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PPE / Infection Control  

 

Q1(a). Why does the virus stay on the outside of a mask but not on clothes? 

 

Q1(b). What are we supposed to do after reaching home from work - like personal clothes / 

footwear disposition, shower etc…esp. when we didn’t see any child with respiratory 

symptoms OR used proper PPE at all times when seeing high risk kids!!…..lots of conflicting 

opinions. Thanks heaps 

 

A1. The data come from experiments putting SARS-CoV-2 virus onto surfaces 

(https://www.sciencedirect.com/science/article/pii/S2666524720300033?via%3Dihub), so 

should be interpreted in that light. Virus placed onto masks can be detected on the outer 

surface more than the inner surface for up to a week. Masks are porous and can become 

wet through. If the wearer is infected with COVID-19, wearing a mask may 

paradoxically increase the risk of the wearer transferring virus onto surfaces. The virus 

can be detected for up to two days on cloth (although may not be infectious). An 

important factor is how much virus is likely in practice to get on masks and on clothes. If 

you are worried about bringing virus home on clothes, take a change of clothes to work. 

The virus has a lipid envelope, so is susceptible to soap or alcohol. Contaminated 

footwear is highly unlikely to transmit virus, but you can change your shoes when you get 

home if you want, then wash your hands. We advise against wearing scrubs to and from 

work to avoid being abused for "putting the public at risk".  

 

On facemasks, see also: 
https://www.schn.health.nsw.gov.au/files/attachments/isaacs_facemarks_topic_review.pdf  
 

Q2. Does wearing a mask protect others from the mask wearer? If everyone wore masks would 

the community transmission be reduced? 

 

A2. [See also A1] Because the US is in a desperate situation, their Centers for Disease 

Control has recommended the public wear homemade cloth masks. This was essentially 

done in an effort to try and reduce community transmission, especially from people who 

may not perceive themselves to be symptomatic, not to protect the wearer, although the 

evidence for this recommendation is scant. In contrast, the World Health Organization 

currently recommends against the public routinely wearing facemasks. 

On facemasks, see also: 
https://www.schn.health.nsw.gov.au/files/attachments/isaacs_facemarks_topic_review.pdf  

 

Q3. Using a surgical mask + eye protection doesn’t seem rational, if there is sufficient risk to 

need eye protection, why does that not mandate an N95 mask? 

 

A3. Droplets can get into eyes, so droplet precautions include eye protection and a 

surgical mask. N95 masks may well start to be in scarce supply soon. We have a moral 

responsibility to reserve them for our adult and paediatric colleagues performing 

procedures that generate aerosols. The difference between a surgical mask and N95 

https://www.sciencedirect.com/science/article/pii/S2666524720300033?via%3Dihub
https://www.schn.health.nsw.gov.au/files/attachments/isaacs_facemarks_topic_review.pdf
https://www.schn.health.nsw.gov.au/files/attachments/isaacs_facemarks_topic_review.pdf


masks comes down to particle size; there is currently no evidence of increased efficacy of 

N95 over surgical masks for protection from respiratory viruses including SARS-CoV-2 

where aerosol-generating procedures are not being performed. 

 

Q4(a). What about PPE with low risk patients? A nebuliser with a non covid patient? Should 

we wear a P2/N95 mask? 

 

Q4(b). There is a lot of concern regarding PPE for children who have not been confirmed as 

COVID positive, when undertaking aerosol-generating procedures. What are your 

recommendations? 

 

A4. If possible avoid aerosol-generating procedures, e.g. use spacer and tight-fitting 

mask instead of nebuliser for child with asthma. If you must do an AGP use airborne + 

contact precautions as PPE. Do not test first, since testing may have knock-on effects for 

other departments that impede optimal care.  

 

Q5. Should we be withholding nitrous for sedation in kids because it’s considered aerosol 

generating? How high is the risk? 

 

A5. Nitrous is not considered an aerosol-generating procedure. Children who need 

nitrous for procedures like burns dressings should not be denied best treatment.  

 

Q6. Raina McIntyre gave a GP podcast today outlining clear evidence for airborne spread - 

please comment. 

 

A6. Our infection control approaches are based on evidence of transmission dynamics 

that have been borne out in multiple geographies. Current epidemiological analysis 

(including R0 measurements and household attack rates) is highly supportive of droplet 

spread rather than airborne. Most people agree that the evidence favours droplet spread 

of SARS-Cov-2, while airborne (aerosol) spread occurs with aerosol-generating 

procedures: https://www.nature.com/articles/d41586-020-00974-w. There is an 

inevitable spectrum of views on COVID-19. Professor Raina McIntyre and Dr Norman 

Swan tend to present pessimistic interpretations of the data, when allaying fear would 

arguably be more constructive. Australia's success in flattening the curve argues against 

significant airborne spread here.  

 

Community Transmission/Case Numbers  

 

Q1. Are brand new newly borns hot or cold? 

 

A1. This question presumable relates to the issue of isolation of newborns of COVID-19 

positive (or suspected COVID-19 positive) mothers. Newborns of mothers who are 

COVID-19 positive (or suspected positive) should be managed as per local guidelines. A 

NSW COVID-19 neonatal policy is in formulation and will shortly be published.  Unless 

there is a strong indication or the mother is critically unwell in ICU, separation of 

neonates from their mothers should be discouraged and discussed with both a 

neonatologist and ID specialist on a case-by-case basis. 

 

 

Q2. The suburb of Westmead is reportedly a high-risk suburb.  Other than continuing to wash 

https://www.nature.com/articles/d41586-020-00974-w


our hands, does this mean anything in particular for CHW workers? 

 

A2. The high risk suburbs as stipulated by NSW Public Health represent those 

geographies where case density is higher than in other parts of the state. It should be 

noted that the case prevalence in these regions is still very low compared to many 

international geographies where COVID-19 exists at high prevalence rates (e.g. USA, 

UK, Iran, Italy). The reason for increased testing in these postcodes is to try to broaden 

the net to ensure ALL possible cases have been detected. As of 18th April, there have been 

40 cases reported in the 2145 postcode. There have been no cases in the last 12 days, 

suggesting most of the 40 cases would now be outside their infective window, so the risk 

of current undetected transmission is low.  

 

However, for an exercise, let’s calculate the maximum risk of infection from these 40 

individuals. The population of postcode 2145 is approximately 23,000 (22,800 in 2016 

Census data), so the maximal rate of COVID-19 positive cases is 1.7 per 1,000 persons. 

By comparison, the current published population rate in New York City is 15 per 1,000 

persons with limited testing capacity dictating this is almost certainly an underestimate. 

A recent NEJM publication on (mostly well) women presenting in labour to one centre 

demonstrated an equivalent infection rate of 140 per 1,000 persons in Manhattan – 

nearly 100 times the prevalence in the Westmead area. 

  

Living or working in a high-risk postcode currently does not mandate any different 

measures than the remainder of the population as the absolute prevalence remains low. 

Physical distancing, careful handwashing and staying home when unwell remain the key 

principles. If the prevalence of COVID-19 rises substantively in a widespread or 

localised fashion, Public Health will advise any additional measures appropriate at that 

time. 

 

Q3. How many paediatric COVID cases Australia wide? 

 

A3. As of 17th April, there have been 121 confirmed paediatric COVID-19 cases in NSW 

(30 in 0-9 year olds, 91 in 10-19 year olds). There are fewer than 250 cases in the 0-19 

year age group Australia-wide with a similar breakdown by under versus over 10 years.  

 

Q4. What are the Australia paediatric outcomes? 

 

A4. In Sydney, there have been two admissions to hospital for COVID-19. The one CHW 

admission was for isolation purposes during the period when NSW Public Health did not 

allow home isolation for COVID-19 positive cases and would otherwise not have 

required inpatient management. The admission to SCH was a child with comorbidities 

with a mild respiratory illness, admitted for observation purposes. We are in regular 

contact with colleagues in other centres around Australia & New Zealand, and so far 

have had no reports of severe infection or intensive care admissions of children with 

COVID-19 across the country. The vast majority of children in Australia are 

asymptomatic or mildly symptomatic and are being / have been managed in home 

isolation. Almost all have been diagnosed through active screening of contacts of adults 

with confirmed (symptomatic) COVID-19. CHW testing of symptomatic children has not 

revealed a single de novo case of COVID-19 (as at 19th April).  

 

Q5. How long does an asymptomatic CPOVID-19 positive person shed virus? 



 

A5. The data on active viral replication in asymptomatic COVID-19 positive persons is 

lacking, so we must extrapolate from symptomatic persons. An important distinction 

must be made between detection of viral genetic material (by PCR) and presence of 

active virus.  

 

In patients hospitalised with COVID-19, active virus has been detected in respiratory 

samples up to 8 days following symptom onset. No active virus has been detected in stool 

at any point (https://www.nature.com/articles/s41586-020-2196-x), suggesting viral RNA 

in stool represents inactivated viral particles only, as would be expected given the 

instability of the virus under a range of conditions.  

 

Recent studies suggest that viral RNA can be detected in respiratory samples for a mean 

of 17 days from onset of symptoms, and for a mean of 28 days in stool 

(https://www.thelancet.com/journals/langas/article/PIIS2468-1253(20)30083-2/fulltext)), 

however this does not necessarily represent infectious viral particles. The presence of 

culturable virus up to 8 days following symptom onset represents our best evidence for 

the infectious period of SARS-CoV-2 from the respiratory tract. 

 

Q6. How is it possible for asymptomatic people to spread the virus, if they aren't 

coughing/sneezing, etc? 

 

A6. Coronavirus particles are small 120nm diameter entities that can be transmitted in 

particles of varying sizes. In health care settings, people often think of aerosols as visible 

or barely visible particles emitted in a sneeze or cough. However, the formal definition of 

a droplet is any particle over 5 micrometres in diameter, an aerosol being less than or 

equal to 5 micrometres. Normal activities - talking, singing or even breathing – may 

produce droplets; only a non-breathing patient will fail to produce any droplets at all. 

This is the reason why an asymptomatic person can transmit the virus, though they may 

not be coughing or sneezing. 

 

By virtue of their size, droplets fall to the ground or surfaces within a 1 metre radius of 

the source patient. As a result, the transmission of respiratory viruses is often via 

surface-to-hand-to-mucosa (i.e. contact) transmission especially in households. Hence the 

rationale for emphasising hand hygiene as an important part of all transmission-based 

precautions. 

 

The delineation from an infection control perspective of droplet versus aerosol filtration 

rests on the minimal infective dose (or inference of this dose from transmission 

dynamics). A single viral particle will not induce disease.  

 

Q7. How soon a contact be positive on PCR? 

 

A7. This figure has not been directly calculated. Recent analysis suggests that viral loads 

in the respiratory tract decline serially from the day of symptom onset (pre-symptomatic 

viral loads have not yet been measured due to difficulties in capturing this population). 

Recent studies suggest the infectious period begins up to 48 hours prior to symptom 

onset. The average period from exposure to symptom onset is 5-6 days, but with some 

degree of variability (2 to 12 days). Hence, a person will likely become PCR positive on 

average 4-5 days after contact with an index case. Due to the variability of this figure 

https://www.thelancet.com/journals/langas/article/PIIS2468-1253(20)30083-2/fulltext


across the population, the infectious period has been calculated as up to 12 days. 

Fourteen days is used as the potential infectious window for quarantine purposes. Due to 

the variability in symptom onset (and PCR positivity), a single negative swab cannot be 

use as a “clearance swab” after exposure as the contact may evolve disease following the 

swab collection date. 

 

Pathophysiology 

 

Q1. The testing data from Iceland suggests young children and adult females of child rearing 

age (who might be in greater contact with young children) are resistant to infection. Could 

pre-existing immunity to beta coronaviruses explain this and are there other data you know of 

to support this? 

 

The Iceland data are indeed further reassurance of low prevalence of SARS-CoV-2 

infection in children (https://www.nejm.org/doi/full/10.1056/NEJMoa2006100), even 

where it is more prevalent than in places like Australia. 

We are not aware of any data validly addressing the issue of pre-existing coronavirus 

immunity and infection rates or disease severity (please send me any papers you may be 

aware of). In contrast to your proposal, some have suggested that high levels of 

non-neutralising antibodies may in fact promote immunopathogenesis of disease through 

a process of antibody dependent cell-mediated cytotoxicity (ADCC; akin to Dengue 

fever). 

 

Q2. Do we have evidence why developed or non-European countries are less affected? 

 

No, not clearly, but any conclusions drawn to this effect should wait until the pandemic is 

over. Surveillance systems, testing rates, level of travel exposure (importation risk) to 

high incidence locations are all reasons for delayed importation into and unmeasured 

burden into low and middle-income countries (LMIC). Given different demographic 

profiles in many LMIC (younger average age, smaller population proportions >60yrs) 

some have suggested a demographic ‘advantage’ in these locations that we may see play 

out. Alternatively, malnutrition, other co-morbidity, social crowding, high numbers of 

people at the economic margins/poverty and the impossibility of ‘social distancing’ as we 

have undertaken in Australia all point to a major concern for the impact of COVID-19 in 

LMIC. 

 

Q3. What is the association between BCG vaccine and COVID-19? 

 

The epidemiological association between BCG vaccination and COVID-19 disease 

frequency falls foul of the ecological fallacy for a number of reasons (see: 

https://www.forbes.com/sites/madhukarpai/2020/04/12/bcg-against-coronavirus-less-hy

pe-and-more-evidence-please/#53e9c08f6b4f). There is a trial currently underway led by 

a team at the Murdoch Children’s Research Institute (MCRI) administering BCG to 

healthcare workers to try to prevent severe COVID-19. CHW is considering being a site. 

 

 

COVID-19 Testing 

https://www.nejm.org/doi/full/10.1056/NEJMoa2006100
https://www.forbes.com/sites/madhukarpai/2020/04/12/bcg-against-coronavirus-less-hype-and-more-evidence-please/#53e9c08f6b4f
https://www.forbes.com/sites/madhukarpai/2020/04/12/bcg-against-coronavirus-less-hype-and-more-evidence-please/#53e9c08f6b4f


 

Q1. Is there a reason NSW Health recommends testing all febrile immunocompromised 

patients who develop fever even with no respiratory symptoms? We are currently testing all 

inpatients in the oncology ward with just a fever but no respiratory symptoms at all. 

 

A1. On a general population level, the COVID-19 clinical syndrome is a fever WITH 

respiratory symptoms (typically cough, sore throat, shortness of breath), though not all 

patients will manifest all symptoms. At CHW (driven by a request from NSW Public 

Health), we have adopted a modified testing strategy driven by a desire to enhance 

sensitivity (i.e. not to miss any positive cases) and our current fortunate position of very 

low case numbers. This has resulted in testing inpatients with respiratory symptoms OR 

fever (unless the source of fever is otherwise apparent). The pre-test probability of 

COVID-19 in patients with fever but no respiratory symptoms is exceedingly low. As yet, 

we have not found any positive SARS-CoV-2 results in this patient group (or any patient 

group at CHW as yet), but it represents an enhanced sensitivity approach important to 

containment efforts at this time. This approach may be modified in future. 

 

Fortunately, there is currently no signal of increased disease prevalence or severity in 

immunocompromised patients, in paediatric or adult populations. Many studies are in 

progress which aim to unravel the underlying mechanisms of this phenomenon. It may 

be that the overwhelming inflammatory cascade leading to ARDS and ultimate 

respiratory failure is attenuated in patients with immunocompromise, leading to 

improved outcomes, but that is based purely on speculation at present and the 

mechanisms are certainly more complex. 

 

Q2. What is the role of antibody testing (for health care workers)? Is this something that SCHN 

may roll out?  

 

A2. Antibody tests have been developed to test acutely whether someone has been 

infected, but are not as reliable as the PCR test we use. Antibody tests may be useful in 

future in assessing whether or not we have been infected and whether or not we are 

immune. 

 

Treatment/Prophylaxis 

 

Q1. Is there a role in using hydroxychloroquine for high risk health workers/patients? 

 

A1. Hydroxychloroquine may be beneficial or harmful and, in our view, should only be 

used as part of a randomised clinical trial. Children are not usually sick enough to need 

anything other than oxygen and are not yet included in any clinical trials. 

Hydroxychloroquine should never be used prophylactically. Irresponsible hoarding of 

hydroxychloroquine has meant it is in short supply for patients with rheumatic 

disorders. 

 

Q2a. What about vaccine development? 

 

Q2b.Why is it so hard to make a vaccine? 

 

 

A2. Over 70 vaccines are being developed. People who claim they will have a vaccine 



tomorrow are ignoring the critical issue of safety. We will need animal studies, then small 

studies in adults, then much larger studies to see if the vaccine works and is safe. Hence 

the talk of 6-18 months or even longer. The severity of COVID-19 in young adults seems 

partly to be immune-mediated; there is a risk that if you gave the vaccine to millions, 

some and possibly many might get worse disease when they later encountered the virus. 

You might like to listen to Fran Kelly interviewing Prof Isaacs on vaccines: 

https://www.abc.net.au/radionational/programs/breakfast/around-70-coronavirus-vacci

nes-in-development/12152500    

 

Q3. What about methylprednisolone? 

 

A3. It might seem logical to try to damp down immune-mediated adult respiratory 

syndrome with steroids, but we are generally reluctant to give them to someone with a 

severe viral infection for fear of making things worse. There is more interest in using the 

IL-6 inhibitor tocilizumab; an RCT is in progress in adults: 

https://www.cancernetwork.com/news/fda-approves-phase-iii-clinical-trial-tocilizumab-

covid-19-pneumonia    

 

Q4. Any role for interferon? 

  

A4. Their use has been mooted but there are no trial results yet: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7138382/   
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