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Background. During the COVID-19 pandemic, many infection prevention 
policy and practice changes were introduced to mitigate hospital transmission. 
Although each change had evidence-based infection prevention rationale, healthcare 
personnel (HCP) may have variable perceptions of their relative values. 

Methods. Between October-December 2020, we conducted a voluntary, anonymous, 
IRB-approved survey of UNC Medical Center HCP regarding their views on personal 
protective equipment (PPE) and hospital policies designed to prevent COVID acquisi-
tion. The survey collected occupational and primary work location data (COVID unit or 
not) as well as their views on specific infection prevention practices during COVID. Chi 
squared tests (two tailed) were used to compare differences in the proportions.

Results. The overall results are displayed (Figure). Among the 694 HCP 
who responded to the survey, we found HCP were largely (68%) satisfied that the 

organization was taking all the necessary measures to protect them from COVID-19. 
A significantly greater proportion (14% more) of HCP (81.7% compared to 67.6%; 
95% CI of difference 9.4-18.5%, P< 0.0001) agreed that all PPE was available to them 
compared to those who were confident that the organization was taking necessary 
steps for protection, highlighting that safety is more than simply availability of sup-
plies. More than 90% felt that daily screening of patients/visitors and patient/visitor 
mask requirements were important for protecting them from acquiring COVID in 
the workplace and that wearing a mask themselves was a key intervention for pro-
tecting others. Fewer HCP (72-80%), although still a majority, perceived that eye 
protection and daily symptom screening for HCP were beneficial. Symptom screen-
ing for patients/visitors was perceived by 19% more HCP (90.9% compared to 72.2%; 
95% CI of difference 15-23%) to be beneficial than symptom screening of HCP (P< 
0.0001). 

Figure. HCP Perceived Benefit of Infection Prevention Strategies during COVID

Conclusion. Although infection prevention strategies were implemented based 
on evidence and in alignment with CDC recommendations, it is important to acknow-
ledge that the perception and acceptance of these recommendations varied among 
our HCP. Compliance can only be optimized with key interventions when we seek to 
understand the perceptions of our staff. 
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Background. Effective use of personal protective equipment (PPE) by hospital 
staff is critical to prevent transmission of COVID-19. This study examines hospital staff 
confidence in and knowledge of effective PPE use, and their preferences for learning 
about PPE practices.

Methods. Three isolation precautions signs were created for use in the care of 
those with or under investigation for COVID-19 infection: first, a special respira-
tory precautions sign designed by infection control; and next, two signs outlining 
proper donning and doffing practices – one created internally with the support of 
health literacy, and another developed with a design firm (IDEO) using principles 
of human-centered design (Figure 1). All signs were used for ≥ 10 weeks prior to 
distribution of a questionnaire (REDCap) to clinical and non-clinical hospital staff. 
Those who had not worked on hospital units during the pandemic (after March 15, 
2020) were excluded. The 38-item survey was sent by supervisors over email between 
July 14-31, 2020, and examined demographics, confidence in and knowledge of PPE 
best practices, and preferences for each precaution sign with regards to trustworthi-
ness, ease of following, informative content, and clarity of image/layout. Responses 
were reported using descriptive statistics. A non-parametric test of trends compared 
staff preferences across signs. Logistic regression examined the association between 
answering all knowledge-based questions correctly and staff role and confidence in 
PPE practices (Stata).
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Results. Of the 531 respondents, 461 were eligible for inclusion. The majority were 
female, white, and not high risk for COVID-19 (Table 1). Most were confident about 
PPE use, correctly answered questions examining knowledge of PPE best practices, 
and found PPE signage helpful (Table 2). Staff preferred the professionally designed 

sign for informative content (p< 0.01) and clear imagery/layout (p=0.01) (Table 3). 
Confidence in PPE practices and physician or nurse roles were associated with answer-
ing all knowledge-based questions correctly (p< 0.001 and p=0.04, respectively).
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Conclusion. In a convenience sample of hospital staff, most were confident and 
knowledgeable about PPE use, found PPE signage helpful, and preferred professionally 
designed signs.
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Background. The COVID-19 pandemic required hospitals to care for influxes of 
patients in cohort locations during critical shortages of personal protective equipment 
(PPE). Safety zones can be used to protect healthcare workers caring for patients with 
infectious pathogens. During the COVID-19 pandemic, our hospital developed a Warm 
Zone model (WZM) to streamline the care of patients with COVID. We established 
specific areas in our COVID cohort units where staff were permitted to bridge between 
rooms without doffing gowns, but still doffing gloves and performing hand hygiene be-
tween patients. We recognized that a WZM could inadvertently increase risk of nosoco-
mial transmission of pathogens if gowns acted as fomites. For this reason, patients with 
known infectious pathogens were excluded from the WZM. To measure for unintended 
harmful consequences of the WZM, our Infection Prevention (IP) department per-
formed surveillance for hospital onset (HO) Clostridioides difficile (CDI), Carbapenem-
resistant enterobacteriaceae (CRE) and Methicillin-resistant Staphyloccocus aureus 
(MRSA) bloodstream infections on units that implemented the WZM.

Methods. Two intensive care units and 3 wards where COVID positive patients 
were cohorted were included in surveillance. The timeframe for this analysis was 
7/1/2020 - 3/31/2021. An electronic surveillance system was used to measure HO 
infections. The National Healthcare Surveillance Network (NHSN) LabID defini-
tions were used when determining HO CDI and MRSA bloodstream infections 
(BSI).

Results. During the study period, there were no HO CRE, 1 HO CDI, and 2 
HO MRSA BSI in cohort units. There was no evidence to suggest that the HO CDI 
or HO MRSA BSI were associated with use of a WZM. During this time period, 
there were 14 cases of community onset (CO) CDI, 2 cases of CO MRSA BSI, and 
one CO CRE.

Conclusion. During use of a WZM in COVID cohort units, IP did not iden-
tify significant increase in HO CDI, CRE, or MRSA BSI compared to non-cohort 
units. We were limited in our ability to measure acquisition of pathogens because 
active surveillance screening for colonization was not performed. However, we 
were able to safely employ a WZM to streamline patient care in COVID cohort 
areas without evidence of causing nosocomial infections via patient-to-patient 
transmission.
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Background. Infection control measures against the coronavirus disease 2019 
(COVID-19) within a hospital often rely on expert experience and intuition due to the 
lack of clear guidelines. This study surveyed current strategies for the prevention of the 
spread of COVID-19 in medical institutions.

Methods. Upon systematic review of the guidelines at the national level, 14 key top-
ics were selected. Six hospitals were provided an open survey that assessed their responses 
to these topics between August 11 and 25, 2020. Using these data, an online questionnaire 
was developed and sent to the infection control teams of 46 hospitals in South Korea. The 
survey was conducted between January 31, 2021, and February 20, 2021.

Results. All 46 hospitals responded to the survey, and 24 hospitals (52.2%) had 
treated 100 or more cases of COVID-19. All hospitals operated screening clinics, 
and the criteria were respiratory symptoms (100%), fever (97.8%), and epidemio-
logical association (93.5%). It was found that 89.1% (41/46) of hospitals allowed 
symptomatic patients to visit their general outpatient clinics if fever or respiratory 
symptoms were not associated with COVID-19. Most hospitals (87.2%; 34/39) 
conducted polymerase chain reaction (PCR) tests for all hospitalized patients. 
Moreover, 76.1% (35/46) of hospitals implemented preemptive isolation policies for 
hospitalized patients, of which 97.1% (34/35) were released from isolation after a 
single negative PCR test. A  little over half of the hospitals (58.7%; 27/46) treated 
patients that met the national criteria for release from isolation but consistently had 
positive PCR results. Of these hospitals, 63% (17/27) used N95/KF94 masks, and 
40.7% (11/27) used surgical masks without other personal protective equipment 
for treating them. Most hospitals (76.9%; 20/26) accommodated them in shared 
rooms when the cycle threshold value of the PCR test was more than a certain value 
(34.6%; 9/26), or after a certain period that satisfied the national criteria (26.9%; 
7/26). Finally, 76.1% (35/46) of hospitals performed emergency procedures or oper-
ations on suspected patients.

Table 1. Screening and selective treatment policy to prevent COVID-19 patients from 
entering the hospital


