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A. GUIDELINES FOR THE PREVENTION OF CORONAVIRUS TRANSMISSION IN
HEALTHCARE FACILITIES

1. ROUTES OF TRANSMISSION
The coronavirus can be transmitted via two main routes:
•

•

Via respiratory droplets produced when sneezing, coughing, shouting and talking landing on
the hands of, and on environmental surfaces surrounding, the infected person (up to a
distance of 1-2 metres), which are then transferred by the contact route via contaminated
hands to a person’s face and mucous membranes.
Via respiratory droplets produced when sneezing, coughing, shouting and talking being
directly transmitted to mucous membranes, person to person.

There is some evidence that airborne transmission may occur, however this is more likely to occur
through aerosol generating procedures (see Annexure A: Provincial Guidelines for PPE Use for
examples of these procedures).

2. BASIC IPC MEASURES TO PREVENT THE SPREAD OF CORONAVIRUS
The following are the key basic Infection Prevention and Control (IPC) measures to prevent the
spread of the coronavirus in healthcare facilities:
1.
2.
3.
4.

Applying routine standard precautions for all patients.
Staff staying home if unwell.
Staff screened daily for symptoms of and exposure to COVID-19
Separation of patients:
• suspected of having COVID-19 (person under investigation PUI) placed in PUI area.
• proven to have COVID-19, placed in COVID area.
5. Physical distancing: Keeping a distance of at least 1.5 metres (2 arms’ lengths) from others.
6. Hand washing/sanitising: Regular hand-washing with soap and water or alcohol-based hand
sanitiser (at least 70% alcohol) for 20 seconds.
7. Practising good hygiene measures:
• Cough and sneeze etiquette
• Do not touch face with unwashed hands.
8. Safe use of appropriate personal protective equipment (PPE). See Annexures A and B:
Provincial Guidelines for PPE Use and PPE guidelines for EMS.
9. Safe universal use of cloth face masks when no PPE is required.
10. Regular and frequent disinfection of all work surfaces, door handles and equipment.
11. Ventilation: Maximising ventilation by keeping doors and windows open wherever possible.
Please note that these very important basic IPC measures are applicable to patients and staff
(irrespective of PPE worn). These precautions also apply to interactions between healthcare
facility staff members. These measures are necessary not only to protect staff from the
transmission of coronavirus from patients, but also to prevent transmission from staff members to
patients and co-workers.

1

3. APPLICATION OF THESE MEASURES TO THE HEALTHCARE FACILITY CONTEXT
3.1. SCREENING OF STAFF MEMBERS FOR COVID -19 SYMPTOMS AND EXPOSURE
• If a facility staff member develops symptoms of a possible acute respiratory illness (ARI) at
home, they should telephone or electronically contact the on-duty occupational health
practitioner (or designated person, e.g. the immediate supervisor) to assess the clinical
relevance of their symptoms. If the symptoms are compatible with coronavirus infection, the
staff member should be referred for SARS-CoV-2 testing. If not, routine sick leave procedures
should be followed.
• At the facility, at the beginning and end of each shift, the immediate supervisor should check
verbally or via self-completed checklists with all staff in their unit, whether they have
experienced any of the symptoms associated with coronavirus disease 2019 (COVID-19) and
whether they have been exposed to a person with COVID-19 or a person under investigation
for COVID-19 (PUI).
• A written checklist of this daily assessment should be kept by the supervisor.
• Symptoms suggestive of possible coronavirus infection are:
Fever
Cough
Sore throat
Shortness of breath
• If any of these symptoms are reported, the facility staff member should be provided with a
surgical mask and be referred to the occupational health clinic (or designated person) to
make arrangements for COVID-19 testing and quarantine. Note that these criteria for
determining testing for COVID-19 will change over time and hence the latest version of them
should always be used.
• If they have been exposed to a person with COVID-19 or a PUI this should be assessed
according to the guidelines in Section B of this document.
3.2. PHYSICAL DISTANCING IN HEALTHCARE FACILITIES
• Where possible staff should work from home.
• Avoid handshakes and physical contact with people. Greet people with a smile, a nod, a
bow, or a wave.
• Minimise numbers of people accessing health facilities by increasing the time between followup visits and by avoiding unnecessary patient visits.
• Reduce the numbers of patient escorts and visitors (both to inpatients and emergency centre
patients).
• Reduce official visits to health facilities by holding teleconferencing meetings and having
video tours.
• Limit the number of technical staff (e.g. artisans and handymen) and contractors at the
facility site, as far as possible.
• Ensure that non-healthcare staff visiting or working at the facility are briefed on the prevention
measures expected of them on arrival and are provided with the appropriate PPE for the
areas in which they will be working.
• Maintain spatial distance between patients and staff wherever possible.
• Maintain spatial distance between staff members wherever possible.

Outpatients (hospital OPDs and primary health care facilities):
• Queue and seat all patients at least 1.5 metres apart.
• Consider asking patients to queue outside the health facility (weather permitting) and ensure
that they maintain a 1.5 metre distance from each other while queueing.
• Only one escort per patient and only if the patient requires assistance (e.g. child, elderly,
infirm, reduced mobility, intellectual disability, physical disability).
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•
•

Staff should also keep a distance of 1.5m from each other (where possible).
Staff should not share work surfaces, desks and equipment (where possible).

Emergency units:
•
•
•

Only one escort per patient should be allowed and escorts should not enter the emergency
unit clinical areas.
Escorts should wait in a well ventilated designated escort waiting area (with access to hand
hygiene stations) outside of the emergency unit.
Physical distancing measures should be enforced in this waiting area (i.e. escorts should sit
1.5m from each other).

Inpatients:
• Maintain adequate bed distance between inpatients:
o At least 2.5m between centre of one bed and centre of the next bed (or 1.5m from edge
of one bed to the next)
o At least 2m between rows of beds
• Reduce movement of staff members (e.g. supervisors) between different sections of a facility
and between different facilities.
• Minimise visitors in healthcare facilities:
o No visitors allowed for inpatients.
o A maximum of two caregivers is allowed for paediatric patients (encourage one
caregiver at a time).
o Special dispensation can be made for carefully controlled visits during end of life care at
the discretion of the responsible ward manager.
Midwife obstetric units (MOU) and labour wards:
• Do not allow any accompanying persons, spouses or visitors inside the labour ward or theatre
at any time.
• One person (e.g. spouse) may be allowed on the facility premises in the waiting room to
receive updates on the condition and progress of the woman in labour.
• A single visit after the birth may be allowed.

Offices:
• Administrative staff should work from home if possible.
• Desks should be separated by at least 1.5m.
• Perspex screens can be used to shield administrative staff that work in facilities e.g. ward
clerks.
• Meetings should be held via teleconference or video conference whenever possible.
• In physical meetings, staff should sit at least 1.5m apart.

3.3. TRAVELLING TO WORK
•
•
•
•
•
•
•

Where possible staff should work from home.
When staff members travel in public transport or staff transport vehicles such as a minibus taxi
or bus they should sit as far from other passengers as possible.
As far as possible, staff should not wear their work clothes while travelling on public transport.
The vehicle should not be filled to more than the loading capacity allowed by current
regulations, and all windows of the vehicle must be open to maximise ventilation.
Staff members should clean their hands with alcohol-based hand sanitiser before entering
and after exiting the vehicle.
Staff should avoid touching the door of the vehicle and surfaces inside the vehicle.
Staff members should wear cloth masks at all times when travelling in public or staff transport.
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•

Staff transport vehicles should be cleaned and disinfected after each trip by first washing
surfaces with soap and water then wiping down with a disinfectant (e.g. a sodium
hypochlorite solution at a concentration of 1000ppm, or 70% alcohol,).

3.4. ENTRY INTO FACILITY /UNIT/WARD
Primary health care facilities, hospital OPDs, and emergency units:
• Establish one entrance into and out of the facility/unit for patients and close all non-primary
entrances.
• Establish a “Screening and Triage” area before entry into facility/unit (ideally this should be a
structure outside of the facility) to separate patients into the groups: PUIs, COVID-19 patients,
and patients not suspected of having COVID-19.
• Direct patients to designated areas via the designated route according to COVID-19 status
(see below 3.6. – 3.10.).
• Provide surgical masks to all COVID-19 patients and PUIs, if tolerated, while being moved to
the COVID and PUI areas.
• Provide cloth masks to all other patients, if tolerated, and if supplies available.
• Limit entry of escorts into the facility/unit as above (3.2.)
• Ensure that facilities for hand-washing are available for all patients and staff to wash hands
before entering and when exiting the facility. A staff member (e.g. a security guard) placed
at the entrance should spray the sanitiser onto the hands of all people entering and exiting
the facility, rather than multiple people handling the sanitiser bottle.
• If doors are not automated, keep the door open where possible to minimise multiple people
touching the door handles. Where this is not possible, either position a staff member (e.g. a
security guard) at the door and instruct the staff member to open the door for all
patients/staff, to ensure that multiple people do not touch the door handles, OR instruct staff
members and patients to sanitise their hands before and after touching the door handle.
Midwife obstetric units (MOU) and labour wards:
• Upon arrival, screen all patients for COVID-19 to identify patients who are PUI or COVID-19
patients.
• Immediately place COVID-19 patients or PUIs in a single room with the door closed and
infection prevention and control measures in place. If possible, refer to a COVID-19-ready
delivery ward. They should be offered a face mask if they can tolerate it.
Other wards:
• Before admitting patients into the ward, check their COVID-19 status (positive, PUI, or not
suspected of having COVID-19) and ensure that they have been directed to the correct
ward.
• No visitors allowed.
• Only admit visitors into the ward if approved by the ward manager for end of life care
patients or other special reason.

3.5. QUEUES AND WAITING AREAS
• Minimise queuing and waiting area congestion by implementing appointment systems for
primary care facilities and OPDs where possible.
• Provide patients with appointments at 15 minute intervals if possible.
• Assist patients to adhere to their appointment time, by not admitting them to the facility until
their appointment time is reached (unless it is an emergency).
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•

•

•

Where queuing is necessary, ensure that patients adhere to physical distancing by placing
markers on the floor to delineate 1.5m intervals. Reiterate this by displaying appropriate
signage and allocating a staff member to monitor that this is being applied.
If a seated waiting area is used, seat people at least 1.5m apart and limit the number that
can be accommodated in the waiting room. If the waiting capacity is reached, encourage
patients to either make an appointment for a later date or to return later, rather than queuing
outside the waiting area.
Furniture in waiting areas should be made of non-permeable material that can be easily
cleaned.

3.6. PATIENT FLOW INSIDE HEALTHCARE FACILITIES
• Establish zones within the facility:
o “Quarantine” area for persons under investigation for COVID-19 (PUI)
o “Isolation” area for COVID-19 positive patients
o “Standard” areas for patients not suspected of having COVID-19
• Establish separate routes to access these areas (i.e. the route to a “standard” area should not
overlap with “isolation” area routes or pass through an “isolation” area)
• Strictly no thoroughfare through “isolation” areas
• Post signs (which are clear and visible) to indicate where zones begin and end.
• Indicate designated routes clearly (e.g. with colour-coded arrows on floors)

3.7. “QUARANTINE” AREA
• This area is reserved for persons under investigation for COVID-19 (PUI). As these patients will
be a mixture of COVID-19 positive patients and patients who do not in fact have COVID-19, it
is vital to maintain physical distance between the patients (as described above).
• In emergency units, it will not be possible to screen some patients for COVID-19. These could
for example be unescorted patients who have a reduced level of consciousness, or patients
with acute mental illness who are psychotic/disorientated. Thus, it will not be possible to
determine their COVID-19 status (as either a PUI, a COVID-19 positive patient, or a patient not
suspected of having COVID-19). It is prudent to manage them as if they are a PUI even
though their status would be “unknown.”
• As you are managing these patients with ”unknown status” as PUI’s, you should therefore test
them so that their true status can be determined and they are placed in the Quarantine area
until their test result is available.
• Post clear signage at the entrance of the quarantine areas to inform all staff of the required
PPE and precautions.
• Staff should use the same PPE for treating PUI as for COVID-19 positive patients (see
Annexures A and B).
• Place alcohol-based hand sanitiser next to each bed and clinical station.
• Avoid cross-contamination of patient care equipment.
• Have dedicated patient care equipment (e.g. thermometers, stethoscopes, blood pressure
and saturation monitors) whenever possible (if not possible, disinfect between patients).
• Equipment in the quarantine area should be minimised i.e. only essential equipment.
• Carry out hand hygiene and change gloves and aprons after each patient contact.
• In an inpatient situation, as soon as test results are available, patients should immediately be
moved from the quarantine ward to either a “isolation” ward or a “standard” ward as
appropriate. Patients should be given a clean gown and asked to wash their hands
thoroughly before transfer.
• Place clinical notes folder in a plastic folder that can be cleaned and wiped with alcohol.
• Do not make notes in patient charts while wearing gloves.
• Beds and bed linen should not be transferred with the patient.
3.8. “ISOLATION” AREA
• This area is reserved for COVID-19 positive patients and carries the highest risk of coronavirus
transmission between patients and staff members.
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•
•
•
•
•
•
•
•
•

Post clear signage at the entrance of the “isolation” area to inform all staff of the required
PPE and precautions (see Annexure A and B).
Follow strict IPC procedures with hand hygiene and surface hygiene.
Place alcohol-based hand sanitiser next to each bed and clinical station.
Construct physical barriers (e.g. temporary Perspex sheets) between staff area and patient
area wherever possible (e.g. in triage areas, between reception areas and waiting
rooms/wards).
Do not touch face, front of apron, mask, goggles or face shield during clinical ward round or
other patient contact.
Keep patient charts far from patient’s bed (outside the room, if possible).
Place clinical notes folder in a plastic folder that can be cleaned and wiped with alcohol.
Always carry out hand hygiene before and after touching patient charts.
Do not make notes in patient charts while wearing gloves.

3.9. “STANDARD” AREA
• This area is reserved for patients not suspected of having COVID-19 or any respiratory
symptoms. As some of these patients may have undetected COVID-19, it is still necessary to
take precautions to prevent the transmission of COVID-19 between patients and between
patients and staff members.
• Space patients at least 1.5m apart.
• Provide hand washing facilities or alcohol based hand rub to encourage frequent hand
hygiene.
• Cloth masks should be worn by all patients, if tolerated and supplies available, and by staff if
no additional PPE is required.
• For inpatients, these cloth masks will need to be laundered daily.
• Continue routine strict IPC practice.

3.10. REGULAR HAND-WASHING AND HYGIENE MEASURES
• Ensure that facilities are available for all staff members and patients to wash their hands
regularly or to use alcohol based hand sanitiser frequently.
• Provide staff members with their own alcohol based hand sanitiser bottle, or place no touch
dispensers at frequent regularly spaced intervals in order to minimise multiple people handling
the same dispenser.

3.11. USE OF CLOTH FACE MASKS
• Cloth face masks are recommended for use by anyone going out in public. They should be
worn by all facility staff in situations where no PPE is required, as defined by the Provincial PPE
guidelines (Annexure A and B).
• Each person should have at least 2 cloth face masks so that one is available for use while the
other is being washed. If a mask is worn, the other measures to prevent spread of the
coronavirus should still be followed (i.e. keeping a 1.5 metre distance from other people and
regular hand washing).
• The cloth mask should be put on, worn, and taken off safely.
• The following advice on safe cloth mask usage can be given to staff and patients:
o Wash your hands before putting on the mask.
o Once you have put on the cloth face mask and you are comfortable with the fit of the
mask, do not touch the mask until you take it off.
o Wash your hands thoroughly after taking off the mask.
o Wash the cloth mask in warm water and iron it every day.
o If staff member needs to take off their mask during the work day (e.g. during tea/lunch
break) and is then required to put it on again, care must be taken to only handle the
masks by the strings of the mask. The mask must be stored in a paper bag (clearly
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labelled with the person’s name) when not in use and should be taken home to wash
and iron at the end of each day.

3.12. STAFF ROOMS
• Staff should be extra vigilant when on break as they will have to remove their face masks to
eat and drink.
• Break times should be staggered so as to minimise the number of staff members in the staff
room.
• Seating in the staff room should be at least 1.5 metres apart.
• There should be no sharing of food and drink.
• Wipe down kitchen equipment with alcohol sanitiser before using it.
• Where possible staff members should be encouraged to spend their breaks outdoors while
continuing to practice physical distancing.
• Display signage encouraging staff members to wash their hands thoroughly before eating
and to maintain physical distancing.
• Ensure that there is a wash basin, soap and paper towels available in the staff room.
• Clean all surfaces thoroughly and frequently (at least daily).

3.13. STAFF AND PATIENT BATHROOM FACILITIES
• Encourage staff and patients to wash their hands by displaying appropriate signage.
• Ensure that there is water and soap available for hand washing. Contactless tap systems or
taps that can be operated with elbows are preferred.
• Do not use shared towels in the bathroom. Rather make use of paper towels that can be
disposed of into sealed bins (operated by a foot-step).
• Ensure that bins are large enough to hold multiple paper towels and/or empty the bins
frequently.
• Bathrooms should be cleaned and disinfected at least 3 times a day (see cleaning process
3.17.)

3.14. WORK CLOTHING
• Where practical, work clothes should be left at the facility and laundered in bulk using
standard safety precautions during laundering.
• Comfortable clothing with short sleeves such as ‘surgical scrubs’ should preferably be worn, if
they are available.
• If it is not feasible to leave work clothes at the facility for laundering, then advise staff to
remove their work clothes at the facility and place in a plastic bag. They should wash their
hands after taking off the work clothes. They should then take their work clothes home to
wash either in a washing machine or hand wash using soap and hot water.
• If it is not even feasible to change their clothes at work, then staff should remove their work
clothes immediately when they get home and place them in a washing basket. They should
wash their hands after removal of the work clothes.
• Please note that clothes must not be shaken out as this can release the virus.
• The upper part of work shoes should be wiped with an alcohol-based sanitiser.
• The soles of work shoes should not be touched. If the soles need to be cleaned, gloves should
be worn while cleaning. The gloves should then be safely discarded into a bin with a lid and
hands thoroughly washed.
• Staff will need sufficient work clothes/uniforms to allow a daily change of work clothes.

7

3.15. VENTILATION
• Maximise natural ventilation (e.g. keep windows open) at the facility wherever possible.
• Where air conditioning cannot be avoided, then there should be no re-circulation with at
least 6 air changes per hour, but preferably 12 air changes per hour.
• If a room is re-purposed, ventilation design should be reviewed.
• Aerosol generating procedures should preferably be performed in an area/room where there
is an air extraction system.

3.16. DAILY CLEANING ROUTINES
• See Circular H56/2020: WCGH cleaning and disinfectant guideline for COVID-19 infections for
full details of facility cleaning procedures.
• Cleaning staff should wear routine PPE, as well as additional PPE for certain COVID-19
cleaning scenarios, as described in Annexure A and B.
• Clean and disinfect the general patient area of the facility twice a day (i.e. once per shift)
with an appropriate schedule and program (including waiting rooms, wards, triage and
testing areas etc.).
• Clean and disinfect High Care and Intensive Care Units (ICU) every 6 hours.
• In screening, triage and testing areas, clean/disinfect chairs between each patient.
• Clean/disinfect sampling booths between each patient.
• To clean thoroughly, surfaces should first be cleaned with water and soap/detergent and
when dry wiped with disinfectant. Suitable disinfectants include hypochlorite solution at a
concentration of 1000ppm (e.g. 30 ml of standard 3.5% bleach mixed per litre water), or 70%
alcohol surface cleaner).
• If the surfaces cannot be cleaned with soap and water, then they should be wiped carefully
with disinfectant.
• Take care to clean and disinfect frequently touched surfaces in the patient environment well.
These include bed rails, bedside cabinet, over-bed trolley, nurse call button, clinical
equipment around the patient (e.g. IVACs, monitors, ventilators, oxygen saturation monitors,
chairs).
• Clean and disinfect frequently touched surfaces outside of the patient environment (e.g.
tables, desks, taps, sinks, telephones and electronics) with disinfectant wipes/solution every
30-60 minutes depending on frequency of use.
• Any equipment which is shared by staff members or between patients should be disinfected
with 70% alcohol after each use.
• Trolleys and wheelchairs for transporting patients should be deep cleaned before every shift
and at the mid-point of each shift (see Circular H56/2020: WCGH cleaning and disinfectant
guideline for COVID-19 infections for details of deep cleaning process).
• The exterior and interior surfaces must be cleaned and sanitised twice daily through regular
wipe-downs of “common-touch” surfaces such as rails, buttons or touch screens, doors and
panels to height of 2m.
• Additionally, place hand sanitiser stations at the entrance to lifts and encourage staff and
patients to sanitise their hands before using the lift.

3.17. HEALTH CARE WASTE MANAGEMENT
• Refer to provincial circular H32/2020 and related standard operating procedures.
• Routine procedures for the collection and disposal of red bags with infectious waste applies.
• For COVID-19 Isolation Wards/Isolation Areas7,8:
o All infectious waste should be discarded into designated healthcare risk waste boxes
fitted with 2 red liners (double bagged)
o The inner bag is to be sealed with a cable tie when three quarters full.
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The outer liner must be cable tied and the box closed and sealed with tape.
The health care risk waste (HCRW) box must be clearly marked “COVID-19” and is to
be taken to the facility’s HCRW central storage area.
o Sharps waste should be discarded into the designated yellow sharps containers,
sealed when such container is three quarters full and marked “COVID-19”
Further queries relating to waste management can be forwarded to the Departmental Waste
Management Helpline at KBH.HealthWasteManagement@westerncape.gov.za
o
o

•

3.18. LAUNDRY
• Treat linen from quarantine and “isolation” areas as contaminated linen.
• Routine procedures for the packaging and sealing, collection and laundering of
contaminated linen apply.

3.19. CATERING
• Catering staff should use appropriate PPE in COVID-19 areas as indicated in Annexure A.
• Where possible disposable crockery and cutlery should be used.
• If not possible, used crockery, cutlery and trays from COVID-19 areas (i.e. quarantine and
“isolation” areas) should be treated as infectious and catering staff should wear gloves when
handling these.

3.20. RECEIVING GOODS FROM SUPPLIERS
• Drivers should remain in their vehicle as far as possible.
• Physical distance should be maintained when receiving goods.
• Drivers must use hand sanitiser before handing any delivery documents to staff members.
• Ensure regular hand washing/use of sanitiser.
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4. FACILITY AND STAFF PREPARATION
4.1. CONDUCT WORKPLACE HEALTH RISK ASSESSMENT
•

•
•

With the assistance of the occupational health team, conduct a customised workplace
health risk assessment for COVID-19 in hospital/PHC facility areas performing tasks related to
the disease.
These areas will include entrances and exits, transport routes within the hospital/PHC facility,
screening and testing areas, and patient care areas.
Implement appropriate control measures according to risk assessment (see examples of
measures above).

4.2. PERFORM INDIVIDUAL STAFF MEMBER RISK ASSESSMENT AND WORK PROCEDURE PLAN
• Enlist the support of occupational health staff to perform a staff risk assessment which will
identify staff at increased risk for severe COVID-19 disease (e.g. elderly, diabetic,
immunocompromised) and make arrangements for these staff members to either work from
home if possible, or work in low risk areas, or be placed on special leave (See Annexure C for
a risk assessment tool).
• Designate a staff member (usually a supervisor) to screen all staff working in their section/unit
for symptoms daily (or to check that all staff self-screen).

4.3. TRAIN STAFF MEMBERS
• Train staff members on (at least) the following:
o How coronavirus is spread
o Symptoms of COVID-19
o What to do if they suspect they have COVID-19
o What IPC measures must be taken to prevent spread of the coronavirus
o What occupational health and safety measures must be taken to protect health
workers
o The appropriate use of PPE
o How to don and doff PPE safely
o Safe use of cloth masks
• Reiterate training by frequent messaging and displaying appropriate signage.

4.4. PROCURE ADEQUATE SUPPLY OF ESSENTIALS
Ensure that the following is available:
•
•
•
•

Adequate supplies of appropriate PPE for the different risk exposure settings.
Adequate supply of cloth masks.
Sufficient supply of hand sanitiser, soap, paper towels, waste paper bins and other cleaning
materials including disinfectants.
Additional uniforms for staff members if required and a changing room for staff members to
remove work clothes, if possible.
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B. GUIDELINES FOR THE MANAGEMENT OF HEALTHCARE FACILITY STAFF AFTER
EXPOSURE TO CORONAVIRUS IN A HEALTHCA RE SETTING AND OF STAFF MEMBERS
TESTING POSITIVE FOR COVID -19
All categories of health care staff working in health care facilities and in community settings may be
exposed to patients who have COVID-19 and to persons under investigation (PUI) for COVID-19.
Depending on the nature of their contact with those patients, the level of hygiene practice and
appropriateness of PPE worn, their COVID-19 infection risk would vary from minimal to high risk 1,2,23.
The infection risk will determine actions to be taken to assist the healthcare worker, and to protect
their patients, colleagues and families should they indeed have been infected 1,2,23. Similarly, the
need to keep scarce high skilled staff on duty to keep the health service functioning in order that ill
patients can be effectively cared for, needs to be factored into all decisions.
Asymptomatic and pre-symptomatic transmission of coronavirus have been deduced as having
occurred in some case series 3-10, however most transmission occurs from symptomatic patients 4,10-14.
Despite this lower risk of transmission while asymptomatic it is prudent for the exposed healthcare
worker to wear a mask whenever around patients and to scrupulously follow hand and surface
hygiene practises 14,15 especially around staff they work closely with, given the extended opportunity
for transmission events.

1. IMPORTANT CONSIDERATIONS
•

•
•

•

•

•

In all cases of exposure occurrence, the cause of the exposure should be investigated in order to
devise ways to prevent/minimise that type of exposure in the future, and hence continually
improve IPC processes.
The type and degree of exposure needs to be determined to assess the likelihood of infection 1,2.
The degree of need for the healthcare worker to remain on duty (given the need for scarce skills
staff to remain on active duty) should be assessed when deciding whether to quarantine the
exposed worker, or to allow them to continue working 2,16.
A decision then should to be made as to whether to quarantine them (either at home or in a
group quarantine facility based on their home circumstances), or to allow them to continue
working. If the latter, they should preferably be doing low transmission activities, and should not
be working with patients at high-risk for severe disease (e.g. oncology, cardiology, chronic lung
disease patients) and taking strict precautions with mask use and hygiene measures, while they
self-observe for symptoms 2,19.
When/if symptoms develop they should be tested for COVID-19 infection whether in quarantine
or continuing with work duties 17. If they test negative after symptoms appear then they are
unlikely to have COVID-19 and can continue with their normal work duties, while maintaining a
high degree of precaution against transmission for 7 days after exposure, via appropriate mask
use and hygiene measures, noting that false negative results are possible 19-22. If they test positive
they should be isolated and formal follow-up of any contacts they had should be implemented
by the contact tracing team with assistance from the facility 17. If they do not develop symptoms
after 14 days (the outer limit of the incubation period) or possibly 8 days (the upper point of the
inter-quartile range) 12,18,20,23,24 then they may return to normal work duties while following
precautions 2.
In the case of exposure to a PUI rather than a confirmed case, there should be considerable
leeway given towards allowing the healthcare worker to continue working, as the test result of a
PUI typically takes 2 days (or less depending on laboratory capacity) to become available. Since
the lower level of the incubation period is also 2 days 12,18 this means that information on whether
there was indeed actual exposure (PUI tests positive) or not (PUI tests negative), will be available
before the healthcare worker could have become infective, had there been transmission.
12

The guidelines below outline how to manage various scenarios based on type and degree of
exposure, level of risk and required actions that should follow 1,2,23,24.
The terms “Close” and “Casual” are used to describe healthcare worker contact with COVID-19
patients or PUIs. Examples of typical “close” or “casual” types of contact are also provided below. If
contact scenarios other than these occur, the manager and staff member should jointly decide (with
the help of an occupational health colleague if necessary) whether the contact was casual or close,
depending on the context of contact and the physical proximity.
Based on the type of contact and based on the type of personal protective equipment worn, the
level of risk for exposure can be determined. As with the type of contact the level of risk should be
jointly assessed by the staff member and the supervisor/manager (with the help of an occupational
health colleague if necessary).

**Close Contact 1,2,23
•
•
•
•
•

Being within 1 metre of COVID-19 patient (or PUI).
Direct physical contact with COVID-19 patient (or PUI).
Having direct contact with infectious secretions or excretions of the patient (or PUI).
Performing an aerosol-generating procedure on a COVID-19 patient (or PUI).
Being present in the room where an aerosol generating procedure was performed on an COVID19 patient (or PUI).

*Casual Contact
•

Potential exposure not meeting the criteria for “close contact” e.g.:
o Being in a room or ward with a COVID-19 patient (or PUI) without having direct contact
with the patient or their secretions/excretions.
o Conversing with a COVID-19 patient (or PUI) at a distance of >1 metre.
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2. GUIDELINES ON QUARANTINE AND I SOLATION PROCEDURES FOR HEALTHCARE WORKERS EXPOSED TO A CORONAVIRUS INFECTED
PERSON AND PUI (Not e that the coronavirus infected person or PUI could be a patient, or a work colleague , or a community member)
No.

Type and Degree of
Exposure$ #

Level of Risk

Initial Action

Follow-up Actions

Final Actions

1

Casual* contact with
PUI with appropriate
PPE

Minimal Risk

None

None

None

2

Close** contact with
PUI with appropriate
PPE***

Minimal Risk

None

None

None

3

Casual contact with PUI
without appropriate
PPE

Low Risk

1. Continue working,
ideally performing
low transmission
activities
2. Wear mask
3. Strict hand hygiene
4. Monitor for
symptoms
5. Await test result of
PUI

1. If PUI test result negative then resume
normal activities, but maintain strict mask
use and hand hygiene for 14 days##.

None

2. If PUI test result positive, then continue to
monitor for symptoms.

1. If symptoms develop then
test for COVID-19.
a. If test negative, then
resume normal activities,
but maintain strict mask
use and hand hygiene
for 14 days.
b. If test positive, then
isolate and initiate followup of contacts.
2. If no symptoms after 14 days
then continue as normal.
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No.

Type and Degree of
Exposure$ #

Level of Risk

Initial Action

Follow-up Actions

Final Actions

4

Close contact with PUI
without appropriate
PPE

Moderate
Risk

1. Continue working,
ideally performing low
transmission activities

1. If PUI test result negative then resume
normal activities

None

2. If PUI test result positive then quarantine as
status changes to high risk.

1. If symptoms develop then
test for COVID19.
a. If test negative, then
return to work and
resume normal
activities, but
maintain strict mask
use and hand
hygiene for 14 days.
b. If test positive, then
isolate and initiate
follow-up of
contacts.###
2. If no symptoms after 14 days,
then end quarantine and
continue as normal.
(If the staff member is in a
scarce skills category
then test at day 8 and
return to work, if test
negative).

2. Wear mask
3. Strict hand hygiene
4. Monitor for
symptoms
5. Await test result of
PUI

Continue to monitor for symptoms.

If test positive, then
isolate and initiate followup of contacts.
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No.

Type and Degree of
Exposure$ #

Level of Risk

Initial Action

Follow-up Actions

Final Actions

5

Casual contact with
COVID-19 person with
appropriate PPE

Minimal Risk

None

None

None

6

Close contact with
COVID-19 person with
appropriate PPE

Minimal Risk

None

None

None

7

Casual contact with
COVID-19 person
without appropriate
PPE

Low Risk

1. Continue working,
ideally performing low
transmission activities

1. If symptoms develop then test for COVID19.

2. Wear mask
3. Strict hand hygiene
4. Monitor for
symptoms

8

Close contact with
COVID-19 person
without appropriate
PPE

High Risk

1. Quarantine (home
or group facility)
2. Monitor for
symptoms
3. Wear mask
4. Strict hand hygiene

2. If no symptoms after 14 days continue as
normal.
1. If symptoms develop then test for COVID19.

1. If test negative, then resume
normal activities, but
maintain strict mask use and
hand hygiene for 14 days.
2. If test positive then isolate
and initiate follow-up of
contacts.
None
1. If test negative, then return to
work and resume normal
activities, but maintain strict
mask use and hand hygiene
for 14 days.
2. If test positive then isolate
and initiate follow-up of
contacts.
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No.

Type and Degree of
Exposure$ #

Level of Risk

Initial Action

Follow-up Actions

Final Actions

2. If no symptoms after 14 days, then end
quarantine and return to work.

None

3. If the staff member is in a scarce skills
category, then test at day 8 and return to
work, if test negative.
4. If test positive, then isolate and initiate
follow-up of contacts.
9

Staff member has
respiratory symptoms
suggestive of COVID-19
infection, but no
unprotected contact
with COVID-19 patient
or PUI.

Moderate
Risk

1. Test for COVID-19
2. Quarantine at home
until test result
available
3. Wear mask
4. Strict hand hygiene

1. If test negative, then return to work after
symptom resolution, but maintain strict
mask use and hand hygiene for 14 days.

None

2. If test positive then isolate and initiate
follow-up of contacts.

*See description of casual contact above
**See description of close contact above
***For a list of appropriate PPE for various scenarios see Annexure A and B.
$The type and degree of exposure applies regardless of whether the PUI or COVID -19 person was wearing a mask or not.
#The use of PPE refers to use by the staff member who has been exposed.
##Days throughout the table refers to time from the exposure event
### The following guidance is applied for COVID-19 positive staff returning to work:
• Asymptomatic: De-isolate 14 days after initial positive test.
• Mild disease: De-isolate 14 days after symptom onset.
• Severe disease: De-isolate 14 days after clinical stability achieved.
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3. MANAGEMENT OF STAFF MEMBERS WHO TEST POSITIVE FOR COVID -19

3.1. IMMEDIATE ACTIONS
If the staff member is at work, then:
• The staff member should be relieved of duty immediately and placed on special
occupational leave.
• Separate him/her from patients and other staff members preferably by placing in a wellventilated room until they leave the facility.
• Ask him/her to wash hands thoroughly.
• Provide him/her with a surgical mask.
• Provide or arrange for the clinical condition of the staff member to be assessed.
• Disinfect relevant areas of the facility. Any surface or object that the infected staff member
may have come into contact with must be cleaned and disinfected.
• Assist the staff member to follow the advice from the outbreak response team regarding
isolation required to protect their family, friends, colleagues.
• Offer and provide counselling if required
If the staff member is at home or at a quarantine facility, then:
• Place the staff member on immediate special occupational leave.
• Assist the staff member to follow the advice from the outbreak response team regarding
isolation required to protect their family, friends, colleagues.
Additionally:
a) Report the case to the facility Occupational Health team and the Department of Public
Service and Administration (DPSA) – COVID-19@dpsa.gov.za.
b) Report the case to the outbreak response team (see below).
c) Provide supportive counselling via your employee assistance programme (EAP) or employee
health and wellness programme to the staff member and other staff if required.
d) Occupationally acquired COVID-19 is a compensable disease and hence the staff member
should be placed on special occupational leave rather than sick leave.

3.2. SUBSEQUENT ACTIONS
• Inform the provincial outbreak response team
• Contact the provincial COVID-19 hotline number on 021 928 4102.
• After contacting the hotline, the relevant health department team will be in contact to assist
you.
• Assist with establishing if the employee is able to effectively self-isolate or if isolation at a
public facility would be required. The outbreak response team can assist with isolation at a
public facility.
• Determine whether the employee is able to travel home or travel to a public isolation facility
without the risk of infecting other members of the public; e.g. they should not be using public
transport. If not, assist the employee to be safely transported home.
• Establish how the staff member was infected. See exposure investigations above.
• Assist with tracing contacts and organising quarantine as required for these contacts.
• Assistance with contact tracing should be co-ordinated with the local contact tracing team
for that area. Details of the contact tracing team for each area can be obtained from the
provincial hotline on 021 928 4102.

3.3. RETURN TO WORK OF STAFF MEMBERS WHO HAVE TESTED POSITIVE FOR COVID -19
18

•

•
•
•
•

These staff members may not return to work until 14 days after diagnosis if asymptomatic, 14
days after symptom onset in mild disease, or 14 days after clinical stability has been achieved
(e.g. after oxygen therapy is stopped) in severe disease.17
All staff members should undergo medical evaluation to confirm that they are fit to work. 24
Staff members returning to work should continue to practice social distancing (especially from
severely immunocompromised patients), hand hygiene and respiratory hygiene.24
Staff members returning to work should continue self-monitoring for symptoms for 21 days and
be re-evaluated medically if these occur.24
Staff members who have COVID-19 but who are asymptomatic or who have minimal
symptoms and therefore wish to work from home, should voluntarily arrange this with their
supervisor/manager.

4. ESTABLISH HOW THE EXPOSURE OCCURRED IN THE HEALTHCARE FACILITY
•

•
•
•

•

The following should be done together with occupational health practitioners:
All exposed staff members should be interviewed to attempt to determine how the exposure
occurred. It should be made clear that the interview is not meant for disciplinary purposes,
but in order to prevent future exposures.
It should be established if it was a work-related exposure or a community exposure.
If work-related exposure, then further inquiry based on whether exposure was to a staff
member or to a patient.
If exposure was to a COVID-19 or PUI staff member, then:
o Were they able to follow strict hand and surface hygiene measures when interacting?
o Were they able to practice physical distancing in the staff room?
o Was the same kitchen equipment used?
o Did they have physical greeting contact?
o Did they share a work surface or desk?
o Did they share a desktop computer, laptop, or tablet?
o Did they share a mobile phone?
o Did they share any equipment?
o Did they share any stationery?
o Did they travel together?
o Did they attend to a patient together?
o Were they able to wear appropriate PPE?
o Did their colleague wear appropriate PPE?
o Was there any shortage of water, soap or alcohol-based sanitiser?
If exposure was to a COVID-19 or PUI patient, then:
o Was hand and surface hygiene strictly followed during the shift?
o Was PPE used appropriately according to provincial guidelines?
o Was any PPE reused? If yes, what were the circumstances of reuse? (e.g. how many
times reused, how was it stored between uses)
o Was any PPE unavailable?
o How did the staff member don and doff PPE?
o Was hand hygiene performed before and after direct patient contact or contact
with the patient environment?
o Was there any shortage of water, soap or alcohol-based sanitiser?
Feedback from this interview should be used to review IPC and OHS practices in order to
prevent future exposure.

5. TEMPORARY CLOSURE OF THE WARD/AREA/FACILITY
19

•
•
•

Temporary closure of the ward/area/facility in which staff member/s who tested positive for
COVID-19 may be necessary under certain circumstances.
The decision to temporarily close a ward/area/facility must be undertaken by a senior line
manager in consultation with infectious disease and occupational health professionals.
Temporary closure of a ward/area/facility may be necessary under the following
circumstances:
o The area to be cleaned and disinfected is large and cannot be completed while the
ward/area/facility is in use.
o The number of staff members that are diagnosed with COVID-19 (and therefore need
to be in isolation) is large and replacement staff for the ward/area/facility cannot be
immediately identified.
o The number of staff members that have been identified as close contacts (and
therefore need to be in quarantine) is large and replacement staff for the
ward/area/facility cannot be immediately identified.

Temporary closure of the ward/area/facility can be prevented by:
• Rapidly cleaning and disinfecting the surfaces and items that were contaminated.
• Completing the screening of other as yet unaffected staff timeously.
• Once decontamination is completed, seconding staff members from other
wards/areas/facilities to replace those placed in isolation and quarantine, but avoid staff
working in multiple wards/areas/facilities in the short-term.
• Temporarily employing suitably skilled staff to replace those placed in isolation and
quarantine.
• Preventing infection of employees with coronavirus by re-assessing if the prudent steps
outlined in the first section of this document are being comprehensively implemented.
• By checking if all staff have received sufficient training employees on how to prevent
coronavirus infection.
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6. PLANNING THE QUARANTINE OF STAFF MEMBERS
•

•

•
•

•

•

•

•
•

•

As shown in the table above several staff who are well and healthy, but have been exposed
to the coronavirus might need to be quarantined. This is done to protect the patients, the
colleagues of the staff member and the family of the staff member from being exposed to
them, as they might be infected.
It is likely that most staff would require counselling on the implications of having been exposed
and potentially infected and the supervisor/manager should arrange this for them via the
wellness and/or occupational health services.
Staff could quarantine at home, or at a public quarantine facility, if they do not have a room
at home in which they can stay separated from the rest of the household.
When the decision to quarantine is made, then the manager/supervisor should prepare a
“work from home plan” with the staff member being quarantined, before that staff member
goes off duty. This plan should include what work they will do and how they will communicate
with the supervisor/manager.
All staff members should as a first activity reflect on their own exposure to the coronavirus and
provide suggestions on procedures to implement to prevent or minimise that and similar types
of exposures. This advice should preferably be provided to their supervisor/manager in written
form, but verbal reports might in some circumstances be more appropriate.
Staff should also be encouraged to reflect more broadly on IPC and OHS practices in the
facility/ward/area and provide feedback on these reflections to management in order to
improve procedures.
If their usual activities cannot be done from home or from a quarantine facility, the staff who
are well in quarantine should be encouraged to perform other work tasks (e.g. administrative
work) wherever possible.
Staff could also be assigned to substructure outbreak response teams or the contact tracing
teams to conduct logistical support and telephonic work during quarantine.
When no other work activities can be performed by staff, or if there are insufficient amounts
of these other activities, then staff should be encouraged to reflect on how to transition to a
“new normal” in their operational area when the COVID-19 epidemic has passed. This would
require reflection on how key activities were done before and how they could be improved
to become more effective/efficient. Ideally written suggestions should be provided to their
supervisor/manager, but verbal reports might in some circumstances be more appropriate.
Supervisors/managers should keep in regular contact with staff who have been quarantined.
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ANNEXURE A: GUIDELINES FOR PPE USE DURING THE CORONAVIRUS DISEASE 2019 (COVID-19)
WESTERN CAPE GOVERNMENT HEALTH 25 MARCH 2020
Prepared by: Marc Mendelson, Angela Dramowski, Shaheen Mehtar, James Nuttall, Inneke Laenen, Bhavna Patel, Jantjie Taljard and Gavin Reagon

PURPOSE AND SCOPE OF DOCUMENT
This document provides recommendations for the use of personal protective equipment (PPE) for specific situations, to protect our staff, patients and
visitors against exposure to the coronavirus (SARS-CoV-2). Each situation staff may be placed in has a different risk of exposure, so the
recommendations are designed to ensure that the most appropriate and effective PPE is used in each situation. The guidelines apply to all clinical staff
(such as nursing assistants, nurses, doctors, occupational therapists, physiotherapists, dentists, oral hygienists, radiographers), non-clinical staff (such
as administrative staff, cleaners, porters, catering staff and security), ambulance staff and community health workers who may come into contact with
suspected or confirmed COVID-19 cases.

CORONAVIRUS TRANSMISSION
The SARS-CoV-2 virus (coronavirus) is spread by respiratory droplets and contact with contaminated surfaces . The virus can be transmitted from
infected people by cough and sneeze droplets, which land on surfaces and hands. Further transmission can occur via physical contact such as shaking
hands, or touching contaminated surfaces.

GENERAL MEASURES TO PROTECT AGAINST INFECTION
These general measures to prevent infection should always be followed. PPE is then used in addition, when required.
• Transmission can be greatly reduced by an increased frequency of hand hygiene using the “WHO 5 Moments for Hand Hygiene”.
• Cough and sneeze into a flexed elbow, or into a tissue (then place it in a bin and wash your hands).
• Wash hands with soap and water for 20 seconds, or use alcohol-based hand sanitiser after patient contact and after contact with frequently
touched surfaces (e.g. keyboards, screens, phones, door handles, work surfaces).
• Avoid touching your eyes, nose and mouth with unwashed hands
• Avoid handshakes or physical contact – greet people in other ways
• Keep a safe distance from other people (at least 1 metre) whenever possible (social-distancing).
• Frequently touched surfaces and equipment in clinical areas should be cleaned and disinfected twice daily.
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•

Remove your work clothes at the workplace and place in a plastic bag. Clean with warm wash at home. Or else remove your work clothes
immediately when you get home and place them in a washing basket. Wash your hands after removal of clothes.

RECOMMENDATIONS FOR PPE USE DURING CONTACT WITH AND CARE O F COVID-19 CASES
The table below provides detailed recommendations about when and which PPE is required in various healthcare situations.
• PPE is based on risk assessment of each situation and is ONLY NEEDED if you are in direct contact with or caring for a confirmed or suspected
COVID-19 patient.
• Supervisors should monitor that staff are wearing the appropriate PPE for a particular situation, to keep everyone safe.
• Do not use PPE (e.g. N95 respirators) when you don’t need to. PPE stocks will then be preserved to ensure the safety of everyone.

INPATIENT SERVICES (HOSPITAL WARDS, ICU, OVERNIGHT/HOLDING WARDS, STEP -DOWN FACILITIES)
Setting
Isolation cubicles,
rooms, or wards
where COVID-19
patients are being
cared for.

Target Personnel or Patients

Activity

Type of PPE or Procedure

Patients with COVID-19

Any

Surgical Mask

Clinical staff

Providing direct care to COVID-19 patients

Surgical Mask
Apron
Non-sterile Gloves
Eye protection (goggles or visor)

Clinical staff

Aerosol-generating procedures* performed on
COVID-19 patients (such as nasopharyngeal and
oropharyngeal swabbing for testing for
coronavirus infections)

N95 Respirator

N95 respirators** are only worn when
performing aerosol producing procedures

Eye protection (goggles or visor)

Apron or gown
Non-sterile Gloves

25

Setting

Target Personnel or Patients

Activity

Type of PPE or Procedure

Body of deceased

Death of COVID-19 patient

Wrap body with sheets as per
usual

Cleaners

Entering the cubicle or room or ward of COVID19 patients

Surgical mask
Apron
Long rubber utility cleaning
gloves (ideally up to elbow) that
can be washed
Eye protection (goggles or visor)
Closed work shoes

Porters and nurses

Transport of COVID-19 patients

Surgical Mask
Non-sterile Gloves

Catering staff

Providing meals inside COVID-19 ward

Surgical Mask
Non-sterile Gloves

Administrative personnel

Administrative staff supporting COVID-19 ward
services, who are not usually in direct contact
with patients, but would enter the isolation
ward.

Surgical mask

Security personnel

Any

Surgical mask

Laundry workers

Laundering of COVID-19 patient linen

Linen to be bagged separate
from other linen

Non-sterile Gloves
Maintain spatial distance of at
least 1 metre, where possible

Surgical mask
Apron
Long rubber utility cleaning
gloves (ideally up to elbow) that
can be washed
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Setting

Target Personnel or Patients

Activity

Type of PPE or Procedure
Eye protection (goggles or visor)
Closed work shoes

All types of wards
where Non-COVID19 Patients (i.e.
patients who do
NOT have COVID19) are being cared
for

Patients without COVID-19

Any

No PPE required

Clinical staff

Aerosol-generating procedures* performed on
Non-COVID-19 patients*

Surgical mask
Apron
Non-sterile Gloves
Eye protection (goggles or visor)

All staff

Any other activity besides Aerosol-generating
procedures performed for Non-COVID-19
patients

No PPE required

Visitors

Visiting patients without COVID-19

No PPE required

Other areas of the
All staff
Any activity that does not involve contact with
No PPE required
hospital where
COVID-19 patients
COVID-19 patients
transit (e.g.
corridors) but are
not directly
attended to.
* Aerosol-generating procedures are: collection of nasopharyngeal and oropharyngeal swabs for SARS-COV-2 testing, tracheal aspirate,
bronchoalveolar lavage, manual bag-mask ventilation, non-invasive CPAP ventilation, tracheal intubation, open suctioning, tracheotomy,
bronchoscopy, endoscopy, ENT procedures, dental procedures, maxillo-facial procedures and cardiopulmonary resuscitation.
**N95 respirator must still be used for all other Non-COVID-19 indications (e.g. when attend to a patient with confirmed or suspected TB)
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SERVICES AT PHC FACILITIES, OUTPATIENTS, EMERGENCY UNITS AND TEMPORARY FACILITIES
Setting
Triage at Clinics,
CHC, OPD.
Emergency Units
and temporary
facilities entrances

Target Personnel or Patients
Clinical staff

Activity

Type of PPE or Procedure

Triage: Preliminary screening of patients (via
questions on symptoms and contact with
COVID-19 cases) as they enter unit.

Maintain spatial distance of at
least 1 metre

Patients and escorts who
screen positive

While waiting for testing

Move patient to isolation room
Provide Surgical mask

Patients and escorts who
screen negative but have
respiratory symptoms

While waiting for consultation

Maintain spatial distance of

Patients and escorts who
screen negative but without
respiratory symptoms

While waiting for consultation

No PPE required

Administrative
areas

All staff including reception,
clerical and clinical staff

Administrative tasks that do not involve contact
with COVID-19 patients

No PPE required

Clinic, CHC, OPD,
Emergency Unit and
Temporary facility
Consultation rooms

Clinical staff

Physical examination of suspected COVID-19
patients

Surgical Mask

Surgical mask

at least 1 metre.
Provide Surgical mask

Eye protection (goggles or visor)
Apron
Non-sterile Gloves

Clinical staff

Aerosol-generating procedures performed on
suspected COVID-19 patients (such as
nasopharyngeal and oropharyngeal swabbing
for testing for coronavirus infections)

N95 Respirator

Note that N95 respirators are only worn when
performing aerosol-generating procedures

Eye protection (goggles or visor)

Apron or gown
Non-sterile Gloves
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Setting

Target Personnel or Patients
Clinical staff

Activity
Physical examination of

Type of PPE or Procedure
No PPE required

patients without respiratory
symptoms.
Cleaners

Cleaning the vacated room and areas used by a
COVID-19 patient

Surgical mask
Apron
Eye protection (goggles or visor)
Long rubber utility cleaning
gloves (ideally up to elbow) that
can be washed
Closed work shoes

Entrance to COVID19 Area

Body of deceased

Death of COVID-19 patient

Wrap body with sheets as per
usual

Security personnel.

Any

Surgical mask
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COVID-19 PATIENTS CARED FOR AT HOME (OR IN HOSTELS)
Setting
Private home or
hostel

Target Personnel or Patients

Activity

Type of PPE or Procedure

Patient with COVID-19

When in contact with others

Surgical mask.

Caregiver (family members
and other caregivers)

Direct contact with COVID-19 patients.

Surgical mask
Apron.
Non-sterile gloves.
Eye protection (goggles or visor)

Contact tracers and Medical
response teams

Direct contact with COVID-19 and suspected
COVID-19 patients

Surgical mask (ideally with visor)
Apron.
Non-sterile gloves.

Body of deceased

Death of COVID-19 patient

Wrap body with sheets

EMERGENCY MEDICAL SERVICES (EMS)
Setting
Ambulance/transfer vehicle

Target Personnel or
Patients
Clinical staff

Activity
Care for and transport of suspected
COVID-19 patients to a referral
health care facility

Type of PPE or Procedure
Surgical mask
A40 suit (apron not practical when
worn outside, especially if windy)
Non-sterile Gloves
Eye protection (goggles or visor)

Clinical staff

Intubation and suctioning of
suspected COVID-19 patients

N95 Respirator
A40 suit (apron not practical)
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Setting

Target Personnel or
Patients

Activity

Type of PPE or Procedure
Non-sterile Gloves
Eye protection (goggles or visor)

Suspected COVID-19
patient

While being transported

Surgical mask

Cleaners

Cleaning the vehicle after transport
of suspected COVID-19 patients to
the referral facility

Surgical mask
Apron
Eye protection (goggles or visor)
Long rubber utility cleaning gloves
(ideally up to elbow)
Closed work shoes

COMMUNITY HEALTH WORKER (CHW) SERVICES
Setting

Activity

Field: Outdoor points
(bus or taxi rank) and
Indoor points (mall)

Distributing educational materials

Field: In communities but
outside homes

Distributing educational materials

Distributing chronic medication and
general supplies

CHW PPE

People/Patient PPE

Maintain at least 1m distance from
people.

Maintain at least 1m
distance from people.

No PPE required

No PPE required

Maintain at least 1m distance from
people.

Maintain at least 1m
distance from people.

No PPE required

No PPE required

Maintain at least 1m distance from
people. No PPE required

Maintain at least 1m
distance from people.
No PPE required
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Setting
Inside homes

Activity

CHW PPE

Assisting patient who has COVID-19 with Surgical mask (single use; ideally with
or without any other diseases (CVA,
visor)
chronic ulcer, septic wound, etc.) except Gloves (single use)
for TB
Apron (single use)

People/Patient PPE
Surgical mask

Alcohol-based hand sanitiser (use
before and after remove and discard
gloves, apron and mask)
Infectious waste disposal plastic bag
Assisting TB patient who does NOT have
COVID-19

N95 Respirator (single use)

No PPE required

Alcohol-based hand sanitiser
Infectious waste plastic bag

Assisting TB patient who DOES have
COVID-19

N95 Respirator (single use)

Surgical mask

Gloves (single use)
Apron (single use)
Alcohol-based hand sanitiser
Infectious waste plastic bag

Assisting patient with respiratory
symptoms

Surgical mask (single use)
Gloves (single use)

Provide surgical mask
to patient

Alcohol-based hand sanitiser
Infectious waste plastic bag
Assisting patient without respiratory
symptoms

Maintain 1m distance from patient.

No PPE required
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FORENSIC PATHOLOGY AND MORTUARY SERVICES
Setting
Private home,
hostel or hospital

FPS vehicle used to
transport deceased

Target Personnel or Patients

Activity

Type of PPE or Procedure

Caregivers, hospital staff,
mortuary staff transporting
and preparing the body and
Forensic Pathology staff
transporting the body

Direct contact with deceased COVID-19 and
suspected COVID-19 patients

Surgical Mask

Body of Deceased COVID-19
patients

Deceased body being removed

Usual procedures for removing
body

Cleaner

Cleaning of vehicle

Surgical mask

Apron or gown
Non-sterile Gloves
Eye protection (goggles or visor)

Apron
Eye protection (goggles or visor)
Long rubber utility cleaning
gloves (ideally up to elbow) that
can be washed
Closed work shoes

Mortuary

Forensic pathology staff

Conducting autopsy (if required)

N95 Respirator
Gown
Apron
Eye protection (goggles or visor)
Double gloves
Cut-proof synthetic mesh gloves
Closed work shoes
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The tables above cover all the common scenarios in which PPE should be used. However, should a scenario arise which is not
addressed above, then use the generic PPE principles below to decide on the appropriate PPE to use.
TYPE OF PPE

Gloves

Face cover
type

CLINICAL STAFF

NON-CLINICAL STAFF

NON-CLINICAL STAFF

(nurses, doctors, EMS)
Providing direct care to COVID-19
patients or patients with
respiratory symptoms

(admin staff, catering staff)
coming into distant contact
with COVID-19 patients and
contaminated surfaces

(cleaners) coming into
distant contact with
COVID-19 patients and
contaminated surfaces

Non-sterile gloves.

Non-sterile gloves.

None

None

Change between patients

Change when leaving COVID19 area

Reusable long rubber
utility cleaning gloves
(ideally up to elbow)
Change after
completed cleaning
contaminated area

Surgical Mask for general care of
COVID-19 patients

Surgical mask when within
<1m of a patient with
respiratory symptoms (one
per shift, if integrity
maintained)

Surgical mask when
within <1m of a patient
with respiratory
symptoms

Surgical mask
worn when in
contact with
others

None

N95 respirator for aerosol
generating procedures on COVID19 suspects/cases

PATIENTS with
PATIENTS
RESPIRATORY
without
symptoms
RESPIRATORY
symptoms

Aprons

Change between patients

Change when leaving COVID19 area

After each work session None
(in absence of clinical
contact)

None

Face shields,
or visors, or
goggles, or
other eye
covers

Wash clean, disinfect and reuse

None

Wash clean, disinfect
and reuse

None

None
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GUIDELINES FOR USE OF A N95 RESPIRATOR FOR COVID -19
FOR AEROSOL GENERATING-PROCEDURES ONLY
•

Seal tests should be performed each time a N95 respirator is used (i.e. when it is first put on)

•

The N95 respirators should ideally be used once only and should be discarded once safely removed. However, as there is a global shortage of N95
respirators, reuse is strongly encouraged and is preferable to having no respirator.
If HCWs are performing aerosol-generating procedures (e.g. sample collection) on several COVID-19 patients sequentially, they may use the same
N95 respirator and eye protection for the session; they must however change apron and gloves between patients.
As the outside surface of the N95 respirator will become heavily contaminated with the virus during aerosol-producing procedures, HCWs should
take great care not to touch the outside surface and must perform careful hand hygiene after removing it.
For reuse, carefully remove the N95 respirator using a clean paper towel and store the respirator in a clean paper bag. The paper bag must be
labelled with the staff member’s name. Do not crush or crumple. It can be reused for up to 1 week.
Do NOT attempt to disinfect the N95 respirator as that destroys its integrity.
Note that obviously damaged and visibly contaminated respirators cannot be reused.

•
•
•
•
•
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GUIDELINES FOR SURGICAL MASK USE FOR COVID-19
•
•
•
•

At any time if surgical masks are touched by unwashed hands, get wet, are soiled, or are removed from the face, they will become contaminated
and will no longer provide effective protection. They should then be discarded.
Masks that are not wet, were not touched by unwashed hands and were not removed from the face, can be worn for up to 8 hours.
COVID-19 patients when inside a dedicated COVID-19 ward, where staff are wearing PPE, do not need to wear masks.
COVID-19 patients when outside a dedicated COVID-19 ward must always wear a surgical mask. The mask can be used for up to 8 hours.

FOR HOW LONG CAN PPE BE USED?
TYPE OF PPE

CLINICAL HCW

NON-CLINICAL HCW

SYMPTOMATIC PATIENTS

Gloves

Change after each clinical contact

End of work session

N/A

Surgical Face Masks

Mask can be used up to the end of a shift
if it remains dry and has not been
removed from the face.

Mask can be used up to the end of
a shift if it remains dry and has not
been removed from the face.

When in contact with others

N95 respirator

As long as integrity is maintained and it is N/A
safely stored, it can be reused for up to 1
week.

N/A

Aprons

Change after each clinical contact

After each work session (in
absence of clinical contact)

N/A

Face shields/ visors

Clean and disinfect before reuse

N/A

N/A

Goggles

Clean and disinfect before reuse

Cleaners may use same googles for
each work session.

N/A

Clean and disinfect before reuse
VIDEO DEMONSTRATION OF DONNING AND DOFFING OF PPE
A demonstration video for safely putting on and taking off PPE (donning and doffing of PPE) is available at:
https://player.vimeo.com/external/400607941.hd.mp4?s=af075e8c9647a23114424834c1e73f866a73e5f7&profile_id=174
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INSTRUCTIONS FOR PUTTING ON AND TAKING OFF PPE (DONNING AND DOFFING PPE)

SEQUENCE FOR PUTTING ON PERSONAL PROTECTIVE
EQUIPMENT (DONNING)

SEQUENCE FOR TAKING OFF PERSONAL PROTECTIVE
EQUIPMENT (DOFFING)

Wash your hands before putting on the PPE. PPE should be put on in an order that
minimises contamination. The apron, mask, goggles and gloves must be put on in that
order. See guidance on each below.

Wash your hands before taking off the PPE. PPE should be removed in an order that
minimises contamination. The gloves, apron, goggles/visor, and mask must be removed
in that order.* Wash your hands after taking off the PPE. Discard PPE in infectious waste
container. See guidance below.

Apron
• Wash hands
• Slip it over the head and tie the stings
behind the back

Gloves
• Wash hands
• Securely grasp the outside of glove with the
opposite gloved hand; peel off; discard as
infectious waste
• Slide the fingers of the un-gloved hand under the
remaining glove at the wrist; peel off; discard as
infectious waste

Mask or N95 Respirator
• Secure each tie or elastic at the middle of head and neck
• Fit flexible band to nose bridge
• Fit snug to face and below chin
• Fit-check respirator by blowing into it (air should not leak out)

Apron or Gown* (See Note)
• Wash hands
• Unfasten or break apron/gown ties
• Pull the apron away from the neck and
shoulders, touching the inside of the apron
and bring it forward and over the head
• Turn the apron inside out, fold or roll into a
bundle and discard as infectious waste

Goggles or Visor
• Place over face and eyes
• Adjust band to fit comfortably

Goggles or Visor* (See Note)
• Remove goggles/visor from the back by
lifting head band or ear pieces
• Place in designated receptacle for
disinfecting

Gloves
• Hold the edge of the glove as you pull it over your hand
• Extend to cover wrist
• Once gloved, do not touch other surfaces

Mask or N95 Respirator
•
Untie or break bottom ties, followed by
ties or elastic.
• Remove by handling the ties only and
discard as infectious waste.
• Wash hands

only

top

*Note. When it is practically difficult to remove the apron/gown before the visor/goggles, then the visor/goggles may be removed before the apron/gown.

Dispose of all PPE in an infectious waste container.
WASH HANDS OR USE AN ALCOHOL-BASED HAND SANITISER AFTER REMOVING GLOVES AND AFTER REMOVING ALL PPE
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ANNEXURE B. PROVINCIAL GUIDELINES FOR PPE WITHIN THE EMERGENCY MEDICAL SERVICES
DURING CORONAVIRUS DISEASE 2019 (COVID-19) OUTBREAK WESTERN CAPE GOVERNMENT:
HEALTH

PURPOSE AND SCOPE OF DOCUMENT
This document provides recommendations for the use of personal protective equipment (PPE) in the
provision of patient care within the western Cape Emergency Medical Services. This will ensure that we
protect our staff and patients against exposure to the coronavirus (SARS-CoV-2). Each situation has a different
risk of exposure, so the recommendations are designed to ensure that the most appropriate and effective PPE
is used in each case. The guidelines apply to all clinical and non-clinical staff who may be in contact with
suspected or confirmed COVID-19 cases. This document should be read in conjunction with the
recommendations for all health workers as contained in the general circular H52/2020.
CORONAVIRUS TRANSMISSION
The SARS-CoV-2 virus (known as the coronavirus) is spread by respiratory droplets. The virus can be
transmitted from infected people by cough and sneeze droplets, by physical contact such as shaking hands,
and by touching a surface contaminated by the virus (i.e. a surface coughed or sneezed on). The virus is
spread mainly by infected patients with symptoms. The most common symptoms are fever, cough and
shortness of breath.
GENERAL MEASURES TO PROTECT AGAINST INFECTION
•

These general measures to prevent infection should always be followed. PPE is then used in addition,
when required.
o Transmission can be greatly reduced by an increased frequency of hand hygiene using the “WHO 5
Moments for Hand Hygiene”.
o Cough and sneeze into a flexed elbow, or into a tissue (then place it in a bin and wash your hands).
o Wash hands with soap and water for 20 seconds, or use alcohol-based hand sanitiser after patient
contact and after contact with frequently touched surfaces (e.g. keyboards, screens, phones, door
handles, work surfaces).
o Avoid touching your eyes, nose and mouth with unwashed hands
o Avoid handshakes or physical contact – greet people in other ways
o Keep a safe distance from other people (at least 1 metre) whenever possible (social-distancing).
o Frequently touched surfaces and equipment in clinical areas should be cleaned and disinfected
twice daily.

PERSONAL PROTECTIVE EQUIPMENT
It is of paramount importance that staff practice good general hand washing and hygiene procedures in
addition to wearing the appropriate PPE.
•
•

PPE is based on a risk assessment of each situation and is ONLY NEEDED if you are in direct contact with
or caring for a confirmed or suspected COVID-19 patient.
In order to ensure sufficient availability of PPE, do not use PPE (e.g. N95 respirators) unnecessarily. It is
advised that staff follow the PPE guidelines as outlined in this document.
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•
•
•

•

Personal eyeglasses are not considered adequate eye protection. (Medical goggles and disposable face
shields are recommended.)
Low-risk PPE is recommended when no aerosolizing procedures are anticipated and/or the patient
presents clinically stable.
High-risk PPE is recommended for when aerosolizing procedures are anticipated and/or the patient
presents clinically unstable.
(Aerosol-generating procedures include, but are not limited to: Bag-valve-mask (BVM) ventilation,
oropharyngeal suctioning, intubation, nebulizer management, and cardiopulmonary resuscitation
(CPR).)
If HCWs are performing aerosol-generating procedures on several COVID-19 patients sequentially, they
may use the same N95 respirator and eye protection for the session; they must however change apron
and gloves between patients.

Do not use PPE (e.g. masks) when you don’t need to. PPE stocks will then be preserved to ensure the safety
of everyone.
APPROACH TO PATIENT CARE
•
•
•
•
•
•

Management stratgies should focus on providing supportive care.
Only perform interventions if absolutely required AND immediate interventions are likely to change
patient outcomes (e.g. fluid resuscitation for patients presenting with hypovolemic shock)
Invasive procedures (e.g vascular access) should not be attempted in transit.
Unwitnessed OHCA: The Resuscitation Council of Southern Africa (RCSA) recommends against starting
conventional CPR.
Witnessed OHCA: the RCSA recommends that resuscitative efforts should only be attempted in cases
where an easily reversable cause (i.e. H’s and T’s) can be identified and rectified.
Nebulization using nebulizer masks should not be performed in the prehospital environment. Should
the patient have access to a metered dose inhaler (MDI), and MDI spacers are available, the patient can
be guided on performing self-nebulization.

EMERGENCY MEDICAL SERVICES (EMS)
SETTING

TARGET
PERSONNEL

ACTIVITY

MINIMUM PPE STANDARDS

Ambulance/
transfer
vehicle

Clinical Staff

Care for and transport of suspected COVID-19 patients to a
referral health care facility.

Surgical mask
Apron
Non-sterile Gloves (x2)
Eye protection (goggles or
visor)

Clinical Staff

Intubation, suctioning or BVM ventilation of suspected
COVID-19 patients. (Aerosol-generating procedures*)

N95 Respirator

Apron
(Please note that nebulization of any patient is prohibited, Non-sterile Gloves (x2)
only MDI and spacers are to be used)
Eye protection (goggles or
visor)
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HealthNET Crew
(Planned Patient
transport)

Transport of HealthNET clients to attend essential
outpatient clinics (e.g. dialysis, Imaging etc)

Surgical mask

Driver (pilot
duties only)

No direct patient contact and only involved in driving
duties of COVID-19 patients. Driver’s compartment is
sealed from the clinical area.

Spatial distance of at least 1
metre

Driver (pilot
duties only)

No direct patient contact and only involved in driving
duties of COVID-19 patients. Driver’s compartment is not
sealed from the clinical area.

Surgical mask

Driver (Pilot and
loading duties)

Assists with loading of suspected COVID-19 patient but
provides no clinical care.

Surgical mask

(HealthNET Passengers
encouraged to use cloth
masks)

No PPE required (surgical
mask optional)

Apron
Non-sterile Gloves

Suspected COVID- Transport to the referral health care facility
19 patient

Surgical mask

Cleaners

Surgical mask

Cleaning the vacated vehicle after transport of suspected
COVID-19 patients to the referral healthcare facility

Apron
Rubber utility cleaning
gloves
Closed work shoes

GUIDELINES FOR SURGICAL MASK USE FOR COVID -19
•
At any time if surgical masks are touched by unwashed hands, get wet, are soiled, or are removed from the
face, they will become contaminated and will no longer provide effective protection. They should then be
discarded.
•
Masks that are not wet, were not touched by unwashed hands and were not removed from the face, can be
worn for up to 8 hours.
•
COVID-19 patients when inside a dedicated COVID-19 ward, where staff are wearing PPE, do not need to
wear masks.
•
COVID-19 patients when outside a dedicated COVID-19 ward must always wear a surgical mask. The mask
can be used for up to 8 hours.
Perform hand hygiene immediately after completing the PPE removal process (note that not all PPE would
be removed, depending on reuse requirements).
FOR HOW LONG CAN PPE BE USED?
TYPE OF PPE

CLINICAL HCW

NON-CLINICAL HCW

Gloves
Surgical Face Masks

Change after each clinical contact
Mask can be used up to the end of
a shift if it remains dry and has not
been removed from the face.

N95 respirator

As long as integrity is maintained
and it is safely stored, it can be
reused for up to 1 week.

End of work session
Mask can be used up to the
end of a shift if it remains dry
and has not been removed
from the face.
N/A

SYMPTOMATIC
PATIENTS
N/A
When in contact with
others

N/A
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Aprons

Change after each clinical contact

Face shields/ visors
Goggles

Clean and disinfect before reuse
Clean and disinfect before reuse

After each work session (in
absence of clinical contact)
N/A
Cleaners may use same
googles for each work session.
Clean and disinfect before
reuse

N/A
N/A
N/A

VIDEO DEMONSTRATION OF DONNING AND DOFFING OF PPE
A demonstration video for safely putting on and taking off PPE (donning and doffing of PPE) is available at:
https://player.vimeo.com/external/400607941.hd.mp4?s=af075e8c9647a23114424834c1e73f866a73e5f7&profile_id=1
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GENERAL GUIDES ON DECONTAMINATION:
Face Shields
Face Masks

N95 Respirators

Uniforms / theatre
Gowns

Linen/washables
Driver’s
compartment
Patient compartment

•

Goggles and face shields can be decontaminated by wiping with Clinell wipes.

•
•

Normal face masks are not reusable and should be discarded at the end of a shift.
Care should be taken when doffing (removing the mask) so as not to touch the
outside surface

Please note that owing to a global shortage of N95 respirators, reuse is strongly encouraged
and is preferable to having no respirator. Note that obviously damaged and visibly
contaminated respirators cannot be reused.
• Do NOT attempt to disinfect the N95 respirator as that destroys its integrity
• As the outside surface of the N95 respirator will become heavily contaminated with
the virus during aerosol-producing procedures, HCWs should take great care not to
touch the outside surface and must perform careful hand hygiene after removing it.
• For reuse, carefully remove the N95 respirator using a clean paper towel and store
the respirator in a clean paper bag. Do not crush or crumple. It can be reused for up
to 1 week.
• Remove your work clothes at the workplace and place in a plastic bag. Clean with
warm wash at home.
• Alternatively, remove work clothes immediately when you get home and place them
in a washing basket.
• Wash your hands after removal of clothes.
• Place linen and washables into a yellow plastic bag and close the bag.
• Mark the bag with “INFECTED LINEN” and place at the designated linen area.
• Especially clean steering wheel, gear stick, radio surfaces, electronic devices and the
inside door panel.
Common chemicals used to decontaminate surfaces and equipment includes Clinell
products, Biocide or chlorine solutions (diluted to a 5%).
• It is advisable that a suitable area be identified, setup and clearly marked as a
decontamination area
• Never use a high-pressure jet spray inside the confined space of the ambulance.
• Clean stretcher, mattresses, and all other equipment/areas surrounding the areas
(roof, floors, rails, side walls, and doors).
• After cleaning the vehicle, leave the doors open for adequate ventilation.
• Ensure to thoroughly clean your hands with soap and water after completing
decontamination procedures.
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ANNEXURE C: INDIVIDUAL RISK ASSESSMENT CHECKLIST FOR COVID-19 FOR AT-RISK STAFF
GROUPS

The main aim is to avoid unprotected coronavirus exposure
Completing the risk assessment:
This should be completed for all vulnerable staff
1. This can be undertaken by line manager or supervisor
2. Involve the member of staff
3. Ask advice from Occupational Health or Infectious
Diseases if needed
4. Identify risks using risk matrix
5. Consider actions to minimise risk
6. Agree risk management with the staff member
The manager and staff member should consider together, in
the light of the risk assessment, whether alternative work
arrangements are appropriate and practicable.

Key considerations:
1.

2.
3.
4.
5.
6.
7.

Limit duration of close interaction with patients (e.g.
prepare everything in advance away from patient)
and colleagues
If possible maintain >1.5m distance from others
Consider whether public transport /rush hour can be
avoided through adjustments to work hours
Use PPE appropriately (see guidelines)
Consider moving to non-patient facing role
Consider remote working if the staff member is
enabled including access to equipment and internet
Special leave considered in consultation with
Occupational Health

STEP 1: Classify the employee vulnerability
VERY HIGH VULNERABILITY:
•
Solid organ transplant recipients
•
People with specific cancers or receiving immunosuppressive treatment for their cancer:
o undergoing active chemotherapy or radical radiotherapy for lung cancer
o cancers of the blood or bone marrow such as leukaemia, lymphoma or myeloma who are at any stage of treatment
o receiving immunotherapy or other continuing antibody treatments for cancer
o receiving targeted cancer treatments which can affect the immune system, such as protein kinase inhibitors or Poly
ADP-ribose Polymerase (PARP) inhibitors
•
People who have had bone marrow or stem cell transplants in the last 6 months, or who are still taking immunosuppressive
drug.
•
People with severe respiratory conditions including cystic fibrosis, severe and unstable asthma and severe Chronic
Obstructive Pulmonary Disease (COPD), or current active tuberculosis of the lung.
•
People with rare diseases and inborn errors of metabolism that significantly increase the risk of infections (such as Severe
Combined Immunodeficiency (SCID), homozygous sickle cell).
•
People on immunosuppressive therapies sufficient to significantly increase risk of infection.
•
Women who are pregnant with significant heart disease, congenital or acquired.
HIGH VULNERABILITY:
•
Age >60
•
Chronic lung problems (moderate to severe asthma, previous complicated TB, etc.)
•
Serious heart conditions
•
Those who are moderately or intermittently immunocompromised
•
Severe obesity (BMI >40)
•
Underlying medical conditions, particularly if not well controlled, such as diabetes, renal failure, hypertension or liver
disease
•
More than 28 weeks pregnant
MEDIUM VULNERABILITY:
•
Less than 28 weeks pregnant, but otherwise healthy
•
Age between 40 and 60, with controlled medical conditions (hypertension, diabetes, cardiovascular disease, etc.)
•
Previous lung TB, but recovered without complications
LOW VULNERABILITY:
•
Physiologically young
•
Healthy
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STEP 2: CLASSIFY THE EMPLOYEE EXPOSURE RISK GROUP
VERY HIGH EXPOSURE RISK: Jobs involving PROCEDURES on COVID patients. Examples include
•
Healthcare workers (e.g. doctors, nurses, dentists, paramedics, emergency medical technicians) performing aerosolgenerating procedures (e.g. intubation, cough induction procedures, bronchoscopies, some dental procedures and
exams, or invasive specimen collection) on known or suspected COVID patients.
•
Healthcare or laboratory personnel collecting or handling open specimens from known or suspected COVID patients
(e.g. manipulating cultures from known or suspected COVID patients).
•
Mortuary workers performing autopsies, which generally involve aerosol-generating procedures, on the bodies of
people who are known to have, or suspected of having, COVID-19 at the time of their death.
HIGH EXPOSURE RISK: Jobs with a high potential for exposure to known or suspected sources of COVID. Examples
include:
•
Healthcare delivery and support staff (e.g. doctors, nurses, and other hospital staff who must enter patients’ rooms)
exposed to known or suspected COVID-19 patients. (Note: no aerosol-generating procedures may be performed)
•
Medical transport workers (e.g. ambulance personnel and porters) moving known or suspected COVID patients in
enclosed vehicles
•
Mortuary workers involved in preparing (e.g. for burial or cremation) the bodies of people who are known to have, or
suspected of having COVID-19 at the time of their death.
MEDIUM EXPOSURE RISK: Frequent and/or close (<1.5m) contact with people not known or suspected with COVID. This
includes employees with contact with the general public (e.g. in schools, high-population-density work environments, such
as labour centres, consulting rooms, point of entry personnel and some high-volume retail settings).
LOW EXPOSURE RISK: Workers in this category have minimal occupational contact (<1.5m) with the public and other coworkers

STEP 3: CALCULATE THE RISK SCORE

1. Low

2. Medium

3. High

4. Very High

1

2

3

4

6

8

2. Medium

2

3. High

4

3

6

9

12

4. Very
High

Employee vulnerability group

1. Low

Exposure risk group

4

8

12

16

Key:

1 – 6 Acceptable risk (low to medium)
7 – 8 High risk (only acceptable under critical conditions)
9 – 16 Unacceptable risk

STEP 4: TAKE STEPS TO REDUCE THE RISK
As far as is possible, steps should be taken to reduce the risk. Discuss the options with the
employee and use the checklist to indicate which measures will be implemented.
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Individual Risk Assessment
for vulnerable staff with potential work-related exposure to Covid-19
Staff Member Name
PERSAL number
Job Role
Ward / Department
Name of Assessor
Date of Assessment
Employee conditions of concern
(causing vulnerability)
– please attach evidence
Employee vulnerability group

Low

Medium

High

Very high

Low

Medium

High

Very high

Employee work conditions
resulting in exposure risk
Employee exposure risk group
Employee risk score

Agreed action plan to manage the employee
Indicate those that have been agreed

Dedicated alcohol-based hand rub provided for the employee
Protective isolation and physical distancing (e.g. providing a dedicated, clean office, etc.)
Adaptation of duties or shifts
Limit duration of close interaction with patients, colleagues and/or the public
Alternative placement/ redeployment in a lower exposure-risk area
Providing alternative transport arrangements to prevent public transport exposures
Restriction of certain duties (not allowed to perform high risk procedures)
Implementing a co-worker screening programme
Specific training programme by IPC and/ or OHS
Specialized personal protective equipment (PPE) required (consult with IPC & Occ Health)
Referral to Occupational Medicine & IPC for recommendations (risk score = 6)
Require specific Occupational Health support (risk score = 8)
Working off-site (remotely), and the necessary equipment, internet access, etc. is available
Recommend for specialist review for special leave recommendation
Others, please specify:

Occupational Health
Support

If you need advice from OH, please contact the occupational health team, and
send the completed risk assessment, your relevant query and contact details
for you and the member of staff.
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