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ST. ATTRACTA’S RESIDENCE

COVID 19 POLICY

1.0 Policy Statement.
St. Attracta’s Residence 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.
2.0 Purpose.

The purpose of this plan is to outline the specific protocols and procedures to be followed by staff of St. Attracta’s Residence in the following circumstances.
1. St. Attracta’s Residence becomes aware of a threat of COVID-19 epidemic at national or local level.

2. One or more residents are suspected of having Covid 19 based on the presence of symptoms.
3. One or more residents are diagnosed as having Covid 19.

4. St. Attracta’s Residence has an outbreak of Covid 19.

3.0 Objectives.
3.1.1 To ensure that St. Attracta’s Residence has a preparedness plan in place to address the threat of a COVID-19 epidemic, that is based on best evidence and statutory guidance.

3.1.2 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.
3.1.3 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.
4.0 Scope.

This policy applies to all staff employed by or contracted by St. Attracta’s Residence.
NB: This policy can be superseded in the event more up to date guidance is received from the Health Services Executive and the Health Surveillance Protection Centre.

4.0 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).
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 St. Attracta’s Residence .

Or

· one confirmed case of COVID-19 in a resident or staff member acquired in St. Attracta’s Residence 
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 St. Attracta’s Residence  is not an outbreak if those residents already had COVID-19 before they transferred to St. Attracta’s Residence ... An outbreak means that there is evidence of spread of infection within St. Attracta’s Residence .

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 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 

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).
5.0 Overview of Measures in Place:

5.1.1 PPE is provided and education on the appropriate use of same e.g. all HCWs wear a mask, wash hands. 

5.1.2 Staff monitoring twice daily , temperature and question regarding any symptoms….

5.1.3 Infection prevention and Control…On going staff education and refreshers

5.1.4 Governance…monitor compliance with best practice

5.1.5 Visiting guidance …compliance with HPSC advice

5.1.6 Serial testing of staff fortnightly is surveillance of Covid 19 among HCWs.

5.1.7 Vigilance of residents for symptoms including atypical symptoms.

5.1.8 Refer residents for a test if suspicious of symptoms.

5.1.9 Ensure compliance with Admissions policy as per HPSC guidance. 

6.0 Current Measures in Place to Reduce the Risk of Accidental Introduction of Covid 19 into St. Attracta’s Residence.
6.1.1 Currently, based on advice from Nursing Homes Ireland, there are visitor restrictions in place so that no non-essential visitors are allowed into St. Attracta’s Residence. This has been explained to both residents and their visitors.
6.1.2 Information posters have been erected for staff, residents and essential visitors on measures in place to prevent Covid 19 introduction to St. Attracta’s Residence, including the need for visitor restriction, hand hygiene, cough and sneeze etiquette and physical distancing.
6.1.3 All staff have been provided with infection prevention and control training, including standard precautions, hand hygiene and the use of personal protective equipment.

6.1.4 All staff have received training on putting on and taking off personal protective equipment (Training video available on www.HSPC.ie )

6.1.5 St. Attracta’s Residence has a policy and procedures for infection prevention and control.

6.1.6 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.

6.1.7 Provision of hand hygiene facilities throughout the house.  
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.
7.0 Responsibilities.

7.1 The Registered Provider.

7.1.1 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.
7.1.2 The Registered provider is responsible for ensuring that emergency plans are in place to address all foreseeable emergencies in St. Attracta’s Residence. This includes the threat a COVID 19 outbreak.

7.1.3 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 St. Attracta’s Residence.
7.1.4 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 St. Attracta’s Residence .

7.2 Emergency Planning Team 
7.2.1 The Director of Nursing is the Covid 19 Coordinator.

7.2.2 The Covid 19 coordinator 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.

7.2.3 The emergency response team will comprise of the following:

· The registered provider representative (RPR)

· The person in charge (PIC)

· The General Manager

· The Clinical Nurse Manager(s).

· The Office Manager.

· Maintenance Manager
· Housekeeping Supervisor

· Healthcare Shift Leader

· Chef
7.2.4 Terms of reference and responsibilities have been drawn up for the team 
7.3 All staff.
7.3.1 All staff in St. Attracta’s Residence have the following specific responsibilities in the event of a threat of or outbreak of Covi-a9 in St. Attracta’s Residence:
· Attending training provided on infection prevention and control in St. Attracta’s Residence.
· 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 DON.
· Reporting to the PIC 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 St. Attracta’s Residence 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.

8.0 Phase 1: Preparation and Contingency Planning for COVID-19.

The following protocol was initiated once St. Attracta’s Residence became aware of the threat of a COVID-19 epidemic at national level: The protocol is aimed at preventing accidental introduction of COVID-19 into St. Attracta’s Residence and management of any infections that are suspected or confirmed, including and outbreak.
8.1.1 The Covid 19 Coordinator will convene a meeting of the Emergency Planning Team. 
8.1.2 The coordinator will ensure that the team members are aware of their responsibilities during the emergency.

8.1.3 The coordinator 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. 

8.1.4 The team will agree specific timeframes for completion of their responsibilities for the preparation phase of the plan.
8.1.5 The person in charge will contact the crisis team in the local CHO area.

8.1.6 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.

8.1.7 Residents will be informed about:
· COVID 19 and how to keep safe with hand washing and physical distancing.

· Respiratory and cough etiquette.

· Measures that St. Attracta’s Residence 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.

8.1.8 Residents will be encouraged to voice any worries/concerns and staff will provide information about supports available to them.

8.1.9 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. 
8.1.10 Visitor restrictions will be initiated immediately to allow only essential visitors to St. Attracta’s Residence.
8.1.11 A letter will be sent to all families and visitors of St. Attracta’s Residence to inform them of the visitor restrictions and contingency arrangements to facilitate communication between residents and families/representatives.

8.1.12 Contractors will also be informed of the need for visitor restrictions and any contingency plans to communicate with them during the emergency.

8.1.13 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.

8.1.14 The DON liaises with the nursing team to commence increased monitoring of residents for signs or symptoms /changes in condition indicating a need to test for COVID-19.

8.1.15 Plans will be developed for accommodating residents with suspected or confirmed COVID-19 and for facilitating cohorting of residents with the infection in a designated area which is the Sunflower Suite.  
8.1.16 The isolation area will operate with dedicated staff and equipment as far as is reasonable.

8.1.17 Residents will be encouraged to stay in their bedrooms as far as is possible.
8.1.18 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.

8.1.19 An inventory of hand hygiene products current availability of hand hygiene facilities is carried out periodically.  An additional sink has been located inside the front doors.  Additional hand sanitisers have been placed all around the house in addition to the wall mounted dispensers.  
8.1.20 Additional supplies of hand hygiene products will be ordered. These include alcohol based gels, liquid soap, disposable paper towels.

8.1.21 Additional supplies of cleaning products will be ordered. These will include separate cleaning and disinfection products or 2 in 1 products.

8.1.22 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.

8.1.23 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.

8.1.24 Hand hygiene posters will be erected at hand hygiene points.

8.1.25 Information leaflets on the COVID-19 and how to prevent spread will be erected at all entrances to and throughout the building

8.1.26 A Review of infection control training for staff will be carried out by management. 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.
8.1.27  An inventory of current supplies of PPE will be carried out by department managers and an estimate of PPE usage will be calculated.

8.1.28 Additional PPE will be ordered to include masks, single use nitrile gloves, plastic aprons, fluid resistant gowns and eye protection. 
8.1.29  Contact will be made with suppliers 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.

8.1.30 The general manager and DON will coordinate communication with all key 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. 
8.1.31 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.
8.1.32 The head chef will develop contingency plans for mealtimes to replace communal dining.

8.1.33 Staff will practice social distancing on breaks and at all times possible.  
8.1.34 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
8.1.35 Staffing has been reviewed and plans developed by the General Manager.  See Covid Response Plan Covid 002.
9.0 Assessment and Care Planning Protocol.

9.1.1 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.

9.1.2 Standard precautions must be adhered to by all staff to prevent infections in residents.

9.1.3 Nursing and healthcare staff will commence initiation of additional monitoring of residents to ensure prompt identification of cases of COVID-19 infection.

9.1.4 Residents are educated in handwashing and maintaining a physical distance of at least 1m (ideally 2m) from other residents and staff.

9.1.5 Psychosocial needs resulting from visitor restrictions should be addressed both at communal and individual level. Skype and facetime calls in introduced.  
9.1.6 Continuation of group activities that allow for physical distancing of at least 2m for unaffected residents, unless there is an outbreak in St. Attracta’s Residence .
9.1.7 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.
9.1.8 Addressing the information needs of family members and supporting families through visitor restrictions by facilitating phone calls, Skype and / or facetime.
9.1.9 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.
9.2 Surveillance and early identification of cases of COVID-19 infections.

9.2.1 Once St. Attracta’s Residence 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.
9.2.2 Updated signs and symptoms of possible Covid-19 are updated frequently and available on the HSE and HPSC website.  
9.2.3 Nursing staff will record each resident’s vital signs, including pulse oximetry twice daily.

9.2.4 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.
9.2.5 The person in charge will nominate a staff member during the day and at night to measure and record the temperatures of oncoming staff.

9.2.6 All staff must have their temperatures measured and recorded at the start of their shift 

9.2.7 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, and shortness of breath or myalgia. 
9.2.8 Staff 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. 
9.2.9 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 senior nurse and then decontaminate his/her hands .
9.2.10 The nurse must put on personal protective equipment before entering the resident’s room/area
9.2.11 The nurse will assess the resident and check vital signs, including pulse oximetry and report same to the DON. 
9.2.12 The DON must be informed of any resident who presents with respiratory illness and / or fever and / or influenza like illness, including cough 
9.2.13 Once informed of a resident with symptoms the DON 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.
9.3 Protocol for Immediate Response when a Resident is suspected of having Covid -19.
9.3.1 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 St. Attracta’s Residence or one confirmed case of COVID-19 in a resident or staff member acquired in St. Attracta’s Residence 
9.3.2 When a resident is suspected of having Covid-19, St. Attracta’s Residence will immediately take initial public health actions as that taken for an outbreak.

9.3.3 The person in charge will inform the crisis management team of the local Community Health Office where appropriate of the outbreak.  
9.3.4 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.   

9.3.5 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. 
9.3.6 Public Health will formulate a case definition and assign an outbreak code for St. Attracta’s Residence. Public health may decide to visit St. Attracta’s Residence.
9.3.7 The outbreak team will inform St. Attracta’s Residence of surveillance activity and records to be kept during the outbreak.

9.3.8 The emergency planning team, will gather and record the following information:

· A line list of all residents and staff. 

· 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.
10.0 Protocol for Resident Suspected or Diagnosed with Covid-19.
10.1.1 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.

10.1.2 Any resident awaiting test or results must be isolated using Contact and Droplet Precautions in addition to standard precautions 

10.1.3 The resident should continue to be monitored for changes in condition including twice daily vital signs, increased in accordance with the resident’s condition.
10.1.4 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.  This should be maintained for at least 48 hours after recovery.
10.2 Infection Prevention and Control Measures.

10.2.1 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.
10.2.2 During this time, the resident will be requested to avoid communal areas.
10.2.3 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.
10.2.4 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
10.2.5 If the resident must use a communal toilet, staff must ensure it is cleaned after every use.

10.2.6 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.

10.2.7 Infection prevention signage must be displayed to reduce entry into the room but confidentiality must be maintained.
10.2.8 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.
10.2.9 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. 

10.2.10 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
10.2.11 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 
10.2.12 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.

10.2.13 All staff in St. Attracta’s Residence 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 

10.2.14 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.
11.0 Use of personal Protective Equipment, (HSE, 17/04/2020)

11.1.1 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)
· 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.

11.1.2 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

11.1.3 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 

11.1.4 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
11.1.5 Staff with long hear should keep their hair tied up and off their face.

11.1.6 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)

11.1.7 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.

11.1.8 Frequent hand hygiene should be carried out using alcohol based gels when hands or not soiled.

11.1.9 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.

11.1.10 Staff should be encouraged to do refresher infection control training.

11.1.11 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 St. Attracta’s Residence.
11.1.12 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.

12.0 Respiratory and Cough Etiquette.

12.1.1 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.

12.1.2 Staff must encourage respiratory and cough etiquette among residents and any essential visitors to St. Attracta’s Residence.
12.1.3 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).

12.1.4 Staff and residents should be advised to keep hands away from their eyes, mouth and nose.

13.0 Transmission Based Precautions.

13.1.1 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 

13.1.2 Necessary PPE should be available immediately outside of the resident room and in other areas where resident care is provided 
13.1.3 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 
13.1.4 The DON 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. 
13.1.5 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 in an area 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.
14.0 Environmental Cleaning 

14.1.1 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.
14.1.2 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.

14.2 Routine cleaning

14.2.1 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

14.2.2 All shared spaces should be cleaned with detergent and disinfectant.
14.2.3  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.
14.2.4  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.
14.3 Frequency of cleaning

14.3.1 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.

14.3.2 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.

14.4 Terminal cleaning

14.4.1 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.

14.4.2 The terminal clean checklist should be completed, which should be signed off by the cleaning supervisor before the room reopens for occupancy.

14.5 Staff uniforms/clothing

14.5.1 Staff uniforms are not considered to be personal protective equipment.
14.5.2 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.
14.5.3 Staff should avoid bringing personal items, including mobile phones into isolation or cohort areas 
14.5.4 Staff are advised to wear designated shoes for work that can be left at St. Attracta’s Residence.
14.6 Resident Care Equipment.

14.6.1 Where possible, single use, disposable equipment will be used and should be disposed of as healthcare risk waste inside the resident’s room.

14.6.2 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.
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Fig 3: Tips for Arriving Home Safely

14.7 Linen.

14.7.1 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.

14.7.2 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.

14.7.3 Disposable gloves and an apron should be worn when handling linen. 

14.7.4 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.

14.7.5 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)

14.7.6 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.

14.8 Crockery and Cutlery.

14.8.1 Crockery and cutlery from affected residents should be washed in a hot dishwasher.

14.8.2 There is no need to separate the crockery and cutlery being used by affected residents from that of other residents.

14.9 Signage.

14.9.1 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. 
14.9.2 Droplet precaution signs must be placed outside symptomatic residents’ rooms to alert staff and essential visitors to the requirement for transmission-based precautions.

15.0 Admissions and Transfers

16.0  Patient Transfer

16.1.1 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. 
16.1.2 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.
16.1.3 Any resident requiring hospitalization who has suspected or confirmed COVID-19 should wear a surgical mask during transfer.

17.0 New admissions and Re admission

17.1.1 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 St. Attracta’s Residence  to protect new admissions and returning residents from exposure to infection.
17.1.2 Wherever possible, every resident transferred from an acute hospital to St. Attracta’s Residence  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
17.1.3 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.
17.1.4 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.
17.1.5 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 . 

17.1.6 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. In addition, they should have two nasopharyngeal samples taken at least 24 hours apart reported as not detected 
17.1.7 Residents who fulfil the above criteria are not infectious and do not need any special considerations in terms of placement within St. Attracta’s Residence  (HPSC, 17/04/2020
18.0 Cohorting residents with possible or confirmed COVID-19.

18.1.1 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.

18.1.2 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.
18.1.3 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;
18.1.4 Residents with probable COVID-19 will not be cohorted with those who are confirmed positive;
18.1.5 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.
Wearing of PPE by staff should adhere to current HSE guidance 
19.0 Nursing Care of the Resident with Suspected or Confirmed Covid-19.

19.1.1 As previously outlined, residents who have suspected or confirmed Covid-19 illness need to have additional infection prevention control measures in place.
19.1.2 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.

19.1.3 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.
19.1.4 Care of a resident with Covid-19 should be delivered by a single nominated healthcare assistant during each shift.

19.1.5 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 St. Attracta’s Residence .

· 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.

19.1.6 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.
19.1.7 Acute changes in a resident’s clinical status must be reported to the CNM or DON who will liaise with the resident general practitioner to determine what interventions are required.
19.2 Recognising and Responding to Sepsis.

19.2.1 Sepsis is a life-threatening condition triggered by infection that affects the function of the organs. It is treated most effectively if recognised early.
19.2.2 It can affect anyone but is more common in the very young, the elderly or those with a weakened immune system.
19.2.3 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.
19.2.4 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.

19.2.5 Where a resident with COVID 19 develops the above symptoms, the nurse should report these without delay to the CNM & DON and the residents GP must be informed.

19.2.6 The GP and CNM/DON 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.

19.2.7 Hospital transfer of a resident during a COVID 19 outbreak is considered where the transfer is likely to provide benefit to the resident.
19.3 Recognising and Caring for Residents with Delirium.

19.3.1 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.
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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



Figure 4: Tips for managing Delirium
20.0 Care of Residents Identified as Covid-19 contacts.

20.1.1 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.

20.1.2 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.

20.1.3 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.

20.1.4 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.

20.1.5 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.

20.1.6 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. 

20.1.7 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.
21.0 Management of Staff.
21.1.1 All staff receive education/training on infection prevention and control as part of the mandatory training programme for St. Attracta’s Residence .

21.1.2 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.

21.1.3 Staff will be informed of the need to practice hand hygiene, cough and respiratory etiquette and the importance of not touching their face.
21.1.4 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.
22.0 Staff Members Identified as Close Contacts.

22.1.1 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).

22.1.2 Any staff member who meets the above criteria as a close contact must inform the DON/GM.
22.1.3 Staff members who have been identified as close contacts will be unable to remain at / return to work 
22.1.4 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). 
22.1.5 If they remain asymptomatic throughout the monitoring period, they will not require testing and may return to work after 14 days 

22.1.6 Staff must report immediately to the DON/GM 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.
22.1.7 Staff must not present for work if they have any signs or symptoms of respiratory illness and should self-isolate and contact their GP.
22.1.8 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 
22.1.9 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. 
22.1.10 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. 

22.1.11 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.

22.1.12 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.

22.1.13 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/
23.0 Staffing Plans and Rostering.

23.1.1 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 St. Attracta’s Residence  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.

23.2 Monitoring the Outbreak.

23.2.1 St. Attracta’s Residence will monitoring the outbreak through ongoing surveillance to identify new cases and to update the status of ill residents and staff. 

23.2.2 The DON 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.

23.2.3 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.

23.2.4 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.

24.0 Declaring the outbreak over.

24.1.1 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 

24.1.2 The DON will liaise with the OCT to declare the outbreak over.
25.0 Death of a Resident and Last Rites
Please see dedicated Covid 004 End of Life Care Policy for full details.  
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