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Healthcare facilities, including long-term care facilities (LTCFs), should apply several types of measures to minimise the
risk of transmission of COVID-19.
The mainstays of infection prevention and control (IPC) in all healthcare facilities are administrative measures, physical
distancing, hand hygiene and the appropriate use of personal protective equipment (PPE).
Administrative measures decrease the opportunities for transmission within healthcare facilities and diminish the risk of
outbreaks.
In areas with community transmission of COVID-19, staff, visitors and patients should apply physical distancing, hand
hygiene and respiratory hygiene, and wear face masks when physical distancing is not possible.
Healthcare facilities should ensure that PPE is available and appropriately used to safeguard those providing patient and
resident care.
In areas with community transmission of COVID-19, frontline healthcare workers should strongly consider wearing
medical face masks during all routine activities and in all communal areas.
Gloves and gowns are recommended when there is a risk of exposure to body fluids and in settings in which
contamination is presumed to be high, such as where aerosol-generating procedures are performed. When used, gloves
and gowns should always be changed after each patient contact.
COVID-19 cases can be released from isolation after consideration of the time from onset of symptoms, the severity of
the disease, possible deficiencies of the immune system, and SARS-CoV-2 test results. There is currently insufficient
evidence of prolonged viral shedding in COVID-19 cases with SARS-CoV-2 variants of concern (VOCs) to warrant stricter
isolation criteria.
Due to the large impact of COVID-19 in LTCFs, it is essential that national measures are prioritised in these facilities to
shield residents and prevent outbreaks.
In the European Union/European Economic Area (EU/EEA), LTCFs are often the responsibility of various national and
sub-national competent authorities, usually dependent on the type of facility. Therefore, this guidance recommends
activities for the most central competent public health authority. This authority should then provide guidance and support
for all facilities that provide long-term care for the prevention, identification and management of COVID-19 outbreaks.
The competent health authorities should also, in collaboration with LTCFs, ensure continuity of care including maintained
access to hospital healthcare; and address physical and mental wellbeing needs.
LTCFs should designate lead persons or teams to ensure accountability, resources and procedures to address: (1) IPC
measures, supplies of PPE and training; (2) COVID-19 surveillance; (3) testing for SARS-CoV-2 for the timely
identification and control of outbreaks; (4) access to medical and psychosocial care; and (5) visitors.
Vaccination against COVID-19 protects in varying degrees against symptomatic infection, and recent evidence also
suggests varying efficacy of the vaccines in protecting against asymptomatic infection. Therefore, vaccination can be
expected to have some effect on SARS-CoV-2 transmission. However, this protection is not absolute and more recent
studies report reduced efficacy of COVID-19 vaccines in protecting against infection with SARS-CoV-2 VOCs, in particular
the variant first identified in South Africa. As long as there is community transmission of COVID-19, it is prudent for the
current guidance on self-isolation in the event of COVID-19 symptoms or proven COVID-19 and on quarantine in the
event of contact with a COVID-19 case without recommended PPE to also apply to vaccinated healthcare workers.
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Scope of this document
This document aims to provide guidance to healthcare facilities and healthcare providers in the European
Union/European Economic Area (EU/EEA) and the United Kingdom (UK) on preparedness and infection prevention
and control (IPC) measures for the management of possible and confirmed cases of COVID-19 in healthcare
settings, including long-term care facilities (LTCFs). In addition, this document addresses the management of
clinical diagnostic specimens at laboratories in the EU/EEA.

This is the sixth update of the ECDC guidance on 'Infection prevention and control and preparedness for COVID-19
in healthcare settings', and replaces the document dated 6 October 2020 [1].

The second update included measures to be applied in healthcare settings in areas with community transmission,
and addressed a growing demand for the care of COVID-19 patients and ensuing staff issues in the event of
shortages of personal protective equipment (PPE) for healthcare facilities in EU/EEA countries and the UK.

The third update included updated recommendations for healthcare staff, including LTCF staff, regarding medical
face masks and filtering face piece category 2 (FFP2) respirators, and actions for staff with mild symptoms of
COVID-19. It also contained additional references to the current ECDC surveillance quidance for LTCFs
recommending aboratory testing of all residents and staff for SARS-CoV-2 as soon as possible after the detection
of a case, to guide IPC measures.

The fourth update contained updated recommendations on occupational health and safety (OSH), physical
distancing, the clinical and microbiological criteria for discharge from isolation, and microbiological testing for
SARS-CoV-2 of new and returning residents of LTCFs.

The fifth update contained updated recommendations on universal masking in healthcare facilities, the use of
gloves and gowns, testing during the influenza season, decontamination of re-usable medical devices, ventilation
of closed spaces, preparedness and response options and IPC measures in LTCFs. It also included information on
reinfection and re-exposure of previously COVID-19-positive patients and staff.

Changes to the current update
This sixth update contains the following additions/changes:

e Adedicated section on IPC related to vaccination against COVID-19.
e Adedicated section on IPC related to SARS-CoV-2 variants of concern (VOCs).

Target audience
National public health agencies, hospital administrators, LTCF administrators and healthcare workers in EU/EEA
countries and the United Kingdom (Uk).
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Background
Epidemiology
Between 1 March 2020 and 4 February 2021, EU/EEA countries reported 19 729 006 cases and 473 206 deaths
due to COVID-19 [2]. COVID-19 case notification rates have increased steadily across the EU/EEA in recent
months, and more transmissible SARS-CoV-2 variants of concern (VOCs) have also emerged [3]. The current
epidemiological situation in many countries is of concern, as it poses an increasing risk of infection for vulnerable
individuals (individuals with risk factors for severe COVID-19 disease, such as the elderly) and healthcare workers.

More up-to-date disease background information is available online from ECDC [2], the WHO [4] and in ECDC's
Rapid Risk Assessments [2] .

Risk for healthcare workers and healthcare-associated
outbreaks
Healthcare workers are at high risk of COVID-19 infection because of more frequent exposure to COVID-19 cases
and may contribute to the spread of COVID-19 in healthcare institutions. A study in the UK and the United States
estimated that frontline healthcare workers had a 3.4-fold higher risk than people living in the general community
for reporting a SARS-CoV-2-positive test, adjusting for the likelihood of getting tested [5]. Up to 10% of the
reported cases in China [6] and up to 11.5% of all cases in Ireland have been among healthcare workers [71.
Multiple healthcare-associated outbreaks have been documented affecting healthcare workers, patients and
residents [81. Such outbreaks can be important amplifiers of local outbreaks, and disproportionately affect the
elderly and vulnerable populations. IPC practices are of critical importance in protecting the functioning of
healthcare services and mitigating the impact on vulnerable populations.

Measures to prevent transmission of COVID-19 in healthcare facilities are an immediate priority in order to: 1)
protect patients and healthcare workers; 2) safeguard risk groups; 3) slow the demand for specialised healthcare,
such as intensive care unit beds; and 4) minimise the export of cases to other healthcare facilities and the wider
community.

Transmission of SARS-CoV-2 and personal protective
equipment (PPE)
In most instances, coronaviruses are believed to be transmitted from person to person via respiratory droplets,
either by being inhaled or deposited on mucosal surfaces, including aerosols produced when coughing and
speaking. The production of aerosols is thought to be increased by aerosol-generating procedures. Transmission
through contact with contaminated fomites is considered possible, although it has not yet been documented for
SARS-CoV-2, and cultivable virus has not been detected in real-life situations [9,10]. SARS-CoV-2 has been
detected in respiratory and faecal specimens. Viral RNA has also been detected on rare occasions in blood
specimens, but there is no evidence of transmission through contact with blood [6]. Scientific groups have
undertaken environmental investigations in hospital rooms in which COVID-19 patients were admitted and
detected viral RNA in air samples and air outlet fans, therefore inferring the possibility of aerosols in those areas
[11-15]. In two studies, low concentrations of cultivable SARS-CoV-2 were detected in air samples from a hospital
room in which COVID-19 patients resided [16,17]. The relative role of large droplet, aerosol and fomite
transmission for SARS-CoV-2, the protection provided by the different components of PPE, and the transmissibility
of the virus at different stages of the disease remain unclear. Caution should therefore be exercised when
considering these elements [18,19].

A recent systematic review and meta-analysis estimated that respirators may have a stronger protective effect than
medical face masks [20]. However, this conclusion was based on a limited number of observational studies and the
authors assigned low certainty to this conclusion. It is therefore unclear whether respirators provide a better
protection than medical face masks against other coronaviruses and respiratory viruses such as influenza [21,22].
Consequently, in the event of widespread community transmission leading to shortages of PPE, a rational approach
would necessitate prioritising the use of respirators for care activities involving a higher perceived risk of
transmission, such as during aerosol-generating procedures or in intensive care units.

Gloves and gowns are used to prevent contamination of the hands, skin and clothes of healthcare workers that
could lead to the transfer of infectious virus to the nose, mouth and eyes. Transmission through intact or non-
intact skin is not known to occur. In several studies of SARS among healthcare workers, it was unclear whether the
use of gloves or gowns was protective, after adjusting for the effect of wearing a face mask [23-28]. A meta-
analysis of these studies concluded that gloves and gowns were shown to be effective in univariable analysis, but
the effect was only statistically significant in multivariable analysis in one or two occasions [29]. There is no
evidence to date of the protective effect of gloves and gowns for the prevention of COVID-19. The use of gloves
and gowns may complicate and prolong the procedure of putting on and removing PPE and may lead to neglecting
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hand hygiene, and result in contamination of the environment and transmission of other microorganisms in the
event that gloves and gowns are not changed after each patient contact [30,31]. Further research is necessary to
clarify the role of gloves and gowns in the prevention of COVID-19.

There is evidence that people with mild or no symptoms contribute to the spread of COVID-19 [13,18,32-34].
Although uncertainties remain about the relative role of transmission by symptomatic versus asymptomatic or
pauci-symptomatic persons, the implications of this observation for the prevention of COVID-19 among healthcare
workers and vulnerable patient populations in healthcare are significant [35].

Healthcare settings
The following sections provide an outline of technical measures and resources that can be used to reduce the risk
of COVID-19 transmission in healthcare settings, including LTCFs, and in laboratories in the EU/EEA.

Occupational safety and health (OSH)
The safety and health of healthcare workers and other staff working at healthcare premises is paramount, not only
for their own protection but also to help prevent the spread of the virus and improve overall care. There is a
comprehensive body of EU legislation to protect workers' health and safety at the workplace. Additional measures
that need to be taken when COVID-19 cases are registered at healthcare premises may pose additional burdens
and risks to the well-being of staff in terms of higher physical and mental workloads, longer working hours and
increased administrative workloads. Workplace risk assessments should be revised and appropriate measures set
by employers in accordance with the legislation governing risks from biological agents at work and the Directive
2004/54/EC on the protection of workers from exposure to biological agents (available from https: //eur-
lex.europa.eu/leqal-content/EN/LSU/?uri=celex: 32000L0054) [see Annex]. The OSH measures should be adapted
in agreement with OSH services and workers, taking into account all types of risks as well as the additional physical
load when wearing PPE. The safety and health committee should be consulted, where there is one in place. The
risk to healthcare workers and other staff who belong to medically vulnerable groups and potential mitigation
measures need to be addressed in collaboration with the occupational health services or health and safety
committee.

Non-binding guidelines developed at EU level aim to help employers and workers stay safe and healthy in a
working environment that has changed significantly because of the COVID-19 pandemic. They give advice on risk
assessment and appropriate measures, such as minimising exposure, resuming work, coping with absences and
taking care of workers that have been ill. They also contain useful links to national guidance in specific sectors,
including the health and care services. More information on OSH in the context of COVID-19 is available by EU-
OSHA [36].

Acute care hospitals
Due to the likelihood of SARS-CoV-2 transmission by people with few or no symptoms, healthcare facilities should
ensure that physical distancing measures are applied by staff, visitors and patients, particularly in settings with
community transmission.

The use of medical face masks by healthcare workers for personal protection and source control should be strongly
considered during all routine activities and in communal areas as a measure for reducing transmission within
healthcare settings in areas with community transmission.

Standard precautions, and in particular meticulous hand hygiene and respiratory hygiene, should be emphasised.

Staff, visitors and patients should wear a face mask when physical distancing is not possible. Visitors may use non-
medical face masks, if in line with local recommendations.

Staff who have contact with patients should wear scrubs for the duration of their work. Clean scrubs should be
provided daily.

Administrative measures
Hospital administrations should address the following areas:

Triage, Initlal contact and assessment
e Emergency services and primary care staff, including physicians, nursing and administrative staff who have

contact with patients, should be made aware of the current COVID-19 epidemiological situation in their region,
country and globally, including:

the known risk factors for COVID-19 infection;
the clinical symptoms and signs of COVID-19;
the recommended IPC measures, including those in this document;
the procedures for reporting and transferring people under investigation and probable/confirmed COVID-19 cases;

e Assess the onsite availability of appropriate PPE for all healthcare workers at the point of care;
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