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1:00 Hilary Humphreys

Before introducing our panelet metell you what we're going to be doing ftinis hour session. We
will first of all for the first 40 minutes or schave a series of questions which have been sennin
advance We willbe asking our panel members give their answerr to give us some insights into
This will be interspersed with polland in order for you to be able to actively participate, you need to
open theSlido ap, and enter the codéHISor scanthe QRcode This will enable you to paidipate

in the polls. After about0 minutes then we will have questions that have been seuting the
webinar that wewill then ask the panel to answer.


https://vimeo.com/415891810

After the webinaryou will get an email which will ask you for feedback and will also indicateuo yo
how youcan claimyour CPD points. So, without further ado | ask our panel to introduce themselves,
starting with Ceaad Evans.

1:34 Cariad Evans

Hi, my name is Cariad Evans, I'm a consultantogistat SheffieldTeachingHospital

1:39 PeteHoffman

LQY t S3GSNI | 2 Tedn¥Ultayit clinigaRscidntdfith Rublic Health England, ban this
occasion am representing the Healthcare Infection Society.

1:50 Martin Kiernan

L QY a | NJiduyently woikNg/irthg Nightingale in.ondon- althoughour last patient left about
20 minutes agel also work witlthe University of West London and currenth(eNiployed in industry
as wellwith Gamma

2:04Chris Settle

Currently employed as a@sultedMicrobiologistwith South Tyneside arBunderlandas aninfection
control doctor.

2:12Hilary Humphreys

Okay, thank you, everybody, and thank you for those introductions and hopefully we'll avoid some
glitches as we go through.



= Active poll
How confident are you dealing with COVID-19 queries? 005

Somewhat confident, but it varies

FIITTITITEITIFTTIITITEFTITTF) 0

Confident
(FTFITTFTIFTTFTTFITITFIFFFFFD 0%

Very confident
Join at @ 0%
SIIdo‘Com Not confident at all
#HIS @ 0%

We'll go on to the questions which ta been submitted in advance, and which we prioritized on the
basis of the importance that the attendees have applied to them. So our first questéorerigsol
generathg procedures are meant to be done at negative pressurmst hospitals have much dfi¢
estateat neutral or slightly positive pressurBlease advise on how we address ¢his

|
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Hilary Humphrey s ‘
Question 1:
AGPs are meant to be done at negative
pressure - most hospitals have much of the
estate at neutral or slightly +ve. Please
advise how we address this?
Panel member: Peter Hoffman .
-+ + * Healthcare
*« &+ Infection
»- "« * » Society

3:06 Peter Hoffman

There is no requirement in the national guidance for negative pressure accommodation for-C0VID
patients. The guidance says that for indivatlypatient accommodationif you've got a negative



pressure room, then use it, that's fine. A negative pressure isolation room will have all the
requirements that you need for successful isolation, it will hag®od ante room and donning and
doffing. But if you have run out of those, then there's no requirement to use negative pressure. | think

| need to give some context on this, about aerosol generating procedures. The problem is that we only
have one word for aerosol to cover a whole variety of prdbatiifferent subtly different infection
modes TB is the classic airborne aerosol mediated infection. This is a true aerosol transmitted
infection, an aerosol is a particle that is so small and light, it behaves almost as though it were part of
the gas tha suspends it. Now, with TB, we have very good evidence of aerosol transmission in the
1960s in aespiratory wardn New York State. They put guinea pigs in individual cages up in a modified
extract system for ventilation, and they found TB transmissiaihém. TB has transmitted in warships
where the ventilation system goes from cabin to cabin, they were able to folbas The ventilation
system progressed, we don't have the same sort of evidence for upper respiratory tract viral
infections.

ForSARSor MERSor flu and to a certain extent now for COVIB. The evidence seems to be, and

it's fairly weak evidencdahat those who acquired the infection, are close to patients during certain
procedures, these procedures known as aerosol generating proesdWhat happens during aerosol
generating procedure is there will be lots of splashes very large partigdgticles that you could feel

if they landed on your skjndroplets smaller particles but particles that will fall out of the air
spontaneouslyand also theorized aerosol particles. But the evidence seems to be that the only people
who acquire infection are close to these aerosol generating procedures, the distance that you find
with TB doesn't seem to exist with upper respiratory traicalinfections. So, the aerosols are at their
most infectious when they're at their most concentrated, which is close to the procedure. At further
distance, they don't seem to be infectious. So, the current guidance is that it doesn't really matter if
some air gos from the room in which the aerosol generating procedure is happening, into adjacent
spaces. This is typified in the guidance for operating theatdpsratingtheatrespass huge amounts

of air from the operating theatre into the corridor. But the curresinsensus is that by the time it
gets into the corridor. It is so dilute that it doesn't pose a danger. There have been some
recommendations to try and modify ventilation, such that positive pressure areas are turned into
negative pressure areas. Normallyhen that's done, it can only be done by restricting the air supply.
This decreases local ventilation, and probably increases thdaitkose who are closest aerosol
generating procedure. So the general approach to ventilation is get as much ventéatiou can, if

it's positive pressure, that's fin@on't reduce ventilation, in order to try and get negative pressure.

Does anyone else have any commeénts

8:08 Chris Settle

In terms ofpatients who'vegot immunocompromised secondary to bone marrow transplantation. In
the best situation generbl for those patients is in a positive pressure environment. And isn't it still
the case that that remains the case, even if they were infected with COVID

8:30 Peter Hoffman

It does. The situation there is very similar to the operating theatre situation, but with the addition that
you will need to protect those patients from the inhalation of fungal spores, so their accommodation
should haveHEPAfiltered air suppliedat positive pressureso the clean air is lost to surrounding



spaces in the clean air passing out to adjacent spaces. It means that unfiltered air from adjacent spaces
can't pass back into the patient room.

9:05 Chris Settle

And a second poindbout that category of patients if we're looking after them. And we are using
surgical masks to protect to some degree from droplets spread to the patients, and some units may
perhaps believe that instead of using a surgical mask, they might choose sokfSB mask. But if

that's avalvedmask they may actually be increasing thisk tothe patient.

9:36 Peter Hoffman

Is this from the staffo patient?

9:40 Chris Settle

Yes

9:41 Peter Hoffman

What infection we are we talking abdut

9:42 Chis Settle

Sothe staff member has unknown COVID infectiand they're caring for a patient in that situation,
and they put on an FBPnask with a valve, they will breathe out COVID over the patient

9:57 Peter Hoffman

That's a valid point. Thank you

10:01Hilary Humphreys

Poll question:



= Active poll
In the context of a critical shortage, which would you advocate for an AGP? 036

A new FFP2/N95 respirator
T TTI T T CTITETFTT I T T EFTITITE )

A UVC or HPV decontaminated FFP3 respirator
G 17%

Join at
slido.com
#HIS

Sqitlooks like there's a majority ilmvourof a new respirator. And so maybe we go on to that because

nicely into the second question.
S

Question 2:

If supply was constrained, would you
advocate a (UVC or HPV) decontaminated
FFP3 respirator or a new FFP2/N95
respirator?

Panel member: Martin Kiernan .

» Healthcare
+ Infection
* Society

P

S now we're going to ask Martin to lead on this.

11:09 Martin Kiernan

Thank you, HilaryOkay. Great questiobecause | think everybodyteen struggling with this one, a
bit. And we've all had a look at contingencies fetusing various bits of BPand the IPS and the
Central Serilizing Qub producal a document a couple of weeks agpeople may have seenfor
further consideration whe thinking about it. To me, the first thing you got to do is actually try to
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rationalize the use of FRight from the word goand that's been particularly difficult for us here at

the Nightingalebecause the whole place is an intensive care unit so &eely(according to PH
guidancé goes in wearing full FBPeven though the cleaning stathe pharmacists, and plenty of
other groups are never going to take part, or even be close to an aerosol generating procedure.
However, 6 Q @S gdin§ #indugh indstrial quantities of FFPmasks. Fortunatelywe've had the

same mask so, buffit testing has been an issubecause of the national shortage of thi testing
equipment. But we did have sonom@ntingenciesand | found theNICElocument fromMark w dzLJLJQ a
group at theUniversityof Nebraska, which looked at using &ivl you coulduse U¥ dzi L QR 6S 62N
about the effect on the components. UV is subject to lihe of sight problemso how you could
actually make sure yohave decontaminated properhand correctly | don't know We don't really

know the effects of UV or hydgen perxide vaporon all the components of a mask, either. If you go
and gettheY | v dzF | QlatakieBt Ndhat going to tell you anything about thahdthe companies

are certainly not going to help you out with any advice on what you cartaghe first thing we need

to do is try and rationalize the use which is very difficult because everybody automatically thinks they
need an FFPmask ands S Q @ Blotsicbc®mments in the media, you know, short videos of doctors
and nurses sayingl haven't been given the right t 9véien probably hey have been given the
appropriatePPHor that area.

Sa we have to think aboué 2hat are the real risks of an aeK grather thanthis theoretical risk.

And, you know, what would | rather &@d would think | would definitely go for an FRRyself and fit

test people, that is actually what th&/HOrecommended- that that level of protection would be
adequate and t is in the most recent guidance froRublic Health England.l'd be worried about the

effects of things likight on the straps and that's actually what we foundh some of theFFP3 masks,

we've had is the mask is fine but the straps can come undexspre. We've actually looked at other
PPBEwve've had to decontaminate for examplee did launder some gowns because we were getting
quite shortof gowns sometimes. The gowsnpply here came through a level just enough to keep my
blood pressure, really quethigh, and sometimes then when the next batclgofvnsarrived, it was

like Christmas we had no idea what was in the box, even if it said small, it was Chinese small which is
extra extra extra small. And so we thdindersome gowns. At the beginning Wainderedthem three

times and then we testd them for moisturerepellenceand we found that to be perfectly adequate

If yougetthe material status sheet that shows that iespolypropylene so you can definitely waeth
laundemble temperatureshrough a standard hospital laundry process. And so we did actually launder

a batch of good qualityownsonce and put them aside which we ended up using when we only had

a choice ofyownsthat only the very small peoplould be able to wearandg 2 dzf Ry QG Y S S NJ
back

It's managing staff anxiety over reprocessing of equipment is a problem, because they automatically
assume you're going to be making theinsafe They took a lot ofeassurance that we were going to

be going through a validated processand that we would have some assurance that we can
decontaminationhad been taken place and the product was dafeise So, once they got used to

that idea actually they were fine whitit, and wedid use the laundered gowns farshort period of

time.

As regards to thequestion | would definitely go down the route of FBut | would also think to
people we havepeople here going in and out a lot, so they're going ou#435 times ashift, and
they're here for several weeksviany stff havebeen using and I'm not advertising a particular brand
other brands are availablereusable masks that are cleanable ahdt you can give to the specific
people These have been very usefarfsome staff who've got different face shapes, and we found
this to be very successfubndvery well accepted by staff, they're about 30 or 40 quid eadfich



actually if you add up the number ofaskghat might use over a period of time, that might @rth
thinking about getting some of those in stock for the future. So that's my feeling about it.

15:43 Hilary Humphreys

Thanks very much, Martifboes anybody else want to add any comments tl¥ere

15:58 Peter Hoffman

Can | just offer a word aiaution.People are producing lot of data on PPwithstanding a variety of
decontamination processes, but the consideration needs to be more than just that. Something like an
FFB mask can get quite a battering when it's usethe weak point of FFrespirators is the seal
between the mask and the face. So, even if the medium still functions as a filter. If it no longer fits, it's
no longer suitable fopurpose.

16:33 Martin Kiernan

And given that they'reoften mouldedaroundthe face of the previous user. It bit like cleaning
everybody's false teeth in one big bowl and giving them back to everybody, you might not get what
actually you're originally started with.

16:46 Hilary Humphreys

Okay, maybe perhaps we'll move am question three. And again, | think we have a poll that leads
into this question if we can go with that, please.

= Active poll

Are you under pressure to manage Gl procedures & surgery (eg. endoscopy, 0! 8| 7
diathermy) as being high risk for COVID transmission?

Yes
TTTTITITTITITTTITZTTITTITFL)

No
(FTFTFTFF 16%

Join at
slido.com
#HIS

So | thinkit looks like there's still a large majority who answer yes on, thalet's maybe have going
up to 20% let's maybe go to theugstion that | think.



Question 3 is: D aerosolgenerating procedures on tissues, other than the respiratory tract to pose a
risk of transmission of the vir@sCariadis going to lead on answering this one.

Question 3:

Do aerosol-generating procedures on
tissues other than the respiratory tract pose
a risk of transmission of the virus?

Panel member: Cariad Evans

+ + * Healthcare
* ¢+ Infection

-

* = Society

17:42 Cariad Evans

Thank youl think thekey point on this questiors considering the virus and its replication, that we
know that the SAR£0V2 virus needs the AQEeceptor to entercellsand replicate. So, we all are
aware that the ACE2receptor is predominanin the airways. But we've alsaware that these
receptors,arein other parts of the body as well. There's been quite a lot of publications arthisd
and looking at the distribution adhe ACE2eceptors, and some of the recent work that I've seen has
been mainly that there are higher numbers of these receptors in the hdstkidney and tk small
intesting, but very small numbers in blood and bone marrow and the brain.

So if we think abouthe receptor where the virus can enter is one aspect of this questi®to what
tissues may haveiablevirus in. And then the other aspect of the question is, the bodily fluids. So
again, there's been quite a lot of published literature, trying to lobR@R positivity in various bodily
fluids compartments and outside of the respiratory tract, with evidence infdleeesand one paper
that assimilated these results they have about 30% PCR detdati@eces. But only about 1% in
blood, not found in urie andthen there's some individual case reports that reported PCR positivity
and CSand conjunctiva. So, | think, overall, we're not seeing a large bloadmicphase of this
infection. In the blood that we sawthey didn't manage to culture viable vgdrom those samples
either. Sol think this is all very important to consider in answering this question.



19:45 Hilary Humphreys

Okay, | think this was one of those areas where perception perhaps is, is key to what people believe is
the riskrather than perhaps the reality from the science or that the scientists or anybody else wants
to come in on that particular issue which | think is being faced by many people.

20:02Chris Settle

Just to ask a little bit more about thiaeces,because it been detected inaeces and that has led
groups like gastrointestinal surgeons, or gastroenterologist to infer that if they do a colonoscopy. If
they're going into the bowel there's bound to be an aerosol produced, and consequently, they must
use anFFP3nask. | have guided them away fromathdea, but I'd be interested to hear what you
think about howinfectivefaecesis and maybe what Peter thinks about whether it really is an aerosol
generating procedure that produces sufficient aerosobéoa hazard

20:45Cariad Evans

I think it's a really good question. There are a lot of people at the moment, looking at that. So there's
two kind of aspects that we need to consider with that one is PCR detection, does that translate to
viable viru® So how much an we culture from thefaeces So there's not a huge amount in the
literature to show groups that have been successful in culturing the virus faeges and | know
there's ongoing work in the UK antiRHEto specifically look at thaat Colindale.

And then the second point iff there is viable virus there, dve we got evidence ofaecal oral
transmission in this outbreak that would kind of support that thebfywe haven't gotten laboratory
evidence. You know there are issues ambwiral culture and sensitivity. So have we got evidence
aboutfaecaloral transmission even®sAnd | haven't seen a huge amount of data that's compelling to
confirmfaecaloral transmission at the moment.

21:55Peter Hoffman

This to a certain extent wibe almostffaecalupper respiratory tract transmission from dropleti will

be a novel route of transmission and Chris's point about the likelihood of aerosol generation, its bodily
fluids, apart from urinerefairly self cohesive It's very difficultto put sufficient energy into them to

get any substantial aerosol formation. So | would be gegpticalabout lowerGlendoscopy aerosol
formation, something like amrthopaedicbone saw, yes, | believe that prodisca tremendous
aerosol, but not loweGlendoscopy.

22:46Hilary Humphreys

Thank you very much for that | think we move on to a questiair,fand we're going to go straight
into this question, as there's npoll. So it'sd 2hat's the rationale behind gown use for aerosol
generation procedurg versus apron use faon-aerosolgeneration procedures. Since this could not
contaminate areas not covered by the apédPeter is going to lead on addressing this issue.

10



23:28Peter Hoffman

This goes back to what | was saying about aerosol generating procedures for the first question, aerosol
generating procedures, you don't just get aerosols, you get lots of splashes, and droplets. And this is
where the gowns, are usefulmongst the large pdicles to protect against the large particles that
because they're larger will have a greater microbial burden on them, it's these patrticles that are the
most efficient at transmitting. So, the gowns, fAGPsare more for the associated splashes and
droplets, and not for the aerosols. So, when there aren't splashes and droplets occurring such as
outsideAGPS. Then, | think, then you don't need the protection of a gown.

24:24Hilary Humphreys

Okay. And anybody else want to come in and comment orf’that

24:29 Chris Settle

Peter, e of the most common approaches that we get in infection control in relation to gowns, or
aprons is the concern that a patient who coughs or sneezes will produce droplets that will attach
themselves to the sleeves of someonatsform and form an infective fomite, that they can then take
home and cause infection at home. I've been trying to reassure people that that's not realistically
going to happen. But | would certainly be interested to hear your opinion.

25:12Peter Hoffman

With a cough, | think it all depends on the energy, and frequency that is irotlghcas to the degree
of aerosolizatiornit can produce. It was. | think recently agreed between the four nations guidance and
NERVTA®at sort of coughing does not prode a sufficienaerosolto transmitX X

<lost connection>

25:49Hilary Humphries
We lostPeter there..

We missed some of thaPeter, it might come up in in subsequent questions or discussionsweo
go on to question five and again, | think this is preceded by a poll so we can bring up the poll please.

11



= Active poll

In your view, is testing of asymptomatic staff a realistic way forwardinyour 0 3 9
organisation?

No
FTTTTITTTIFITITITIVIIFTITTTTTTFFIF

Yes
FTFTTITFEFITRF 2%

Join at
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So about three quarters no and about a quantes, so maybe we'll bring up the question then please.

M

-

Question 5:

Why is testing of asymptomatic people
(staff/patients) recommended? In the
context of no symptoms what is the clinical
relevance of a positive PCR

Panel member: Cariad Evans o
«» Healthcare

+ Infection
* Society

b e

Cariadis going to lead on the digssion on this.

26:43 Carid Evans

So, to start with the first part¥ hy is testing symptomatic recommend&@o the background to this

is there's been a lot of kind of snapshot studies looking at staff and patients and close settings and
care homes ath swabbingthem all and looking at positivity rates, and in some particular situations,
there arevery high rates of what we describe as asymptomatéf,snow as we're learning more

12



about this area, and with the evolving kind of published literatune greater understanding is that
this is actually predominantlyiot exclusivelybut predominantly a presymptomatic phase, and our
understanding is that it's probably for about 48 hours before the onset of symptoms. Berature
extendsthat outto about six days before the onset of symptoms.

So, the rationale is if you manage to identify these individuelsre they develop symptoms, and you
can intervene at that stage, then you could prevent onward transmissionregigce transmission
events.

This also iplausible biologically from wsirological perspective. We've seen this with lots of other
restriction vral infections and particularly flu, that you have a period of time before the onset of
symptoms. When the virus can Baedin this what we call this late incubation period. So that's the
rationale- is to try and interruptransmissiorby identifyingthese individuals early. And so the clinical
relevance of it is that you will preverdnward transmission but also this is an opportunity to
implement lots of IPC measures rapidly, and lots of the modeling that has been done GOW®
pandemic has takeimto account maybe nearly 40% of individuals that would fall into this bracket
and be contributing to the transmission chain. So that's why there's laekig pustin the last few
weeks in particular to do snapshots across the NHS of incidents ofdhige &ctually did it ourselves.
Last week we did 1200 health care workers in Sheffield, and we have 1.5% asymptomatic. We're
following those up taday 14 but the majority of them so far have developed symptoms within two to
three days of having their swahken.

29:36Hilary Humphreys

Okay. Anybody else want to come in on this particular iB$uleink it's one that everybody, or many
people are facing.

29:48ChrisSettle

That's certainly interesting data and we need more data like that to be more clegirvehat these

test results meanMy concern was thaat atime when the overall population of patients and staff
with infection is relatively lowand the number of patients who've had infection is certainly higher
than that, given that there's a limitegdumber of days where you're positive by PCR before you become
ill, compared to the number of days you're positive by PEtBr, you've had disease and recoeel;

the pool of people who theoretically would be detected as a random test with PCR positivéty mu
surely be irfavourof those who have had infection rather than those who are going to get infection.

And so if you did a random population test, | would have expected there to be a significant number of
positives in patients who've had infection whetfeere is still detectable RNA, rather than most of
them being just about to get disease. Now it sounds from what you've done as though that may not
be true

30:56CariadEvans

I think that's a really valid point | think we know that PCR detection caméxiut to, you know, four
to six weeks even. And we did capture a couple of staff members that were PCR positivef@fiia
infection that was four weeks beforehand. The way that we did it is because we have quiteatfbig s

13



testing program, we couldxelude anyone who has hatiOVIEike symptoms or &£OVIDpositive
diagnosis, when we did our snapshot. But I, that there's complexities to how you would set this up
how you would run it, you know, and how you would capture the right population to screen.

31:41 Chris Settle

Sq if we would just take, let's say, elective patients before surgery, as a group, some of whom may
have had infection and some of whom may be about to get infection. My concern is that the likelihood
of the positive PCR indicating atieat about to get disease is lower than the likelihood thiata
patientwho has haddisease, and therefore, we might elect to give them advice not to have surgery,
when in fact the majority would be perfectly safe to have surgeryw&ece not necessarily getting
what we think we're getting from the test results.

32:18 Cariad Evans

| think that's a true consideration. | thinkt has to go alongside like every test result clinical
interpretation. Sove require discussion with that patiemtahistory taking whether they recently had
aCOVIDompatible iliness. | think also the other consideration is the timing and when you do this in
this pandemic. So, if you're starting you know on the back of six weeks of lockdown. And very low
levels of virus now circulating going forward. The timing of doing it now versus when circulation might
pick up again in the community, that there's so many asp#o it isn'tthere that would affect.

33:03Chris Settle

Certainlyto me itsthe wrong time at the moment to be doing it.

33:07Hilary Humphreys

Okay,l think we move on | think it's one where we're going to probably come back to at some stage
or anadher and it's a lot of discussion about it out there. So | think if we move on to a question six, and
this poll before thisso we can go straight into. its there evidence for the theory that increased viral
inoculation leads to more severe ilinesada@ askCariadustto answer this oneand thank you again
Cariad

33:30Cariad Evans

Thanks, and seieisa tricky question, this one. Um, so, the viradculumis dependent on the load of

the excreta that is carrying that virus and the amount of excreta that g@xposed to. And then the
inoculum then infects the cells around it, and then you obviously have an innate immune response.
Essentially, when we're seeing high viral loads in patients with severe diseasee then thinking

that that high viral load anthat severe disease was actually due to a high dose, when they originally
acquired infectiof? And | don't think we can really answer that question. The complexity of severity
of diseaséhasso many facets to it. And | haven't really seen anything initemture that really can
guantify and can see how much people's, you know viral exposure was before they devitleped

14



disease, to really answer that questioBut it does make plausible sense that the, the more frequent
exposures you have or the greatmumber of virions that you're exposed to then the more
overwhelmed your innate immune response might be, and therefore it might be more difficult to
handle that infectiouslose Hence why we have to approach this by trying to minimize the infectious
doseas much as we can.

35:10Hilary Humphreys

Okay, thank you very much, and | think we might move on to question, seven and again we can go
straight into this there's no pre poll. And again thedatesto testing, testing of asymptomatic
healthcare wakers is recommended how often should they be testedihkt shouldbe done& S

there's been an overlap with questidive, again carry out if you could lead on this one.

35:35CariadEvans

Yeah, so, as, as we've just been discussing it's a really diffieal, isn't it and that's frequency of
testing. So, first of all, who you teahd when you test them, and the frequency of testing is going to
be dependent on all the other aspect® the consideration of where you are in the pandenvibat
thelocal circulation rates look likandthey will vary across the countryVe wvill also need to consider
where theystaff work - so there's discussions around screening and testing staff who work in high
risk areas and with high risk patients and eanprioritise them. But | think it's the question i hat

are you trying to achieve bykit@s well because if, if we're still continuing teavPHEfor patient and

staff interactions then are we moreworried about transmission rates between staff, bping a
program like that and interrupting those transmissions because theoretically you've g&t®P
prevent patient transmission risks.

36:55Hilary Humphreys

Fnal poll and question.

15



= Active poll

Do you think that COVID+ staff should be re-tested before they return to
work?

No
(I FTIITIITIITITIIIITIITIL )5

Yes - but only if returning to a high-risk unit

FTITTTITTFTTITTTFIIFT) 3%

Yes - test all

Join at
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And again there's some overlap between some of these is#ygsoximately a halbr slightly more
belied S W yle?<ydonfozhe final question then.

Question 8:

Why are different exclusion periods
recommended for different groups e.g. 7-day
exclusion for positive/symptomatic staff, 14-
day isolation for positive patients? Why
should this all not be 14 days given staff
work with patients?

Panel member: Chris Settle :

% » Healthcare
« + Infection
- + * « Society

This is certainly a confusing area for many people, but we'll maybe ask, Chris in the first thing

16



37:52 Chris Settle

I thinkwhat | understood abouthis topic was that, by and large, when we're giving advice about staff
who have had infection they haven't been admitted as patients, they've been in isolation at home
with their infection, and consequently the belief is that the severity of their inbects therefore
lower, and that the likelihood of the duration of infectivity post infection is therefore less.

So, if there's a person who has been admitted in hospital with a more severe infection thzeribd

after the infection, when they're stilhfectious is longer. So | think that's why, in general, we would
want to give advice to staff that seven days, provided that they've become asymptomatic, provided
that they've not got a fever in the last 48 hours is a reasonable timeframe thédahee paid papers
suggested that day eight and then later, they weren't culturing virus. So, that's my understanding.

39:00Hilary Humphreys

Anybody else want to comment on that

39:03Marin Kiernan

I'm quite interested in this topic, because we have people here for example Mittgingalewho've
been on the ventilator for three four weeks. So they've been ill some time ago, and then they
deteriorated and came to hospital, and they've beamtilated for three, four weeks, and we're still
doing fullbarrierprecautions FFB etc etc using enormous amountsPEandhow infectiougreally

are these folk now and what is the transmissiork?i$bw can we have de-escalationfrom, you
know, from that ével of PPEyuidelineg? Q is there any way we could produce somettirigecause |
dread to think how mucPPEhas been used in that area where maybe there are other areas in hospital
where you might be able to use gown, or something like that if you'reunning out if you're short
PPHEhere, and some have been retested they're negatiud, everyone's in anTJ. So, we still got to
keep up with thePPHevel S becaussf that's something that science can tell us from this outbreak
about what is reasonable and how we could get that message owaff | think would be an
interesting topic to look at.

40:12Hilary Humphreys
Okay, if there's one final question on that, and I'll take it otherwise we might move on today.

Okay, so we've covered the eight gtieas that were submitted in advance and | thank the panel
members for their interesting comments and advieed RichardCunninghanwho has been going
through the questions that have come in, while we've been on air, and we're going to produce those
guedions, and go through them.

So, and the first question:is
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3 Highlighted question

Do the panel have any thoughts regarding persistence of
SARS-CoV-2 on surfaces not easily decontaminated, such as

paper notes left on the patient bed? And whether there is a
way to decontaminate these or a period of time that the risk
Join at would be sufficiently reduced?

SlidO.Com Q David Farren
#HIS

Is there anybody would like to go with this before | ask somebody actually

40:56 Peter Hoffman

L (vénadifficult to translate laboratory experiments to real life. It's not just the fragility of the microbe
that's important in these persistence observations, is also the medium that surrounds fietof
laboratory work with this would be done in vireulture mediumwhich is fairly low protein level. So
there's very little buffering to dehydration around the virus. People tend to produce the virus in far
higher protein content medium. So the virus will probably survive better, bthefittle work that's

been done on coronavires fot just COVIDit's probably around about five days. But, again, a caution
on that Mruses don't just trot along for five dayand then all die at once. There's a steady diminution,
So it's a decreasing chance of suors. And | would think that adding a generous time onto something
like patient notes before they could be considered safe would be wise. There's no great knowledge
base on this, probably the better approach is to take precautions for quite a long tifoechibey
could be considered to beon-hazardous

42:50 Martin Kiernan

| can give you the approach we hadopted here We were putting notes intdags forl4 dayswhich
wethink is reasonable. | was a bit nervous about actually sealing thelisaduely shutbecause then

you don't get the evaporatioeffect that may help. Butone thing | do get nervous about is people
sayingookay, we carshut the place dowifor 14 daysthe patients are all gonand we don't need to

worry about tha€. But actually, there's phty of other things we do need to worry about because it's
almost like people seem to forget that other infections are happening and, and the COVID is the only
game in town S we've had people going in wearing the fulERfre full FFP3 the gown the gbves-

and then forgetting to change thesand to decontaminate the hands effectively when they're going

to deal with an IV line or the urinary catheter. And we've had to get a really strong message out that
your base layemwhen you've gone to go jithis PREjust protects me and not the patientWeknow

we have to keep reinforcing that message because we've seen other healthcare associated infections
that are potentially quite avoidableéSo, if SARCo\,2) will die off half the time we're not dealingith
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something really tough. It's not a spgothat's going to hang around forever. So, making a reasonable
position but not forgetting the other organisms we still want to get rid of.

44:07 Hilary Humphreys

Okay,a quick comment from Chris beforge moveon to the next question.

44:10 Chris Settle

My concern over this area of how long is COVID viable on different surfaces, is that we're not in an
environment in a hospital or ca setting where we expect the environment to be sterilée know

that if we nteract with the environmentwe need to clean our hands. So | don't really fully understand
with this particular organism, apart from many othgttsat we suddenly need tetart putting stuff in

bags for how many dayand worrying about the fact that there may be some contamination on some
notes or a pan or whateverBecause it still boils down to infection preventiand control using the
normal protective measures that are alable to us, which is protection against, getting yourself
contaminated and where you're using hands or whatever you wash those before you then interact
with another patient or yourself.

And if you just follow those principles and didn't worry so much about whether our uniforms infected
when we're going home, whether the seats of our cars infected when we're going home. You know,
it's driving people mad is this, they're all you get peopleo are umressing outside their houses,
putting their mail in the oven. It really, it's just gone insafRad | don't think it's justified.

45:35 Martin Kiernan

| suppose everybody seems to be an expert mowfection controE. ¢ K 2 dpa@tifulaily expéit
in the future. It's not their field, yet they feel quite happy to do thEiPerenceviclsaid to ne: d've
eaten cheesell my life- | wouldn't consider myself to be an expért

45:50 Hilary Humphreys

Okay, and thank you for that maybe we move oth®e next question that's come in to us while we've
been live.
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D Highlighted question

As summer approaches, are portable air-conditioners safe to
be used in hot wards? How about ICU?

JOin at 0 Marco Lee
slido.com

#HIS

2 K2QR tA1S G2 GF18 GKA&K

46:09 Peter Hoffman

Portable Air Conditioners work by taking air frarspace, passing it over a heat exchanger, which has
cold molantrunning through it. So they move itX ®

<lost connection>

aswe get into summestaff wearing lots of occlusivePEand they need to be kept cool. | can't see a
COVID problem with using portable air coolers, or split system air coolers, that are already in place.

Repeatedat 52:03due lost connection

47:15Hilary Humphieys

Anybody else want to comment on tha@kay, maybe if we can put up the next question please.
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© Highlighted question

As hospitals engage with recovery of elective surgeries and
outpatient activities, there are concerns regarding what PPE

staff AND OPD patients should wear, and whether they
should be swabbed 1-3 days pre-procedure/pre-clinic visit.
Join at Will there by any PHE guidance on this? Thanks

SlidO.Com m Marco Lee
#HIS

Yes, | think that's something that's coming up a lot for many oDuswe have any volunteers to look
at this one.

47:56 Peter Hoffman

Can lyist make thepoint that the national guidance is not justiEguidance, it's far nations guidance.

48:06 Hilary Humphreys

Okay. Anybody want to comment on tRis

48:09 Chris Settle

| couldsaya cauple of things abouthe situation that we'reconsidering which is as the questitrat

we are considering asking about recovery phase. And we've moved away from high freqG&\iD
infections in our hospitals, we've got some space. We want to start doing some normal work, but
we're in a slight} difficult situation where use of BRs pretty much universal for all sorts of things
including surgery in many cases, although not in e¥argt, but certainly foenaesthetisingatients,

the additional PEis indicated, and we're doing that universaland at some point it seems logical to
discontinue doing that universally, and to do it for those patients who you've got the most information
to suggest they've got the infection. And, because that's a very small minority of the total number of
patients.

Otherwise we just ¢ into this loop of burning through enormous amounts of personal protective
equipment, until well forever and forever from this point onwards uasi] Martin points out maybe

we introduced the use of reusable FFP3 masks univeisallyr hospitals that everyone has got, and
then we get away from this disposable equipment being needed, and people arguing they want an
FFB mask but they can't get one because they've got one in a bag at the side of them at all times.
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And that's the psition which | think we look towards reaching in some 12 mgntin$ don't know
how long But in the interim it doesn't feel that it's sustainable just to use disposabl&wiEh FFP3
masks and gowns, for every single patient who's say going to swghgaving an endoscopy

50:01 Hilary Humphreys

Cariaddid you want to come in there | thif’k

50:05 Cariad Evans

Yes, | was just going to add to what Chris has séide'le not going to change ERuidance then
what has also come along with this guidarns that we should be testing all of these patients 48 hours
beforehand. We've talked about the issues of testing asymptomaat my concern is the actual
practical reality of doing thatit's quite easy to come up with a recommendatidereen everybdy

48 hours before they come @but they're all at home. How do you get padut to them, can they
take their own self swal¥sHow can they drop them off safely, can they get them to you in a timely
fashior? You know the complexity not everyone's got &ar, not everyone can drop them off, you
can't rely on psting them back in time. The complexity to the diagnostafsa huge screening
initiative for asymptomatic elective planned surgery and in my experience here it's been reallly
hard and we'vébeen working on it for weeks and still have many questions.

51:11 Hilary Humphreys

Anybody else want to comment on tHat

51:16 Martin Kiernan

Just on the sampling yourself. We've been testirgffdtere and the staff were originally asked to take
their own specimens and they're really terrible at it. And that's healthcare,stéi® aren't used to
taking that specimen but they just do it and they don't do it very w&8bwhat chance of a patient
doing that and giving us false assurance thatswabhas been taken correctly, maybe, if you're going

to do it you have to do it properly to make sure you get the right result or more chance of getting an
accurate result.

51:48 Hilary Humphreys

Okay.Shall we move on to the next question then. Olsaywe'e had a request for Peter Hoffman to
repeat what he said about coughing procedures, producing aerosols. And you remé&ratezm the
context of tha®

52:03 Peter Hoffman
I can. Tis was abouto coughs and sneezes produce sufficient aerosol to be Ciofélidious. Um, |
think what | said was, along the lines of, it takes a lot of energy to breaklépohesiverespiratory
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tract mucus to produce true aerosol¥ ouget lots more splashes and droplets than you do aerosols,
and the general consensus ikat coughing does not produce sufficient aerosols to be COVID
infectious.

52:53 Hilary Humphreys

All right, thank you for that and apologies that you were cut off earlday, so maybe we go to
another question

D Highlighted question n i

Hilary Humphreys u

Guidance is to leave neutral pressure room for one hour after
AGPs before cleaning. Dentistry perform a lot of AGPs. At
moment, all dentistry restricted but, in future, where will this
leave dental practices?

Join at
slido.com 2) Anonymous
#HIS

53:25Hilary Humpheys

Doesanybody want tdry to answer this question?

53:31Peter Hoffman
| can start offp dzii  LthinR isyg@nf to be terribly conclusive.
So, there are a number of factors here.

It's not just the dilution of an aerosol within a room. It's the diffusion of a lsedliconcentrated
aerosol into the whole volume of the room, which is one dilution factor, then there are also various
sizes within an aerosol will settle out. | think for 10 micron particle, which is where aerosols tend to
start there tends to be the largest aerosol partielwill settle out at about, | think it's two meds,

every 10 minutes, so there's going to be a loss there. | don't think that the guidance has yet focused
in on that. | think an hour is probably a very generous time.
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54:40Hilary Humphreys

Okay. Anybody else want to comment on th8efore we might take our last question.

54:46Chris Settle

Well, | think it does highlight this other aspect, whichpiesumably not all aerosol generating
procedures or other procedures thatight produce aerosolsare equal to each other in terms of the
degree ofaerosolizationand consequently the risk involved of going to clean after a given procedure
will be dependent on that initial size of the generation of the aerosol, and obvidusg/re going to
move in the future, towards being able to run dental lists or other endoscopy's or other things of this
nature. We arg’ @ging to be able to slot in 20 minute breaks or one hour break between every single
case. So, some at some stagehihk is going to need to be given guidance about how dangerous are
the different potential AGE, because that has to have an effect on deciding how long we might wait
between one case and the nesase.

56:10 Hilary Humphreys

Okay, maybe we just go to guour final question and | think we've time maybe just one more, we can
bring that up please.

Okay, good practical question and first of all | should thank all the attendees who have sent in
guestions- really good questions. Does anybody want to viden to look at this on@

56:32 Martin Kiernan

I'll kick off we thought about sessional use gdwns, but trying to findsomewhere to actually put
them, and tryingo doff in a way withnot contaminaing yourself anywayandhow you could store
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