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Infection risk in healthcare settings and risk according to the settings  

At the outset, it was assumed that the risk of infection would be related to:  

 Who was cared for 

 There is a higher risk if caring for people with confirmed or suspected COVID-19. 

 What care was given  

 There is a higher risk for care that involved prolonged or close contact including 

performance of aerosol generating procedures associated with an increased risk of 

infection.  

 Who delivered the care  

 Although it is not clear that people with older age or pre-existing risk factors were more 

likely to get infected it was anticipated that they were likely to suffer more severe 

outcomes and  

 How the care was delivered 

 If care was delivered with comprehensive infection prevention and control practice, the 

risk was likely to be lower.  

As a new virus, COVID-19 has had an unprecedented impact and at its peak, the systems for capturing 

data were in their infancy. Due to absence of data on rates of infection (number of infections per 1000 

person per time period) for any healthcare sector (for example: acute hospital or nursing home) or for 

any professional group (for example: nurses or health and social care professions), it is not possible to 

say with confidence whether risk was higher in some settings or in some professional groups.  If such 

data was readily available, it is likely it would be difficult to interpret because there were differences in 

relation to testing practice in different sectors at different times therefore there is likely to be an issue of 

variation in ascertainment level in different sectors. 

Infection in a healthcare worker has three potential sources: 

 Infection arising from exposure to infected patients; 

 Infection arising from exposure to infected colleagues and; 

 Infection arising from social exposure unrelated to work.   

The Health Protection Surveillance Centre has attempted to differentiate between infection assessed as 

likely related to healthcare and infection related to other exposure but the data is limited.  

Though infection prevention and control guidance, education and training was promoted to all staff, 

there was also a particular emphasis on identifying those patients with suspected or confirmed COVID-19 

and on those caring for them.  Whilst the data is limited, the overall view is that this process worked to a 

substantial degree for staff caring for this cohort of patients as relatively few of them were identified as 

developing infection as a result of exposure to patients.  

From the beginning of the pandemic, the general expectation in Ireland and elsewhere was that a large 

majority of patients with COVID-19 could be identified before or at presentation based on clinical 

features (fever, cough, shortness of breath) and that these patients could be directed for specific 

infection prevention and control measures and testing.      
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Anecdotally, the impression is that the greatest risk to healthcare workers from exposure to infected 

patients was in relation to patients where COVID-19 was not suspected or confirmed in a timely manner. 

A key part of this issue is that we now know that many patients with COVID-19, especially frail older 

people do not have fever, cough or shortness of breath.  In a number of instances such patients were not 

identified in the congregated healthcare setting resulting in significant exposure for healthcare workers 

who were not alert to the risk of exposure and who therefore were not in a position to take specific 

additional IPC measures.  There were also some incidents in which patients did have clear clinical 

features suggestive of COVID-19 but the diagnosis was not considered or made promptly resulting in 

avoidable healthcare worker (and patient) exposure.  

Although limited, hospital data exists to suggest that once a more robust process for identifying patients 

with suspected of confirmed COVID-19 was put in place, that there was a sharp fall in healthcare worker 

infection.     

Data on the levels of infection in healthcare workers 

The most recently published reports of COVID-19 amongst healthcare workers are available here.  

As of midnight on 27th June, there were a total of 25,874 COVID-19 cases reported; of which 8,260 were 

healthcare workers. This equates to 31.9% of the total cases reported. This was reported on June 29th.  

The median age of COVID-19 case healthcare workers is 41 years (range 17-78 years). The proportion of 

females is disproportionately higher (74.0%) among healthcare workers COVID-19 cases compared to 

non- healthcare workers COVID-19 cases (49.3%), most likely due to some healthcare worker specialities 

e.g. nursing being female dominated. The majority (58.5%) of notified healthcare workers were from the 

HSE East. This information is reported via the Computerised Infectious Diseases Reporting system (CIDR), 

a dynamic information system. Data are continuously validated and updated. 

A further analysis of these data (as of 29th June) is available here.  

Staffing levels 

An urgent and rapid expansion of the health sector workforce was required to respond to the COVID-19 

national pandemic. A range of targeted measures were introduced to support this expansion that 

included in the main: 

 Redeployment and reassignment of the existing workforce to frontline COVID-19 response;  

 Increased hours of part-time staff, encouraging career break returnees and facilitating overtime;  

 Rehiring of retirees, with temporary waiver of pension abatement;  

 Recruitment of student nurses as healthcare assistants;  

 Recruitment of graduating medical scientist students and radiography students; 

 Increased medical intern intake up to 1,000; 

 National and Local recruitment; 

 National ‘Be on Call’ for Ireland campaign; 

 Temporary Assignment of Public and Civil service staff to the HSE; 
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By the 30th May, there were 141,392 personnel (equating to 123,088 Whole Time Equivalent (WTE)) 

directly employed in the provision of Health and Social Care Services by the HSE and the various Section 

38 organisations: 

 The year-to-date (YTD) staffing levels increased by 3,271 WTE (+2.7%). In staff category terms (Table 

1), all six staff categories are showing growth over December 2019 (YTD). The largest WTE increase is 

in Nursing and Midwifery (+1,466 WTE), with the largest percentage increase in Medical and Dental 

(+4.9%) and General Support (+4.9%); 

 Acute Services employment has increased by +2,704 (4.3%) WTE this year with Community Services 

also showing an increase in WTE YTD of +512 WTE (+1.0%) see table 2. Table 2 and Figure 1 also 

shows the specific growth in April and May reflecting the impact of targeted initiatives over the last 

two months in our response to COVID-19; 

 Data from the HSE National HBS Recruit, which undertakes circa 40% of recruitment activity, shows a 

total of 1,865 contracts issued to date, for which 777 of these are new HSE employees. A further 992 

Medical interns have been recruited as per the noted initiative above; 

 In addition, 1,268 student nurses have taken up contracts as healthcare assistants across acute and 

community services;  

 The medical scientist student initiative included 80 students with radiography student initiative 

including 51; 

 The ‘Be on Call for Ireland’ initiative is designed to create an additional pool of ‘job ready’ 

professionals who are not already working in healthcare. The current data shows, 1,650 healthcare 

workers successful at interview, with 947 candidates in clearance with 192 candidates assigned/ 

placed;  

 It is also important to note that the expansion in the workforce is being undertaken in the backdrop 

of a significant increase in staff absence over the norm, notably related to COVID-19 absence. Table 3 

below shows the impact on the latest available data for April 2020, with COVID-19 absence 

accounting for 54% of total absence recorded for this period.  

 

Table 1: Staffing Levels by staff category, April & May 2020 

 

 

 

 

Staff Category /Group
 WTE Dec 

2019 

 WTE Apr 

2020 

 WTE May 

2020 

WTE 

change 

since Apr 

2020

% change 

since Apr 

2020

WTE 

change 

since Dec 

2019

% change 

since Dec 

2019

Total Health Service  119,817  121,702  123,088 +1,385 +1.1% +3,271 +2.7%

Medical & Dental      10,857      11,055      11,384 +329 +3.0% +526 +4.9%

Nursing & Midwifery      38,205      39,229      39,671 +442 +1.1% +1,466 +3.8%

Health & Social Care Professionals      16,774      17,056      17,213 +158 +0.9% +440 +2.6%

Management & Administrative      18,846      19,102      19,138 +35 +0.2% +291 +1.6%

General Support       9,416       9,799       9,873 +74 +0.8% +456 +4.9%

Patient & Client Care      25,719      25,461      25,810 +348 +1.4% +91 +0.4%
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Table 2: Additional staffing by category from previous month, April & May 2020 

 

Figure 1: Monthly WTE increase. 

 

Table 3: Absence rates by staff category, April 2020 

 

Derogations for healthcare staff 

At the very beginning of the pandemic it was evident that there was a requirement for close contacts to 

be derogated back to work if they were deemed essential for services under twice daily active 

monitoring.  

 

Guidelines were developed and issue in early March. Advice and guidelines on derogation evolved over 

the period of the first surge and Version 7 of the guidelines were agreed last week. The issuing of 

derogation required the completion of a risk assessment form by line management 

Derogation Guidelines and the Risk Assessment Form can be accessed here. 

As derogations were issued locally and were a line management responsibility there is currently no 

central oversight of the overall number of staff who were derogated. 

Health Service Absence Rate - by Staff 

Category: Apr 2020

Certified 

absence

Self- 

certified 

absence

COVID-19 

absence

Total 

absence 

rate

Certified
Self- 

certified
COVID-19

Total 4.4% 0.4% 5.6% 10.4% 42.4% 3.5% 54.1%
Medical & Dental 1.1% 0.1% 4.3% 5.5% 20.9% 1.4% 77.7%

Nursing & Midwifery 4.8% 0.4% 8.2% 13.4% 35.9% 3.3% 60.8%

Health & Social Care Professionals 3.4% 0.2% 3.6% 7.3% 46.7% 3.3% 50.1%

Management & Administrative 3.5% 0.6% 2.4% 6.5% 53.8% 8.8% 37.4%

General Support 6.1% 0.3% 4.7% 11.1% 54.9% 2.3% 42.8%

Patient & Client Care 6.2% 0.3% 6.6% 13.1% 47.1% 2.5% 50.4%
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Fatigue and psychological impact of Covid-19 on healthcare workers 

The HSE Workplace Health and Wellbeing Unit have offered a range of supports services to assist and 

support healthcare workers and healthcare services throughout the pandemic. The type and range 

of supports available to staff and service varied and evolved over the course of the first surge 

and addresses physical, mental and psychological needs.  

There are comprehensive guidance documents available on managing fatigue, sleep, mental wellbeing, 

and self-care.  Info-graphics and posters were made available to advertise these supports in work areas. 

All of this guidance is available here.  

Specific guidance on fatigue was also developed and is available here. 

In addition the HSE Workplace Health and Wellbeing Unit has had significant input into the 

draft  document 'Supporting healthcare workers during the transition back to work of COVID-19 

pandemic Organisational/Psychosocial Guidance and Supports' emphasising the value of preventive 

measures for healthcare workers in both their physical and mental health at this time.   

Childcare for Frontline Workers 

The HSE engaged across-sectors with the Department of Children and Youth Affairs on several options to 

support childcare for healthcare workers with childcare difficulties. Several options were considered but 

a facilitated resolution proved difficult to put in place in striking the public health advice balance.  

 
The HSE through extensive engagement with services set out through a suite guidance on flexible 

working arrangements to support their childcare responsibilities while enabling them to attend work 

(e.g. roster changes; flexible working hours etc.). 

 
The guidance also set out the following:  

 In circumstances where one parent / guardian / partner is an “essential healthcare worker”, the 

other parent / guardian / partner is supported by their employer to remain at home to care for the 

child(ren).  The State has agreed that any public sector employer who is partnered with an essential 

healthcare worker can stay at home for childcare reasons, to allow the healthcare worker attend 

work. 

It is acknowledged that the above measures may not resolve matters for everyone.  Where all other 

options have been exhausted, as with the rest of the public service, the healthcare worker may be 

classified as being available to work from home and can be allocated different work or roles that can be 

carried out remotely. 

These arrangements were outlined in various versions of the “Guidance and FAQs for Public Service 

Employers during COVID-19 in relation to working arrangements and temporary assignments across the 

Public Service” (18th March, 9th April, 29th April, and 7th May). 
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Under the phased reopening of the country, childcare providers were able to reopen from 29th June, with 

on-going review and engagement continuing, to ensure healthcare workers childcare needs are met. 

PPE Distribution 

Following the outbreak of Covid-19 in February 2020, HSE recognized the need to considerably expand 

its logistics and distribution capacity for the supply of personal protective equipment (PPE) throughout 

the HSE. To reflect the strategic importance of PPE, HSE rapidly developed an integrated, end to end 

Sourcing and Distribution approach with a view to managing the volume of PPE required and ensuring 

that frontline services which need PPE, have it where and when they need it.  

New markets and suppliers were identified and researched, and significant new supply arrangements 

were established at short notice such as our primary PPE supplier in China. Local and indigenous 

manufacturing provided additional capacity, and will continue to be a valuable source in the future. 

Charitable donations of stock also made a positive contribution to the national effort. Multi-agency 

support (involving HSE, IDA Ireland, Enterprise Ireland, Aer Lingus, Defence Forces and multiple other 

government departments such as DFAT, DoH, DTTAS and suppliers) was required to deliver and sustain 

this activity.  

The environment in which the HSE sourcing activity was conducted in response to the pandemic was 

unprecedented. All global healthcare systems faced the same challenges in securing the PPE necessary to 

manage and contain the pandemic. The characteristics, challenges and landscape of the market during 

the pandemic were and still are volatile, complex and uncertain. The primary challenges that we faced 

and continue to face in respect of securing supplies in the market are set out below. 

The HSE established an airbridge between Dublin and Beijing which was operated by Aer Lingus. The 

airbridge ran for 14 weeks and involved 259 return flights which delivered 86million pieces of PPE for use 

in the Irish Health Service.  

As part of the expansion of its logistics and distribution capacity the HSE sourced a third party logistics 

partner whose warehouse in Grange Castle Dublin became the PPE Command Centre for the HSE. Since 

the 6th April 2020, there were in excess of 34,000 completed deliveries, consisting of 55,932 cartons and 

13,502 pallets.  In excess of 114millon pcs of PPE have been delivered nationwide.  

Current demand is naturally down from peak of the pandemic with 9m-10million items per week being 

delivered compared with approximately 14million at peak.  Two products, surgical masks (6million) and 

gloves (2million) account for 80% of weekly demand. Over 3,000 locations have received delivery 

throughout the pandemic.  

These locations include: 

 Long Term Residential Care – 35%; 

 Homecare – 22%; 

 Acute Hospitals – 19%; 

 Primary Care – 11%; 

 Other – 13%. 
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Currently stock levels and supply lines are strong, with resilient supply lines with supply meeting 

demand. HSE is continuously assessing market conditions, identifying risk and taking the appropriate 

mitigations 

Characteristics and landscape of the sourcing market 

 Unprecedented volatility - WHO reported demand for PPE to be 100 times normal demand and 

prices up to 20 times higher than normal. 

 Uncertainty – little or no robust epidemiological data was available to conduct robust and 

detailed demand planning exercises. Our planning environment was in many respects based on 

the harrowing and tragic images and events that were unfolding in other EU countries 

 China in lockdown – China introduced significant restrictions which included closure of 

manufacturing plants. Where manufacturing and supply capacity was identified there were 

limited shipping channels available due to port and airport closures. 

 Many countries introduced export bans and restrictions. In mid-March, a total of 226 countries 

were identified that had export bans, export restrictions or state requisitioning arrangements in 

place 

 Pricing: 

 All global healthcare systems have been price takers in the context of PPE and other 

medical supplies. It has not been possible to negotiate downward pricing. Furthermore, 

any price speculation or market softening strategy on the part of the HSE was considered 

too high risk. The immediate security of PPE supply lines was absolutely critical to the 

pandemic response. 

 Gouging –which included creation of secondary markets where ownership deeds change 

hands numerous times before they reach the end buyer – often a hospital system or 

local government at a hugely inflated price 

 Traditional sourcing channels were non-existent. The typical supply base with whom HSE 
operated was not in a position to source and secure the volumes of products required 

Other challenges included: 

 Pace, complexity and scale at which procurement staff were required to operate 

 A growing base within the Irish healthcare system that reverted to HSE for the provision of 

supplies and in particular PPE including GP’s, Private Nursing Homes, provision of face masks to 

all healthcare workers etc. 

 Emerging shortages of both product and raw material e.g. gowns and more particularly nitrile 

gloves. 

Guidance and training on PPE usage 

The matter of PPE distribution, guidance and training must be considered in the context of Infection 

Prevention and Control guidance and training.  PPE is the apex of the inverted pyramid of risk 

management.   
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Infection Prevention and Control guidance and training focused on early identification of suspected 

cases, appropriate patient placement, measures to minimise the number of people exposed and the 

duration of exposure and on Standard Precautions for all patients at all times.  Access to and appropriate 

use of PPE is very important for managing the residual risk within that context but it must be placed 

within that context.  Guidance on PPE use was included in the initial guidance documents issued in 

February and March 2020.  A key decision around PPE use that the guidance was based on relates to the 

task performed and the risk associated with the person cared for regardless of the setting (community or 

hospital) where the task was performed.  The guidance was supplement by training videos and by local 

training in facilities by local infection prevention and control practitioners. 

From 19th March to 30th June 2020, there have been over 71,000 successful completions of the modules 

including 2,858 from people who self-identify as working in a Private Care Home facility.  Infection 

prevention and control education webinars were hosted by the HSE national antimicrobial and infection 

control team (AMRIC) on a regular basis.  These webinars were publicised via the HSE COVID-19 partner 

engagement group and promoted via community service leads.  The lists of webinars are below; those 

applicable to residential care facilities (RCFs) are listed below.  The dates of webinars are included below 

and these webinars are accessible here.  

March 2020 

 28th March COVID-19 webinar in collaboration with Siobhan Kennelly and Mary McKenna (580 

residential care staff participated). 

 29th March COVID-19 webinar to acute hospitals with Mary McKenna and Martin Cormican (137 

staff participated). 

April 2020 

 3rd April COVID-19 webinar management of COVID-19 in RCFs with Mary McKenna and Martin 
Cormican (1,385 participant from RCFS/Community IPC and Public Health). This webinar is 
accessible here  

 3rd April COVID -19 webinar to acute hospitals with Mary McKenna and Martin Cormican (189 
participants). This webinar is accessible here  

 16th April COVID-19 ICGP webinar with Martin Cormican, Nuala O’Connor and others.   

 22nd April COVID-19 webinar management of assessment hubs with Nuala O’Connor and 
panellist Mary McKenna / Questions & Answers (192 GP participants). 

 23rd April Management of COVID-19 webinar for GP practice – scheduled panellist with Mary 
McKenna. 

 24th April COVID -19 webinar and eLearning programme release for prevention and management 
of outbreaks in RCFs with Mary McKenna and Martin Cormican. (1368 participants). This webinar 
is accessible here  
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 27th April COVID-19 webinar on management of COVID-19 with national guidelines in Disability 
Residential services with Mary McKenna and Martin Cormican. 

 30th April COVID-19 webinar for staff working in assessment hubs with Mary McKenna and 
Martin Cormican.  This webinar is accessible here  

May 2020  

 1st May COVID -19 webinar on guidance for staff delivering home care including public health 
nursing, Community AHPs and Home helps. 

 8th May Webinar and E-learning programme release for prevention and management of 
outbreaks in RCFs.   

 14th May COVID-19 Prevention and Management in Vulnerable Group Settings 

 15th May Appropriate use of PPE in different Healthcare Settings 

June 2020  

 12th June: Guidance for Residential Care Facilities on Admissions, Transfers and Visiting. 

Local training and support was much stronger in the acute hospital sector than in the community due of 

the limits of IPC capacity in the community.  PPE supplies were especially challenging in the early period 

of the pandemic and there were significant difficulties overcome to meet the requirements. The principle 

agreement was that available PPE would be allocated on the basis of the person cared for and the task 

performed without differentiation between settings.   

PPE surveillance and healthcare workers 

The enhanced investigation of healthcare workers is currently being undertaken to report on detailed 

enhanced surveillance of COVID-19 positive healthcare workers, as requested by the National Public 

Health Emergency Team (NPHET) on 11th June 2020. This will include details on healthcare setting, PPE 

use and ethnicity. The report will be available in the coming weeks.  

Testing and tracing of healthcare workers  

Rates of infection of COVID-19 amongst healthcare workers and concerns for their personal welfare have 

been of particular focus during the COVID-19 pandemic. Healthcare workers have continued to deliver 

timely and appropriate care to their patients and those they are caring for. It is reassuring to note that 

well over 90% of healthcare workers who had COVID-19 have now recovered. This is a higher recovery 

rate than in the general population, and relatively few healthcare workers have been hospitalised and 

very few admitted to ICU.  

Defining the term “healthcare workers” refers to all staff working in frontline healthcare provision 

including HSE staff, community healthcare staff, staff working in Section 38 and 39 organisations 

including voluntary hospital staff, National Ambulance Service (NAS) staff, staff in private nursing homes 

and long-term residential facilities (RCFs) in disability and mental health, home support and personal 

assistant staff both directly employed or through voluntary / private providers across Older Persons 

Services, Disability Service and Mental Health Services for the period of COVID-19. 
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Testing and tracing 

Testing should be considered as one possible element of a multi-faceted approach to managing risk of 

COVID-19 among healthcare workers.  Testing and tracing of healthcare workers fall into the following 

broad categories: 

 Healthcare worker as a case 

 Healthcare worker as a contact of a confirmed case 

 Healthcare worker as an individual offered a test as part of a bulk testing of a setting for 

outbreak management  

 Healthcare worker as an individual offered a test as part of specific initiative as part of the 

Testing Strategy in Ireland e.g. mass testing of Nursing Homes or Serial testing of healthcare 

workers as directed by NPHET. 

Healthcare worker presenting with symptoms 

Any healthcare worker who develops symptoms is advised to liaise with their own doctor for a clinical 

assessment and referral for testing. They would then follow national guidelines on self-isolation and 

follow the pathway for getting a test and clinical advice. In circumstances where they have access to 

occupational health service the healthcare worker may access a clinical appointment with opportunity to 

get referred for a test via occupational health.    

 
Healthcare worker as a contact of a confirmed case 

All healthcare workers identified as having had contact with a confirmed case of COVID-19 during the 

infectious period are assessed to see if they should be classified as a close contact. All close contacts 

receive clinical and public health advice. They would then follow the national protocols for testing and 

follow up e.g. day 0 and day 7 testing of close contacts and active follow up. 

Healthcare worker as an individual offered a test as part of a bulk testing of a setting for outbreak 

management  

Where a Medical Officer of Health in a Public Health department has identified a setting that requires 

bulk testing on foot of a Public Health Risk Assessment (PHRA), all healthcare workers in that setting 

would then be offered a test as a disease control initiative.  

Specific programmes of testing: 

The National Public Health Emergency Team (NPHET) requested that the Health Service Executive 

implements a programme to perform weekly PCR/RNA testing for COVID-19 of all staff in Residential 

Care Facilities for Older Persons over a four-week period. This activity commenced during the week of 

Monday July 22nd with tests being performed at each nursing home in the country once per week for four 

weeks.  

Testing at each nursing home is scheduled on the same day on each of the four weeks. Staff participation 

in this COVID-19 testing is optional. Staff have the right to decline. Verbal consent should be obtained by 

the individual performing the swab before each staff member is swabbed and this decision should be 

treated in confidence, in line with HSE National Consent Policy.  
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Test results, detected or not detected, will be communicated directly to the individuals in question. 

Positive results will also be communicated to the referring doctor, whether that is Occupational Health, 

the GP nominated by your nursing home or a local or national Public Health doctor. The test results for 

your nursing home will be shared with the relevant Public Health Department and they would initiate 

follow up as essential following a Public Health Risk Assessment.  

 
Additional programmes under development 

Self-assessment of risk by healthcare worker; if they believe themselves to be at high risk, staff can 

request a test through their local occupational health department. Healthcare workers are encouraged 

to use a risk assessment to assess their risk in this regard. The risk assessment has been distributed to all 

NCHDs in anticipation of the annual changeover on July 13th and will be available on line after that for all 

healthcare workers who find themselves in that situation 

There is a project in the planning to test (using seroprevalence antibody tests) of all healthcare workers) 

in a point in time within two major acute hospitals.  This work is still in the planning stage. 

Testing 

It is important to understand the role and limitations of testing in the response to COVID-19.  
 
The role: 

 It can be difficult to diagnose COVID-19 based on symptoms alone, and some people with SARS-

CoV-2 infection will have subclinical, including asymptomatic, infection. Testing can confirm the 

diagnosis of COVID-19 by detecting the SARS-CoV-2 virus in the patient’s swab.  

 Testing can inform control measures. For example, if the SARS-CoV-2 virus is detected in a 

patient’s swab their doctor can give them appropriate advice, e.g. self-isolate for 14 days, to help 

prevent secondary transmission. If there is an outbreak of COVID-19 in a hospital or nursing 

home, testing can identify patients/residents who have the SARS-CoV-2 virus and appropriate 

infection prevention and control measures can be put in place to help prevent secondary 

transmission.  

 Testing can yield important information about chains of transmission.  

 Testing yields important surveillance data regarding trends in infection rates. This can help to 

identify high risk regions/ population groups and can facilitate assessment of the impact of 

control measures, e.g. social distancing.  
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Limitations: 

 No laboratory test is 100% accurate. International evidence suggests that the sensitivity of PCR 

based testing for SARS-CoV-2 is between 80-90% 1, 2. It is important to note that the positive 

predictive value (PPV) and negative predictive value (NPV) of the test depend on the prevalence 

of infection in the population – hence, the PPV and NPV of PCR based testing will vary in high and 

low prevalence regions and populations.  

 A test that is reported as “not detected” may be a false negative and does not confirm absence 

of SARS-CoV-2 infection. A person with a “not detected result” could be incubating (a stage 

within the natural history of the disease where the patient has been infected and the virus is 

replicating, but hasn’t reached levels where it can be detected by swabbing the nasopharynx, 

therefore ‘not-detectable’ yet).  A close contact of someone who is in the incubation phase of 

COVID-19 whose test result is “not detected” is therefore still at risk of developing infection for 

14 days following their last contact and should not be falsely reassured by their test result. 

Therefore, it is important to continue to abide by Public Health advice until the 14-day period is 

complete – this advice includes restricting movements if asymptomatic and self-isolation if the 

individual develops symptoms.   Throughout this period, it is also important to continue social 

distancing, hand hygiene and respiratory etiquette.   

 Testing yields information at a single point in time – the point when the swab was taken. A test 

that is reported as “not detected” is not an indicator of risk on an on-going basis. Someone 

whose test result was “not detected” is still at risk of infection and should not be falsely 

reassured by their test result. They may still become infected and they must continue to abide by 

Public Health advice, including social distancing, hand hygiene and cough etiquette.   

 PCR testing may detect viral RNA that persists after the period of infectiousness – the public 

health significance of a PCR test reported as SARS-CoV-2 virus “detected” when the patient has 

clinically recovered is unknown. The PCR test may be detecting remnants of non-viable virus, 

with no associated risk of transmission.  

 PCR testing may be an uncomfortable process – it requires passing a swab into the nasopharynx 

of the individual who is undergoing testing.  

 The limitations of testing support an ethical approach of evidence-based testing with informed 

consent.  

Contact tracing  

Where contact tracing is needed, either if healthcare worker is a case or identified as a contact of 
another confirmed case, it is usual that: 

 Community based contacts will be identified and monitored by Public Health and the Contact 

Management Programme (CMP).  

 Healthcare worker with an occupational exposure in Ireland, including laboratory staff, will be 

identified and monitored by Occupational Medicine.  

 Hospital in-patient contacts will be identified and monitored by infection prevention and control 

(IPC) and clinical microbiology while receiving in-patient care and by Public Health following 

discharge.  

                                                           
1
 T. Ai et al., Correlation of chest CT and RT-PCR testing in coronavirus disease 2019 (COVID-19) in China: a report of 

1014 cases. Radiology, 200642 (2020). 
2
 https://www.imperial.ac.uk/media/imperial-college/medicine/mrc-gida/2020-04-23-COVID19-Report-16.pdf 

SCC19R-R-0492(ii) D 



 HSE Submission to Special Committee on COVID-19 Response 
Infection rates among healthcare workers 

13 
 

Contact tracing undertaken within the Contact Management Programme 

Anticipating a substantial increase in the number of cases identified as COVID-19 positive, the HSE 

developed a national rapid, large scale system operating initially in three steps, and now four: 

 Step 1/ Case (referred to as Call 1): Rapid notification to a person of a COVID-19 confirmed 

(detected) or not detected result and provision of advice 

 Step 2/ Contacts (referred to as Call 2): Rapid identification of contacts of confirmed cases of 

COVID-19  

 Step 3/ Control (referred to as Call 3): Rapid public health management of contacts of confirmed 

cases (see process map on next page) 

 Step 4/ Follow-up (also happens in a Call3): Active follow-up of contacts for 14 days from last 

contact with confirmed case; this includes daily text messages and arranging testing as required 

for contacts. 

 
The COVID-19 Contact Management Programme (CMP) is designed and built to have the capacity to 

communicate with thousands of contacts per day. It is operationalised using a Microsoft Customer 

Relationship Management (CRM) platform referred to as the CovidCare Tracker (CCT).  

Rationale 
The rationale for developing a national process is to allow the Departments of Public Health to be freed 

up to focus on and respond to complex public health issues, making best use of scarce and critical public 

health expertise. Routine contact tracing, therefore, is done by a national team, coordinating a series of 

decentralised physical and virtual call-centres. People working in the HSE and volunteers from the 

academic institutions are working in the HSE Contact Tracing Centre (CTC) in a variety of roles. 

Previously, there were nine CTCs operating in different parts of the country. Due to reduced numbers of 

positive cases there is now one CTC in operation, based in NUI Galway, it is staffed with a blend of HSE 

redeployed staff and NUI Galway volunteers. The CTC operates 7 days a week and deals with all cases 

each day, where possible.  At times people may not respond to phone calls and this can lead to delays.  

The aim of the CMP is to notify results to people tested (or their nominated person) and to identify and 

manage contacts of people with COVID-19, commencing 13th March 2020.  

 

The purpose of this programme is: 

1. To rapidly identify and close down chains of transmission of COVID-19.  

2. To release time for Public Health Departments to undertake high value public health expert 

activity including surveillance/enhanced surveillance and complex control activity  

3. To slow the progress of the COVID-19 epidemic in Ireland and delay and lessen the impact on 

health services delivery capacity. 

4. To save lives through slowing the progress of COVID-19 in Ireland 

 
 
 

SCC19R-R-0492(ii) D 



 HSE Submission to Special Committee on COVID-19 Response 
Infection rates among healthcare workers 

14 
 

Serial testing of healthcare workers 

 The results for healthcare workers who have tested positive for COVID-19 are loaded onto the 

CovidCare Tracker system. They are confirmed via phone calls to the individuals as healthcare 

workers and this is noted on the CovidCare Tracker system.  

 Healthcare workers are informed of their positive result and they receive the associated care and 

isolation advice. They are asked a series of enhanced surveillance questions in their Positive 

Patient Assessment (PPA), in particular relating to the use and wearing of PPE. 

 Healthcare workers who have received sequential results as a result of having been tested more 

than once e.g. negative/ positive/ positive are referred to the relevant Department of Public 

Health to make a clinical determination of whether tracing and/ or isolation is required or not. 

 The tracer advises the healthcare worker to inform their Line Manager/ Nursing Home Manager 

of their positive result. 

 An hour after the initial call healthcare workers receive a second call that investigates who their 

close contacts may have been 48 hours prior to their date of symptoms and/ or date of swab. A 

list of close contacts and their contact details is accordingly recorded on the CovidCare Tracker 

system. 

 The healthcare worker’s workplace, e.g., the Nursing Home where they work is recorded as a 

complex contact and this information is routed to the relevant Department of Public Health. The 

Department of Public Health then contact the Nursing Home directly. 

 The close contacts of the positive healthcare worker receive a call from the CTC contact tracers 

who inform them that they are a close contact and give them quarantine and other advice as 

well as recording any symptoms that they may have.  

 The close contacts then receive a Daily Active Follow-up (DAFU) text message enquiring about 

their symptoms, this continues for 14 days from the date of the last contact with the confirmed 

case. 

 The close contact is then referred to receive a swab for COVID-19 within 24-48 hours and then 

again after approximately 7 days.  

 Daily co-ordination happens between the CTC and the 8 Departments of Public Health to ensure 

cases and contacts are managed effectively and efficiently. 

 The CTC operations system is under continuous review and is adapted to meet emerging 

demands, as required. 

 

Occupational health, testing and tracing 

 The HSE have completed a workforce plan for occupational health which will enhance its 

capability to meet the demands of the next phase of the COVID-19 pandemic; 

 The HSE is developing an ICT system to manage the contact tracing in complex healthcare 

settings; 

 While in general, the public sector has access to occupational health services; there is no similar 

universal structure across the private sector, which tends to disproportionately affect small 

businesses and smaller healthcare facilities.  
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Accommodation for healthcare workers 

Temporary accommodation is available to all healthcare workers affected by COVID-19 under the 
following circumstances:  

 live with family members that are self-isolating and you cannot return home 

 live with vulnerable persons 

 require emergency accommodation due to urgent response or mitigating factors 

 require accommodation in order to facilitate rosters 

 share accommodation where you are at an increased risk of getting or spreading COVID-19 (this 

does not include couples or co-habiting family members who normally live together) 

 returned from overseas and are contracted to work and require accommodation 

 live in congregated domestic living arrangements, for example, a hostel, a direct provision centre 

The referral form, national guidance and contacts for each HSE Hospital Group and Community Health 

Organisation are available here.  

The following summarises the uptake in temporary staff accommodation over a twelve week period from 

9th April 2020, as reported 3rd July 2020.    

 Figure 2: Number of beds occupied week-on-week 

 

It must be noted that limited data was captured for the period of 9th –15th April (i.e. week 1) and 16th –

22nd April (i.e. week 2). Data collection during this period predominately comprised an initial 

investigation of uptake of temporary staff accommodation in both private nursing homes and 

community services. Data collated and summarised for the last ten weeks between the 23rd April and 2nd 

July is more robust and includes a greater variety of information, which is manually collated from the HSE 

Estate Offices, Community Health Organisations and Hospital Group regions.  
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The following figure displays key statistics specific to week 12 when compared to week 11.  

Figure 3: Staff accommodation changes, week 11 versus week 12 

 

 

The following outlines the breakdown of the data received for Private Nursing Homes by CHO for the 

current reporting period of 26th June – 2nd July. 

Figure 4: Percentage of beds occupied by staff in Private Nursing Homes & Voluntary (S.39) per CHO, 

week 12 
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The following table compares the weekly percentage of beds occupied for the top subcategories from 

weeks 3 to 12.  

Table 4: Percentage of beds occupied for top healthcare subcategories over a ten week time period (23rd 

April -29th April) to week 12 (26th June –02nd July). 

 

Accommodation for healthcare workers required to isolate/quarantine 

The following information is specific to the accommodation/arrangements for healthcare workers who 

needed to self-isolate/quarantine.  

From June 1st 2020 accommodation has been made available at the Citywest self-isolation facility for 

asymptomatic staff that are employed by the HSE or contracted to commence work, or HSE Funded 

agencies (Section 38/39), or any facility under HSE Governance and required to self-isolate. These 

referrals are made via the following sources: 

 Occupational Health; 

 General Practitioner; 

 Human Resource Department; 

 Medical Training; 

 Public Health. 
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As of the 7th July there have been 302 referrals and 236 admissions to the healthcare worker 

accommodation facility.  

The healthcare worker facility is co-located with the self-isolation facility at the Citywest site and 

individuals may be required to transfer to the appropriate grouping within self-isolation facility if their 

COVID-19 status alters: 

1. This group are asymptomatic contacts who are required to self-isolate.  

2. This group are symptomatic and waiting for a test (if they meet the criteria) or a test result and 

required to self-isolate.  

3. This group are confirmed COVID-19 cases with or without mild symptoms. 

Since the facility became operational on April 1st 2020, there have been 646 referrals and 590 admissions 

(inclusive of transfers from the healthcare worker facility) to the self-isolation facility, to 

date.  Admissions in this period to the self-isolation facility included a significant number of healthcare 

workers who required self-isolation, accounting for 15.7% of residents. 
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