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Enhanced measure for the control of spread of COVID-19 in 

Acute Hospitals 

 

Background  

Infectious diseases are adapted to spread as a consequence of the ways in which people naturally 

interact with people.  Acute Hospitals represent a specific risk with respect to transmission of 

infection (See Figure 1). Of necessity they must receive and care for people with serious 

communicable infection including COVID-19. They also house a very high proportion of extremely 

medically vulnerable people. Because of the complexity of care large numbers of healthcare workers 

must travel to and from their homes in the community and have close interpersonal interaction with 

patients and with each other for extended periods. 

Figure 1. Epidemiological Triad: COVID-19 in Acute Hospital Setting 

 

Some infectious organisms, for example Carbapenemase Producing Enterobacterales (CPE) tend to 

become established in hospitals and the hospital can then serve as a reservoir for spread into the 

community. Other infectious organisms, such as Norovirus, do not become established in the 

hospital but are periodically introduced from the community resulting in outbreaks of infection that 

are generally fairly short lived. COVID-19 is among those infections that are periodically introduced 

from the community resulting in outbreaks of infection that are generally limited to a number of 

weeks. 
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The greater the intensity with which a highly communicable infectious disease is circulating in the 

community the greater the risk of introduction into the hospital environment by patients, by staff 

and potentially by visitors. The incidence and transmission of COVID-19 in the acute hospital setting 

is therefore closely linked to the population incidence rates and transmission dynamics. Both 

national epidemiological data and published international literature1 suggest the rate of acute 

healthcare worker infection, including asymptomatic infection, is closely aligned with national rates 

of infection and community transmission. Therefore, strategies aimed at preventing infection and 

spread in acute healthcare settings must be viewed in the context of the overall population 

measures. 

The data and experience of hospital COVID-19 in Ireland to date is summarised as follows.  

In June 2020 the HSE instituted a process for weekly reporting by hospitals of cases of COVID-19. 

This process builds on experience of an existing process by which hospitals report on healthcare 

association infection indicators to the Business Information Unit and the data are reviewed jointly by 

Acute Operations and the Antimicrobial Resistance and Infection Control Division of HPSC.  

Given that the incubation period of COVID-19 is from 2 to 14 days and the uncertainty regarding 

where, when, and from whom an individual person acquired infection, any surveillance definition 

will be imperfect in differentiating between community acquired infection presenting late and 

hospital acquired infection presenting early or those hospital acquired cases that become manifest 

after discharge.  

The HSE reporting process is based on a standard definition of hospital acquired COVID-19 that 

reflects the case definition of the ECDC and that is expected to capture most hospital acquired cases 

and exclude most community acquired cases. Hospitals are required to report the data for the 

previous week (Monday to Sunday) by Wednesday of the following week. The data are reviewed on 

Thursday or Friday. The first reporting week was the week ending June 21st 2020. Data has now 

been collected for 22 consecutive weeks.  The vast majority of hospitals have consistently reported 

data in a timely manner.   

 

 
1 Treibel TA, Manisty C, Burton M, McKnight Á, Lambourne J, Augusto JB, Couto-Parada X, Cutino-Moguel T, Noursadeghi M, Moon JC. 
COVID-19: PCR screening of asymptomatic health-care workers at London hospital. Lancet. 2020 May 23;395(10237):1608-1610. doi: 
10.1016/S0140-6736(20)31100-4. Epub 2020 May 8. PMID: 32401714; PMCID: PMC7206444. 
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Figure 1. Number of cases by hospital group per week

 

 

 

The distribution by time and hospital is detailed below in Appendix A. The pattern shows that 

hospital acquired cases were very infrequent in the early weeks of reporting when community 

transmission was very infrequent. Hospital acquired cases became progressively more common as 

the rate of infection in the community increased. Individual hospitals experience with hospital 

acquired COVID-19 is quite different with some hospitals experiencing very significant problems 

while others have thus far have had few or no cases. The causes of variation in that experience may 

be related in part to the hospitals operational processes and facilities but is also likely to be heavily 

influenced by virus transmission in the community served by the hospital and by chance events that 

trigger an outbreak by introduction of the virus into a particular institution. 

Engagements with hospitals managing outbreaks have identified a number of themes. Infection 

spreads rapidly once introduced and typically involves both patients and staff. Introduction 

associated with spread is primarily by staff members (agency staff have emerged as a specific 

concern) or by patients who were not identified as infected with COVID-19 at the time of admission. 

Spread from patients identified on admission and managed from the outset with appropriate patient 

placement and contact and droplet precautions are infrequently associated with infection.  This is 

consistent with the WHO July 9th Scientific brief which states  

0

20

40

60

80

100

120

140

W
EE

K
 2

4

W
EE

K
 2

5

W
EE

K
 2

6

W
EE

K
 2

7

W
EE

K
 2

8

W
EE

K
 2

9

W
EE

K
 3

0

W
EE

K
 3

1

W
EE

K
 3

2

W
EE

K
 3

3

W
EE

K
 3

4

W
EE

K
 3

5

W
EE

K
 3

6

W
EE

K
 3

7

W
EE

K
 3

8

W
EE

K
 3

9

W
EE

K
 4

0

W
EE

K
 4

1

W
EE

K
 4

2

W
EE

K
 4

3

W
EE

K
 4

4

W
EE

K
 4

5

Weekly no. of Hospital-Acquired Covid-19 National Totals
Week 24-45 (from 21st June-15th November)

UL Hospitals Group

South / South West
Hospital Group

Saolta University
Health Care Group

RCSI Hospitals Group

Ireland East Hospital
Group

Dublin Midlands
Hospital Group

Children's Health
Ireland



 4 

“Recent clinical reports of health workers exposed to COVID-19 index cases, not in the presence of 

aerosol-generating procedures, found no nosocomial transmission when contact and droplet 

precautions were appropriately used, including the wearing of medical masks as a component of the 

personal protective equipment (PPE). (38, 39) These observations suggest that aerosol transmission 

did not occur in this context. Further studies are needed to determine whether it is possible to detect 

viable SARS-CoV-2 in air samples from settings where no procedures that generate aerosols are 

performed and what role aerosols might play in transmission.” 

There are also some reports of introduction believed to be associated with a visitor and this is 

supported by international evidence2.  

A significant proportion of infections detected are asymptomatic or minimally symptomatic when 

initially detected and it appears that therefore in the absence of testing the extent of spread is likely 

to be underestimated. Infection appears to spread quickly when an undetected infectious patient is 

housed in a multi-bed area.  

While it is clear that staff members are at significant risk of infection when caring for undetected 

infectious patients experience also points towards extensive onward transmission between staff 

associated with interaction between staff when on breaks. Groups assembling in small rest areas 

/kitchens on or close to wards /clinical units has emerged as a specific concern. Staff interaction 

outside the workplace, for example in shared housing has also emerged as a significant concern.   

The HSE process for data collection was not in place during the early period of the pandemic March 

/April of this year but it is clear from anecdotal reports that hospital acquired cases were a 

significant challenge also at that time. The scale of this is confirmed by a paper by Lucey and 

colleagues3 (published in Clinical Infectious Disease September 2020) which reported 52 cases of 

hospital acquired COVID-19 in one hospital in Dublin between March 23rd and May 7th 2020. It is 

noteworthy that this was at a time when hospital activity and occupancy was markedly reduced 

compared to baseline in the context of the initial response to COVID-19. The authors report a series 

of outbreaks on multiple wards. Sequencing of virus suggested links between these outbreaks in 

some cases. The authors describe complex chains of transmission between healthcare workers and 

patients. It is likely that a number of cases of hospital acquired COVID-19 were undetected in the 

 
2 Passarelli VC, Faico-Filho K, Moreira LVL, Cunha AP, Carvalho JMA, Barbosa GR, Camargo C, Conte DD, Perosa AH, Bellei N. Asymptomatic 
COVID-19 in hospital visitors: underestimated potential of viral shedding. Int J Infect Dis. 2020 Oct 28:S1201-9712(20)32261-X. doi: 
10.1016/j.ijid.2020.10.057. Epub ahead of print. PMID: 33129961; PMCID: PMC7592020. 
3 Lucey M, Macori G, Mullane N, Sutton-Fitzpatrick U, Gonzalez G, Coughlan S, Purcell A, Fenelon L, Fanning S, Schaffer K. Whole-genome 

sequencing to track SARS-CoV-2 transmission in nosocomial outbreaks. Clin Infect Dis. 2020 Sep 19:ciaa1433. doi: 10.1093/cid/ciaa1433. 
Epub ahead of print. PMID: 32954414; PMCID: PMC7543366. 
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early period of the pandemic when testing was more limited and generally focused on people with 

overt respiratory symptoms.  

Reports of COVID-19 outbreaks in acute healthcare settings are limited in international literature. No 

data from a comparable national reporting system is available for comparison. However, the themes 

identified in available evidence3,4 are broadly similar to those that have emerged from informal 

accounts from Ireland and the published data referred to above.  

The approach to reducing occurrence and spread of infection among patients and staff in the acute 

hospital setting must be multi-faceted. The implementation of optimal IPC measures must be at the 

core of the approach. A comprehensive testing strategy for HCWs will be one facet of this approach. 

This paper will discuss 

- Epidemiological overview of COVID-19 cases among HCWs 

- Measures in place to reduce the risk of virus introduction 

- Measures in place to reduce the risk of virus spread 

- Additional proposed measures to reduce the risk of virus introduction and spread 

- Current testing and outbreak protocols in place 

- Additional proposed testing 

 

Epidemiological Overview of COVID-19 Cases Among Healthcare Workers in 

Ireland 

All Healthcare Workers 

 

 
4 Hannah M Rickman, Tommy Rampling, Karen Shaw, Gema Martinez-Garcia, Leila Hail, Pietro Coen, Maryam Shahmanesh, Gee Yen Shin, 
Eleni Nastouli, Catherine F Houlihan, Nosocomial Transmission of Coronavirus Disease 2019: A Retrospective Study of 66 Hospital-acquired 
Cases in a London Teaching Hospital, Clinical Infectious Diseases, , ciaa816, https://doi.org/10.1093/cid/ciaa816 

 

Cases of COVID-19 among HCWs account for approximately 17% of all confirmed cases of 

COVID-19 in Ireland to date.  

The median age of HCW cases is 41 years.  

Among HCW cases of COVID-19 3.4% required hospital admission and 0.5% required ICU 

admission.  

There have been eight deaths among HCW with COVID-19 (seven confirmed and one probable). 

https://doi.org/10.1093/cid/ciaa816
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Acute Hospital Healthcare Workers 

HSE Acute Hospital Operations together with HPSC have also accessed data reported on CIDR to 

identify the scale of the challenge of COVID-19 infection in healthcare workers. The available data 

indicated that 29, 12, 44 and 137 hospital healthcare workers were diagnosed with COVID-19 

respectively in June, July, August and September (Appendix B). The pattern of increasing numbers of 

hospital acquired cases in patients as community infection increases is therefore mirrored in the 

increasing number of infections diagnosed in acute hospital-based healthcare workers.  As with 

patients there is a wide range of experience with individual hospitals associated with from 1 to 35 

cases over the 4-month period.  

The determination of where a hospital-based healthcare worker acquired infection and from whom 

is very difficult but it is assumed that occupational exposure to patients and colleagues is a 

significant element of their exposure risk.  Data on most likely source of transmission is collected 

from acute healthcare workers (Appendix C). However, the limitations of this data must be 

acknowledged in it’s interpretation. 

Measures in Place to Reduce the Risk of Virus Introduction in Acute Hospital 

Setting 

1. The ongoing Public Health strategy to reduce community transmission is a key control 

measure in reducing infection in healthcare workers and preventing spread in the acute 

hospital setting.  

2. Healthcare workers who live in congregate settings, who share accommodation where they 

are at increased risk of getting or spreading COVID-19, or who live with vulnerable persons 

are among those eligible for accommodation under the Healthcare Worker Accommodation 

National Guidance Document for Temporary Staff Accommodation during Covid-19  

3. Where feasible, staff are encouraged to work from home.  

4. Where clinically appropriate, remote patient services (telemedicine) are used. 

5. Staff with any symptoms of viral respiratory tract infection are advised not to come to work.  

6. All HCWs are advised to self-assess in advance of attending for work and to absent 

themselves if symptomatic or close contacts as per HPSC and Occupational Health guidance. 

https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/.  

7. Healthcare workers who develop symptoms of viral respiratory tract infection while at work 

are directed to leave work. As per point 5. acute hospitals must ensure staff are supported 

to do this.  

https://healthservice.hse.ie/staff/coronavirus/policies-procedures-guidelines/temporary-accommodation-for-healthcare-workers.html
https://healthservice.hse.ie/staff/coronavirus/policies-procedures-guidelines/temporary-accommodation-for-healthcare-workers.html
https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/
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8. Healthcare workers with symptoms of viral respiratory tract infection have access to rapid 

testing. 

9. Risk based testing of asymptomatic staff in the setting of evidence of spread of virus in a 

hospital setting. To date this risk has been based upon local risk assessment within the 

specific setting. There is scope to improve consistency in the approach to this across acute 

hospital settings.  

10. Checking patients for elective care for symptoms of viral respiratory tract infection before 

they attend and again when they attend.  

11. Elective admissions to acute hospitals are tested for SARS-COV-2 in the 3 days prior to a 

planned procedure for overnight stays and major procedures according to specific guidance.  

12. Restricted visiting is in place with symptom check prior to entry of visitors and there is 

comprehensive guidance on the visitations to acute hospitals.  

13. Healthcare workers have free access to influenza vaccine which may reduce presentations 

with viral illness related to influenza virus. 

 

The response to detection of a hospital acquired cases of COVID-19 or an 

outbreak 

The Outbreak team (led by hospital CEO/ Clinical Director) should be informed. 

• Contact tracing and testing should commence with Outbreak Team governance 

• Close contacts should be identified 

• Close contact patients who have left the hospital should be followed up for testing as close 

contacts [by hospital or by public health]   

• Close contact staff members should be tested as per close contacts  

• All patients in the ward should be tested once 

• All staff who are assigned to work on that ward and who have been on duty in the last 14 

days should be tested once  

• The sample from the case should be sent for sequencing. 

•  

Whenever a case of COVID19 is identified which is linked to a health care facility a Public Health (PH) 

Risk Assessment (PHRA) is required. This initially seeks to ascertain whether the facility was the 

potential source of the infection or there is potential that an individual might be a possible infection 

locus in the facility and so an investigation is required. This involves the local PH function who are 

responsible for the control of infections as well as the Medical Officer of Health (MOH). Where there 
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is concern an Outbreak Control Team (OCT) meeting should be called to review the epidemiology 

and other relevant information. The guidance on the HPSC website guides the various aspects of the 

process www.hpsc.ie. As a consequence of the OCT and the PHRA the MOH will give advice on how 

to control the situation. This involves further testing as per the HPSC guidance of probably both 

patients and staff as discussed above, alongside recommendations on other actions as necessary. 

Response to declaration of a hospital outbreak of COVID-19  

• Outbreak team (led by hospital CEO/ Clinical Director) should be informed. 

• Contact tracing and testing should commence with Outbreak team governance 

• Close contacts should be identified 

• Close contact patients who have left the hospital should be followed up for testing as close 

contacts [by hospital or by public health]   

• Close contact staff members should be tested as per close contacts  

• All patients in the ward should be tested once. If the outbreak involves more than one ward 

or unit all patients in the hospital should be tested once. 

• Consideration should be given to testing in-patient contacts at intervals between the day 0 

and day 7 test. Some experience suggests that additional testing at days 2 and 4 may be of 

value in detecting infectious cases early.  

• All staff who are identified as having delivered patient care on the ward in the previous 14 

days should be tested once  

• Samples from the patient cases should be sent for sequencing and representative samples 

from staff members subject to discussion with NVRL regarding capacity 

 

Outbreak Management  

The spread of COVID-19 in the healthcare setting is a specific concern. Experience in Ireland and 

elsewhere indicates that transmission in acute hospitals and other healthcare settings occurs readily. 

Outbreaks of infection involving both patients and healthcare workers have been reported. 

Guidance on the management of Covid-19 outbreaks are available from the HPSC.  Specific guidance 

to minimise exposure to HCWs is included. https://www.hpsc.ie/a-

z/respiratory/coronavirus/novelcoronavirus/guidance/outbreakmanagementguidance/ 

The HPSC provides daily and weekly reports on the Epidemiology of COVID-19 in Ireland for the 

National Public Health Emergency Team. The number of outbreaks and cluster are included. 

http://www.hpsc.ie/
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/outbreakmanagementguidance/
https://www.hpsc.ie/a-z/respiratory/coronavirus/novelcoronavirus/guidance/outbreakmanagementguidance/
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Measures in Place to Reduce the Risk of Virus Spread if 

Introduced into Acute Hospital Setting 
 

1. Detailed infection prevention and control guidance for HCWs. All HCWs have access to 

appropriate online induction and training in relation to Infection Prevention and Control 

Guidance (IPC) and local processes. ELearning programs are available on HSELanD. 

2. Access to appropriate supplies to support good IPC practice including alcohol based hand 

rub and appropriate PPE. This is supported by the national centralised procurement system 

and PPE forecast model which is used to determine PPE requirements calculation and 

distribution needs. 

3. There has been extensive in-hospital training in hand hygiene and donning and doffing of 

PPE, as well as in the clinical management of COVID-19. In addition there has been 

significant in-hospital training of medical and nursing staff to support surge, particularly in 

ICU. 

4. Social distancing between staff, hand hygiene, screens and mask use outside of the clinical 

space  

5. Extended working hours and split shifts to reduce number of people present in a certain 

areas where consistent with service needs 

6. Rapid identification of patients with clinically suspected or confirmed COVID-19 on arrival for 

additional precautions and testing. 

7. Testing of all unscheduled care adult patients at or as soon as possible after admission to 

identify patients with asymptomatic infection. 

8. To facilitate accurate and timely contact tracing all HCWs are advised to download the 

Covid-19 Tracker app which has a new feature which now allows HCWs to pause contact 

tracing for a period of time when in contact with known positive cases.  

 

Implementation of Key COVID-19 Control Measures Across Acute 

Hospitals in Ireland 

On October 15th 2020 Acute Hospital Operations and AMRIC team circulated a request for 

information to all hospital groups to develop a picture of the extent to which key measures outlined 

above were in place to protect patients and staff.  The request for information is included below as 

Appendix D. 
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Overall the responses indicate that most hospitals have already put in place many or all of the key 

measures previously recommended to manage the risk of spread of infection in hospital. However it 

is apparent that in the context of the pressure created by recent levels of community transmission 

and levels of activity and occupancy that are far higher than in the earlier phase of the pandemic 

that these measure are not sufficient to control the risks of introduction and transmission and that 

additional measures are now required. The full detail of aggregate responses is contained in 

Appendix E.  

Additional Measures to reduce the Risk of Virus Introduction in Acute 

Hospital Setting 
 

These additional measures are for implementation throughout the acute hospital sector as soon as is 

practical to reduce the risk of introduction of  virus that may result in an outbreak. It is not intended 

that implementation of these measures should be limited to hospitals managing an established 

outbreak.   

1. Consideration should be given to measures to support staff in adhering to public health 

guidance outside of the workplace setting. This should include how to support staff in 

reducing the number of contacts they have outside the healthcare setting. 

2. A defined process for assessment of staff for symptoms before starting a shift should be 

implemented consistently across all hospitals and for all staff. 

3. Ensure that all staff including agency staff are not subject to financial penalty if they are 

unable to attend work because of symptoms of viral respiratory tract infection, due to 

testing or isolation, or due to designation as a close contact of COVID-19.  

4. Agreed national criteria for testing of asymptomatic staff in response to defined signals as 

outlined in section below on Additional Testing Measures. 

Additional Measures to Reduce the Risk of Virus Spread if Introduced 

into Acute Hospital Setting 

These additional measures are for implementation throughout the acute hospital sector as soon as is 

practical to reduce the risk of spread of virus that may result in an outbreak. It is not intended that 

implementation of these measures should be limited to hospitals managing an established outbreak.   
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1. Cohorting of all unscheduled admissions pending surveillance testing results when 

community transmission is high (Framework Level 3 and above) to the greatest extent that is 

practical 

2. Patients advised avoid contact or sharing items with other patients and when mobilising to 

stay out of the bed space of other patients  

3. Patients asked to wear a mask whenever outside of their own bed space and facilitated in 

wearing mask in their own bed space when a healthcare worker is in the bed space and at 

any other time if they are comfortable doing so and it does not compromise their respiratory 

function or other aspect of their care [ wearing a mask cannot become a condition of access 

to care] 

4. Tighter control on internal transfers – patients should generally not move from the bed they 

are admitted to until they are discharged (unless there is an IPC requirement or a compelling 

clinical need) 

5. Effective support and supervision for staff to maintain social distancing and minimise contact 

outside of the clinical space  

6. Define maximum number of people at one time in any break room or meeting room, post 

this on the door of the room and perform periodic unannounced checks on adherence 

7. Consideration given to closure of break room and meeting rooms if maximum number is not 

observed. Staff should be provided with other suitable facilities for breaks if this measure is 

deemed necessary. 

8. COVID-19 support managers  –specific posts or rotating roles at a relatively senior clinical 

and management level who make regular unannounced visits to clinical areas to remind and 

support staff in adherence to requirements including support for adherence to infection 

prevention and control practice including appropriate use of PPE 

9. Linking of rapid testing processes to accelerated process for identification of contacts (See 

Appendix F for the potential role of antigen testing in this context).  

10. Aim for source identification for confirmed cases of hospital acquired COVID-19 particularly 

in relation to a first detected hospital acquired cases of COVID-19 by exploring contacts 

during the 7 days prior to onset. 

11. To the greatest extent practical establishing “pods” of staff who work together consistently 

and care for the same group of patients consistently. Staff should have minimal contact with 

staff outside of their pod. Note this may be very challenging in relation to staffing and may 

require additional staffing. 

12. Ward based non-consultant medical teams for all wards as far as is practicable. 



 12 

13. Ward rounds should ideally be limited to 3 people, and certainly not more than 5 people, at 

any one time. 

14. Improvement of information flow regarding cases of infection in patients and staff to ensure 

linkage across occupational health, public health and the infection prevention and control 

teams. 

 

Current Testing Approach in Acute Hospitals 
Testing for COVID-19 in acute hospitals has a number of streams.  

a) Diagnostic testing in those where there is a clinical suspicion regarding COVID-19 

b) Surveillance testing of all adult admissions including in whom there is not clinical 

suspicion of COVID-19 

c) Periodic testing of selected patient groups (for example ICU or long-stay patients) is 

practiced in some hospitals. This is not specified as a requirement in national 

guidelines  

d) Testing of staff members identified as close contacts 

 

In addition to the above, additional testing is triggered in the context of hospital acquired cases of 

COVID-19 and hospital outbreaks. At present there appears to be significant variation in the 

response to these situations.  

Diagnostic Testing for Symptomatic Healthcare Workers in Acute Hospital Setting 

If a staff member is symptomatic they will be referred for testing and given appropriate Public 

Health/Occupational Health advice. Testing may either be organised by the staff member’s GP in the 

community, or by the hospital’s Occupational Health Department. Positive test results are notified to 

the regional Departments of Public Health and to Occupational Health Departments for follow-up. 

ward/unit/setting are tested. 

HCWs moving to new posts  

In the context of COVID-19, and in line with NPHET advice, all Healthcare Workers (HCWs) moving to 

new posts or moving from one healthcare service to another (including as contract or agency 

workers) should complete a COVID-19 Healthcare Worker Relocation Self Risk Assessment and may 

require testing prior to moving. Testing consists of SARS-CoV2 PCR (swabbing). 

https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/covid-19-

testing-protocol-for-healthcare-workers-moving-to-a-different-service 

https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/covid-19-testing-protocol-for-healthcare-workers-moving-to-a-different-service
https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/covid-19-testing-protocol-for-healthcare-workers-moving-to-a-different-service
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Additional local arrangements may apply, which require HCWs to be tested in advance of 

commencing employment as part of the Hospital Group/CHO management of COVID-19 in the 

workplace. 

Proposed Additional Testing Measures 

1. Agreed national criteria for testing of asymptomatic staff in response to signals as follows: 

 

a) Single case of hospital acquired COVID-19 - in addition to identified contacts tested on 

day 0 and day 7 all staff based on the ward in the previous 14 days and testing of all 

patients on the ward at the time 

b) Additional testing of contacts who are hospital inpatient at intervals between day 0 and 

day 7 may (for example day 2 and day 4) maybe valuable in early identification of 

potentially infectious patients. 

c) Two or more linked cases on a ward or unit - testing of all staff based on the ward in the 

previous 14 days on day 0 and day 7 and testing of all patients on the ward at the time 

on day 0 and day 7 (if still in patients) 

d) Outbreaks on multiple wards in one hospital - testing of all patients and all staff in the 

hospital (typically this would apply when 2 or more wards are affected in a model 3 

hospital and 3 or more wards in a level 4 hospital) 

2. Periodic testing of asymptomatic staff in the absence of a signal  

 

In Ireland, there are approximately 75,000 HCWs in the acute sector. Serial testing of all HCW 

represent a major challenge. The HSE is developing a plan to implement mass testing of all HCWs in 

the acute hospital sector. The role of testing by antigen detection in addition to testing by detection 

nucleic acid may assist in implementation of mass testing in this sector.   Further discussion on 

challenges in testing of HCW in the acute sector is presented in Appendix H. When available, results 

from Rapid Antigen Detection Test Validation Exercises and the sero-prevalence study among HCW 

in two large acute hospital sites (PRECISE study) may provide additional information in relation to 

planning this process. It may be appropriate to target more frequent scheduled testing of 

asymptomatic staff groups towards those who may pose additional risk due to frequent movement 

between hospitals/wards/patients, for example pool or agency staff and certain healthcare students 

on placement.  This will be informed by learning from initial testing of asymptomatic healthcare 

workers in the acute hospital sector. 
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Appendix A Cases of Hospital Acquired COVID-19 in Ireland Since 

Week Ending 21/06/2020 

The following table sets out in chronological order the number of hospital acquired 

COVID-19 cases since week ending 21/06/2020 (which was week 24 of the year).  

Week 
Reporting 

Week Ending  Weekly 
No. of 
Cases 

Hospital 
Group 

Hospital Cumulative 
Total No. of 
Cases 

24 21/06/2020 1 DMHG Tallaght 1 

  1 RCSI Our Lady of Lourdes 2 

 Sub-Total 2    

25 28/06/2020 0   2 

26 05/07/2020 0   2 

27 12/07/2020 0   2 

28 19/07/2020 0   2 

29 26/07/2020 0   2 

30 02/08/2020 0   2 

31 09/08/2020 0   2 

32 16/08/2020 0   2 

33 23/08/2020 1 ULHG UH Limerick 3 

 Sub-Total 1    

34 30/08/2020 1 DMHG Tullamore 4 

  1 IEHG Wexford 5 

  3 RCSI Beaumont 8 

 Sub-Total 5    

35 06/09/2020 1 DMHG Coombe Womens & 
Infants 

9 

  2 DMHG Tullamore 11 

  4 RCSI Beaumont 15 

 Sub-Total 7    

36 13/09/2020 1 DMHG Tullamore 16 

  3 IEHG Mater UH 19 

  1 RCSI Beaumont 20 

  1 SSWHG Mercy UH 21 

 
 

Sub-Total 6    

37 20/09/2020 2 DMHG Tullamore 23 

  1 DMHG Tallaght 24 

  8 IEHG Mater UH 32 

  1 IEHG Cappagh 33 

  3 RCSI Beaumont 36 
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Week 
Reporting 

Week Ending  Weekly 
No. of 
Cases 

Hospital 
Group 

Hospital Cumulative 
Total No. of 
Cases 

  4 SSWHG Mercy UH 40 

 Sub-Total 19    

38 27/09/2020 2 DMHG Tallaght 42 

  2 IEHG Mater UH 44 

  2 IEHG Mullingar 46 

  2 RCSI Beaumont 48 

  1 SAOLTA Letterkenny  49 

  1 SSWHG Mercy UH 50 

 Sub-Total 10    

39 04/10/2020 6 DMHG Tallaght 56 

  3 DMHG Tullamore  59 

  1 IEHG Cappagh 60 

  1 RCSI Connolly 61 

  2 SAOLTA Letterkenny  63 

  2 SSWHG Cork UH 65 

 Sub-Total 15    

40 11/10/2020 3 DMHG Tullamore 68 

  1 DMHG Tallaght 69 

  1 DMHG Naas 70 

  1 IEHG Mater 71 

  17 RCSI Cavan &Monaghan 88 

  6 SSWHG Cork UH 94 

 Sub-Total 29    

41 18/10/2020 3 DMHG Portlaoise 97 

  3 DMHG Naas  100 

  7 DMHG Tallaght  107 

  7 RCSI Cavan &Monaghan 114 

  3 SSWHG Cork UH 117 

  1 SSWHG Bantry  118 

  1 ULHG Nenagh  119 

 Sub-Total 25    

42 25/10/2020 11 DMHG Naas 130 

  10 DMHG Tallaght 140 

  7 DMHG Tullamore 147 

  3 DMHG Portlaoise 150 

  1 DMHG St. James’s 151 

  1 IEHG Mullingar  152 

  1 IEHG St. Vincent’s 153 

  4 RCSI Cavan &Monaghan 157 

  2 RCSI Our Lady of Lourdes 159 

  2 SSWHG Mercy UH 161 
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Week 
Reporting 

Week Ending  Weekly 
No. of 
Cases 

Hospital 
Group 

Hospital Cumulative 
Total No. of 
Cases 

 Sub-Total 42    

43 01/11/2020 14 DMHG Naas 175 

  12 DMHG Tallaght  187 

  4 DMHG Tullamore  191 

  2 IEHG St. Vincent’s  193 

  1 IEHG Cappagh 194 

  1 IEHG St. Columcille’s 195 

  2 RCSI Beaumont 197 

  2 RCSI Our Lady of Lourdes 199 

 Sub-Total 38    

44 08/11/2020 8 DMHG Tallaght 207 

  9 DMHG Naas 216 

  5 DMHG St. James’s 221 

  1 DMHG Tullamore 222 

  8 IEHG St. Vincent’s 230 

  7 IEHG St. Columcille’s 237 

  3 RCSI Beaumont 240 

  29 SAOLTA Letterkenny 269 

  24 ULHG UH Limerick 293 

  6 ULHG Ennis 299 

  1 ULHG Nenagh 300 

 Sub-Total 101    

45 15/11/2020 11 DMHG Tallaght 311 

  11 DMHG St. James’s 322 

  4 DMHG Naas 326 

  1 DMHG St. Luke’s R.O.N 327 

  13 IEHG St. Vincent’s 340 

  8 IEHG St. Columcille’s 348 

  3 IEHG St. Luke’s Kilkenny 351 

  1 IEHG Mater 352 

  8 RCSI Beaumont 360 

  7 RCSI Our Lady of Lourdes 367 

  3 RCSI Louth 370 

  34 SAOLTA Letterkenny 404 

  4 SAOLTA Sligo 408 

  1 SSWHG Cork UH 409 

  20 ULHG UH Limerick 429 

 Sub-Total 129    

 Total 429    
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Appendix B Acute Healthcare Worker Cases of COVID 19 Jun 2020 – September 

2020 
Hospital Group Hospital Jun Jul Aug- Sep  Total 

Children's Health Ireland CHI at Crumlin       2 2 

  CHI at Temple St     1 9 10 

Children's Health Ireland Total       1 11 12 

Dublin Midlands Hospital Group MRH Portlaoise     1   1 

 MRH Tullamore       16 16 

 Naas General Hospital   1 3   4 

 St. James's Hospital   1 8 13 22 

 St. Luke's Radiation Oncology Network       1 1 

 Tallaght University Hospital 4 1 3 6 14 

  TBC       2 2 

Dublin Midlands Hospital Group Total   4 3 15 38 60 

Ireland East Hospital Group Mater Misericordiae University Hospital 6 1 2 10 19 

 MRH Mullingar 1       1 

 St. Luke's General Hospital Kilkenny 6   6   12 

 St. Michael's Hospital     1 1 2 

  St. Vincent's University Hospital   1 4 3 8 

Ireland East Hospital Group Total   13 2 13 14 42 

RCSI Hospitals Group Beaumont Hospital 3 2 6 24 35 

 Cavan General Hospital 4     4 8 

 Connolly Hospital   1 1 1 3 

 Our Lady of Lourdes Hospital 1     4 5 

 Rotunda Hospital       1 1 

  TBC       2 2 

RCSI Hospitals Group Total   8 3 7 36 54 

Saolta University Health Care Group Galway University Hospitals 3   1 3 7 

 Letterkenny University Hospital   1   3 4 

  TBC       1 1 

Saolta University Health Care Group 
Total   3 1 1 7 12 

South/South West Hospital Group Cork University Hospital     1 2 3 

 Mercy University Hospital       3 3 

 TBC       2 2 

  UH Waterford 1     2 3 

South/South West Hospital Group Total   1   1 9 11 

University of Limerick Hospital Group 
Total       1 1 2 

National Rehabilitation Hospital               1   1 

Shared case Total      1   1 

TBC Total     3 3 21 27 

Grand Total 
  29 12 44 137 222 
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Appendix C Acute Healthcare Worker Cases of COVID-19 By Role and Most Likely Source of Transmission 

HCW Role 
Close contact with a 
known confirmed case 

Community 
transmission 

Healthcare setting 
acquired: patient 

Healthcare setting 
acquired: staff 

Travel 
related 

Under 
investigation Blank Grand Total 

Nurse 17 11 4 40 2 1 5 80 

Doctor 6 7   12 2     27 

Healthcare assistant 8 7 1 9 2     27 

Allied Health 
Professional 12 5   3       20 

Admin/Clerical  11 6   1 1     19 

Unknown  5 1 1 2     4 13 

Catering/Kitchen  2     5       7 

Maintenance Staff 1 2   4       7 

Porter 2 2   2       6 

Cleaning/household 
staff 4     1 1     6 

Lab staff   2     1     3 

(blank)   2           2 

Other HCW 1 1           2 

Student nurse   1           1 

Nurse        1       1 

Security Staff    1           1 

Grand Total 69 48 6 80 9 1 9 222 
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Appendix D Questionnaire to Assess Implementation of Key COVID-19 Infection 

Prevention and Control Measures Across Acute Hospitals 
 

COVID-19 CHECKLIST; RISK OF INFECTION PATIENTS AND STAFF OCT 
2020 
HOSPITAL GROUP/CHI:   

Hospital :  

 QUESTIONS RELATING TO PATIENTS Response 
Comments/ 

detail 

Does hospital have in place a process for assessment of all 
patients on presentation for symptoms or signs of COVID-19? 

 

  

Does hospital have separate care pathways in place for patients 
with suspected or confirmed COVID-19 and other patients? 

 

  

Does hospital have in place a system to ensure that all inpatients 
that do not already have a diagnosis of COVID-19 have a 
documented assessment, at least daily, for new clinical features 
that may suggest COVID-19? 

 

  

Does hospital have a process in place to review and monitor 
incidence of hospital acquired COVID-19 in patients, to perform 
incident analysis, to manage risks identified and put mitigating 
actions in place? 

 

  

Does hospital have processes in place to ensure that patients who 
have hospital acquired COVID-19 are clearly informed that they 
have hospital acquired COVID-19? 

 

  

Does hospital have a process in place for management of 
outbreaks of COVID-19 affecting patients?  

 

  

What is the current testing policy in your hospital with respect to 
un-scheduled /emergency admissions is it (a) testing of all 
unscheduled admissions (b) selective testing of unscheduled 
admissions based on clinical assessment or regional incidence 
rate? 
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Does hospital have on-site rapid turnaround testing for SARS-
CoV-2 and Influenza to support unscheduled care patient flow? 

 

  

Is hospital implementing current guidance on assessment and 
testing (when required) of scheduled admissions? 

 

  

Are all hospital acquired COVID-19 infections in patients logged 
on NIMS as soon as possible and reviewed regularly by QPS 
staff? 

 

  

Is hospital implementing national guidance on visiting in acute 
hospitals?  

 

  

 QUESTIONS RELATING TO STAFF 
  

  

Do you have a system in place for staff declaration of symptoms 
on attendance for work, where records are maintained and 
reviewed by management for the following? 

 

  

Nursing staff  
  

Medical Staff  
  

Allied Health Professionals  
  

Healthcare assistants  
  

Porters  
  

     Ward Clerks, Secretaries and Administrative Staff  
  

Management staff    

Cleaning and Catering Staff  
  

Other staff   
  

Does hospital have a system in place for monitoring the number of 
cases per week of COVID-19 in hospital staff? 

 

  

Does hospital have a process in place to review and monitor 
incidence of hospital acquired COVID-19 in staff, to manage risks 
identified and put mitigating actions in place? 
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Does hospital have a system in place for monitoring the number of 
staff unavailable for work each week for COVID related issues 
other than themselves having COVID-19 infection? These issues 
include close contact of COVID-19, non-COVID-19 respiratory 
illness, childcare. 

 

  

Has hospital level information from CIDR (issued to Hospital 
Group CEO from T. Dalchan), including incidence by staff type, 
age groups, county of residence etc. been reviewed by Hospital 
Management, IPC and Occupational Health and compared to local 
records if available? 

 

 

Does hospital have a process to ensure that information on 
occupational health guidance and support is readily available to all 
staff? (Please provide detail) 

 

  

Does hospital have a process in place to ensure that refresher 
Infection Prevention and Control training including appropriate use 
of PPE and Hand Hygiene Training is provided to all staff?  

 

  

Does hospital have a process in place to providing monitoring and 
support for good IPC practice focusing in particular on those areas 
of highest risk?  

 

  

Does hospital have a process in place to ensure that adequate 
supplies of PPE are provided at point of use in appropriate 
locations in your hospital? (Please provide detail) 

 

 

Does hospital have a system in place to monitor and to manage 
the extent to which derogations are granted  for close contacts of 
COVID 19, to essential HCWs? 

 

  

Are adequate changing facilities available for all staff involved in 
patient contact including cleaners and porters? 

 

 

Is on-site COVID-19 testing for viral RNA available to symptomatic 
staff? 
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Is risk based COVID-19 testing performed on asymptomatic staff 
when advised by Infection Prevention and Control or Public Health 
(for example in outbreak situations)? 

 

  

Are all hospital acquired COVID-19 infections in staff logged on 
NIMS as soon as possible and reviewed regularly by QPS staff? 

 

 

Does hospital have a process in place to consult with staff 
regarding risk of infection? -Please provide detail of supports in 
place for staff who have concerns regarding risk of infection or 
consequences of having been infected? (both physical and 
psychological) 
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Appendix E Preliminary Results of Returned Questionnaires 

Summary COVID 19 Risk Questionnaires Acute Hospitals Nov 2020 TD 

Ref Question 

Number 
of 
Hospitals 
Yes 

% 
Hospitals 
Yes Comments 

Potential Action 
for AMRIC and 
Acute Operations 

1 

Does hospital have in place a process for 
assessment of all patients on presentation for 
symptoms or signs of COVID-19? 47 100%     

2 

Does hospital have separate care pathways 
in place for patients with suspected or 
confirmed COVID-19 and other patients? 46 98% 

Remaining hospital is a maternity hospital 
and does have separate zones for 
COVID and NON COVID patients   

3 

Does hospital have in place a system to 
ensure that all inpatients that do not already 
have a diagnosis of COVID-19 have a 
documented assessment, at least daily, for 
new clinical features that may suggest 
COVID-19? 33 70% 

Majority of remaining hospitals have a 
verbal system in place for assessing for 
signs of COVID, several refer to using 
Early Warning System 

Consider issue of 
guideline requesting 
documented 
assessment daily  

4 

Does hospital have a process in place to 
review and monitor incidence of hospital 
acquired COVID-19 in patients, to perform 
incident analysis, to manage risks identified 
and put mitigating actions in place? 47 100%    

5 

Does hospital have processes in place to 
ensure that patients who have hospital 
acquired COVID-19 are clearly informed that 
they have hospital acquired COVID-19? 47 100%     

6 

Does hospital have a process in place for 
management of outbreaks of COVID-19 
affecting patients?  47 100%     

7 

What is the current testing policy in your 
hospital with respect to un-scheduled 
/emergency admissions is it (a) testing of all 
unscheduled admissions (b) selective testing 
of unscheduled admissions based on clinical 
assessment or regional incidence rate? n/a n/a 

60% ( n=28)doing hospitals testing of all 
unscheduled admissions, 19% (n=9) 
doing selective testing of unscheduled 
admissions based on clinical assessment 
or regional incidence rate. This question  
is not relevant to several hospitals which 
provide elective care only 

Consider issue of 
guideline to test all 
unscheduled care 
admissions in all 
hospitals providing 
unscheduled care  

8 

Does hospital have on-site rapid turnaround 
testing for SARS-CoV-2 and Influenza to 
support unscheduled care patient flow? 34 72% 

Several hospitals may not have on site 
testing but are supported by another 
hospital in the region   

9 

Is hospital implementing current guidance on 
assessment and testing (when required) of 
scheduled admissions? 45 96% 

work in progress for 2 hospitals e.g. for 
endoscopy procedures etc.   

10 

Are all hospital acquired COVID-19 infections 
in patients logged on NIMS as soon as 
possible and reviewed regularly by QPS 
staff? 46 98% 

Remaining hospital dealing with backlog 
but will enter all cases on NIMS   

11 
Is hospital implementing national guidance on 
visiting in acute hospitals?  45 96% clarifications sought from 2 hospitals   
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12 

Do you have a system in place for staff 
declaration of symptoms on attendance for 
work, where records are maintained and 
reviewed by management for the following? 36 77% 

77% Hospitals do have system in place 
which includes record keeping for all 
staff, several others have systems in 
place based on verbal declaration of 

symptoms and 3 hospitals said they do 
not have system in place 

Consider issue of 
guideline to ensure 
that system in place 
for staff declaration 

of symptoms on 
attendance for 

work, where records 
are maintained and 

reviewed by 
management, and 
possible provide 

template 

 Nursing staff     

 Medical Staff     

 Allied Health Professionals     

 Healthcare assistants     

 Porters     

 
Ward Clerks, Secretaries and Administrative 
Staff     

 Management staff     

 Cleaning and Catering Staff     

 Other staff     

13 

Does hospital have a system in place for 
monitoring the number of cases per week of 
COVID-19 in hospital staff? 47 100%     

14 

Does hospital have a process in place to 
review and monitor incidence of hospital 
acquired COVID-19 in staff, to manage risks 
identified and put mitigating actions in place? 41 87% 

Clarification being sought from ULHG, 
apparently work in progress   

15 

Does hospital have a system in place for 
monitoring the number of staff unavailable for 
work each week for COVID related issues 
other than themselves having COVID-19 
infection? These issues include close contact 
of COVID-19, non-COVID-19 respiratory illne 46 98%     

16 

Has hospital level information from CIDR 
(issued to Hospital Group CEO from Acute 
operations), including incidence by staff type, 
age groups, county of residence etc. been 
reviewed by Hospital Management, IPC and 
Occupational Health and compared to local 
record 21 45% 

Updated CIDR extract will issue again 
next week from Acute Hospitals 

Reminder will issue 
from Acute 
Hospitals to review 
CIDR data in 
context of local 
analysis and risk 
assessment 

17 

Does hospital have a process to ensure that 
information on occupational health guidance 
and support is readily available to all staff? 
(Please provide detail) 47 100%     

18 

Does hospital have a process in place to 
ensure that refresher Infection Prevention 
and Control training including appropriate use 
of PPE and Hand Hygiene Training is 
provided to all staff?  47 100%     

19 

Does hospital have a process in place to 
providing monitoring and support for good 
IPC practice focusing in particular on those 
areas of highest risk?  46 98% 

Work in progress in one maternity 
hospital where new IPCN recently 
appointed   

20 

Does hospital have a process in place to 
ensure that adequate supplies of PPE are 
provided at point of use in appropriate 
locations in your hospital? (Please provide 
detail) 47 100%     
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21 

Does hospital have a system in place to 
monitor and to manage the extent to which 
derogations are granted  for close contacts of 
COVID 19, to essential HCWs? 45 96%     

22 

Are adequate changing facilities available for 
all staff involved in patient contact including 
cleaners and porters? 23 49%   

Need to assess 
what resources are 
required for 
temporary or long 
term solutions to 
improve changing 
facilities, in 
conjunction with 
HSE National 
Estates 

23 
Is on-site COVID-19 testing for viral RNA 
available to symptomatic staff? 39 83%     

24 

Is risk based COVID-19 testing performed on 
asymptomatic staff when advised by Infection 
Prevention and Control or Public Health (for 
example in outbreak situations)? 46 98%     

25 

Are all hospital acquired COVID-19 infections 
in staff logged on NIMS as soon as possible 
and reviewed regularly by QPS staff? 36 77% 

Several hospitals working on this , some 
have had no cases 

Reminder should 
issue re stating the 
importance of 
logging all HA 
COVID-19 
infections in HCWs 
on NIMS 

26 

Does hospital have a process in place to 
consult with staff regarding risk of infection? -
Please provide detail of supports in place for 
staff who have concerns regarding risk of 
infection or consequences of having been 
infected? (both physical and psychological) 45 96% 

Work in progress in one maternity 
hospital where new IPCN recently 
appointed   
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Appendix F: Rapid Antigen Detection Testing 

 

Evaluation of Rapid Antigen Detection Testing (RADT) for SARS CoV-2 in Healthcare 

Workers 
As part of the work of the Rapid antigen Testing Working Group, co-chaired by Prof Mary Keogan 

and Dr Lorraine Doherty, subgroups have been established to evaluate the potential utility of RADT 

in HCW, food production and community settings. The group assessing utility in HCW, chaired by Dr 

Eoghan De Barra first met on 16th November 2020. 

Desktop evaluations of currently available assays have been undertaken, and a further mini-tender is 

in progress to ensure compliance from a procurement perspective. To date 6 of 30 assays (one 

microfluidics assay and 5 lateral flow devices) evaluated have been identified as suitable for further 

evaluation, with further information sought from an additional 8 suppliers to assess potential 

suitability. The significant challenge is poor sensitivity, often considerably inferior to manufacturer 

claims. 

Two pilot evaluations have been agreed: 

• Performance of the microfluidics antigen assay, and a lateral flow assay in HCW  who are 

symptomatic / close contact undergoing PCR testing in the Testing Pod in Beaumont 

Hospital, who consent to provide an additional sample for validation purposes. 

• In the event of outbreaks or clusters occurring in the hospital, HCW who consent will be 

asked to provide an additional sample for antigen testing by 2 methods (microfluidics and 

lateral flow). This group will provide information on asymptomatic contacts/ potential 

contacts 

 

Both pilots will be initiated as soon as staff are seconded to the project. It is likely that additional 

studies will be established in other hospitals. 

Data from HCW will be evaluated separately, and also appropriate combined analysis of sensitivity 

and specificity will be undertaken across groups (food production and community). This will allow 

more robust data be acquired rapidly. 

Outcomes from HCW testing in the UK, updated international guidance and experience will be 

monitored as it becomes available. 

Findings will be assessed to determine the potential utility of RADT either; 
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• As an adjunct to PCR, where speed of result has clinical value pending completion of PCR. 

• To replace PCR, in the event that PCR capacity becomes overwhelmed. 

• To replace PCR, even when PCR capacity is adequate 

 
While modelling data suggests that frequent use of less sensitive tests can detect infectious 

individuals effectively, there are significant logistic and cost implications. The cost per test is €6-€20 

per test (excluding VAT). Hence taking an approach similar to the UK where HCW are tested twice a 

week, would cost between €1.05m - €3.6m per week, depending on the cost of suitable assays. 

Once the performance characteristics of these assays are evaluated in relevant groups, 

recommendations will be made considering: 

• Clinical utility 

• Value for money 

• Relative performance and utility compared with emerging technologies, including laboratory 

based antigen testing, and emerging rapid molecular technologies.  

Given the pace of innovation in diagnostics, an agile strategy is needed, to ensure optimal utilisation 

of available technologies. 
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Appendix G Vulnerable HCWS 

 
In July 2020 The Irish Government published guidelines ‘Return to Work Safely Protocol - COVID-19 

Specific National Protocol for Employers and Workers’, state ‘if an ‘at risk’ or ‘vulnerable worker’ 

cannot work from home and must be in the workplace, employers must make sure that they are 

preferentially supported to maintain a physical distance of 2 metres.  

The need for selective exclusion/redeployment of vulnerable workers will depend on the likelihood 

of their contracting Covid-19 through their work (which will vary according to the job and the 

prevalence of infection in the local community), and on the extent of their personal vulnerability to 

severe illness should they get the disease. 

‘At Risk’ HCWs that cannot work from home should be referred to Occupational Health for a medical 

opinion regarding fitness for work, using the management referral process. The Occupational Health 

Service will carry out a fitness for work assessment based on the HCWS vulnerability, specialist 

information and any other available clinical evidence. If, following the occupational health 

assessment, the HCW is deemed fit to return to the workplace, management will be required to 

conduct an individual risk assessment in collaboration with the employee, taking into account the 

occupational health advice. See ‘Guidance on Fitness for Work of Healthcare Workers in the Higher 

Risk Categories’ at https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-

guidance/  

A pregnancy risk assessment should be carried out by the line manager for all pregnant employees. 

Some staff, if a pregnant HCWs has risk factors, may be restricted from the workplace in line with 

‘Pregnant Healthcare Workers, Very High Risk (Vulnerable) Healthcare Workers and High Risk (Other 

Pre-Existing Disease) Healthcare Workers’ and ‘Guidance on Fitness for Work of Healthcare Workers 

in the Higher Risk Categories’ available at https://www.hse.ie/eng/staff/workplace-health-and-

wellbeing-unit/covid-19-guidance/ 

If the HCW returns to work then they must receive appropriate induction and training in relation to 

Infection Prevention and Control Guidance (IPC) and local processes 

ENDS 

 

 

 

https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/
https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/
https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/
https://www.hse.ie/eng/staff/workplace-health-and-wellbeing-unit/covid-19-guidance/
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