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Latest developments

The virus is called SARS-CoV-2

12 Feb
First Primary Care 
Update

Late Feb
First community 
transmission in 
Sydney

9 March
First HNE case 
announced

NIR / WHO   sitrep

Italy on 8/3/2020:
Cases 7375
Hospitalised 3557
ICU 650
Deaths 366

Covid 2019 Tracker
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Cambodia and Indonesia 
based on risk not current cases

The world v China

Covid 2019 TrackerNew cases by day

Australia

Confirmed cases 
(10/03/2020 @15:00

Australia 100

NSW 57 (24 no travel)

HNE 1

Total negative tests in 
NSW: > 8300
HNE: > 530

WHO-China Joint Mission Report 
- new insights into COVID-19

“The COVID-19 virus is unique among human 
coronaviruses in its combination of high 
transmissibility, substantial fatal outcomes in 
some high-risk groups, and ability to cause 
huge societal and economic disruption. 

…. The novel nature, and our continuously 
evolving understanding, of this coronavirus 
demands a tremendous agility in our capacity 
to rapidly adapt and change our readiness 
and response planning as has been done 
continually in China”

 Team leader Bruce Aylward

WHO-China Joint Mission Report
 Clinical severity

 80% Mild to moderate illness (incl some with pneumonia)

 14% severe (hospital)

 6% critical (ICU)

 Mortality 0.7% overall (outside Hubei, post 1 February)

 High level care (ECMO, ventilators), mortality may be higher outside China

 Most deaths in elderly and with underlying disease: heart, lung, BP, cancer, maybe 
smoking

 Pregnant women relatively spared

 Children rarely develop disease and not implicated in transmission dynamics

 Extensive community testing outside Hubei, likely not missing a lot of mild disease

 Asymptomatic infection uncommon and not implicated in transmission chains
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Clinical features - China

Guan et al
Case series hospitalised 
patients in mainland China 
n=1099

First 18 cases in Singapore, 
All hospitalised

Common symptoms: 
Fever, cough, sore throat

Rhinorrhoea uncommon (6%)
Diarrhoea in 17%

Duration of symptoms median 
13 days (5 – 24)

2 required ICU

No deaths

Many afebrile at presentation

Admitted 10 days to 30+ days

Viral detection (by PCR) persisted 
for a median 12 days (1 – 24d)

Viral load peaked within the first 
few days of onset – infectious 
early

No HCWs infected

Viral load

Feb 2020

Chinese case series

High viral load early

Nose > throat early

Typical clinical course – 3 patterns

1. Mild URTI

2. Viral Pneumonia. Potential for rapid progression 
to death in those with comorbidities

3. Mild progressing to severe pneumonia / ARDS
after 7+ days. Deaths due to ARDS potentially 
delayed 2 – 4 weeks after onset
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Transmission pathways –
droplet and contact
COVID-19 is transmitted via droplets and fomites during close 
unprotected contact between an infector and infectee. 

(people who shared the same household as someone with COVID-19 (in 
the Province of Guangdong) had 3–10% chance of being infected)

Airborne spread has not been reported for COVID-19 and it is not 
believed to be a major driver of transmission based on available 
evidence;

The faecal-oral route does not appear to be a driver of COVID-19 
transmission; its role and significance for COVID-19 remains to be 
determined

WHO-China Joint Mission Report

“But lots of people die with flu”
- How does COVID-19 compare?

“But lots of people die with flu”
- How does COVID-19 compare?

 Completely different disease

 No prior immunity

 COVID-19 :

 More severe outcomes than influenza

 Different Transmissibility. Higher Ro (~2.5) but longer 
incubation period (serial interval ~7 days). Provides an 
opportunity for public health action

 Children appear not to feature in transmission

 Pregnant women appear not to be at higher risk

“But lots of people die with flu”
- How does COVID-19 compare?

Pathogen Population AR% Case Fatality Ratio

Seasonal influenza 7 – 10% Up to 0.1% *

Pandemic H1N1(2009) 10 - 20% 0.01 - 0.1% **

SARS (2003) Very low 10%

COVID-19 20 - 50%+? 0.7% + ?

*Eg USA last winter – 16,000 deaths,  > 100 in children
**Est 150,000 to 575,000 deaths COVID-19 likely to be at least 10 

times worse than a bad flu season

Patient care

 Supportive care

 No established antiviral treatment, RCTs underway

 Vaccine likely 18 months away

 Avoid aerosolisation where possible - no nebulisers
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Home management of mild cases
 Strictly remain at home, except for medical review, until 

cleared
 Daily review by phone (Clinicians / PHU)
 Separate bedroom and bathroom
 Surgical mask on case and carer when in same space
 Increased cleaning of surfaces – at least daily using a fresh 

clean cloth with detergent (wash hands after cleaning)
 Carer – also quarantined (14 days post clearance), self 

monitor for symptoms
 Clearance – two negative PCRs following resolution
 More details in the NSW Health Factsheets

Current recommendations

Public Health action plan -
containment

1. Identify cases
2. Isolate case to stop transmission
3. Trace contacts
4. Repeat

Who to quarantine (no symptoms)

For 14 days after last potential exposure:
Returned travellers from high risk countries
 Currently mainland China, Iran, South Korea
Close contacts of confirmed COVID-19 cases
Healthcare workers
 Returning from any higher risk country (China, Iran, 

Sth Korea, Italy)

N.B. Asymptomatic people should not be tested
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Who to test (symptomatic)

1. Suspected cases

Also consider testing:

1. Fever or respiratory symptoms in those with international travel in 14 
days prior to illness onset

2. Inpatients with pneumonia regardless of travel

3. HCWs with influenza-like illness (fever AND respiratory symptoms)*

N.B. Those tested for COVID-19 must be isolated whilst awaiting results, 
and if in quarantine must continue to wait out 14 days irrespective of 
test result

Suspected Case definition
Epidemiological criteria
In 14 days prior to illness onset:
 Travel (incl. transit) to a country considered to pose a risk 

of transmission
 Close or casual contact with a confirmed case of 

COVID-19
AND

Clinical criteria
 Fever OR
 Acute respiratory symptoms (cough, shortness of breath)

Testing options

 Collect onsite

 Refer to private 
pathology collection 
centre

 Fever clinics (JHH from 
today 0800-2200)

 Refer to ED

Testing
Samples:
 Two combined nose and throat viral swabs OR
 Two nasopharyngeal swabs OR
 Lower respiratory specimen (sputum) if obtainable*

Request:
 Routine respiratory pathogens
 COVID-19 testing
*Less appropriate for collection in primary care setting

Recommended infection control

Mildly unwell patient
 Standard, Contact and Droplet precautions
 Surgical mask, goggles, gloves, (gown?)
 Wipe contact surfaces, no need to ‘rest’ the 

room

Moderate to severely unwell patient (coughing +)
 Standard, Contact and Airborne precautions
 Referral to Emergency Department

Testing locations
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Result interpretation

Note that some people who are being tested for COVID-19 may need to 
remain in isolation even following a negative COVID-19 test
Eg close contacts of confirmed cases or returned travellers from selected 
high risk countries

PCR test performance 

 When virus is present – PCR has high sensitivity and specificity

 NPS PCR likely negative during incubation

 Negative result in asymptomatic patients not helpful 

 COVID19 has tropism for upper and lower reparatory tract

 Lower respiratory tract samples (eg sputum) may have higher yield

 Some pneumonia patients have had NPS samples negative, sputum 
positive

Clinical suspicion drives further testing 

Practice implications when 
consulting COVID-19 patients
 When would Doctors or 

staff need to go into 
quarantine?

 How long off work?

 Resting clinic areas?

 Should I start consulting 
routinely in PPE?

When to call PHU?

 Confirmed case

 Suspected case in high risk group or priority settings*

 Management challenges (i.e. non-compliance with 
recommended PH action isolation/ quarantine) for 
cases or close contacts

*e.g. HCW, institutional settings, Aboriginal or Torres 
Strait Islander communities, attended mass gathering

 No need to call for testing enquiries

COVID-19 – aspects of testing, infection
control and treatment

John Ferguson

John Hunter Hospital

University of Newcastle

NSW, Australia

10th March 2020

Primary Care Update #2
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Testing – RT-PCR- various targets in use
False negatives 
Quality and type of specimen affects 
this parameter.

No systematic evidence available
Some suggestion that lower 
respiratory samples are better

Re-testing: if high suspicion 
(international travel history and 
deteriorating respiratory condition 
and no other diagnosis), re-test with 
nasopharyngeal sample

False positives – none reported; 
however it is possible that the 
primers for PCR are not entirely 
specific
• ICPMR (Westmead ) has several 

confirmatory assays including viral 
sequencing which can provide high 
specificity

Point of care test:  sensitivity and 
specificity of this test were measured 
using blood samples collected from 397 
PCR confirmed COVID-19 patients and 
128 negative patients at 8 different clinical 
sites. The overall testing sensitivity was 
89% and specificity was 91%

General practice setting 1: 
routine consultation process
• Bare below elbows standard 
• Routine eye protection  (reuse ok – clean with alcohol wipe)
• Hand hygiene (alcohol) before & after interactions (even shaking 

hands). Apply sufficient and spread over all hand surfaces; allow to 
dry. 30 second rule. 

• Equipment cleaning/disinfection (wipes easiest) before & after
• Sophisticated triage mechanisms to forewarn 
of respiratory illness 

Standard infection control precautions reduce 
infection spread via the contact route

GP 2: respiratory illness or fever or testing

• CONTACT & DROPLET TRANSMISSION-BASED 
PRECAUTIONS 

• Additional PPE required - surgical mask, gloves (after hand 
hygiene), eyewear 

• Gown or plastic apron – technically required for contact 
precautions – dispense with this only if care taken to avoid 
contact between own clothing and patient skin or clothes

• Clean / disinfect chair and touched surfaces post 
consultation

• Room does not require spelling

Surgical masks

• Ensure it covers nose and mouth!
• Facial hair – avoid 
• Do not reuse
• Don’t touch the front of the mask
• Maximum 60 minutes with continuous wearing; discard earlier if 

becomes very moist
• Care++ with removal to avoid self-contamination
• Hand hygiene (alcohol ) after disposal

Environmental cleaning: principles

In general, coronaviruses are unlikely to survive for long once droplets 
produced by coughing or sneezing dry out.
• Clean general surfaces and fittings when visibly soiled and 

immediately after any spillage.
• Disinfect after cleaning or follow a dual process with a Therapeutic 

Goods Administration (TGA) approved product. 
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Routine environmental cleaning and disinfection Surgical versus airborne (p2/n95) masks for 
protection from droplet transmission

• Staff were ‘fit tested’ for n95 fit
• Indicates that either mask was 

equivalent but not fully 
effective

• Compliance with hand hygiene 
and other IC precautions not 
documented

• Indicates that there was no 
significant airborne spread 
component detected as N95 
not found to be superior (c.f. 
tuberculosis or measles)

Severe Illness & aerosol generating 
procedures – avoid ! 
• Aerosol generating procedures

• Nebulisation
• tracheal intubation,
• non-invasive ventilation,
• tracheotomy,
• cardiopulmonary resuscitation,
• manual ventilation before intubation,
• bronchoscopy and BAL,
• high flow nasal oxygen

• Referral to Emergency Department

Standard, Contact and Airborne 
precautions:
• Fluid resistant long sleeved gown
• Gloves
• Protective eyewear
• P2/N95 respirator or mask
• Place in negative pressure isolation 

room, door closed (where 
available)

• Room cleaning and disinfection

General advice to staff  (10/3/20)

Treatment
• Supportive management

• No conclusive evidence:
• Steroids 
• Ribavirin IV or PO
• IVIg
• Interferon alpha and beta

• Current clinical trials:
• Remdesivir (GS-5734)
• Chloroquine
• Lopinavir-ritonavir (Kaletra)
• Antibody therapy (passive 

immunisation)

Questions? 

Testing service opens JHH 
10/3/20
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Clinical scenarios
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Scenario 1 – Traveller from China in 
14 day quarantine period

Allen returned from China 24/2/20

 Booked appointment for day after quarantine

 Appt marked with COVID icon to flag need for 
symptoms check

 Patient called prior to appointment to check for 
symptoms

 No symptoms - patient attended appt as 
normal

Scenario 2 – Traveller from Bali
Rhonda called to make an appt 3/3/20
 Returned from Bali on 1/3/20
 2/3/20 developed sore throat but no other 

symptoms - went to work AM, PM developed fever 
with night sweats, dry cough, sore throat persisted

 Escalated triage - appropriate for testing
 Testing arranged and request faxed to pathology
 Patient given information re: isolation until results 

returned
 Medical certificate provided for work
 COVID PCR -ve

Scenario 3 – Traveller from Italy HNE case – GP management
 COVID19 suspected on basis of travel and mild resp symptoms (cough)

 Patient phoned ahead to request test, waited in car park until GP was ready, 
wore a mask into practice

 First patient of the day, single room, no other patients in waiting room

 GP wore PPE: eye protection, mask and gloves

 Patient had mask on throughout (except for sample time)

 Nasopharyngeal swab collected by GP

 Patient returned to home isolation

 Room surfaces cleaned by staff wearing PPE

 COVID19 positive, managed at home, mild illness doing well

 Practice staff will be alert for symptoms and immediately isolate themselves if 
become unwell following 14 days (very low risk)

 No impact on practice operating hours or staff attendance
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Be prepared…

 Workplace stress – look after 
yourselves and your staff

 Strengthen workplace 
hygiene practices

 Business continuity and surge 
planning

 Modified or flexible service 
delivery

 Triaged waiting areas
 Other strategies?

Panel Q&A

Resources
 NSW Health Coronavirus resources

https://www.health.nsw.gov.au/Infectious/diseases/Pages/coronavirus.aspx

 CEC Infection Prevention and Control in Primary Care

http://www.cec.health.nsw.gov.au/__data/assets/pdf_file/0007/567988/Infection-
Control-Primary-and-Community-Care-2019-nCoV.pdf

 Australian Government Coronavirus resources

https://www.health.gov.au/resources/collections/novel-coronavirus-2019-ncov-
resources

 WHO COVID-19 research database 
https://www.who.int/emergencies/diseases/novel-coronavirus-2019/global-research-
on-novel-coronavirus-2019-ncov

 ProMED

 HNE Public Health Unit: 1300 066 055 (24 hours, 7 days)

Other questions

 Clearance certificates

 Aged Care Facility preparedness

 Serology

 Immunity

 Travel advice


