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Shared accommodation, equipment, and staff movement
enhance healthcare transmission of severe acute respiratory
syndrome coronavirus 2 (SARS-CoV-2) [1]. Pre- or asymptomatic
coronavirus disease 2019 (COVID-19) poses a silent risk. In our
adult tertiary hospital, with more than 800 beds, mostly multi-
occupancy, capacity often exceeds 100%. There are just 136
single (77% en suite) and 12 airborne isolation rooms. Emer-
gency department (ED) admissions with suspected COVID-19
are assigned to the COVID-19 pathway, with infection pre-
vention and control (IPC) precautions. Where COVID-19 is not
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suspected (i.e. asymptomatic nor a contact of a COVID-19
case), a ‘non-COVID-19 pathway’ is assigned, with multi-
occupancy accommodation, unless an alternative reason for
IPC precautions exists. Daily on-site testing commenced on
March 16, 2020 using the CerTest ViaSure SARS-CoV-2 real-
time polymerase chain reaction (PCR) or Cepheid Xpert®
Xpress SARS-CoV-2. On March 31%, universal staff mask use in
clinical areas was implemented, and extended to communal
spaces on August 10",

Concerns about an undetected asymptomatic COVID-19
admission to multi-occupancy accommodation resulting in
onward transmission prompted implementation of SARS-CoV-2
universal admission testing (UAT). From June 1%, 2020 naso-
pharyngeal swabs were taken in the ED upon admission deci-
sion. IPC and occupational health determination of acquisition,
risk assessment and contact tracing was performed if COVID-19
was newly confirmed in an inpatient (e.g. delayed recognition
of community or hospital infection) or a staff member (e.g.
community or occupational infection).

We describe our experience of UAT for SARS-CoV-2 in non-
COVID-19 pathway emergency admissions (June 1% to Sep-
tember 20", 2020), to assess (i) the UAT detection rate and (ii)
the impact on patient and staff contact tracing. Patients with
COVID-19 already confirmed before admission and beyond their
period of infectiousness were excluded [2]. Close contacts
were tested for SARS-CoV-2 on day zero and day seven [2]. Staff
were advised to restrict their movements and remain off work
for 14 days and patients were either isolated or cohorted with
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http://crossmark.crossref.org/dialog/?doi=10.1016/j.jhin.2020.11.002&domain=pdf
mailto:karenburns@beaumont.ie
www.sciencedirect.com/science/journal/01956701
http://www.elsevier.com/locate/jhin
https://doi.org/10.1016/j.jhin.2020.11.002
https://doi.org/10.1016/j.jhin.2020.11.002
https://doi.org/10.1016/j.jhin.2020.11.002

K. Burns et al. / Journal of Hospital Infection 107 (2021) 64—66

other close contacts for 14 days, or advised to restrict move-
ments if discharged within 14 days.

Statistical analysis was performed using Stata version 15.0
(Statacorp, College Station, TX, USA). Independent sample t-
test was used to compare the average number of contacts
between the pre-UAT and UAT periods; P < 0.05 was considered
significant.

From June 1 to September 20", 3393 PCR tests for SARS-
CoV-2 were performed on non-COVID-19 pathway emergency
admissions, with a stable testing rate throughout (Figure 1).
Results were returned same day for 1945 (57%), next day for
1416 (42%), and >2 days later for 32 (1%) patients.

SARS-CoV-2 RNA was newly detected from nine (0.26%)
patients (June (N = 3), July (N = 0), August (N = 1) and to
September 20" (N = 5)) as described in Figure 1. Five were
female and the mean age was 49.6 years. None became
symptomatic. The most common presentation was an
abdominal complaint (N = 5). Four (44%) were admitted under
surgical specialties. The median length of stay (LOS) was five
days (range: 1—28). There were 23 patient and 21 staff close
contacts. Before June 1%, the mean number of contacts per
case was 4.5 patients (range: 0—17) and 4.9 staff (range:
1-37), falling to 2.5 patients (range: 0—5; P = 0.061) and 2.3
staff (range: 0—6; P < 0.05), respectively, during the study
period. All close contacts remained asymptomatic, with none
having SARS-CoV-2 detected on follow-up testing.

Timely COVID-19 diagnosis protects patients and staff,
especially where asymptomatic or pre-symptomatic admissions

65

present with another complaint. While UAT on a non-COVID-19
pathway yielded a few detections, the value lies in preventing
transmission, early implementation of IPC measures, identi-
fication and minimization of close contacts in a hospital with
high occupancy and limited isolation facilities. After UAT
implementation, a significant reduction in the mean number of
staff contacts was observed, with a reduction in the mean
number of patient contacts. Increased detection of COVID-19
cases from late August to September 20" was contempora-
neous with an increased national incidence.

SARS-CoV-2 testing strategies include: testing those with
symptoms, those who are contacts of a COVID-19 case, and
UAT. Some centres adopted UAT during the first wave [3]. UAT is
costly and consumes laboratory resources. In one centre, along
with universal masking, UAT decreased high-risk exposures to
SARS-CoV-2 among healthcare staff by 77% [4].

As 44% of the asymptomatic COVID-19 patients were surgical
admissions, UAT may have prevented cross-transmission to
other perioperative patients, where severe outcomes have
been reported [5]. Universal surgical face mask use in clinical
areas also protected staff, provided that standard precautions
were also meticulously applied.

Limitations include a single-centre setting and timing of the
study during a period of low incidence of SARS-CoV-2. Staff
compliance with universal mask-wearing and other IPC meas-
ures were not systematically evaluated.

However, this study was undertaken where occupancy fre-
quently exceeds capacity and the majority of inpatient
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Figure 1. National cumulative rolling 14-day incidence of COVID-19 expressed as a rate per 100,000 population (scale 0—80) (source:
HPSC). Local rolling seven-day average number of COVID-19 tests performed in non-COVID pathway emergency department admissions
(scale 0—80), along with the number of newly identified COVID-19 cases (scale 0—3) (June 1°t to September 20", 2020) in Beaumont

Hospital, Dublin.
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accommodation is multi-occupancy, with limited isolation
rooms. SARS-CoV-2 resurgence mandates rapid identification of
cases and close contacts and we believe that a UAT strategy can
prevent transmission of this potentially fatal virus.
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