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What we will cover on today’s webinar

• Recap on COVID 19

• Guidance updates

• Queries which have arisen

• Questions and answers at the end



Key points to remember 

COVID 19 is still with us

• The risk of COVID-19 

Infection – still happening 

Harm – much reduced not gone away 

• The other harms 

Loss of many things that make life enjoyable

Social isolation 

Physical and mental loss skills and conditioning

• The difficult balance – harm from COVID-19 /harm from measures to limit 

COVID-19  



COVID 19 recap
The Virus: SARS-COV-2 

• You almost always get infection from being close to people who are 

infectious 

• Spreads – out of the airway of an infectious person into the airway of a 

susceptible person (direct through the air and indirect from surfaces) 

Prevention of Spread of Infection 

• Not being near people who are infectious (especially indoors)

• Hand hygiene, mask use, respiratory hygiene, ventilation, cleaning, 

vaccination

Prevention of disease 

• Vaccination, good baseline health



Key guidance updates since last webinar for 
acute settings

All Guidance is available on:

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/

07.03.2022

Removal of the requirement for streaming when COVID-19 risk can be managed 

otherwise (aligns with unscheduled care and scheduled care guidance)

Change in guidance on testing for COVID-19 contacts and surveillance testing 

(aligns with acute hospital checklist)

https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/


Key guidance updates

19.05.2022

Formal outbreak closure changed from 28 days to 14 days in line with public health 

advice

Changes to testing on admission, to testing of contacts and to surveillance testing 

the focus is on testing of symptomatic patients, other than in those who are on high 

flow oxygen support, or other invasive or non-invasive respiratory support or who 

require admission to critical care areas

Statement on safe viewing of deceased remains of a person who was infectious 

with COVID19 at time of death

Clarification of what is deemed a close contact in the hospital setting



Key guidance most recent update Text or images
02.06.2022

Removal of requirement for use of FFP2 respirator masks for all care. 

Recommendation that FFP2 respirator masks are used for care of patients with 

suspected or confirmed COVID-19.

Reminder that FFP2 respirator masks are worn for AGPs etc.

Healthcare workers should use surgical mask for care of those patients who are not 

suspected or confirmed of having COVID-19.

Changes to Appendix: admission/transfers to LTRCF



Testing
No change

Important to monitor the patient for signs and symptoms and only test if the patient 

develops symptoms. 

Testing of asymptomatic patients remains appropriate for those on high flow oxygen 

support, other invasive or non-invasive respiratory support or who require 

admission to critical care areas.  

Testing of some asymptomatic patients may be appropriate, following local risk 

assessment, e.g. patient medical vulnerability in combination with the ward setting 

and infrastructure (e.g. multi-occupancy rooms) to which the patient will be 

admitted. 



Diagnostic testing Text or images
In patients where there is a clinical suspicion of COVID-19, clinical features that 

suggest a diagnosis of COVID-19 (e.g. fever, shortness of breath, cough, or sudden 

loss of taste or smell). 

When diagnostic testing is required, the patient should be cared for with contact 

and droplet precautions pending the test result. 

Testing for other respiratory pathogens, in particular influenza virus, should 

be requested at the same time when clinically relevant.



Contact testing
Contact testing:

Patient contacts should be monitored for symptoms 

Only test if become symptomatic, if they are on high flow oxygen support, other 

invasive or non-invasive respiratory support or admitted to critical care areas. 

If testing asymptomatic patients because of a particular risk, testing around days 0, 

5 and 10 may be appropriate.

Contacts should be tested if they develop symptoms while they remain inpatients. 

Testing of contacts who have had COVID19 within the previous 3 months and of 

contacts who are not in at risk groups is not generally required. 

Testing for other respiratory pathogens should not be performed on patients 

undergoing COVID-19 contact testing unless there is a specific clinical 

indication for additional testing. 

Routine testing of staff contacts is not required but may be recommended by an 

OCT in the context of managing an outbreak or otherwise based on IPC or 

Occupational Health risk assessment. 



Surveillance testing Text or images
Testing for COVID-19 in patients where there is no clinical suspicion of COVID-19 

and the person is not a contact. 

Patients undergoing surveillance testing should generally be cared for with standard 

precautions plus use of a surgical mask, pending the test result. 

A person supported by high-flow oxygen devices should, whenever possible, be 

cared for in a single room with contact and droplet precautions while awaiting 

surveillance test results. 

Testing for other respiratory pathogens should not be performed on patients 

undergoing COVID-19 surveillance testing unless there is a specific clinical 

indication for additional testing. 



Surveillance testing Text or images
No longer generally required for adult patients admitted overnight or patients admitted 

overnight to undergo scheduled care.

Note no requirement to test patients scheduled for short term general anaesthetic

Widespread testing is no longer generally useful in helping to interrupt transmission-

move away from widespread surveillance testing and a more tailored approach 

adopted. 



Outbreak closure Text or images
An outbreak can be closed following consultation with the Department of Public 

Health once 14 days have elapsed ( two incubation periods after the onset of 

symptoms in the last case

This was previously 28 days (2 x 14 day incubation period)

Shorter incubation period of the Omicron variant, this is now 14 days (2 x 7 days). 

Although the outbreak remains open for 14 days it is generally appropriate for 

the ward/unit to resume essentially normal operation after 7 – 10 days after the 

onset of symptoms in the most recent case.  

Staff should retain a higher level of vigilance for COVID-19 until the outbreak is 

formally closed



Close contacts Text or images
Contacts within the hospital setting

Face-to-face contact with a COVID-19 case within two metres for more than a total of 15 

minutes over a 24-h period (even if not consecutive). 

Multi-occupancy bay or ward: enclosed space with a case for longer than two hours, a 

risk assessment should be undertaken (e.g. size of room, ventilation, distance from the 

case, to determine whether a person should be managed as a contact).

Monitor for symptoms

No requirement to test unless meet criteria (high flow oxygen support, other invasive or 

non-invasive respiratory support or admitted to critical care areas) or within risk groups 

and/or develop symptoms.



FFP2 changes 23rd May

Text or images



Transfers to LTCF

Procedure for Testing of People Pre-transfer/Admission to a LTRCF

For other people being transferred from an acute hospital to a LTRCF, the hospital should

arrange for the person to be swabbed in the three days before transfer.

People may have been identified as COVID-19 contacts in other settings, such as in

hospitals. No restriction of movement is required as long as they remain asymptomatic.

The requirement for testing in advance of transfer or admission does not apply to people

who are returning to supported/assisted living or small group homes (generally less than

five residents) following discharge from hospital, where the facility is more reflective of a

household setting

Should not impede patient flow

Build into discharge planning processes



Transfers to LTCF

Transfer of people with COVID-19

Any resident transferred to a LTRCF before they have finished their period of 

transmission based precautions in the hospital must complete their period of 

transmission-based precautions after transfer.  

Transfers from LTRCF to an acute hospital

COVID-19 positive status must not significantly delay transfer to an acute

hospital, where it is deemed clinically appropriate.

The national ambulance service (NAS) and the local receiving hospital must be

informed by the LTRCF, in advance of any COVID-19 suspected/positive

resident AND where there is a suspected/confirmed COVID-19 outbreak



MonkeyPox

Guidance and updates

https://www.hpsc.ie/a-z/zoonotic/monkeypox/title-22106-
en.html

https://www.hpsc.ie/a-z/zoonotic/monkeypox/title-22106-en.html


Thank you

Open the floor for Q&A

Text or images

Contact details: 

josephine.galway@hse.ie

emerm.odonovan@hse.ie

barbara.slevin@hse.ie

Further queries regarding guidance or request for webinars to:

hcai.amrteam@hse.ie
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