met may differ from hotel to hotel. For
example, fresh air may be available in one hotel courtesy of rooms having a balcony, while in others it
may come in the form of openable windows.

If a hotel is unable to meet all of these essential characteristics in one form or another, they are
deemed unsuitable to be a mandatory quarantine hotel.

4.1 Capacity of Hotel

A hotel needs to have sufficient capacity to warrant the operational resources required to manage it.
As a general rule, a hotel should have at least 80 rooms available for the use of guests in quarantine.

4.2 Fresh Air Options

Guests must have access to fresh air during their mandatory quarantine in one form or another. This
may be achieved through access to balconies, via openable windows in rooms, or through the
opportunity to access fresh air outside of their room as part of a structured and managed exercising
program. As exercising programs take significant effort and resources to manage, other options for
accessing fresh air are preferred.

Any assessment of fresh air access options must always consider the safety of guests and children.
4.3 Green Zones

The hotel must be able to provide green zones. Green zones are areas where hotel support staff
(Team Leaders, nurses, security, authorised officers) can work, that are free from cross-contamination
with quarantined guests. These zones must not share the same ingress and egress routes as
quarantined guests and must be appropriately resourced to enable hotel support staff to carry out
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their allocated duties. Some hotels have provided large conference rooms to cater for all staff in one
area, but this may not always be feasible. Consideration must be given as to access to internet,
phone, tables, and adequate space to comply with CHO social distancing advice.

4.4 Capacity to provide meals

Guests must have access to three nutritional meals a day (Breakfast, Lunch, and Dinner). Meals may
be provided by the hotel kitchen, an adjacent restaurant or a catering company, provided that the
meals are of a good nutritional standard and are able to be delivered a timely manner to guests in
quarantine. The hotel must also be able to cater for a wide range of special dietary requirements and
be willing to accept the entry of food via online food delivery companies (UberEATS, Deliveroo etc.)

4.5 Evacuation plan

The hotel must have documented evacuation plans and must be able to provide a copy as required.
An assessment of this plan should be undertaken and should consider how provision will be made
during an evacuation for managing guests quarantined in the hotel as this will fall outside the scope of
a hotels normal business practice. The provision of measures for ensuring the safety of hotel support
staff should also be considered.

4.6 Type of rooms available

A variety of room types are necessary to cater for different guest compositions and needs. A hotel
should be able to cater for a range of different accommodation types such as singles, families, or

people with special needs such as a physical disability. Examples to be considered could include

standard hotel rooms for individual guests, rooms with a kitchenette and adjoining rooms for large
families.

5 Desirable characteristics for hotel suitability

Desirable characteristics are a range of hotel characteristics that, while not essential, nonetheless
contribute to the welfare and wellbeing of guests in mandatory hotel quarantine. The more
comprehensively a hotel can meet these desirable characteristics, the more desirable they are as a
mandatory quarantine hotel.

5.1 Capacity to Support guests with a range of needs

The capacity to support guests with a diverse range of special needs must also be considered.
Greater variety and flexibility in room types is a desirable characteristic and ideally a hotel should
have a range of room types available. Consideration for special needs guests could include:

o Mental Health

e Physical disabilities (inc. wheelchair access)
o Elderly (inc. disability supporting bathrooms)
e Other disabilities and needs
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5.2 Access to Hotel entry and exit point

Access routes into and out of the hotel that minimise the risk of COVID-19 transmission are desirable.
Ideally the entry and exit point for guests should be separate from any area that the wider community
are likely to utilise. Entry through a basement lift that avoids the front door or a hotel, for example, is
one such example. Considerations should include:

e  The number of entry and exits from the hotel (Main foyer, car park, alternate entrances)
e  The number of elevators within the hotel and what floors they access.
o For example: if the hotel is shared with other building occupants, can a lift be cordoned off for
the exclusive use of quarantine guests?
e Can the foyer area, generally used to check guests in, be adequately cleaned following entries?

5.3 Facilities within rooms

The utilities available to guests within their rooms may contribute to the overall health and wellbeing of
quarantined guests. Room facilities to consider include the presence of:

Laundry appliances
Internet access

Phone access

TV / DVD player / Radio
Cooking facilities

Fridge

Microwave

5.4 Staff Parking

Secure parking with sufficient capacity for hotel support staff is desirable.
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OPERATION SOTERIA
Policy - Hotel Suitability Check List

Status: Draft 1.0
Date: TBA  By: TBA

Hotel Suitability Check List

1. Essential Characteristics

Capacity of Hotel and variety of rooms

Single Guest Number:

Multiple Guests Number:

Family (1-2 Adults, 1-3 children) Number:

Total rooms available (min 80) Number:
Comments

Family Considerations

Apartment style rooms Yes [ ]| Number: No [ ]

Rooms with suitably sized fridges Yes |:| Number: No D

Rooms with kitchenettes Yes [ ]| Number: No []

Rooms with suitable bathrooms (can fit infant bath) Yes |:| Number: No |:|

Are quarantined for family space Yes |:| Number: No |:|
Comments

Health
and Human
Services

Page 5 of 8 St?mA
Gcgleernment




Provision of Fresh Air to Guests
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Balcony (Guest and child safe) Yes I:l Number: No |:|
Windows (Lockable, functional, child safe) Yes |:| Number: No D
30min access to air options (describe in detail, including | Yes I:l No |:|
security)
Comments
Green Zone
Quarantined Rooms / Offices Yes I:l No |:|
Alternate Hotel Entry/Exits Yes |:| No |:|
Decontamination Process Yes |:| No |:|
Networked (internet, phone) Yes I:l No |:|
Open space (TL/AO/Nurse/Security) Yes I:l No |:|
Power considerations Yes I:l No |:|
Comments
Capacity to Provide Meals
Hotel Kitchen appropriate menu Yes I:l No I:l
Catering Options (dietary requirements) Yes |:| No |:|
Accept delivery companies Yes I:l No |:|
Comments
Capacity of Kitchen?
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Suitable Emergency Response Plan (detail in comments) Yes I:l No I:l
Copy of evacuation plan provided Yes D No D
Safe Car Parks and Hotel Access for Staff (detail in comments) | Yes |:| No I:l
Comments
Ability to manage quarantine requirements during evacuation
Desirable Considerations
Room Utilities
Number of Beds Yes [] No [ ]
Kitchenette Yes I:l No |:|
Laundry appliances Yes D No D
Internet Yes |:| No |:|
Phone Yes [ ] |[No [ ]
TV /DVD Yes [ | [No []
Radio Yes [ ] No [ ]
Fridge (size?) Yes [ ] |[No []
Microwave Yes |:| No D
Jug / Kettle Yes I:l No |:|
Comments o
Access
Entry/Exits into Hotel Number:

Number of Elevators (reach all floors) | Number:

Number of Foyers Number:

Comments

Ease of cleaning guest entry and access points
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Special Needs consideration
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Physical Disabilities Yes [ ] |No []
Elderly Guest Appropriate Yes |:| No D
Mental Health Considerations Yes I:l No I:l
Other Specialist Considerations Yes D No I:l
Comments
Hotel Functionality / Business Model
Quarantined Guests Only Yes I:l No I:l
Mix of guests and customers Yes I:l No I:l
Permanent Residents Yes |:| No |:|

Comments

Additional Comments

Date: TBA
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