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[bookmark: _Toc40195831]Policy Statement.
The Centre has a responsibility for the safety and welfare of all stakeholders affected by its activities. Emergency preparedness and planning is an integral part of our culture of safety and is implemented through a risk management approach. The following emergency plan for COVID-19 is aimed at responding to the threat of a COVID-19 epidemic at national or local level.
[bookmark: _Toc40195832]Purpose.
The purpose of this plan is to outline the specific protocols and procedures to be followed by staff of the centre in the following circumstances.
The centre becomes aware of a threat of COVID-19 epidemic at national or local level.
One or more residents are suspected of having Covid 19 based on the presence of symptoms.
One or more residents are diagnosed as having Covid 19.
The centre has an outbreak of Covid 19.
[bookmark: _Toc40195833]Objectives.
1.1.1 To ensure that the centre has a preparedness plan in place to address the threat of a COVID-19 epidemic, that is based on best evidence and statutory guidance.
1.1.2 [bookmark: _Hlk35943523]To ensure that staff are aware of the protocols and procedures to be followed in the event of the occurrence of 2.0 (1-4) above.
1.1.3 To ensure that an evidence-based approach is used to caring for our residents in the event of the occurrence any of 2.0 (1-4) above.
[bookmark: _Toc40195834]Scope.
This policy applies to all staff employed by or contracted by the centre.
NB: This policy may need to be updated in the event of changing guidance received from the Health Services Executive and the Health Surveillance Protection Centre.
[bookmark: _Toc40195835]Definitions.
Covid 19: Coronavirus disease (COVID-19) is an infectious disease caused by a newly discovered coronavirus. The COVID-19 virus spreads primarily through droplets of saliva or discharge from the nose when an infected person coughs or sneezes. Most people infected with the COVID-19 virus will experience mild to moderate respiratory illness and recover without requiring special treatment.  Older people, and those with underlying medical problems like cardiovascular disease, diabetes, chronic respiratory disease, and cancer are more likely to develop serious illness. There is currently no vaccine or treatments for available for COVID-19.
Infection: the term infection is used to refer to the deposition and multiplication of bacteria and other micro-organisms in tissues or on the surfaces of the body with an associated host reaction.
Infectious Disease: a disease caused by a microorganism that can be passed from a person, animal or the environment to another susceptible individual.
Outbreak of COVID-19 Infection (HPSC, 17/04/2020).
[bookmark: _Hlk38375157]For the purposes of public health action, the threshold for an outbreak of COVID-19 is defined
as
a single suspected case of COVID-19 in a resident or staff member acquired in the centre.
Or
one confirmed case of COVID-19 in a resident or staff member acquired in the centre
For the purposes of epidemiological surveillance, an outbreak of COVID-19 is defined as*:
two or more cases of illness consistent with COVID-19 infection in residents or staff members and at least one person is a confirmed case of COVID-19
Or
two or more cases of illness consistent with COVID-19 infection in residents or staff members and there is a strong suspicion that it is caused by COVID- 19 (do not report as outbreak of ARI at this time)
*These definitions may be subject to change as the COVID-19 pandemic evolves
Note that it is important to stress that having one or more residents with COVID-19 in the centre is not an outbreak if those residents already had COVID-19 before they transferred to the centre.. An outbreak means that there is evidence of spread of infection within the centre.
Healthcare Associated Infection: A healthcare-associated infection is an infection that is acquired after contact with the healthcare services. This is most frequently after treatment in a hospital, but can also happen after treatment in outpatient clinics, nursing homes and other healthcare settings (HPSC, 2009).
Standard Precautions are evidence based clinical work practices published by the Centre of Disease Control (CDC) in 1996 and updated in 2007 that prevent transmission of infectious agents in healthcare settings (HPSC, 2009).
Transmission Based Precautions are designed for patients/residents known or suspected to be colonised or infected by highly transmissible microorganisms for which additional precautions beyond Standard Precautions are required to interrupt their transmission. Infection or colonisation of pathogens are spread by the following routes:
Contact
Airborne
Droplet 
(HSE, 2011).
Contact Precautions are designed to reduce the risk of transmitting microorganisms by direct or indirect contact. Direct contact transmission involves skin-to-skin contact e.g. hands of healthcare HCWs. Indirect contact involves contact with contaminated equipment or environment. Examples of infection spread by the contact route include: MRSA, and Rotavirus (HSE, 2011).
Airborne Precautions are designed to reduce the risk of either airborne droplet nuclei or small particles containing infectious agents that remain infectious over time and distances. Examples include: Mycobacteria Tuberculosis, Varicella and Measles (HSE, 2011).
Droplet Precautions are designed to reduce the risk of droplet transmission of infectious agents including respiratory droplets which are generated within a 3 foot (1 meter) proximity when an infected person coughs, sneezes, talks or during aerosol generating procedures such as suctioning and CPR. Examples of infections spread by droplets include Neisseria Meningitides, Mumps, Rubella and Influenza (HSE, 2011).
Decontamination: the process of removing or neutralizing contaminants that have accumulated on personnel and equipment. It includes cleaning, disinfecting and sterilisation.
Cleaning: A process which physically removes contamination but does not necessarily destroy germs. Cleaning removes germs and the organic material on which they thrive (Ayliffe et al, 2000). 
Disinfection: A process used to reduce the number of viable germs to a level where they are unlikely to be a danger to health but which may not necessarily inactivate some agents, such as certain viruses and bacterial spores (Ayliffe et al, 2000). 
Sterilisation: A process which achieves the complete killing or removal of all types of germs, including viruses and spores. Disinfection may not achieve the same reduction in microbial contamination level as sterilisation (Ayliffe et al, 2000).
[bookmark: _Toc40195836]Current Measures in Place to Reduce the Risk of Accidental Introduction of Covid 19 into the Centre.
1.1.4 Currently, based on advice from Nursing Homes Ireland, there are visitor restrictions in place so that no non-essential visitors are allowed into the centre. This has been explained to both residents and their visitors.
1.1.5 Information posters have been erected for staff, residents and essential visitors on measures in place to prevent Covid 19 introduction to the centre, including the need for visitor restriction, hand hygiene, cough and sneeze etiquette and physical distancing.
1.1.6 All staff have been provided with infection prevention and control training, including standard precautions, hand hygiene and the use of personal protective equipment.
1.1.7 All staff have received training on putting on and taking off personal protective equipment (Training video available on www.HSPC.ie )
1.1.8 The centre has a policy and procedures for infection prevention and control.
1.1.9 Physical distancing measures are in place to include:
Reducing the size of activity groups to ensure that a physical distance of two metres can be maintained between residents and activity staff.
Staggering staff breaks and staff Covid 19 updates to ensure that physical distancing of two metres is maintained during these activities.
Staff informed of the need for physical distancing measures when attending handovers.
Add in any additional measures here.
1.1.10 Provision of hand hygiene facilities at (specify location of hand hygiene facilities and in particular any additional locations that have been erected to address /prevent Covid 19 introduction or outbreak)

COVID-19 is transmitted through transfer to the mouth, nose or eyes on hands following contact with contaminated surfaces contaminated with droplets, oral secretions or nasals secretions. It is also transmitted by direct droplet transmission to the mouth, nose or eyes during close unprotected contact with an infected person.
Airborne spread not a concern in most setting however it is a concern in the context of certain aerosol-generating procedures conducted in health care settings.


[bookmark: _Toc40195837]Responsibilities.
These should be adapted to make them site specific, ensuring that a member of staff is nominated for each of the responsibilities outlined.
1.2 The Registered Provider.
1.2.1 Under the Health Act 2007, as amended, the registered provider is responsible and accountable for the quality of care and safety of residents in designated centres.
1.2.2 The Registered provider is responsible for ensuring that emergency plans are in place to address all foreseeable emergencies in the centre. This includes the threat a COVID 19 outbreak.
1.2.3 The provider will ensure that an emergency (COVID-19) response team is in place to respond to any threat of a COVID-19 outbreak in the centre.
1.2.4 The provider is responsible for ensuring that supports and resources are provided to enable management and staff to initiate and implement this plan in response to the threat of a COVID-19 outbreak in the centre.
1.3 Emergency Response Coordinator.
3. The (registered provider representative/ person in charge or specify) will assume the role of emergency response coordinator.
3. The emergency response coordinator will initiate the emergency plan as soon as a threat of COVID-19 outbreak becomes known. This may be through information of a national or local epidemic.
3. The emergency response coordinator will set up the emergency response team and convene a meeting to ensure that all members of the team know their roles and responsibilities for implementing the emergency plan.
3. The emergency response team will comprise of the following:
· [bookmark: _Hlk36406926]The registered provider representative (RPR)
· The person in charge (PIC)
· The assistant director of nursing (ADON).
· The Clinical Nurse Manager(s).
· A member of the administration staff.
· The head of maintenance (HM)
· The health and safety officer (HSO)
· The health and safety representative for the centre (HSR).
3. The emergency response coordinator will ensure that the risk register is updated to reflect hazards and risks related to the accidental introduction of COVID-19 to the centre. These should include:
· Corporate risks related to finance, reputation and business continuity. Information available at:https://dbei.gov.ie/en/Publications/Business-Continuity-Planning-A-checklist-of-Preparatory-Actions-in-Responding-to-the-COVID-19-Outbreak.html 
· Risks to residents, which can be assessed with nursing staff.
Occupational health risks to all categories of staff in the centre which can be assessed with the heads of departments in collaboration with the health and safety officer/rep/ committee (See https://www.hsa.ie/eng/news_events_media/news/news_and_articles/covid_19_%E2%80%93_advice_for_employers.htm and lhttps://osha.europa.eu/en/highlights/coronavirus-disease-covid-19-outbreak-and-workplace-safety-and-health 
Risks related to staff shortages.
Risks related to the spread of COVID 19.
Risks to quality improvement activities in the centre.
Risks related to data protection See European Data Protection Board, (2020) Statement on the processing of personal data in the context of the COVID-19 outbreak Adopted on 19 March 2020
3. The emergency response coordinator has the following additional responsibilities in implementing the emergency plan for the centre:
· Drawing up a letter for families and visitors to inform them of visitor restrictions in the centre and contingency plans to facilitate on-going communication between residents and their families/visitors.
· Nominating a member of administration staff to develop a list of families/visitors who must be contacted and maintaining a record to ensure that the above letters are sent to all families/visitors to the centre.
·  Liaising with the head of household to ensure that preparations for hand hygiene resources and updated cleaning schedules are in place as per the emergency plan.
· Nominating a member of staff to source /print information posters to be available for display at strategic locations throughout the centre.
· Arranging information sessions with staff to go through their concerns and provide information about the COVID-19 virus and the emergency and contingency plans in place to manage the emergency.
· Ensuring that a succession plan for key management staff is in place in the event that any of these staff have to self-isolate during the period of the emergency.
· Ensuring that a contingency staffing plan is developed to include sourcing bank staff who will be on call in the event of staff shortages.
· Creating an on-call roster for key management positions to ensure staff have access to managerial support and advice on a 24/7basis.
· Complete an inventory of personal protective equipment in place, make a list of additional personal protective equipment needed and ensure that same is ordered. 
· Liaising with the fire officer /local fire authority to establish any changes required to evacuation plans in the event of a fire during a COVID-19 outbreak and updating fire plans to reflect same.
· Liaising with HR personnel/ external company re meeting the occupational needs of staff, such as stress, low morale, fatigue.
· Monitor adherence to and effectiveness of the emergency plan through the following indicators:
1. The Person in Charge (PIC)
4. The PIC will be responsible for making the necessary arrangements to facilitate the isolation of suspected and confirmed cases of COVID-19 among residents and arrangements to address the need for cohorting as per the emergency plan.
4. The person in charge will identify staff need for training in infection prevention and control, including measures to be taken relating to suspected or confirmed cases of COVID-19 and training in putting on and removing PPE. This will be done in collaboration with the heads of departments and human resources personnel.
4. The person in charge will act as the central communication person for communicating with: 
· Residents general practitioners, specifically to discuss suspected cases and the need for testing.
· public health professionals, including the Chief Officer of the Community Health Office (CHO);  and / or members of the community outbreak team to inform them of developments, receive advice and receive instructions about surveillance records that must be maintained.
· The coroner’s office.
· [bookmark: _Hlk36392898] General practitioners and locum services  involved in the centre to keep them updated with changes to arrangements and operations in the centre during the emergency and to keep update with any changes to their arrangements and operations.
·  Pharmacy services to keep them updated with changes to arrangements and operations in the centre during the emergency and to keep update with any changes to their arrangements and operations.
·  The social care (HIQA) inspectorate team to include reporting an outbreak and keeping them informed as required of how the emergency is being managed and receive any instructions from them regarding same.
· Funeral directors to report any deaths in the centre and liaise with them regarding arrangements for their services during the emergency.
4. The person in charge will arrange for training to ensure that there are at least two nurses in the centre who are trained to collect swabs for laboratory testing.
4. The person in charge will nominate a staff member to carry out temperature checks of oncoming staff for day and night duty.
4. The person in charge will identify staff who are working in other healthcare facilities and conduct a risk assessment to identify the risks associated with these staff and measures to mitigate the risk of accidental introduction/transmission of Covid-19 to the centre 
1. The Assistant Director of Nursing.
5. The ADON will deputise for the PIC in his/her absence and take on the responsibilities of the PIC outlined above during the emergency, including circumstances where the PIC cannot attend the centre due to the need to self-isolate.
5. The ADON will act as the central communication person to communicate with:
· Family members/representatives to update them on the care of their loved ones during the emergency.
· Liaise with residents’ general practitioners regarding the care and treatment of individual residents.
· Implement a system of additional monitoring of residents, through the clinical nurse manager(s) to detect any cases of COVID-19 infection. This includes checking residents vital signs and pulse oximetry twice daily and emphasizing the importance of reporting any change in a resident’s condition the nurse on duty, who must report same to the (specify CNM/ADON).
· Informing the person in charge and emergency response coordinator of any resident with a change in condition suggestive of infection to arrange for testing.
· Delegate completion of surveillance records and monitor surveillance records for the centre and ensure that the PIC is kept up to date with same.
· Receiving handovers throughout the day from the clinical nurse managers about the care of individual residents in the centre.
· Liaise with activities personnel about changing arrangements for activities provision in accordance with the emergency plan.
· Developing rosters for nurses, healthcare assistants and activities personnel.
1. Clinical Nurse Manager(s).
The clinical nurse manager(s) will be responsible for supervising and monitoring the care of residents at floor level during the emergency. He/she will also deputise for the ADON in the event that the ADON is absent due to illness and the need to self-isolate.  Specific responsibilities of the clinical nurse manager during the emergency are:
· Ensuring that additional monitoring of residents is commenced at floor level.
· To monitor the care and condition of residents at floor level by meeting each nurse during their shift.
· Reporting to the ADON immediately of any changes in a resident’s condition.
· Ensuring that incidents are responded to in accordance with the home’s risk management policy.
· Provide clinical supervision to nursing and care staff at floor level.
· Identify residents whose condition is unstable and /or deteriorating; those residents who require additional observation and ensure that appropriate supervision and care is provided in accordance with their assessed needs.
· Attending morning and afternoon handovers in order to prioritise and plan daily care activities with the nursing team in accordance with each resident’s current care and condition.
· Allocating PPE at floor level in accordance with staff and resident needs.
· Monitoring supplies of PPE and informing the emergency response coordinator of the need to replenish supplies.
· Advising staff at floor level on the use of infection prevention and control measures required for individual residents.
· Monitoring the needs of staff for support, stress management or issues related to morale and keeping the ADON and emergency response coordinator re same.
· Monitoring staff adherence to infection prevention and control measures and taking appropriate actions where there is a risk of non-adherence.
· Liaising with the chef on a daily basis to keep him/her updated on any changes to residents’ food and nutrition needs.
· Keeping the PIC (and ADON) updated on individual residents’ care and condition, with particular reference to residents with unstable and / or unpredictable conditions; new residents and those in the terminal phase of end of life care.
· Collecting surveillance data for the ADON to facilitate completion of surveillance records.
· Delegating responsibility to junior colleagues in accordance with their knowledge, skills, experience and the needs of residents.
· Nominating a nurse per shift who will take staff temperatures each day.
1. Senior Nurse.
7. A senior nurse will be nominated at floor level to deputise for the CNM in his/her absence and in the event that the CNM becomes ill and has to self-isolate.
1.7.1 The senior nurse will carry out responsibilities delegated to him/her as the need arises during the emergency.
1.8 Head of Household Services.
1.8.1 The head of household will have the following responsibilities during the preparation phase of the emergency plan:
· Creating and inventory of current cleaning and disinfectant supplies and with the emergency plan coordinator developing an order for additional supplies that will be needed at all phases of the emergency.
· Ensuring that the order of supplies takes into account the need for additional cleaning, disinfection as well as additional hand hygiene points at entrances and exits to the home, both inside and outside the rooms of residents who are suspected of or have a diagnosis of COVID-19; both at entrances and exits of areas where residents are cohorted in accordance with contingency plans for cohorting residents in the emergency plan.
· Ensuring that a supply of tissues and waste disposal bins are ordered and located in all communal areas.
· Ensuring that material safety data sheets are available to staff using cleaning and disinfectant products.
· Revising the cleaning schedules to facilitate additional cleaning and disinfection during the emergency.
· Liaising with suppliers to find out about any changes to ordering and delivering of supplies and any foreseeable difficulties with supply chains.
· Informing the emergency response coordinator of any changes to ordering, delivery of supplies and developing contingency plans to address these.
· Advising the emergency response manager on changes to rosters that may be required resulting from the change in cleaning schedules during the emergency.
· Nominating one member of the household team to check all hand hygiene points at scheduled intervals during the day to ensure that sufficient supplies of alcohol gel, liquid soap and disposable paper towels are in place.
· With the health and safety officer/rep/ committee assessing and potential exposure hazards and risks to staff during the course of their work, so that these are included in the risk register and identifying risk management measures to address these, including the use of PPE for environmental cleaning and disinfection and cleaning and disinfection of affected areas.
· [bookmark: _Hlk36404868]Ensuring that household staff have information on COVID-19, including what to do if they are concerned that they may have been in close contact with a person suspected or confirmed as having COVID-19 and/ or if they have any symptoms of COVID 19.
· Ensuring that information leaflets and posters are displayed for household staff in how to protect themselves from contracting COVID 19.
· Ensuring that laundry operatives have information about the handling of dirty and soiled linen during the emergency.
· Advising the emergency plan coordinator on training and support needs of household staff in infection prevention and control at preparation phase and throughout the emergency.
· Supervising household staff during the emergency to ensure that infection prevention control measures are being adhered to.
1.9 The Head Chef.
1.9.1 The head chef has the following responsibilities in preparation for and throughout the phases of the emergency:
· Developing contingency arrangements for mealtimes where residents can no longer attend communal dining areas.
· [bookmark: _Hlk36405015]Liaising with suppliers to find out about any changes to ordering and delivering of supplies and any foreseeable difficulties with supply chains.
· Developing contingency plans where changes to ordering, delivery or supply of food may occur.
· [bookmark: _Hlk36404635]With the health and safety officer/rep/ committee assessing and potential exposure hazards and risks to staff during the course of their work, so that these are included in the risk register and identifying risk management measures to address these, including the use of PPE when delivering trolleys to and collecting trolleys from affected resident areas.
· Updating cleaning schedules in kitchen and storage areas to include the need for increased cleaning and disinfection during the emergency.
· Ensuring that catering and kitchen staff have information on COVID-19, including what to do if they are concerned that they may have been in close contact with a person suspected or confirmed as having COVID-19 and/ or if they have any symptoms of COVID 19.
· Ensuring that information leaflets and posters are displayed for catering and kitchen staff in how to protect themselves from contracting COVID 19.
· Identifying additional PPE needs of staff and informing the emergency plan coordinator of these.
1.10 Human Resources Personnel.
1.10.1 Human Resources Personnel have the following responsibilities in preparation for and throughout the emergency:
· Ensuring that sick leave policies are current and reflect statutory and regulatory guidance related to COVID-19.
· Assessing the information needs of staff and ensuring that information is available to all categories of staff to include information on COVID 19, what to do if a staff member has concerns related to being in close contact with a confirmed COVID-19 case or if the staff member develops any symptoms associated with the illness.
Seehttps://www.hpsc.ie/az/respiratory/coronavirus/novelcoronavirus/guidance/occupationalhealthguidance/
· Identifying any supports that staff will need during the emergency that may be related to anxiety, stress, family concerns, child care needs and / or accommodation needs and developing plans to address these support needs.
·  Identifying the training needs of staff for infection prevention and control related to COVID-19 and developing training plans to meet these needs, including alternative methods of training such as via remote access..
· Maintaining records of training and staff attendances at same.
· Assisting the emergency response coordinator with developing risk assessments of occupational hazards and risks related to COVID-19.
· Identifying at risk staff, such as those who are pregnant or are immunocompromised and liaising with the emergency response coordinator to ensure these staff are not rostered to care for or to be in direct contact with residents who are suspected or confirmed as having COVID-19.
· Ensuring that record keeping related to staff records that contain personal health information in relation to COVID-19 comply with data protection legislation. (See and  European data Protection Board Statement on the processing of personal data in the context of the COVID-19 outbreak; ). Adopted on 19 March 2020.
1.11 [bookmark: _Toc38452135][bookmark: _Toc40195838]Head of Maintenance.
1.11.1 The Head of maintenance will have the following specific responsibilities during COVID-19 emergency:
Making a list of all contractors who will need to be contacted regarding the COVID 19 emergency to inform them of increased infection prevention and control measures in the centre.
Contacting contractor who carry out essential maintenance and repairs to find out what arrangements are in place to address any essential maintenance and repairs during the emergency.
Conducting a risk assessment of hazards and risks to essential contractors with the (emergency response coordinator/health and safety officer, registered provider representative or external consultant). The risk assessment should identify measures to mitigate the risks using the hierarchy of controls.
Continuing with checking and maintenance responsibilities as needed while 
1.12 [bookmark: _Toc38452136][bookmark: _Toc40195839]Nominated Administrative Person.
1.12.1 The emergency response coordinator will nominate an member of administrative staff to be part of the emergency response tea. This person will have the following responsibilities:
Make a list of posters and leaflets that need to be ordered /printed for the centre. These include posters and information leaflets for staff, residents and non-essential visitors. These should also include droplet precaution posters for individual resident bedrooms.
Type of letters to stakeholders as directed by the emergency response coordinator and PIC.
Order and ensure a sufficient supply of surveillance forms are available for staff to use throughout the emergency.
Drawing up forms to be placed in patient rooms for staff / essential visitors to record each time they have provided care to the resident and the length of time spent, with an emphasis on avoiding spending more than 15 mins at a time in close contact with a resident.
Ensure that information posters are ordered/printed for display throughout the centre. These include posters from both the HSE.
Ordering supplies as directed by the emergency response coordinator/person in charge.
Any other activities as directed by the emergency response coordinator/person in charge.
1.13 [bookmark: _Toc38452137][bookmark: _Toc40195840]The Health and Safety Officer.
1.13.1 The health and safety officer is responsible for :
Carrying out risk assessments in collaboration with the heads of department, the ERC and the PIC for additional environmental and occupation risks arising from the COVID 19 emergency.
Updating the risk register to reflect the risk assessments carried out.
Carrying out an inventory of PPE available, estimating supplies of same that will be needed and ordering same.
Ensuring daily checks of PPE supplies and alerting the ERC of the need to order additional supplies.
Liaising with staff to ensure all staff have received infection prevention and control training, including use of PPE.
1.14 [bookmark: _Toc38452138][bookmark: _Toc40195841]The Health and Safety Representative.
1.14.1 The health and safety representative is responsible for:
Representing staff at emergency response meetings and the development of risk assessments for occupational health and safety hazards and risks relating to COVID-19.
Communicating with staff to ensure they are familiar with risk assessments carried out and to identify and concerns they have regarding health and safety and providing feedback to the ERC re same.
[bookmark: _Toc38452139][bookmark: _Toc40195842]Registered Nurses.
1.14.2 Registered Nurses have the following specific responsibilities in the event of a threat of or outbreak of Covi-a9 in the centre:
Ensuring that they are familiar with this preparedness plan and policy.
Maintaining their competence in infection prevention and control.
Completing any additional training provided regarding prevention of Covid-19 infection into the centre and responding to an outbreak of same.
Monitoring residents for signs and symptoms of infection and changes in condition as outlined in this policy.
Adhering to infection prevention and control requirements outlined in the policy.
Assessment and care planning for all residents in accordance with this policy.
Supervising care provided to residents in their designated area.
Reporting any changes in a resident’s condition to the ( specify CNM/ADON).
· Reporting any knowledge deficits related to infection prevention and control and the use of personal, protective equipment to the ( specify CNM/ADON).
[bookmark: _Toc38452140][bookmark: _Toc40195843]Healthcare Assistants.
1.14.3 Healthcare assistants have the following specific responsibilities in the event of a threat of or outbreak of Covi-a9 in the centre:
Monitoring residents for any change in condition and reporting same to the nurse on duty in their area.
Attending training provided on infection prevention and control in the centre.
Adherence to all infection prevention and control requirements outlined in this policy and in training.
 Reporting any knowledge deficits related to infection prevention and control and the use of personal, protective equipment to the ( specify CNM/ADON).
[bookmark: _Toc38452141][bookmark: _Toc40195844]All staff.
1.14.4 All staff in the centre have the following specific responsibilities in the event of a threat of or outbreak of Covi-a9 in the centre:
Attending training provided on infection prevention and control in the centre.
Adherence to all infection prevention and control requirements outlined in this policy and in training.
 Reporting any knowledge deficits related to infection prevention and control and the use of personal, protective equipment to the ( specify CNM/ADON).
Reporting to the PIC/ERC if they feel, because of any underlying condition that they may be particularly vulnerable to Covid-19.
Take all reasonable precautions to prevent the accidental introduction of Covid 19 into the centre through, for example, compliance with all public health advice issued.
Inform their line manager without delay if they are feeling unwell or have respiratory symptoms.
Refrain from coming into work if they are feeling unwell or have respiratory symptoms.
Self isolate for 14 days if they have been in contact with a suspected or confirmed case of Covid-19.
Any staff member who is working in another healthcare facility must ensure that they inform the person in charge of same.
[bookmark: _Toc40195845]Phase 1: Preparation and Contingency Planning for COVID-19.
The following protocol will be initiated once the centre becomes aware of the threat of a COVID-19 epidemic at national or local level: The protocol is aimed at preventing accidental introduction of COVID-19 into the centre and management of any infections that are suspected or confirmed, including and outbreak.
1.14.5 The Emergency Response Coordinator (ERC) for a COVID-19 emergency will convene a meeting of the Emergency Response Team. The team consists of:
The registered provider representative (RPR)
The person in charge (PIC)
The assistant director of nursing (ADON).
The Clinical Nurse Manager(s).
A member of the administration staff.
The head of maintenance (HM)
The health and safety officer (HSO)
The health and safety representative for the centre (HSR).
1.14.6 The ERC will go through the emergency plan and ensure that the team members are aware of their responsibilities during the emergency.
1.14.7 The ERC will source and print off current information and guidance from the Health Services Executive and Health Surveillance Protection Centre to identify what immediate measures need to be taken and assign responsibility in accordance with this emergency plan. 
1.14.8 The team will agree specific timeframes for completion of their responsibilities for the preparation phase of the plan.
1.14.9 The person in charge will contact the crisis team in the local CHO area.
1.14.10 Residents will be informed about the need to initiate an emergency plan for COVID-19. This may be at a resident meeting or individually in accordance with HSE/HSPC guidance for physical distancing at the time.
1.14.11 Residents will be informed about:
COVID 19 and how to keep safe with hand washing and physical distancing.
Respiratory and cough etiquette.
Measures that the centre is obliged to take.
Contingency plans to meet residents’ needs during the emergency, such as the use of Skype/facetime to continue contact with families/ friends, having meals in rooms, arrangements to go to the outside areas of the home.
1.14.12 Residents will be encouraged to voice any worries/concerns and staff will provide information about supports available to them.
1.14.13 Communal activities in the home will be either restricted to allow for physical distancing or stopped in accordance with HSE/HSPC guidance and based on risk assessment. 
1.14.14 Visitor restrictions will be initiated immediately to allow only essential visitors to the centre.
1.14.15 A letter will be sent to all families and visitors of the centre to inform them of the visitor restrictions and contingency arrangements to facilitate communication between residents and families/representatives.
1.14.16 Contractors will also be informed of the need for visitor restrictions and any contingency plans to communicate with them during the emergency.
1.14.17 A list of essential visitors will be drawn up to include, 
Residents’ general practitioners.
Contractors for essential services and emergencies such plumbing, electrical contractors etc.
Public health staff that may need to come on site.
Public health staff who need to carry out COVID-19 testing.
Ambulance personnel.
Funeral services personnel.
1.14.18 [bookmark: _Toc38452143][bookmark: _Toc40192722][bookmark: _Toc40194060][bookmark: _Toc40195846][bookmark: _Toc36568339]The ADON will liaise with CNMS to commence increased monitoring of residents for signs or symptoms /changes in condition indicating a need to test for COVID-19.
1.14.19 [bookmark: _Toc38452144][bookmark: _Toc40192723][bookmark: _Toc40194061][bookmark: _Toc40195847]Plans will be developed for accommodating residents with suspected or confirmed COVID-19 and for facilitating cohorting of residents with the infection in designated areas, units or floors as appropriate.
1.14.20 [bookmark: _Toc38452145][bookmark: _Toc40192724][bookmark: _Toc40194062][bookmark: _Toc40195848][bookmark: _Toc36568340]Plans will be made to have each unit/floor operate as a discreet zone with dedicate staff and equipment as far as is reasonable.
1.14.21 Residents will be encouraged to stay in their bedrooms as far as is possible.
1.14.22 [bookmark: _Toc38452146][bookmark: _Toc40192725][bookmark: _Toc40194063][bookmark: _Toc40195849]Nursing, care staff and activities staff will explore options for residents to address needs for contact with family, activities to prevent loneliness or boredom. This will be carried out as part of the assessment and care planning to meet changing needs.
1.14.23 [bookmark: _Toc36568341][bookmark: _Toc38452147][bookmark: _Toc40192726][bookmark: _Toc40194064][bookmark: _Toc40195850]An inventory of hand hygiene products current availability of hand hygiene facilities will be carried out. and additional hand hygiene facilities will be located at strategic locations to allow for increased infection prevention and control measures to be initiated. These additional locations will include:
 Both inside and outside of residents’ bedrooms, 
Entrances to and exits from areas where residents with suspected or confirmed COVID 19 are cohorted.
1.14.24 [bookmark: _Toc36568342][bookmark: _Toc38452148][bookmark: _Toc40192727][bookmark: _Toc40194065][bookmark: _Toc40195851]Additional supplies of hand hygiene products will be ordered. These include alcohol based gels, liquid soap, disposable paper towels.
1.14.25 [bookmark: _Toc36568343][bookmark: _Toc38452149][bookmark: _Toc40192728][bookmark: _Toc40194066][bookmark: _Toc40195852]Additional supplies of cleaning products will be ordered. These will include separate cleaning and disinfection products or 2 in 1 products.
1.14.26 [bookmark: _Toc36568344][bookmark: _Toc38452150][bookmark: _Toc40192729][bookmark: _Toc40194067][bookmark: _Toc40195853]Clinical waste bins or bags will also be located in residents’ bedrooms, outside residents’ bedrooms, at entrance to and exit from areas where residents are cohorted.
1.14.27 [bookmark: _Toc36568345][bookmark: _Toc38452151][bookmark: _Toc40192730][bookmark: _Toc40194068][bookmark: _Toc40195854][bookmark: _Toc36568346][bookmark: _Toc38452152][bookmark: _Toc40192731][bookmark: _Toc40194069]Tissues and waste bins will also be located at hand hygiene points to encourage staff, residents and visitors to adhere to respiratory and cough etiquette.
1.14.28 [bookmark: _Toc40195855]Hand hygiene posters will be erected at hand hygiene points.
1.14.29 [bookmark: _Toc36568347][bookmark: _Toc38452153][bookmark: _Toc40192732][bookmark: _Toc40194070][bookmark: _Toc40195856]Information leaflets on the COVID-19 and how to prevent spread will be erected at all entrances to and throughout the building
1.14.30 [bookmark: _Toc36568348][bookmark: _Toc38452154][bookmark: _Toc40192733][bookmark: _Toc40194071][bookmark: _Toc40195857]A Review of infection control training for staff will be carried out by department managers and HR personnel. Arrangements will be made for refresher training for staff in accordance with their roles.to include standard precautions, transmission-based precautions, information about COVID-19, appropriate use of PPE for Covid-19.
1.14.31 [bookmark: _Toc36568349][bookmark: _Toc38452155][bookmark: _Toc40192734][bookmark: _Toc40194072][bookmark: _Toc40195858] An inventory of current supplies of  PPE will be carried out by department managers and an estimate of PPE usage will be calculated.
1.14.32 [bookmark: _Toc36568350][bookmark: _Toc38452156][bookmark: _Toc40192735][bookmark: _Toc40194073][bookmark: _Toc40195859]Additional PPE will be ordered to include single use nitrile gloves, plastic aprons, fluid resistant gowns and eye protection. Appendix 1 provides guidance on estimation of PPE needs from the European Centre for Disease Control, (2019).
1.14.33  Contact will be made with suppliers, through department managers to identify any changes to arrangements for ordering and delivery of supplies and any foreseeable difficulty with supply chains. Where changes have been made or difficulties with supply chains are anticipated, the appropriate department managers will develop contingency plans to address these.
1.14.34 Senior managers (as per responsibilities section) will be nominated to communicate with all stakeholders, such as staff, residents, family members, department of public health, general practitioners and pharmacies involved in service provision, allied healthcare professionals involved in service provision. 
1.14.35 Nursing and care staff will educate residents on hand hygiene after toileting, after blowing their nose, before and after eating and when leaving their room.
1.14.36 The head chef will develop contingency plans for mealtimes to replace communal dining.
1.14.37 Human resources personnel will make alternative arrangements for meals for staff working in affected areas and arrangements to stagger mealtimes to allow for physical distancing for other staff.
1.14.38 The clinical nurse manager(s) and nurses will review residents’ end of life care plans to ensure that their known preferences for interventions in the event of an acute deterioration in condition and end of life care is recorded. Where wishes or preferences have not been expressed, the person in charge/adon will contact the residents general practitioner to arrange to review the resident with their family in accordance with their wishes and to record their known wishes and preferences for what should happen in the event of a deterioration their condition
1.14.39 A contingency staffing plan will be developed by human resources personnel in consultation with department heads as outlined in section 24.

[bookmark: _Toc38452157][bookmark: _Toc40194074][bookmark: _Toc40195860]Assessment and Care Planning Protocol.
1.14.40 All residents have assessments and care plans developed on admission, where the resident’s condition changes and formally on a four monthly basis. The following protocol outlines additional focused assessments and care planning specific to Covid 19.
1.14.41 Standard precautions must be adhered to by all staff to prevent infections in residents.
1.14.42 [bookmark: _Toc38452158][bookmark: _Toc40192737][bookmark: _Toc40194075][bookmark: _Toc40195861][bookmark: _Toc36568352]Nursing and healthcare staff will commence initiation of additional monitoring of residents to ensure prompt identification of cases of COVID-19 infection.
1.14.43 [bookmark: _Toc38452159][bookmark: _Toc40192738][bookmark: _Toc40194076][bookmark: _Toc40195862]Residents should be educated in handwashing and maintaining a physical distance of at least 1m from other residents and staff.
1.14.44 [bookmark: _Toc36568353][bookmark: _Toc38452160][bookmark: _Toc40192739][bookmark: _Toc40194077][bookmark: _Toc40195863]Psychosocial needs resulting from visitor restrictions should be addressed both at communal and individual level. These for example may include the use of technology such as Skype or facetime to assist residents in maintaining contact.
1.14.45 [bookmark: _Toc36568354][bookmark: _Toc38452161][bookmark: _Toc40192740][bookmark: _Toc40194078][bookmark: _Toc40195864]Continuation of group activities that allow for physical distancing of at least 2m for unaffected residents, unless there is an outbreak in the centre.
1.14.46 Addressing fears and anxiety related to Covid-19 through provision of information both in written form, erection of information posters, group information sessions and individual information as required through everyday contact with residents.
1.14.47 Addressing the information needs of family members and supporting families through visitor restrictions by facilitating phone calls, Skype and / or facetime.
1.14.48 Each resident should have an end of life care plan in place to include known wishes and preferences for measures to be taken in the event of a deterioration in condition that may require hospitalization, resuscitation, artificial nutrition. Where the resident has no known wishes and is unable to communicate their wishes, the views and observations of family members should be sought to inform decision making. The resident’s general practitioner should be involved in decision making for the above interventions.
1.15 [bookmark: _Toc40195865]Surveillance and early identification of cases of COVID-19 infections.
1.15.1 Once the centre is informed or becomes aware of a threat of a local or national epidemic of Covid-19, increased monitoring of residents for signs and symptoms of infection will be commenced.
1.15.2 Common signs and symptoms of possible Covid-19 are outlined in Figure 1.


Figure 1 Common Symptoms and Signs Indicative of possible Covid-19 illness, HSE, 17/03/2020
[image: ]
1.15.3 Nursing staff will record each resident’s vital signs, including pulse oximetry twice daily.
1.15.4 Nursing and healthcare staff will observe for known signs of respiratory illness such as cough, complaining of aches and pains, shortness of breath, fatigue or fever.of > 37.5 C or >1.5◦C from usual temperature, (Project Echo Webinar, 16/04/2020)
1.15.5 Staff must also be vigilant in identifying symptoms in older people that may be suggestive of COVID-19, particularly the atypical presentations seen as outlined in Figure 2.
1.15.6 The person in charge will nominate a staff member during the day and at night to measure and record the temperatures of oncoming staff.
1.15.7 All staff must have their temperatures measured and recorded at the start of their shift (HPSC, 17/04/2020)
1.15.8 All oncoming staff must report verbally to their line manager to confirm that they do not have any symptoms of respiratory illness, such as fever, cough, shortness of breath or myalgia. (HPSC, 17/04/2020)
1.15.9 Staff members must adhere to physical distancing when on their breaks and during mealtimes
Figure 2: Guidance from the Regional Geriatric Program of Toronto, 02/04/2020 (cited in Solanki, T 14/04/2020 and Project ECHO AIIHPC: Webinar 16/04/2020 for Nursing Homes) summarises the atypical presentations in older adults:
Typical symptoms of COVID-19 such as fever, cough, and dyspnoea may be absent in the elderly despite respiratory disease.
Only 20-30% of geriatric patients with infection present with fever.
Atypical COVID-19 symptoms include delirium, falls, generalized weakness, malaise, functional decline and conjunctivitis, anorexia, increased sputum production, dizziness, headache, rhinorrhoea, chest pain, haemoptysis, diarrhoea, nausea/vomiting, abdominal pain, nasal congestion, and anosmia.
Tachypnoea, delirium, unexplained tachycardia, or decrease in blood pressure may be the presenting clinical presentation in older adults.
Threshold for diagnosing fever should be lower, i.e. 37.5°C or an increase of >1.5°C from usual temperature 
Atypical presentation may be due to several factors, including physiologic changes with age, comorbidities, and inability to provide an accurate history 
Older age, frailty, and increasing number of comorbidities increase the probability of an atypical presentation.
Older adults may present with mild symptoms that are disproportionate to the severity of their illness.
Solanki, T (14th April 2020 accessed at https://www.bgs.org.uk/blog/atypical-covid-19-presentations-in-older-people-–-the-need-for-continued-vigilance
1.15.10 [bookmark: _Hlk35952284]Healthcare assistants who note a change in a resident’s general condition or specific signs or symptoms outlined in Fig 2 must report this to the nurse on duty. The healthcare assistant must decontaminate their hands on leaving the resident’s room using the nearest alcohol gel dispenser. The healthcare worker should then report same to the (nurse on duty/clinical nurse manager or specify) in his/her area.
1.15.11 If the resident is not in their room, the healthcare assistant should assist the resident to their room and ask him/her to wait for the (nurse on duty/clinical nurse manager or specify) and then decontaminate his/her hands as outlined in 8.2.2.
1.15.12 [bookmark: _Hlk35959500]The (nurse on duty/clinical nurse manager or specify) must put on personal protective equipment (Appendix 2) before entering the resident’s room/area
1.15.13 The (nurse on duty/clinical nurse manager or specify) will assess the resident and check vital signs , including pulse oximetry and report same to the (PIC/ADON specify)
1.15.14 The (PIC/ADON specify) must be informed of any resident who presents with respiratory illness and / or fever and / or influenza like illness, including cough 
1.15.15 Once informed of a resident with symptoms the (PIC/ADON specify) will contact the resident’s general practitioner and following assessment, the general practitioner will make a decision about the need to refer the resident for Covid -19 home assessment and make arrangements for same or instruct a trained member of staff to take swabs.
[bookmark: _Toc40195866]Protocol for Immediate Response when a Resident is suspected of having Covid -19.
1.15.16 For the purposes of public health action, the threshold for an outbreak of COVID-19 is defined as a single suspected case of COVID-19 in a resident or staff member acquired in the centre or one confirmed case of COVID-19 in a resident or staff member acquired in the centre
1.15.17 When a resident is suspected of having Covid-19, the centre will immediately take initial public health actions as that taken for an outbreak.
1.15.18 The Emergency response coordinator will meet with other members of the emergency response team.
1.15.19 The team will establish and record the following:
The resident’s movements in the last 48 hours.
The resident’s contact with others in the last 48 hours.
The resident’s involvement in communal activities or with others in communal areas in the last 48 hours.
Behavioural characteristics that might increase the risk of transmission from the resident to others.
Any other residents who may be symptomatic and the nature of these symptoms.
Any staff member(s) that may be symptomatic.
Any increase in staff absenteeism.
Any residents and / or staff who were in close contact with the resident in the 48 hours preceding symptom onset or before isolation and transmission based contacts were implemented.
1.15.20 The resident’s GP will contact the Medical Officer of Health (MOH) at the regional Department of Public Health.
1.15.21 The person in charge will inform the crisis management team of the local Community Health Office of the outbreak.
1.15.22 As of 18/04/2021, the National Public Health Emergency Team adopted the following  testing strategy in nursing homes: •
 In the event of a case in a nursing home, all residents and all staff should be tested for  COVID-19. •
 In those nursing homes where there are current outbreaks, all residents and staff who have not yet been, should also be tested.  •
 In those nursing homes where there are currently no cases, all staff should be  tested.
1.15.23 If results for an asymptomatic staff member are ‘indeterminate’, a second test must be ordered immediately. The staff member can continue working while waiting for the test results unless they become symptomatic, (HSE, Workplace Health & Wellbeing Unit, 06/05/2020).
1.15.24 The person in charge will nominate two staff members to will complete training to collect samples for testing and include these in the list of contacts during the Covid-19 emergency.
1.15.25 Prioritised testing can be arranged through the National Ambulance Service.(HSE and HSPC, 17/04/2020. 
1.15.26 The person in charge will notify HIQA of all suspected or confirmed cases of Covid-19 by completing an NF02A form on the HIQA portal, (HIQA, 20/04/2020. 
1.15.27 The person in charge will, on a daily basis update HIQA of the number of suspected or confirmed cases of COVID-19 affecting residents and staff. This will be done on the HIQA’s provider portal from 21 April 2020, (HIQA, 20/04/2020.
1.15.28 An Outbreak Control Team (OCT) will be established by the Department of Public Health and arrange for an initial meeting.
1.15.29 Public Health will formulate a case definition and assign an outbreak code for the centre. Public health may decide the visit the centre.
1.15.30 [bookmark: _Toc36568373][bookmark: _Toc38452164][bookmark: _Toc40192743][bookmark: _Toc40194081][bookmark: _Toc40195867]The outbreak team will inform the centre of surveillance activity and records to be kept during the outbreak.
1.15.31 Prior to the initial meeting of the OCT, the emergency response team, under the direction of the ERC will gather and record the following information:
A line list of all residents and staff. Template can be found in Appendix C
Identify the total number of people ill (residents & staff) and the spectrum of symptoms.
Identify staff and residents who have recently recovered, developed complications, been transferred to acute hospitals and those who have died.
Information on laboratory tests available including the number of tests taken to date and the date sent to the laboratory.
Determine if the number of symptomatic residents/staff varies between units/floors/wards or if the outbreak is confined to one unit only.
Use the case definitions for possible, probable and confirmed COVID-19 available on the HPSC website.
[bookmark: _Toc40195868]Protocol for Resident Suspected or Diagnosed with Covid-19.
1.15.32 The resident’s general practitioner will make a decision as to whether or not the resident’s clinical condition requires hospitalization. This decision will be made in the context of the residents known wishes and preferences recorded or in discussion with the resident as far as he/she is able and the views and observations of family/representative.
1.15.33 Any resident awaiting test or results must be isolated using Contact and Droplet Precautions in addition to standard precautions, (HPSC, 18/04/ 2020 p.22). 
1.15.34 The resident should continue to be monitored for changes in condition including twice daily vital signs, increased in accordance with the resident’s condition.
1.15.35 If the test results show that the resident does not have Covid-19, but has a clinical picture of viral respiratory tract infection, additional infection prevention and control precautions (Contact and droplet precautions as per infection control policy) must be maintained to prevent spread of the infection, (HSE, 17/03/2020 p. 3). This should be maintained for at least 48 hours after recovery, (HSE, 21/03/2020, p. 7).
[bookmark: _Toc40195869]Infection Prevention and Control Measures.
1.15.36 Any resident who is suspected or diagnosed with Covid-19 will be cared for in their room for a minimum of 14 days after the onset of symptoms and with five days free of symptoms.
1.15.37 During this time, the resident will be requested to avoid communal areas.
1.15.38 The resident’s assessments and care plan may need to be updated in accordance with the symptoms present and how the illness is affecting their overall condition, additional needs and care interventions required to meet these needs. For example, the resident may need additional assistance with everyday activities due to fatigue or may need additional interventions to address any risks associated with decreased mobility.
1.15.39 In the event of a commode being used, the staff member should leave the single room wearing full PPE, transport the commode directly to the nearest sluice (dirty utility) and remove PPE in the sluice after placing the contents directly into the bed pan washer or pulp disposal unit. A second person should be available to assist with opening and closing doors to the single room and sluice room. If a second person not available, the staff member must change gloves and perform hand hygiene and put on a clean pair of disposable gloves
1.15.40 If the resident must use a communal toilet, staff must ensure it is cleaned after every use.
1.15.41 Room doors should be kept closed where possible and safe to do so. When this is not possible staff should ensure the resident’s, bed is moved to the furthest safe point in the room to try and achieve a 2m physical distance to the door.
1.15.42 Infection prevention signage must be displayed to reduce entry into the room but confidentiality must be maintained.
1.15.43 Staff should time to explain to the resident the importance of the precautions that are being put in place to manage their care and advise them against leaving their room.
1.15.44 If able and if it is safe for the resident, he/she may go outside alone provided that he/she will be able to maintain a distance of at least 1m from others. 
1.15.45 If the resident wishes to go outside and needs to be accompanied by a staff member, the staff member accompanying the resident will need to wear a surgical face mask if he/she cannot maintain a distance of at least 2 m from the resident and if the staff member needs to have close personal contact, he / she will need to also wear apron and .gloves
1.15.46 If the resident transits briefly through a hallway or other unoccupied space to go outside, there is no requirement for any additional cleaning beyond normal good practice (HPSC, 18/04//2020)
1.15.47 If the resident does need to go through an occupied shared space to go outside, he she must be encouraged to wash his/her hands beforehand and wear a surgical mask or cover the mouth and nose with a tissue.
1.15.48 All staff in the centre should ensure they adhere to standard precautions and increase attention to hand hygiene and respiratory/cough etiquette. All healthcare workers must wear surgical masks if they are within 2m of a patient, regardless of the COVID-19 status of the patient (HSPC, 21/04/2020).
1.15.49 Surgical masks should be worn by all healthcare workers for all encounters, of 15 minutes or more, with other healthcare workers in the workplace where a distance of 2m cannot be maintained, (HSPC, 21/04/2020).
Practical Considerations:
Staff will need to put on PPE before entering the affected area so an area just inside the resident’s room will need to be designated for this purpose. This means for example, having an area in the room, at least 2m from the resident and their immediate surroundings, where staff can put on and remove PPE. This area will need to have a clinical waste bin or bag, PPE and alcohol gel. 
Also, surgical masks are the last item of PPE to be removed and must be removed outside the affected area. In practice, this means that a healthcare risk waste bin or bag must be located outside the affected are (resident’s room). Alcohol gel must also be available at this point as the staff member will need to clean their hands prior to and after removal of the surgical mask.
[bookmark: _Toc40195870]Use of personal Protective Equipment, (HSE, 17/04/2020)
1.15.50 Personal protective equipment in use for infection prevention and control for suspected and confirmed cases of Covid-19 include:
Disposable single nitrile gloves.
Disposable plastic aprons. are recommended to protect staff uniform and clothes from contamination when providing direct patient care and when carrying out environmental and equipment decontamination.
Surgical Face Mask (Fluid Resistant Type 11R./FFP2 for aerosol generating procedures(HPSC, 17/04/2020.
Long sleeved Fluid Resistant disposable gowns are recommended when there is a risk of extensive splashing of blood and or other body fluids and a disposable plastic apron does not provide adequate cover to protect HCWs uniform or clothing.  If non- fluid resistant gowns are used and there is a risk of splashing with blood or other body fluids a disposable plastic apron should be worn underneath.
Eye protection Eye protection/Face visor: should be worn when there is a risk of contamination to the eyes from splashing of blood, body fluids, excretions or secretions (including respiratory secretions). These include goggles and safety glasses, full face shield or visor and surgical face mask with integrated visor.
1.15.51 In outbreak situations or other circumstances where extended use of one set of PPE (other than gloves) when moving between patients with a diagnosis of COVID-19, it is important to make every effort to avoid generalised use of PPE throughout the facility without considering the level of risk, (HPSC, 17/04/2020
1.15.52 In the event of extended use of PPE define clean and contaminated zones. PPE should be donned before entering the contaminated zone and doffed and hand hygiene before entering clean zones (HPSC, 17/04/2020
1.15.53 Where staff are having meals on a unit to minimise staff interaction, it is essential that the staff refreshment area is a clean zone. Corridors between units should be designated clean zones. Clinical stations should normally be clean zones, (HPSC, 17/04/2020
1.15.54 Staff with long hear should keep their hair tied up and off their face.
1.15.55 When wearing a surgical face mask, it
Must cover the nose and mouth of the wearer
Must not be allowed to dangle around the HCWs neck after or between each use
Must not be touched once in place
Must be changed when wet or torn
Must be worn once and then discarded as health care risk waste (as referred to as clinical waste)
Please refer to Appendix 1 for HSE (17/04/2020) Guidance on use of PPE in specific situations.
1.15.56 Standard precautions should continue to be used in clean areas and units not affected by the outbreak. This includes 
Performing hand hygiene before and after every episode of resident contact (5 moments), 
The use of PPE (including gloves, gown, appropriate mask and eye protection) depending on the anticipated exposure, 
Good respiratory hygiene/cough etiquette and 
Regular cleaning of the environment and equipment.
1.15.57 Frequent hand hygiene should be carried out using alcohol based gels when hands or not soiled.
1.15.58 If hands are visibly soiled or have been in contact with bodily fluids, they should be washed with liquid soap and running water and then dried with a disposable paper towel.
1.15.59 Staff should be encouraged to do refresher infection control training.
1.15.60 Adequate hand hygiene facilities with either alcohol based gels or hand wash basins with liquid soap, water and paper towels must be available. In additional hand hygiene facilities should be located:
In each resident bedroom.
Outside each resident’s bedroom so that’s hands can be cleaned following removal of surgical masks.
At entrances to and exits from areas where residents are being cohorted due to suspected or confirmed COVID-19. 
At entrance to the centre.
1.15.61 Staff should encourage residents to wash their hands when leaving their room, before and after meals and after toileting. Residents who need assistance should be assisted with hand hygiene.
[bookmark: _Toc40195871]Respiratory and Cough Etiquette.
1.15.62 Staff must adhere to good cough and sneeze etiquette, including coughing or sneezing into their elbow or a tissue and disposing of the tissue into a foot operated waste bin and then cleansing the hands.
1.15.63 Staff must encourage respiratory and cough etiquette among residents and any essential visitors to the centre.
1.15.64 Some residents may need assistance with containment of respiratory secretion. Those who are immobile will need a waste bag at hand for immediate disposal of the tissue such as a bag. Hands should be cleaned with either soap and water or an Alcohol Based Hand Rub (ABHR) after coughing sneezing, using tissues or after contact with respiratory secretions and contaminated objects (HPSC, 17/04/2020).
1.15.65 Staff and residents should be advised to keep hands away from their eyes, mouth and nose.
[bookmark: _Toc40195872]Transmission Based Precautions.
1.15.66 In addition to standard based precautions, transmission based precautions must be initiated.  For all suspected cases of Covid-19. These includes use of the right PPE in the right circumstances as outlined in Appendix 2.
1.15.67 Necessary PPE should be available immediately outside of the resident room and in other areas where resident care is provided (CDC, 2020).
1.15.68 Clinical waste disposal bins should be positioned near the exit inside of the resident room to make it easy for staff to discard PPE after removal, prior to exiting the room, or before providing care for another resident in the same room (CDC, 2020).
1.15.69 [bookmark: _Hlk36204727]The (pic/adon/specify) must ensure that staff know how and when to use the right  PPE in the right circumstances. This includes knowing how to put on and take off PPE. 
1.15.70 Staff should generally change their PPE and perform hand hygiene after every contact with an ill resident, however, in the current exceptional circumstances, if caring for a cohort group of residents with a diagnoses of COVID-19, and not caring for other residents, limiting this to a change of gloves and hand hygiene between individual residents is acceptable if the PPE is not wet, soiled or damaged.
When cohorting residents with COVID-19 on a unit, floor, all staff entering the area, who are not working solely in the area, such as kitchen staff delivering and collecting trolleys, should wear PPE. This would include nitrile gloves and plastic aprons. A risk assessment should be carried out for areas where residents may be walking on corridors, such as a resident with cognitive impairment/dementia. In such cases, staff coming to the area need to wear a surgical mask. These staff members should remove their PPE when leaving the area and wash their hands. The surgical mask is the last item to be removed and is removed outside the affected area. Hands must be cleansed before and after removing the surgical mask.
[bookmark: _Toc40195873]Environmental Cleaning (HPSE, 17/04/2020)
1.15.71 The care environment should be kept clean and clutter free in so far as is possible bearing in mind this is the resident’s home.
1.15.72 Residents observation charts, medication prescription and administration records (drug charts) and healthcare records should not be taken into the room to limit the risk of contamination.
1. [bookmark: _Toc40195874]Routine cleaning
16. Decontamination of equipment and the care environment must be performed using either:
A combined detergent/disinfectant solution at a dilution of 1,000parts per million available chlorine (ppm available chlorine (av.cl.)); or
A general-purpose neutral detergent in a solution of warm water, followed by a disinfectant solution of 1,000 ppm av.cl.
Only cleaning (detergent) and disinfectant products supplied by employers are to be used. Products must be prepared and used according to the manufacturer’s instructions and recommended product "contact times" must be followed
16. Hoovering of carpet floor in a resident’s room should be avoided during an outbreak and while the patient is infectious. When the resident is recovered the carpet should be steam cleaned.
16. All shared spaces should be cleaned with detergent and disinfectant.
16.  Equipment used in the cleaning/disinfection of the isolation area should be single-use where possible and stored separately to equipment used in other areas of the facility.
16.  Household and care staff should be trained in the appropriate use and removal of PPE In practical terms isolation room cleaning may be undertaken by staff that are also providing care in the isolation room.
(HPSC, 18/04/2020).
[bookmark: _Toc40195875]Frequency of cleaning
1.16.6 All surfaces in resident room/zone should be cleaned and disinfected twice daily and when contaminated. These include bedrails, bedside tables, light switches, remote controllers, commodes, doorknobs, sinks, surfaces and equipment close to the resident e.g. walking frames, sticks. Handrails and table tops in facility communal areas, and nurses station counter tops.
1.16.7 The resident rooms, cohort areas and clinical rooms must be cleaned and disinfected at least daily and a cleaning schedule should be available to confirm this.
[bookmark: _Toc40195876]Terminal cleaning
1.16.8 Terminal cleaning should always be performed after a resident has vacated the room and is not expected to return. In addition to the routine cleaning protocols, a terminal clean is needed, including:
Removal of all detachable objects from a room or cohort area, including laundry and curtains; 
Removal of waste;
Cleaning (wiping) of lighting and ventilation components on the ceiling;
Cleaning of the upper surfaces of hard-to-reach fixtures and fittings;
Cleaning of all other sites and surfaces working from higher up to floor level.
1.16.9 The terminal clean checklist should be completed, which should be signed off by the cleaning supervisor before the room reopens for occupancy.
[bookmark: _Toc40195877]Staff uniforms/clothing
1.16.10 Staff uniforms are not considered to be personal protective equipment.
1.16.11 Uniforms should be laundered daily and separately from other household linen; in a load not more than half the machine capacity at the maximum temperature the fabric can tolerate then ironed or tumble dried.
1.16.12 Staff should avoid bringing personal items, including mobile phones into isolation or cohort areas See Fig 3 for Tips for Arriving Home Safely.
[bookmark: _Toc38452175][bookmark: _Toc40192754][bookmark: _Toc40194092][bookmark: _Toc40195878]Staff are advised to wear designated shoes for work that can be left at the centre.
[bookmark: _Toc40195879]Resident Care Equipment.
1.16.13 Where possible, single use, disposable equipment will be used and should be disposed of as healthcare risk waste inside the resident’s room.
1.16.14 If re usable resident care equipment is in use, ideally it should be dedicated for the use of an individual resident. If this is not feasible, equipment should be cleaned and disinfected immediately following use between each resident use.




Figure 3: Tips for Arriving Home Safely.
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[bookmark: _Toc40195880]Linen.
1.16.15 All towels, clothing or other laundry used in the direct care of residents with suspected and confirmed COVID-19 must be treated as ‘infectious’ linen.
1.16.16 Linen must be handled, transported and processed in a manner that prevents exposure to the skin and mucous membranes of staff, contamination of their clothing and the environment.
1.16.17 Disposable gloves and an apron should be worn when handling linen. 
1.16.18 All linen should be handled inside the resident room/cohort area. A laundry skip/trolley should be available as close as possible to the point-of-use for linen deposit, for example immediately outside the cohort area/isolation room.
1.16.19 When handling linen, the staff should not:
rinse, shake or sort linen on removal from beds/trolleys;
place used/infectious linen on the floor or any other surfaces (e.g., a bedside locker/table top);
handle used/infectious linen once bagged;
overfill laundry receptacles; or
place inappropriate items in the laundry receptacle (e.g., used equipment/needles)
1.16.20 When managing infectious linen, the staff should:
Place linen directly into a water-soluble/alginate bag and secure;
Place the alginate/water-soluble bag into the appropriately-coloured (red)  linen bag
Store all used/infectious linen in a designated, safe area pending collection (specify).
Laundry should be washed using the hottest temperature that the fabric can withstand and standard laundry detergent.
Laundry should be dried in a dryer on a hot setting.
[bookmark: _Toc40195881]Crockery and Cutlery.
1.16.21 Crockery and cutlery from affected residents should be washed in a hot dishwasher.
1.16.22 There is no need to separate the crockery and cutlery being used by affected residents from that of other residents.
[bookmark: _Toc40195882]Signage.
1.16.23 [bookmark: _Toc36568385][bookmark: _Toc36568386]Infection prevention and control signage should be placed at entrances and other strategic locations to alert staff, residents and essential visitors to provide information on the required infection prevention and control precautions. 
1.16.24 Droplet precaution signs must be placed outside symptomatic residents’ rooms to alert staff and essential visitors to the requirement for transmission-based precautions.
[bookmark: _Toc40195883]Admissions and Transfers
[bookmark: _Toc40195884] Patient Transfer
1.16.25 Transfer to hospital should only be carried out:
In accordance with the resident’s known wishes and preferences outlined in discussions with the resident or where the resident is unable with the resident’s family/representative. Benefits and risks associated with transfer to hospital should be discussed by the resident’s general practitioner and recorded in the resident’s healthcare record.
For essential care that is deemed clinically appropriate and will provide a beneficial outcome for the resident. 
1.16.26 Nursing staff must advise the hospital and transport provider in advance that the resident is being transferred from a facility where there is potential or confirmed COVID-19.
1.16.27 Any resident requiring hospitalization who has suspected or confirmed COVID-19 should wear a surgical mask during transfer.
[bookmark: _Toc40195885]New admissions and Re admission
1.16.28 New admissions and return of residents may occur during an outbreak subject to an assessment of the needs of the resident and the extent and status of the outbreak and the ability of the centre to protect new admissions and returning residents from exposure to infection.
1.16.29 Wherever possible, every resident transferred from an acute hospital to the centre should be accommodated in a single room with droplet precautions for 14 days after transfer and monitored for new symptoms consistent with COVID-19 during that time.(The rationale for this recommendation is that, in the context of a pandemic, there may have been contact between the resident and other residents or healthcare workers etc. who may have had COVID-19 infection but who may have been in the pre-symptomatic incubation period or have had minimal symptoms prior to COVID--19 being diagnosed, with the associated risk of unrecognised onward transmission to the resident), (HPSC, 17/04/2020)
1.16.30 According to the HPSC, 17/04/2020, if accommodation in a single room for every newly-transferred resident is not possible, the following measures might also be considered:
Placing the new resident in a room with a resident who has recovered from laboratory confirmed COVID-19 infection and has completed their isolation period.
The new resident should remain on droplet precautions.
If there is another resident who is not known to have had COVID infection also being transferred from the acute hospital setting they can both be cohorted together for 14 days, with droplet precautions for both during this time.
1.16.31 All transfers/admissions with fever or symptoms of acute respiratory tract infection should be accommodated in their own room with en-suite toilet facilities and treated as a COVID-19 case (HPSC, 17/04/2020)
1.16.32 People with confirmed COVID-19 should not be transferred to a residential care facility until 14 days after onset of symptoms with the last 5 days free of fever. 
1.16.33 For those hospitalised patients with a persistent positive PCR test for COVID-19, IPC precautions should be kept in place for another 7 days (i.e. for a total of 21 days) and then removed, provided the patient has no symptoms consistent with ongoing COVID-19 infection at this point. No further retesting is required, as the risk of transmission is extremely low at this point. After 21 days, they can then be discharged from hospital to residential settings, if well enough for discharge, (HSPC, 04/05/2020)
1.16.34 Residents who fulfil the above criteria are not infectious and do not need any special considerations in terms of placement within the centre (HPSC, 17/04/2020
[bookmark: _Toc40195886]Cohorting residents with possible or confirmed COVID-19.
1.16.35 Residents with possible or confirmed COVID-19 will be cared for in a dedicated ZONE with dedicated staffing and equipment, as far as is possible,  to facilitate care and minimise further spread.
1.16.36 Residents with probable or confirmed COVID-19 will be isolated in single rooms with en-suite facilities and where there are multiple residents, these single rooms will be located in close proximity to one another in one zone for example on a particular floor or area within the facility.
1.16.37 Where single room capacity is exceeded and it is necessary to cohort residents in a multi-occupancy room; only Residents with a diagnosis of COVID-19 will be cohorted together;
1.16.38 Residents with probable COVID-19 will not be cohorted with those who are confirmed positive;
1.16.39 Where residents are cohorted in multi-occupancy rooms , the following measures will be put in place to prevent transmission:
Beds will be arranged to allow the maximum physical distance as possible between beds including  reduce the number of residents/beds in the area to facilitate social distancing.
Privacy curtains will be used between the beds to minimize opportunities for close contact.
Clear signage will be erected to alert staff of all cohorting zones. 
A designated cohort area will be separated from non-cohort areas by closed doors.
Movement of staff in cohort areas will be kept to a minimum through changes to duty hours and rostering of staff. 
Rostering will aim to ensure that staff working in cohort areas are not be assigned to work in non-COVID-19 areas.
In so far as is possible, alternative routes will be identified for staff, visitors and residents to ensure that cohorting zones  will not be used as a thoroughfare by other residents, visitors or staff, including residents being transferred, staff going for meal breaks and staff entering and exiting the building.
[bookmark: _Toc36568359][bookmark: _Toc38452184][bookmark: _Toc40192763][bookmark: _Toc40194101][bookmark: _Toc40195887]Wearing of PPE by staff should adhere to HSE guidance in Appendix 1
[bookmark: _Toc40195888]Nursing Care of the Resident with Suspected or Confirmed Covid-19.
1.16.40 As previously outlined, residents who have suspected or confirmed Covid-19 illness need to have additional infection prevention control measures in place .
1.16.41 The daily care of the resident will vary in accordance with individual needs resulting from any existing diagnoses and health conditions as well as the impact of the illness on the resident.
1.16.42 Vital signs should be monitored at least twice daily for residents with suspected Covid-19 to identify any changes in their clinical condition and progression of illness. This should be increased as required based on the resident’s overall condition and as advised by the resident’s GP. Vital signs should include checking of temperature, blood pressure, pulse, respiratory rate and pulse oximetry.
1.16.43 Care of a resident with Covid-19 should be delivered by a single nominated healthcare assistant during each shift.
1.16.44 Nursing interventions should aim at 
Management of symptoms, including fever, shortness of breath, fatigue, generalized aches and pains. This includes administration of prescribed medications for symptoms.
Identifying potential problems and risks specific to the illness itself and to its impact on the resident. These for example may include risks related to skin integrity/pressure ulcer risk, risks resulting from prolonged time spend in bed such as predisposition to deep vein thrombosis for those with circulatory problems, dehydration, delirium, constipation and so on.
Recognising and managing delirium
Optimizing the resident’s fluid and nutritional intake. This may involve the use of subcutaneous fluid infusions.
Addressing psychosocial needs arising from not being able to see family members, friends or being involved in group activities with other residents, such as loneliness, anxiety, boredom. Use of technology, such as Skype, facetime could assist with maintaining contact with family and friends outside of the centre.
Educating the resident on handwashing, maintaining distance of at least 1m from others if going outside, use of surgical mask and any other measures needed to maintain optimum health such as the need for fluids and nutrition.
Recognising and responding appropriately to acute changes in condition.
Palliative and end of life care where a resident reaches this stage of illness.
1.16.45 Rapid and unexpected change in clinical status may occur typically between day 7 to 9 of the illness, which can result in the resident’s condition deteriorating and the need for additional care. Decisions regarding interventions to meet changes in condition should be individualized to each resident in liaison with the resident’s general practitioner and other relevant healthcare professionals. These decisions should be informed by the resident’s known wishes and preferences for what to do in the event of a sudden deterioration in their condition and their end of life care plan as appropriate.
1.16.46 Acute changes in a resident’s clinical status must be reported to the (person in charge/adon/specify) who will liaise with the resident general practitioner to determine what interventions are required.
[bookmark: _Toc40195889]Recognising and Responding to Sepsis.
1.16.47 Sepsis is a life-threatening condition triggered by infection that affects the function of the organs. It is treated most effectively if recognised early.
1.16.48 It can affect anyone but is more common in the very young, the elderly or those with a weakened immune system.
1.16.49 Sepsis and septic shock can result from an infection anywhere in the body, such as pneumonia, influenza, or urinary tract infections. Bacterial infections are the most common cause of sepsis.
1.16.50 Signs and symptoms of sepsis include:
Fever> 38°C. 
Hypothermia  ≤ 36
Rigors/Shivering. 
Confusion
Shortness of breath.
Rapid breathing > 20 per minute.
Rapid heart rate > 90 per minute.
Sepsis Alliance: Ageing accessed 31/03/2020.
1.16.51 [bookmark: _Toc36568362][bookmark: _Toc38452187][bookmark: _Toc40192766][bookmark: _Toc40194104][bookmark: _Toc40195890]Where a resident with COVID 19 develops the above symptoms, the nurse should report these without delay to the (CNM/ADON/PIC specify) and the residents GP must be informed.
1.16.52 [bookmark: _Toc36568363][bookmark: _Toc38452188][bookmark: _Toc40192767][bookmark: _Toc40194105][bookmark: _Toc40195891]The GP and (CNM/ADON/PIC specify) will make a decision about the most appropriate intervention, including the need for hospital transfer, in accordance with the resident’s known wishes and preference and / or the views and observations of the family where appropriate.
1.16.53 Hospital transfer of a resident during a COVID 19 outbreak is considered where the transfer is likely to provide benefit to the resident.
[bookmark: _Toc40195892]Recognising and Caring for Residents with Delirium.
1.16.54 Older people are at the greatest risk from COVID-19. If infected they may present with or develop a delirium. Older people are at the greatest risk from COVID-19. If infected they may present with or develop a delirium. The British Geriatrics Society, (2020) offer the following advice:
Reduce the risk of delirium by avoiding or reducing known precipitants. Actions include: regular orientation, avoiding constipation, treating pain, identification and treatment of superadded infections early, maintaining oxygenation, avoiding urinary retention and medication review. 
With respect to behavioural disturbance, always look for and treat direct causes including pain, urinary retention, constipation, etc.
Older adults, especially in isolation and those with cognitive decline/dementia, may become more anxious, angry, stressed, agitated, and withdrawn during the outbreak/while in quarantine. Provide practical and emotional support through informal networks (families via Skype) and health professionals.
Share simple facts about what is going on and give clear information about how to reduce risk of infection in words older people with/without cognitive impairment can understand. Repeat the information whenever necessary. Instructions need to be communicated in a clear, concise, respectful and patient way. and it may also be helpful for information to be displayed in writing or pictures. Engage their family and other support networks in providing information and helping them practice prevention measures (e.g. handwashing etc.). See also Figure 4:Tips for managing Delirium.
[image: ]Figure 4: Tips for managing Delirium
[bookmark: _Toc40195893]Care of Residents Identified as Covid-19 contacts.
1.16.55 Any resident who is identified as a Covid-19 contact will be accommodated in a single room with their own bathing and toileting facilities, or if this is not possible, cohorted in groups of 2 to 4 with other contacts.
1.16.56 Residents who are Covid-19 contacts will be requested to avoid communal areas and stay in their room for a period of observation lasting 14 days after exposure and until Public Health advice confirms that the resident can resume normal activity.
1.16.57 If the resident who is a contact needs to enter an occupied shared space, he/she should be encouraged to perform hand hygiene and wear a surgical mask or cover his/her mouth with a tissue.
1.16.58 If a resident who is a contact transits briefly through a hallway or unoccupied space to go outside, there is no requirement for additional cleaning of that area beyond normal good practice.
1.16.59 Residents may go outside if appropriate, alone or accompanied by a staff member maintaining a distance of 1m. The staff member in this scenario does not need to wear PPE.
1.16.60 Testing of residents who are Covid-19 contacts is not appropriate unless they develop symptoms of infection. If the resident develops symptoms of infection, they should be referred to their general practitioner for assessment. 
1.16.61 Care of residents who are identified as Covid-19 contacts should adhere to their existing care plans, but additional interventions to address psychosocial needs related to restrictions should be addressed in accordance with the individual resident’s needs and preferences.
[bookmark: _Toc40195894]Management of Staff.
1.16.62 All staff receive education/training on infection prevention and control as part of the mandatory training programme for the centre.
1.16.63 Updates will be provided to staff on infection prevention and control for cases of suspected or confirmed diagnosis of Covid-19 and management of outbreaks. This will include use of resources and videos available on both the HSE and HSPC websites. Training will include information on the use of PPE as well as instructions on how to put on and take off PPE.
1.16.64 Staff will be informed of the need to practice hand hygiene, cough and respiratory etiquette and the importance of not touching their face.
1.16.65 Staff will be informed of the importance of self-monitoring for signs and symptoms of respiratory illness, particularly, fever, cough, shortness of breath and / or fatigue.
[bookmark: _Toc40195895]Staff Wellness.
16. Staff will be provided with information about resources for staff wellness 
[bookmark: _Toc40195896]Staff Members Identified as Close Contacts.
1.16.67 A log of all staff involved in the care of a resident suspected or diagnosed with Coronavirus, or who fulfil the definition of a contact, will  be maintained in these residents’ rooms , (HSE, Workplace Health & Wellbeing Unit, 06/05/2020).
1.16.68 Staff members will sign in and out on these logs. These will be deemed ‘Casual Contacts’, unless any staff member meets the criteria for close contact as per 22.1.3.
1.16.69 Staff members who meet the criteria below are considered close contacts:
have a cumulative unprotected exposure during one work shift (i.e. any breach or omission of gloves, a gown, eye or respiratory protection) for more than 15 minutes face-to-face (< 1 meters distance) to a case 
OR have any unprotected exposure of their eyes or mouth or mucus membranes, to the bodily fluids (mainly respiratory secretions e.g. coughing, but also includes blood, stools, vomit, and urine) of the case. OR 
 have any unprotected exposure (i.e. any breach in gloves, gown, eye or respiratory protection) while present in the same room when an aerosol generating procedure* is undertaken on the case.
Staff members who have been identified as being close contacts of a confirmed case outside of the work environment.
(HSE, 19/03/2020, p. 8).
1.16.70 Any staff member who meets the above criteria as a close contact must inform the (person in charge/ADON/specify)
1.16.71 Staff members who have been identified as close contacts will be unable to remain at / return to work (HSE, 17/04/2020).
1.16.72 These staff members will be advised to self quarantine for 14 days from the last date of contact with the confirmed case .If during this time, the staff member develops symptoms, he/she should self-isolate for 14 days from the onset of symptoms and may not return to work  until at least 14 days after complete resolution of symptoms and with at least 5 days with no fever (HSE, 17/04/2020, p. 8). 
1.16.73 If they remain asymptomatic throughout the monitoring period, they will not require testing and may return to work after 14 days 
[bookmark: _Toc40195897]Managing staff members who are casual contacts , (HSE, Workplace Health & Wellbeing Unit, 06/05/2020).
19.4.1 Asymptomatic Casual Contacts Can remain at Work, but symptomatic Casual Contacts Must not remain at work 
16. Casual Contact specific advice will be provided to staff identified as casual contacts.
16. Staff identified as casual contacts should self-monitor for symptoms for 14 days after the last potential exposure as well as having their temperatures checked each day while on duty.
1.16.76 Staff must report immediately to the (person in charge/ ADON/specify) if they have any of these symptoms and will be advised to go home immediately, self-isolate and to contact their GP for advice re testing. If the staff member cannot go home immediately, they must be isolated in a separate room until they can go home.
1.16.77 [bookmark: _Hlk36129655]Staff must not present for work if they have any signs or symptoms of respiratory illness and should self-isolate and contact their GP.
1.16.78 [bookmark: _Hlk36133044]If a staff member is diagnosed with Covid-19, he/she must not return to work until at least 14 days after complete resolution of symptoms and with at least 5 days with no fever (HSE, 17/04/2020). 
1.16.79 If the staff member does not have Covid-19, but has another respiratory infection, he/she must not return to work until fully recovered for at least 48 hours. (HSE, 21/03/2020, p. 8).
1.16.80 The following staff must not be rostered to work with residents that are suspected or confirmed as having Covid-19:
– Those for whom it has not been possible to identify and provide appropriately fitting PPE. 
– Staff members  who are pregnant or immunocompromised secondary to illness or treatment, and 
Staff members who have indicated they would like to be redeployed. 
1.16.81 Staff caring for residents with suspected or COVID 19 should consider the following measures when returning home in order to minimize the risk of transmission to other household members:
Practice physical distancing.
Wash hands frequently.
Clean the frequently touched surfaces in their car eg. Steering wheel, knobs, screens etc.
1.16.82 [bookmark: _Toc36568369][bookmark: _Toc38452193][bookmark: _Toc40192774][bookmark: _Toc40194112][bookmark: _Toc40195898]Family members of health care workers currently involved in the care of COVID 19 residents should:
Practice physical distancing.
Consider sleeping in a separate room and using a separate bathroom if they belong to a high risk group.
Wash hands meticulously.
1.16.83 If a healthcare worker has returned from international travel (outside of the island of Ireland) he/she must be excluded from work for a period of 14 days on passive monitoring. If during this period, the staff member develops any symptoms of respiratory illness,  they should self-isolate, contact their general practitioner for advice and not return to work until at least 14 days after complete resolution of symptoms and with at least 5 days with no fever (HSE, 21/03/2020, p. 8). Guidance for staff on self-quarantine and self-isolation at home is available on the HPSC website https://www.hpsc.ie/az/respiratory/coronavirus/novelcoronavirus/guidance/selfisolationathome/
[bookmark: _Toc40195899]Staffing Plans and Rostering.
1.16.84 Contingency plans for Covid-19 are in place. These include:
Sourcing of bank staff who will be on call to cover staff shortages that may result from the need for staff to self isolate. These include staff members who have retired from the centre as well as those staff who have applied for positions through the Nursing Homes Ireland recruitment portal. 
Rostering of nominated nursing and care staff per shift to care for a resident(s) who are suspected of having Covid-19; residents who are identified as Covid 19 contacts and residents with Covid 19.
Rostering will be cognisance of the additional needs of residents who are acutely unwell.
1.16.85 Where required, accommodation for staff can be provided in the following locations:
(specify)
[bookmark: _Toc40195900]Monitoring the Outbreak.
1.16.86 The centre will monitoring the outbreak through  ongoing surveillance to identify new cases and to update the status of ill residents and staff. 
1.16.87 The (specify) will update the line listing with new cases or developments as they occur and communicate this to the OCT on a daily basis or more frequently if major changes occur in line with Public Health recommendations until the outbreak is declared over.
1.16.88 Review of this information will be carried out the by emergency response team and the OCT to monitor and review the effectiveness of control measures in place and make changes to measures as appropriate.
1.16.89 Daily surveillance for fever or respiratory symptoms, including cough, in residents and staff  will continue for 28 days after the date of onset of symptoms of the last resident COVID-19 case.
[bookmark: _Toc40195901]Declaring the outbreak over.
1.16.90 [bookmark: _Toc36568392][bookmark: _Toc38452197][bookmark: _Toc40192778][bookmark: _Toc40194116][bookmark: _Toc40195902]In order to declare that the outbreak is over, the facility should not have experienced any new cases of infection (resident or staff) which meet the case definition for a period of 28 days (HPSC, 17/04/2020).
1.16.91 [bookmark: _Toc36568393][bookmark: _Toc38452198][bookmark: _Toc40192779][bookmark: _Toc40194117][bookmark: _Toc40195903]The (person in charge/adon specify) will liaise with the OCT to declare the outbreak over.
[bookmark: _Toc40195904]End of Life Care.
1.16.92 Residents at end of life stage should be cared for according to the Centre’s end of life policy.
1.16.93 A review of end of life care plans will be undertaken in the preparation phase of the COVID-19 emergency.
1.16.94 Advance care plans should include decisions about whether hospital transfer would be considered (for oxygen therapy, intravenous fluid and antibiotics) for COVID-related illness
1.16.95 Advance care plans should be shared with the primary care out-of-hours service. Primary care providers should consider how to respond in a timely fashion.
1.16.96 Where a resident is at the advanced stages of a life limiting condition and has already been moved to a palliative approach, care should continue in accordance with their end of life care plan and known wishes and preferences previously recorded. 
1.16.97 Where the resident is at the palliative care stage of their illness, the ADON should liaise with the resident’s GP or palliative care team about anticipatory prescribing for end of life symptoms.
1.16.98 Where a resident who is not at the advanced stages of a life limiting illness becomes very ill because of COVID 19, their GP must be informed and decisions about interventions must be made by the resident’s GP, involving the resident as far as he/she is able and the views and observations of family as appropriate.
1.16.99 Symptom management for residents with Covid 19 receiving end of life care is provided in Appendix 3.
[bookmark: _Toc40195905]Visitors.
1.16.100 The presence of a person close to the resident will be facilitated as far as is possible.
1.16.101 Decisions about visitation during an end of life situation should be made on a case by case basis, which should include careful screening of the visitor for fever or respiratory symptoms. Those with symptoms should not be permitted to enter the facility. 
1.16.102 Potential visitors must be informed of the potential risk of infection and the need to self quarantine for 14 days after visiting
1.16.103 Those visitors that are permitted must wear a facemask and apron while in the building and restrict their visit to the resident’s room or other location designated by the Centre. They should also be reminded to frequently perform hand hygiene, (HSPC, 17/04/2020; CDC, 2020).
1.16.104 Visitors should be instructed on how to put on and take off the PPE & how to perform hand hygiene. Where practical visitors should be supervised when donning and doffing PPE.
1.16.105 For the anointing of the sick or other rites where only transient physical contact is required, gloves are not necessary so long as hand hygiene is performed immediately after anointing or touching the person (HSPC, 17/04/2020).
1.16.106 Visitors should avoid contact with people other than the person they are accompanying.
[bookmark: _Toc40195906]Use of Oxygen.
1.16.107 [bookmark: _Toc38452202][bookmark: _Toc40192783][bookmark: _Toc40194121]According to  the Interim Guidance on the use of oxygen in long term residential care settings for older people during the COVID 19 pandemic V.309/04/2020 –
‘The primary pathology causing death in patients with COVID 19 is respiratory failure as a result of a viral pneumonia. Viral myocarditis has also been reported as a cause of up to one third of deaths. Secondary bacterial infections are rarely reported. Death is more common in those with significant frailty or co-morbidities with lower physiological reserve.
In the absence of effective anti-viral therapy, management in any setting is primarily symptomatic and supportive. As the disease can progress rapidly or unexpectedly, advance care plans including decisions on ceilings of care should be documented in advance of decisions regarding oxygen treatment.
[bookmark: _Toc40195907]The role of supplemental oxygen
Recent evidence suggests that supplemental oxygen has only a limited role in the management of COVID 19 in care settings outside acute hospitals. Oxygen may have some value in supporting patients with respiratory and cardiac morbidity, where it should be titrated against oxygen saturation levels and knowledge of background co-morbid disease, in particular COPD where Type 2 respiratory failure is more common.
There is consensus amongst palliative care physicians that oxygen does not typically improve symptoms of breathlessness at end of life where the approach should instead be the provision of appropriate supportive palliative medications (see CG Management of severe breathlessness). This often needs to be explained to carers and relatives
Prescribing oxygen
Oxygen is a treatment for hypoxia and should be prescribed in the medication Kardex by the registered medical practitioner or nurse prescriber. All changes to prescription / flow rate must be discussed with the prescriber.
Maximum titration flow in care settings outside hospital is 4 l / min. When supporting a patient with Covid 19 for recovery with oxygen, supplementary oxygen can be commenced when saturations are less than 94%. The oxygen should then be titrated to achieve a target of 94%-96% in those patients who do not also have COPD.
In patients being treated for Covid-19 with a co-morbidity of COPD, oxygen saturations should be targeted at 90 - 94% due to the risk of Type 2 respiratory failure’.
[bookmark: _Toc40195908]Death of a Resident and Last Rites.
1.16.108 [bookmark: _Toc36568396]This procedure  must be followed in the event of the death of a resident in Centre, including last rights is outlined in the centre’s End of Life Policy. The following additional measures are required for the death of a resident suspected or confirmed as having COVID-19. 
[bookmark: _Toc40195909]Verification of the residents death
SCENARIO 1: Death where a resident was suspected as having COVID-19 however this has not been confirmed as the resident was still awaiting testing.
Report the death to the District Coroner
Transfer body to mortuary if the Coroner so directs or in accordance with established out of hours procedures.
Post mortem viral swabs may be taken at the direction of the Coroner.
Whilst awaiting swab results, the body may be released by direction of the Coroner if the doctor confirms the cause of death as being due to natural causes and there are no other circumstances requiring further investigation or examination. The actual cause of death to be certified by the doctor on the Death Notification Form will need to be confirmed with the Coroner’s office once the swab result is available.
e) If positive, in most cases a postmortem examination will not be required unless other circumstances are present and the law mandates an autopsy to be directed by the Coroner.
f) If negative and the body has not already been released by direction of the Coroner where the doctor has confirmed the cause of death as being due to natural causes and there are no other circumstances requiring further investigation or examination, the need for post mortem examination will only be required if the Coroner so directs based on the clinical and other circumstantial information applying the law accordingly.
SCENARIO 2: Death of a resident where there has been a previously confirmed outbreak of COVID-19 in the Centre.
Report the death to the District Coroner.
b) The Coroner may release the body if he or she is satisfied that the cause of death is due to natural causes, and there are no other circumstances requiring further investigation or examination. This will include in cases where an ante mortem swab has been taken and the result has not yet been returned.
The actual cause of death to be certified by the doctor will need to consider the preceding medical history and circumstances, and to be confirmed with the Coroner’s office.
[bookmark: _Toc40195910]Pronouncement of death by a registered nurse during Covid-19 Emergency.
16. On the 30/04/2020, the HSE published the INTERIM CLINICAL GUIDANCE FOR THE PRONOUNCEMENT OF DEATH BY REGISTERED NURSES IN IDENTIFIED SERVICES IN THE CONTEXT OF THE GLOBAL COVID-19 PANDEMIC.
16. Where pronouncement of death by registered nursing is being carried out, it should comply with the centre’s pronouncement of death by a registered nurse in Covid-19 policy.
[bookmark: _Toc40195911]Last Rites
1.16.111 Staff are advised the door to the deceased resident’s room be closed with a time of closure recorded on a notice on the door. Following a 1hour period (allowing for droplets to settle).  staff can enter the room to provide last rites care. 
1.16.112 At a minimum staff should wear the following: 
· Nitrile gloves
· Long sleeved water resistant gown
1.16.113 Where there is a risk of splashing during last rites, staff should also take droplet precautions i.e. surgical mask and goggles.
1.16.114 A face mask should be placed over the mouth of the deceased resident prior to commencing care of the body. 
1.16.115 Hygiene preparation should be carried out including washing of the face and hands, closing the mouth and eyes, tiding the hair and in some cases shaving the face (HPSC, 18/04/2020).
1.16.116 The plugging of orifices to prevent discharge is not permitted for infectious diseases (HPSC, 2013). 
1.16.117 In accordance with HSPC (2013, page 17) in the case of |Hazard Group 4 infections such as COVID-19, wounds should not be covered, and all drains, catheters and intravenous lines should not be removed. Drainage sites should not be covered with a dressing. 
1.16.118 If the relatives want to wash or prepare the body for religious or cultural reasons, the nurse should advise the family members / religious leader / representative of the need to wear PPE consisting of a long-sleeved gown, gloves, a surgical facemask and eye protection if there is a risk of splashing (HSPC, 18/04/2020)
1.16.119 Last offices and removal from the clinical area should be carried out by a minimum number of staff. 
1.16.120 Viewing of the deceased resident is permitted only for those relatives who have been screened prior to visiting. Visitor numbers must be restricted due to the risk of spread of infection. 
[bookmark: _Toc40195912]Preparation of Removal to the Funeral Home / Mortuary
1.16.121 Those physically handling the body and placing the body into the coffin or the inner lining should wear, at a minimum, the following PPE:
Gloves
Long sleeved gown
Surgical face mask and 
Pay close attention to hand hygiene after removal of PPE.
1.16.122 Ensure the deceased residents is wearing a facemask.
1.16.123 The family should be advised not to kiss the deceased and should clean their hands with alcohol hand rub or soap and water after touching the deceased (HPSC, 17/04/2020)
1.16.124 The deceased resident’s body should be wrapped loosely in a clean sheet and secured with tape.
1.16.125 The remains must be placed into a body bag and the bag zipped up fully. The bag should not be reopened once closed to reduce the risk of infection. 
[bookmark: _Toc40195913]Terminal Cleaning.
1.16.126 Following removal of the remains from the room, the area will require terminal cleaning.
1.16.127 Staff must wait an hour before cleaning the room.
1.16.128 All equipment and surfaces should be cleaned using detergent and disinfected using disinfectant active against viruses or a 2 in 1 solution.
1.16.129 For equipment, staff should check manufacturer’s instructions to ensure that the products in use are compatible with the instructions for cleaning and disinfecting the equipment.
1.16.130 Cleaning and disinfecting the room must include:
Top, front and sides of the bed’s headboard, mattress, bedframe, foot board and side rails, and between side rails
TV remote
Nurse-call device and cord
All high-touch areas in the room including tabletops, bedside tabletop and inner drawer, phone and cradle, armchairs, door and cabinet handles, light switches, closet handles, etc.
1.16.131 In the bathroom, start with the highest surface and clean the toilet last; clean the sink and counter area, including sink fixtures, and if there is a shower, the support bars and shower fixtures and surfaces
1.16.132 Staff carrying out cleaning must wear PPE for contact precautions, that is nitrile gloves, plastic apron or the use of full sleeved gown and eye goggles where there is a risk of contact with body fluids from equipment.
[bookmark: _Toc40195914]Linen.
1.16.133 All linen should be placed into a water soluble or alginate bag. The bag must be sealed using the thread attached to the crease at the side of the bag.
1.16.134 The bag should be placed into a red canvass linen bag and transported for laundry.
1.16.135 Laundry staff must ensure water temperatures are > 65°C for more than 10 mins (HSE, 30/03/2020).
1.16.136 Staff handling laundry must use contact precautions, including gloves and plastic apron.
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Appendix 1: When to use PPE
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Appendix 2 Donning/Doffing PPE.
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Common Symptoms and Signs indicative of possible COVID-19 illness:

Most common:
Cough Shortness of breath Myalgia (Aches & Pains)
Fatigue Fever>/=38°
Less common:
Anorexia Sputum production Sore throat
Dizziness Headache Rhinorrhea
Conjunctival congestion Chest pain Haemoptysis
Diarrhea Nausea/ vomiting Abdominal pain
Risk factors for severe disease:
Ischaemic heart disease Chronic heart failure Hypertension
Diabetes Chronic lung disease 1° or 2° immunosuppression
Cancer Age > 75 Frailty

Red flags: Urgent Medical/Senior Clinician Review required

RR > 30breathes/min Severe respiratory distress New onset SpO2 < 90% on
room air
New onset confusion Hypotension Oliguria > 12 hours
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ARRIVING HOME

D PO m=gm

BEFORE LEAVING WORK -
shower if possible and change out of work clothes

ARRIVING HOME -
Wipe steering wheel, controls and door handles

AT FRONT DOOR .
Pause Breathe Reset Take your time

KNOCK ON DOOR -
Open from inside - Step in

SHOUT HELLO -
To loved ones. No Cuddles yet

PLASTIC BOX AT DOOR -
Doff your work/commute shoes. outer clothes/coat/bag,
keys, pens and glasses. Wipe down with damp soapy cloth

PHONE -
Kept at work in clear zip lock bag. Empty out of bag into
box - wipe phone clean and throw the bag away

WORK BAG -
Has to be machine washable - keep in a locker at work
and a box by the front door at home

WALK STRAICHT TO SINK/SHOWER -

Don't touch doors, get someone else to open them for
you. Wash or shower especially hands, arms and face
with soap and hot water

YOU ARE CLEAN
Relax and enjoy your evening
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Delirium involves an acute disturbance of brain function that presents with cognitive impairment (‘confusion’) and behavioural

disturbance that can significantly impact upon the ability to receive care. Delirium is expected to be common and pose a particular
challenge in patients with Covid-19. The best treatment for delirium is to treat the underlying cause.

1. 4AT Rapid Clinical Test for Delirium

1. Alertness

Normal (fully alert, not agitated)

Mild sleepiness ffor <10 secs after waking but then normal)
Clearly abnormal

2. AMTA (Age, DOB, name of hospital, current year)
No mistakes

1 mistake

2 2 mistakes/ untestable

3. Attention (Months of year backwards)
Achieves 27 months correctly

Starts but scores < 7 months

Untestable (too unwell / drowsy / inattentive)

4. Acute change or Fluctuating symptoms

Total Score

2 4: Probable delirium +/- cognitive impairment

1:3: Possible cognitive impairment

0: Delirium unlikely

2. Assess Potential Causes of Delirium: ‘PINCH ME’
P~ Is the person in pain? Has urinary retention been excluded?
IN - Infection: is there a possible infection?

C - Constipation: When was the last bowel movement?

M - Medication: omission of regular medication or addition of
new medication

E - Environment: change of environment, noise or activity levels
Impacting sleep/ rest

3. Non-pharmacological strategies

In the Covid-19 outbreak, many of the usual strategies

for delirium management may not be feasible, but three key

things can still be done:

+  3R's:verbally Reassure (loud, clear, slow voice), Re-
orlentate, and Repeat (retention of information can be
poor in delirium)

Ensure (working) hearing aids / clean glasses are available

Medication review for any omitted medications, or new
medications (balancing need for opioids for dyspnoea with
potential to worsen delirium)

4. Consider Pharmacological intervention for
delirium if the patient or others are at immediate

risk and/or urgent care is compromised

For a patient with Covid-19:

#Benzodiazepines are more likely than antipsychotics to
cause respiratory depression and are associated with
prolongation and worsening of delirium symptoms. Use should
be limited to where antipsychotics are not tolerated or contra-
indicated (e.g. Lewy Body dementia or Parkinson's disease)
Where used, Flumazenil should be available for reversal.

o The preferred First line oral antipsychotic is olanzapine as it
appears to interact minimally with other Covid-19 medications
- give 2.5mg orally, up to 10mg per day (see www.covid19-

druginteractions.org)

oif intramuscular medication is required, haloperidol 0.5mg-
1mg may be considered (maximum of 4mg in 24 hours), if an
ECG outrules QT prolongation/other arrhythmias and noting
the risk of potential myocarditis in Covid-19.

More detailed guidance is available at Early Identification and Management of Delirium in the Emergency Department/ Acute

Medical Assessment Unit. htt

://dementiapathways.ie/care-

thways/acute-hospital-care
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Al Activities

Administrative activities in reception areas where
staff are separated by at least one metre from a case
of suspected/confirmed COVID 19 infection

Transfer of patients through public areas

NO PPE REQUIRED.

NO PPE REQUIRED but steps for
minimising chance for exposure
should be implemented

Those physically transferring the
patient should wear appropriate PPE
as per section 5.0

For others NO PPE REQUIRED

32

NB

ATl other activities .6 providing security, moving.
leauipment etc.

Allactivities

INO PPE REQUIRED

From 21/04/2020 Surgical Face Masks Must Be Worn by HCW at all times when
within 2 Metres of a resident (or other HCW if you will be more than 15 minutes with
them)

a1

PPE as per guidance

5.1 | Providing Care
5.1.| Patients with respiratory  Hand Hygiene
1 | symptoms/suspected/confirmed COVID-19 who « Disposable Single Use Nitrile Gloves|
require an aerosel generating procedure « Long sleeved disposable gown
« FFP2 respirator mask
Note: « In situations where staff are in the room with a « Eye Protection
patient and there is a significant risk that an unplanned
aerosol generating procedure may need to be performed
5.1 Patients with respiratory symptoms/suspected/confimed
2| covib1s © Hand Hygiene
Who do not require an aerosol generating procedure « Disposable Single Use Nitrile Gloves|
but do require high contact patient care activities that « Long sleeved disposable gown
provide increased risk for transfer of virus and other « surgical facemask
pathogens to the hands and clothing of healthcare. « Eye Protection®

workers including (but not limited to)
« Close contact for physical examination /
physiotherapy.
« Changing incontinence wear
* Assisting with toileting
« Device Care or Use
« Wound Care

« Providing personal hygiene

Bathing/showering.
Transferring a patient
Care activi

nticipated

s where splashes/sprays are

*Eye protection is recommended as part

of standard infection control precautions

when there is a risk of blood, body fluids,

excretions or secretions splas!

eyes

Individual risk assessment must be carried

out before providing care. This assessment

will need to include

© Whether patients with possible
COVID-19 are coughing.
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N

Cleaning when patient is not present for example after the
patient has been discharged, or the procedure is complete.
Ensure adequate time has been left before cleaning as per
guidelines.

Accompanying a patient between areas within the same
facility e.g. when moving a patient from a ward to
radiology / theatre, GP waiting area to assessment room.

Accompanying a patient but able to maintain a physical
distance of at least
1m and no direct contact is anticipated

« Hand Hygiene
+ Disposable Plastic Apron
«  Gloves Household or Disposable Single
use Nitrile
Gloves

Hand Hygiene

If patient is walking and a distance of at
least 1m can be maintained — the patient
should wear a surgical face mask » but NO
PPE REQUIRED for staff accompanying the
patient

If staff accompanying patient and within
1m then as in section 5.0

Hand Hygiene

If a physical distance of at least 1m and
contact is unlikely— the patient should be
asked to wear a surgical face mask if
tolerated® but NO PPE REQUIRED for staff
accompanying the patient
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5.1.3) Patients with respiratory symptoms/suspected/confirmed * Hand Hygiene
COVID-19 where the tasks being performed are unlikely to o Disposable Single Use Nitrile Gloves
provide opportunities for the transfer of virus/other « Disposable Plastic Apron
pathogens to the hands and clothing. Low contact activities « Surgical facemask
for example «  Eye Protection*
« Initial Clinical Assessments
« Taking a respiratory swab
« Recording temperature *Eye protection is required to be worn as
«  Checking Urinary Drainage Bag part of standard infection control
« Insertinga peripheral IV cannula precautions when there is a risk of blood,
o Administering IV fluids body fluids, excretions or secretions
e Helping to feed a patient splashing into the eyes.
Individual risk assessment must be carr
out before providing care.
This assessment will need to include
+  Whether patients with possible
52 Cleaning
Hand Hygiene
5.2.1| Cleaning where patient is present Disposable Plastic Apron

Surgical Facemask
Household or Disposable Single use
Nitrile Gloves
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Hand Hygiene

7.2| Accompanying a patient within a 1m PPE as per section 5.0

distance and likely to have direct

contact
8.1 No direct contact with patient and no Hand Hygiene

separation between driver and the

patient compartments Patient to wear a Surgical Face Mask if tolerated, if not driver

towearaSureicalFaceMask |

8.2| No direct contact with patient and the Hand Hygiene

drivers compartment is separated from Maintain a physical distance of at least 1m

the patient NO PPE REQUIRED

9.1+ Visiting should be restricted

o Ifvisitors are permitted they should
be instructed how to correctly
perform hand hygiene and
supervised in donning/doffing PPE

« Note that sensitivity to patient and
visitor needs is required in the
application of this recommendation for
example with children and in end of life
situations, Visitors should be informed
of the risks but it must be accepted
thatin some situations people may not
prioritise

o Their own protection over their
assessment of the needs of a loved one

Hand Hygiene
Disposable Plastic Apron
Disposable Single Use Nitrile Gloves
surgical Face Mask

HSE Heatth Protection Surveilance Centre youwhoscie Page 320f38

1657
H P Type here to search ENG 5. 0372020




image9.png
“< - O @ file:///C:/Users/aorei/Desktop/Andrea’s%20folders/Desktop/Nursing%20Matters/Infection%20Control/COVID-19/v1.1_RCF%20Guidance.pdf Y = 1 e

35 ofse | O — 4+ @ / [E3Fittopage [[ Pageview | A) Readaloud [ Addnotes = E & | B

Appendix 3 Donning and Doffing Personal Protective Equipment

Putting on PPE

1. Decontaminate hands

2. Put on disposable apron/gown

3. Put on mask (Surgical or FFP2 For AGP)

For FFP2
A Place mask over nose, mouth and chin
B, Fittexiie nose plece over nose bridge
C.  Secure on head with clastic
Fit Check D.  Adjustto fit

E.Inhale - mask should callapse
F. Exnhale - chec for leakage around face

. Put on goggles if required
. Put on gloves

B

Removing PPE

1. Remove gloves
(avoid touching the outside of the gloves)

R. Decontaminate hands

3. Remove goggles

4. Remove gown or apron
(avoid touching the front of the gown/apron)

inante reom (5. Remove mask by breaking the fies
If ties are elastic grasp and ift ties from

S behind your head and pull off mask away
A Jnom: from your face . Avoid touching the front of
Is closed the mask & use ties to discard

6. Discard all masks (& gloves/aprons/gowns/goggles contaminated
with blood or body fluids) as healthcare risk waste

7. Decontaminate your hands

Figure 1: Fit Check for a FFP2 Respirator

H L Type here to search
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Appendix
Name of Facilty

Name of Outbreak:

art 1 - Respiratory outbreak line listing Form - Residents ONLY*

Outbreak Code:

D [ Sumame Location | Sex DOB Age | Onset | Fever | Cough | Shortness | Other symptoms
Firstname | (unitisection) (ddimmlyy) (date) |>38°c(Y/N) | (YIN) | ofBreath (state)
(YN)

Key: (Y =Yes, N=No, U=Unknown)

“Please complete for all current and recovered cases|
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Appendix C: Part 2 -Residents ONLY
Name of Facility:

Name of Outbreak:

Outbreak Code

Outcome

Test Results
ID | Pathology | Type of Test | Pneumonia | Hospitalisation | Death | Recovered to pre-outbreak health status. Yes/No. If Yes,
TestDone | and Result (Date) (Date) | date:
Yes/No,
If yes, date:

Key: (Y

‘es, N=No, U=Unknown)
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Appendix C: Part 3 - Res|

-atory outbreak line listing form - Staff ONLY*

Name of Facil Name of Outbreak: Outbreak Code

D | First | Position | Location | Sex| DOB | Age | Onset | Fever | Cough | Shortness|  Other Work at any other
name. (dd/mm/yy) (date) | 238° | (V/N) | of Breath [ symptoms facility? (Y/N)

Surname /N /N (state) | If YES, state location

Key: (Y =Yes, N=No, U=Unknown)

“Please complete for all current and recovered cases
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Discussions about goals of care
(COVID-19 Outbreak)

Taking to residents and those close to them about prognosi, cefings of reatment and possible end of fe:
care is ofien challenging bu, in the curent COVID-18 outbreak, such conversations wih the population
escribed may become even more dificu, as health professionals may have {0 trage residents, ofien in
‘emergency or urgent siuations, and prioise certan nterventions and ceings o reatment.

VT VN

+ Don't make things more compicated than
they need 1o be - use a framework such as
SPIES:

5 Sefing  stuation
read clical records, ensure privacy, no

Our popuiton s ageing, and many mare people are inemupions
INing W choni ines and mulipl co morbdtes, | | o percention
Despie s, fow Nave ever had dscussions abovt Vhet o, they koow already?; no
Cailngs o eaent o resusciaton Sssumpons

o inviaion
Such conversaons, whih constiute advance care o mch dothy want o know?
hanning, arc usefl uring nomal s but oven | | o Koowdoige
nore 55 cing the. COVID.AD outbresk Open, cxplain the Stuation; vod argons ake
Honest dscussions regarding caiings of eatment Sow
and ovral gosls of care ae not ony essenia 1 | | o Empatry
Znsure hat those withsgnifcant ptentl o recover et sy, show that you care
Teceive apropnat Cae,butalso i hose Who e | | o SummayShotoey
Very unihGl 0 suave s receve appropral, ond et ve saic: explain et
afie care Seps
Such decsions may have 0 be mace when healh | |+ Shouid csiings of reatment conversations
professonals have not had the opportunty 10 get 0 | | * incuce el ssues. or exampe where
Know ni rescent s wel 2 ey woud usualy ke | | Sssarion 1 nvase‘tostroont o hougpt
or may nvolve iscussion with hose cose 10 he | | oor~ 1o be. spmvapiac. dee. 1o oty
Tesident ove ihe ielephons or Via nlemetbased | | comorsidty o ainer ressons healh
‘communication facilfies. While this s less than ideal, wofessionals shou o for anger
Tonest conversatons e ofln whal rescents an | | Sroeionese nould be prepare fr anger

upset questions
those close to them actually viant o these are usualy not aimed drecty at
Jyou, but you may have fo absorb these
emotions and react professionaly, even f
they are upsetting difficul at the ime
 residents or those close fo them may
request a‘second opinion his should be
facitated wherver possible:
+ Be honest and dlear
> don'tuse jargon; use words residents and
those close to them wil undersiand
o it down; take fime; measured pace and
tone; use slences o alow people fo
process information
> avoid using phrases such as ‘very poorly”
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Clinical decision-making in respiratory failure
COVID-19 Outbreak

Al COVID suspected  positive esidents should have a Treatment Escalation Plan (TEP) ncluding decision
regarding invasive ventilation discussed and recorded.

Roferto any prvious wishes and preferences expressed by the residents, Any current DNAR order in lace.
o an Advanced Healthcare Diective.

EE=———

home arrangements for decision-making —refr t the I

[ 3 ¥

Invasive freatment in hospital

| IEP _ for consideration of I | IEP_. not for consideration of I

Discuss with GP, PIC, Residents and
family

Discussion to reference resident's

frailty and presence and severity of co-
‘morbidities

“The National Insttutefor Health and Care Exceflence (NICE) has produced a more comprenensive rapid
quideine for_ciical care, pubished on 20 March 2020. It is avalable on their websie at
hitps:wun.nice orq ukiquidancelng 15
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Communication with Residents Family / Representatives
COVID-19 Outbreak

Significant conversations should be conducted by a senior member of staff vith the necessary
imowledge and skils, vith relatives in an appropriate safe environment or via {eleconferencing
(either video or telephone). These include, but are not imited to:

+ imitation of treatment

+ withdrawal of fe-sustaining reatment

+ resident death
“The residents Treatment Escalation Pian / DNAR status must be recorded in the residents care plan
and communicated to allthose providing care to the residents.

On a day to day basis, ihere a resident is suspected or confimed as having COVID-1S,
communication with residents' relatives will be underpinned by ciinical staff documentation and
categorisation of each resident wih suspected or confimed COVID-19. The ciinical team will
categorise each COVID-19 resident as:

+ Improving

+ Progressing

+ Stable

+ Concem

+ Deteriorating

‘Where nursing staff are busy caring for residents, a nominated person can provide information to
relatives based on a ‘script’. The following page provides guidance on a script that can be
communicated

Once the communication update has been conveyed to the nominated relative, this shoud be
fecorded in the resident records of a communications diary.
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Script for Communication with Family / Representative

« confim idenityof reative
= confinm dentiy of the resident with relaive vith two of hree identfers:
& date orbith
o address

£ 2

Give background statement

“This s a 12 houry update on your elatve’s condion. | am contaciing you because the cinical staff
are extremely busy looking afier all the resdens. The informafion | il give you has been provided
y the nurses looking after your elaive. | cannot answer specifc questions about thei condifon”

“Then provide the appropriate update according to the resident's current category

Improving
s improving.

Progressing
is making some progress and is requiing oxygen support. We hope that they continue o
improve.

Stable
is stabl at the moment. They stil need a high amount of oxygen support. We hope that they
improve but are concerned that they may get virse.

concem
is causing the nurses to be very concemed because they are not making the progress that
was hoped for They are receiving allpossivl treatment and will e reviewed reguarly.

Deteriorating and being Deteriorating
transferred o Hospital ‘Resicerts with DNAR.

is requiring high levels of is requiing high levels of

‘oxygen and s being ransferred fo Oqgen and the nurses are

Hosptal,  Thenurses are exremely concemed and are

worried that your_relaive_may

exremely concerned and vl iy to deleriorae futher. The nurses il

contact you fo ciscuss this; it may.

ry and contact you o discuss i,
be some fime before they are able e e et et ey
10,40 50 due 10 hey are extremely are able fo do 5o due fn they are
busy caring for your elaive. extremely busy caring for your

relav.
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Management of breathlessness
COVID-19 Outbreak

Breathiessness s the subjectve sensation of iscomfort vith breathing and s 2 common cause of major
suffeing in people with acute, advanced and femminal discase. Treatment of underlying causes ofdyspnoea
should be considered and oplimised where possidie.

T VA VR

measures measures
mitd o mocerated
+ B COVID19 and non- ||+ Postionng arus advice ||+ Opis fr breathessness
Covns - condtions || * epencingon posion: st 2P moonine IR 5m3 po b
(chanced ung cance, || uproh. egs crossed. et (v to ma 30 iy
S0 mpnangts || shodersaroop, keep hoad e seek adis)
Cartnomatoss” 5) may || op:lean fouar) o mopine 2 S5my popm
Caise severs dotess . || + easaton echmques (2 2 # wnabe 1o
Dieaassness toward end” ||+ Retuce room femperature Suallon)
aife * Gooing he tace by uaing a || o mdazolam 255mg s
+ Check bood gentevels oo annet ot dth om o assocted
+ Portal ans used i cnical Cgation or dtess
e nave been Inked 1o || * Anilyts or ancety
Goss iesion n healih ang | o lozepam 05 stom
o care e, ahougn ||+ Inhelastdays of e
re & o stong adende || o merhine 2 55mp scpm
v S mdazoan 2550 5
+ Poae fans ae not om
ecomended oruse dung (| > Consier morphne 1omg
utbreas ofiecion ot v and) or mdazoam 1omg
2 Tosdon s known o over24 s v g
S 1 s, sy 10
e morine 3omg 1
midazolam somg” step-

\_ L PN,

/" Pramcotoitmessre —seer reaiesnes kn o ARDS senarcs)

Residents wih severe COVID-19 symploms, especially severe breathiessness, who are not

‘expected to sunive ther ness ofen deleriorae quickly over a shot perod of ime. As a resul,

they may need higher staring and maintenance doses of opiods / andolyics han suggested

previouslfor reathlessness and assocated anxity

+"" morphine 5-10mg SC pm 2 houry (axycodone 2.5-5mg SC prn 2 houty iflow eGFR)

+ midazolam 5-10mg SC prm 2-4 houry (may need in Some cases to be hourly)

+consider morphine 10-20mg and/or midazolam 10-20mg over 24 hours via syringe driver

+ syringe diver dosing may need to be revievied &-houry rather than every 24 hours f the.
esident' pm requitements are escalating rapdly without control of thei sympioms.

+dosing requirements may not it with estabished pracice and may have {0 be defermined on
 case by case basis — aways prescribe safely, but don't be araid fo rescrive inine wih your
residents requirements.

+the bottom line s that, if a resident i going to die, we need fo ensure they die ihout distress

o s e sy f e 2 GOV i, e
\ R R L S
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Management of cough

COVID-19 Outbreak

Cough s a protective reflex response to ainway iritaion and s friggered by stimulation of ainvay
cough receptors by either iritants or by conditions that cause ainvay distorton.

4 hYd

Tominimise the sk ofcross- |+
transmission

Cough hygiene

* Cover the nose and mouth
wih a dsposadle tssue || o
when sneezing, coughing,
Wiping & blowing the nose .

« Dispose of used tssues || o
prompty info cliical waste
bin used for infectious or
contaminated waste

* Clean hands with soap and
water, alcohol hand rub or
hand vipes afie coughing,
sneeang, using fissues, o
after contact wih respiaiory
Secretions _or__objects
contaminated by these
Secreions.

- AN

Y4

Non-pharmacological
‘measures

Humicity room air
Oral lids

Honey & lemon in warm
viter

Suck cough drops / hard
Sweels

Elevale the head when
sieeping

v smoking

Pharmacological
‘measures

* Simple linctus 5-10mg po
ads.
ineffective

* Codeine finctus 30-60mg
poads.

* Morphine suiphate
immediaterelease solution
25mg PO 4 hourly

1 all hese measures fa, sock.

‘specialt advice, 0 discuss:

<" Use of sodium
cromogicate 10 mg
inhaled 4 imes a day (can
improve cough n people
vih ung cancer vihin 36-
4 hours)

* Ifsevere / end of ife:
morphine sulphate
injecton 10mg CSCI over
24 hours and 25-5mg SC
houty pm.

S J/
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Management of delirium
COVID-19 Outbreak

Delirium is an acute confusional state that can happen when someone is ll. I s a SUDDEN change.
over a few hours o days, and fends to vary a diffrent tmes of day_People may be confused at some fimes:
and then seem their nortnal seives at ther imes. People who become delious may star behaving n ays.
that are unusual for them- they may become more agiated than normal or feel more sieepy and wiharaun.

4 e O\ oremacopea

P— [—
pd oot | oo,
‘moderate to severe (last days / hours)

s o e e | stz g | e e
P T | o T e
e cation o ||+ start with 500 micrograms 1 || Levomepromazine (heptufor
et T | e | sty
Fll el D e
po e T | e, e o | e
G o o |+ i g s | ¢ S o
Rt | Emismenowe | gmani
delirium are cared for by a ‘self or ofhers Midazolam (helpful for
team  of healthcare anxiety)
professionals  who are f the resident remains agitated, * start with 25-5mg SCIV
familiar to the person atrisk || may become necessary to add stat and q1h pm

* Avoid moving people within abenzodiazepine, e.g. « if necessary, increase
SRR || T | o
rooms  unless  absolutely Img PO bd and pm SCAV q1h pm
= ot 25505 || B 5
& dequate ighting 1-2 hourly

) ‘Specialt paliaive care advice

L AN

Management of this symptom, whichi distressing for both elatives and staf (residents are usually unavare.

of what they are doing at hs fime) can be iroublesome. Thiough use of the medications below, irated

appropriately, s can usually be managed effectively.

+"" Preventon of defiium better than cure, so meficulous adherence o deliium prevention strtegies.
(orentation, prevention of constipation, management of hypoxia, efc) is essential
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Management of fever
COVID-19 Outbreak

Fever is wihen a human's body temperature goss above the nomal range of 36-37° Cenfigrade (33-100°
Fahrenhelt) It is a common medical sign. Other femms for a fever include pyrexia and coniroled
yperthermia. A the body temperature goss up, the person may feel cold unl it evels off and stops rsing.

Ve

wweer )

« Sinificantfeveris defined | +

5 2 body femperature of:

« Associated signs &

37.5°C or greater (oral) || *
37.2°C or reater

(@ilary)

378°C or greater
(tympanic)

38C orgreater (rectal)

symptoms: .

L

Shiverng
Znekng

s

sching muscles and
Jonts

oiher body sches

AN

~

Non-pharmacological
‘measures

Reduce room temperature.
Wear loose clohing

Coolng the face by using
ool iannel or cloth
Oralfuids

Avoid alcohol

Portabl fans used in linical
areas have been Iinked fo
cross infection in health and
Socialcare facille, although
there is no strong evidence
yet

Potable fans are not
recommended for use during
utbreaks of nfection oruhen
a resident is known or
suspected to have an
infectious agent.

4 7

Pharmacological
‘measures

« Paracetaml 1g PO | PR
aps.

“NSAIDS cannof currenty be:
recommended in COVID-19%
(March 2020

« a resident is close to the
end of ife, it may be
‘appropriate o consider use:
of NSAIDs (e.g. parecox
4omg SC 0DBD
maximam 80mg n 24
hours)

— )

[ ————

-
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Management of
COVID-19 Outbreak

Residents may experience pain due 1o exising co-morbidies but may also develop pain as a resull of
‘excessive coughing of immobity. Such symptoms should be addressed using exising approaches {0 pain
management.

(" eestrtonno (" conmenengsvong

analgesics - mild pain opioids

Suggested starting
doses

opioid-naivefiailelderty

o morphine 25-5mg PO
1R 4 hourly

previously using. reguiar

wieak opiid (e.g. codeine

240mg24h)

> morphine Smg PO IR
4 houry or MR 20-
30mg BD

s stver a0 mmeste:
- st Teesse () o o modteq.
o start regular release (MR) preparation
ot s dose ||, o R prepasten
Ig fourtimes a day) immediate-release  morphine

[Nt N
advisable in old age, preparation B0
tenal impainment, weigh || * Staring dose wil depend on
ol imiment Sl Srgeun  camise
. oo

. sepz + monforthe residentloseyor | | o raileiden: use over
= perent or worsenng || Geciveness nd s oects statng dosoof 2 5mg
pan: sop parscetanal 1 (| ahvays proseie Isvatues oury or

s s preserbe o et}
o s “codane o | o S e g (¢ corR 0
four fimes 3 day | \[_3nemetic requar orpm o seokadvice
ey i xp /
- seod 4 Titrating oral opoid dose. N\

> masimum _ paracetamol
and codeine, persistentor
wiorsening _ pain: _siop

ifadjusting the dose of opicd, take prn doses into account
check that the opiod is efecive belore increasing the dose

paracetamol f not helping ncroments shouid nof exceed 33-50% every 24 hours
pain firation of the dose of oioid shoud stop when efthe the pain
o stop coeine s elieved of unacceptabie side efects occur
= commence strong opioid ||« ifpaincontrol achieved on IR consider conversion to MR opioid
(2. oral morphine) (same 24hour otaldose)
“NSAIDS not curently + seek specilst advice if analgesia firated 3 times without
recommended in COVID-19° achieving pain control /3 or more pm doses per day  tota daiy

dose of oral morphine over 120mg / day unacceptable side

\ {March 2020) / \ i
4 When the ot rout s nctavaible N\

It analgesic equirements are stable - onsider fransdermal patches (¢.g. buprenorphine, fentanyl)
1t analgesic requitements are unsiable consider iifating subcutanous opiods
‘Seek specialst adice if necessary
Morphine s recommended as the firtine sirong opicid for subcutaneous use forresidents, except
for residents who have been taking oral oxycodone or those with severe renal impairment
+ I constant pain, prescibe morphine 4 hourly SC injectons or a8 2&-hour conlinuous infusion via a
syringe drver (Nickiniey T34)
+ Gonversion fom oral to SC morptine: oral morphine Smg = SC morphine 2 Smg
+ Vide inter individua varatin exiss, and each resident should be assessed on an indidual basis
NP doses of 11010 15 of e 24 hour i dose sk b s 24 ey SCpm )
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Import

ant con:

lerations for care immediately before and after

death
COVID-19 Outbreak

“This advice s for cases where a COVID-A9 is suspected or confirmed.

“The utmost consideration and care must be given to the safety of other residents, visors and staf by
maintaning ifection conirol procedures at all imes. The HSE and HSPC websites can provide addional

‘supportand guidance

oo

Decisions regarding treatment plan made on a case by case basis

I death is imminent one famiy memoer may wish fo visi therloved one.
(maimum one hour per day); hey shouid wear PPE

Provide appropriate relgious | spiftualcare n keeping with residents Faith

Inform and support fariy and for Next o Kin

‘Appropritely trained professional completes Verification of Death process
‘iearing requited PPE and maintaining nfecton control measures

A

Memenbes  kespsakes (e locks ofhai, handgens, et shous be ofres
and tken at e tme ofcare afr death, These camo b ofred o undetaen
stalabrdste
+ mementoss in cae aterdeath oan be roVded,on he ward
o memenioes s10ud be psced n 2 sesed bag and e reafies mustnot
open these tefoe T s

J

Full PPE should be o for performing physica cae afer death |

Clearand complete documentation

e deceased resident’ property should be handied with care as per
policy by staff using PPE and ems that can be safely wiped down such
as jewelery should be cleaned vith a detergent & disinfectant

 Clothing, biankes, etc., shoud deally be disposed of Ifthey must be
retumed to famiies they should be doudle bagged and securely fied
‘and families informed of the risks.

 Any nursing home fnen shouid be treated a risk laundry and be placed
3 water Soluble / alanate bao.

‘Open, honest and clear communicaton with coleagues and the deceased sesidentss famiy /significant others

Fropey bags shous st bs used br popary ha has baen properycisanas |
[
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