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HNE

Onset Confirmation P

20/12/2021 Count 841
« 841 cases 20/12/21 19/12/2021 ourt o2
18/12/2021 Count 763
. . . 17/12/2021 Count 894
* 6 admissions since 13/12/21 16/12/2021 Court 52
15/12/2021 Count 669
. - - - . o
COVID-19 Current Inpatients N HNE Rer \
Date = 21/12/2021 08:35
Total Inpatients in L _
Hospital Inpatients ICU Wards
HHNE Mater Mental Health Service [2102) 1 0
John Hunter Hospital (Q230) 11 1 EE =
Tamworth Hospital (J216) 1 0
The Maitland Hospital (2206) 1 0
14 1 2
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covernvent | LOcal Health District HNE R.¢ 19/12/21 R.y = 2.68 (data source NSW MoH website:
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HNE Epidemiology: superspreader events!
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The following data is based on 4829 adults (> 18 years) (data from 400 children excluded)

Age of A

dults with active COVID-19:

{_[i“:’_; Health

Hunter New England
GOVERNMENT Local Health District

Vaccination Status: Reported on Portal — clearly imperfect

COVID-1% Vaccine | Fredg. Fercent

a | 253 12.28

1 dose registered in ATIR | 176 .64
2 doses registered in AIR | 3,871 ad.1&
3 doses registered in ATIR | 1leg 3.44
4 doses registered in ATR | 21 0.43
5 doses registered in AIR | 2 J.04
Total | 4,329 100.00

Ack: Dr Mark Loewenthal,
HNE LHD



UK new cases v hospitalisations

91,743 new people had a confirmed positive test result reported on 20 December 2021.
Chart uses 2 differe
Between 14 December 2021 and 20 December 2021, 584,688 people had a confirmed positive
60.0K test result. This shows an increase of 60.8% compared to the previous 7 days.
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50.0K Deaths

45.0K

40.0K There were 44 deaths within 28 days of a positive test for coronavirus reported on 20 December

35.0K 2021.

30.0K

9 250K Between 14 December 2021 and 20 December 2021, there have been 786 deaths within 28 days
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Y 20.0K of a positive coronavirus test. This shows a decrease of-5.4% compared to the previous 7 days.
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[*] Download data

www.covid19data.com.au
* Source: Our World In Data . *

. Cases @ Hospitalisations

By region, 44-87% are presumptive

Omicron cases (17-18/12/21
specimens)

New cases = 7-day average.




Figure 1. COVID-19 cases with detectable S gene/SGTF and percentage with SGTF among those tested in TagPath Labs
by day, by region

(95% confidence intervals indicated by grey shading).

Data updated 6pm 19 December 2021.

East Midlands Easi of England Lemdan
100
7500 T80 -
5000 50
2200 25
] I o
Morth East Morth West South East 8]
1002
7500 §
E 75 3
g 5000 50 H
O aeng 25 =
0 )
South West West Midiands Yorkshire and Humber
100
7300
| 0 75
5000 &0
2300 | | 25
] - l M o
= o o > 2 8 o 5 3 o o 8 8 o = 2 w o 2 2 -
] & & g & S o & & & & & i & g & & & ] 0 g
= = = = = (m] [ ] = = = = = [ = = = = = = ] (=]
Specimen date
. Cases with confirmed S-gens Unclassifiable
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A detectable S gene is a proxy for Defta since Apel 2021, SGTF was a sunveillance prooy for VOC-20DEC-01 however has largely consiated of Delta since August 2021,

Local trends in these data may be affested by decisions to drect the processing of samples via a TaqPath laboratory

Only Lests carried out with the TagPath PCR assay and with conflirmed SGTF or 5 gene resulls ncluded, from Mewcasthe, Aldedey Park, Milton Keynes and Glasgow Lighthouse Labs.
SGETF refers io non-detectable 5 gene and <==30 CT values for M and ORF1ab genes. Deteciable S-gene refers to <=30 CT values for 5, M, and ORF1ab genes.

Produced by Quibreak Surveillance Team, UKHSA.

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment data/file/
1042543/20211220 OS Daily Omicron Overview.pdf



https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/1042543/20211220_OS_Daily_Omicron_Overview.pdf
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Testing — Omicron implications

* All current PCR assays comply with detection

* Sequencing required to confirm Omicron — largely academic given its likely
dominance before long

 Omicron S (spike) gene changes — deletion of 2 aminoacids and failure of some S
gene PCRs = “S gene target failure” — can be used as proxy

e CT values — can be high still in fully vaccinated — infectious period unknown

 Serological assays:

e Can distinguish natural from vaccine immunity dependent on test type (Nucleocapsid
Ag response for natural infection)

* Useful when we see a case with very high CT value (> 35) indicating probable historic
infection

e Rapid antigen tests (RAT)- most appear to perform well - detect viral
nucleocapsid protein ; need more studies however



TGA: This includes a minimum clinical sensitivity of at
least 80% (for specimens collected within 7 days of

RATS — gOOd dan d ba d symptom onset) and a minimum clinical specificity of

0
at least 98% » Acceptable sensitivity - clinical sensitivity greater than 80% PPA

» High sensitivity - clinical sensitivity greater than 90% PPA
» Very high sensitivity - clinical sensitivity greater than 95% PPA

* Assay brand — examine independent data on sensitivity and specificity
(TGA endorsed n=16)

 Sample adequacy and type — nose, “oral fluid”, saliva- must use the
validated sample type

 Patients with respiratory symptoms — COVID cases- will have high viral
load generally — most RATs will perform well ; false negs unlikely

* Asymptomatic patients with low pre-test probability — false positives
possible — confirm with PCR

https://www.tga.gov.au/covid-19-rapid-antigen-self-tests-are-
approved-australia



https://www.tga.gov.au/covid-19-rapid-antigen-self-tests-are-approved-australia

Viral Dynamics of SARS-CoV-2 Variants in Vaccinated and Unvaccinated Persons | NEJM
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https://www.nejm.org/doi/full/10.1056/NEJMc2102507?query=featured_coronavirus
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CEC risk matrix

Health

Case = Any confirmed positive case of COVID-19 (co-worker,
patient, or other)

NB: All exposure category decisions are based on a local risk
assessment

NB: The use of protective eyewear for contact tracing is applied
for droplet precautions when within 1.5m of a positive case
(where a mask is not being worn by the case). The absence of
eyewear outside of this setting will not increase risk.

Exposure Risk Assessment Matrix for FULLY VACCINATED staff

8 October 2021

CONTACT TYPE — See page 2 for more detailed assessment of a breach

Transient Contact — Low Risk
Transient, not face-to-face, limited contact that does
not meet the definition of face-to-face contact
OR
In general, less than 30 minutes in a closed space*

*Note: always subject to local documented risk
assessment, including assessments of occupational
exposures and of the closed space

Medium Risk Scenarios
Any face-to-face contact within 1.5 metres and less
than 15 minutes

OR

In general, greater than 30 mins in a closed space
OR

Based on agreed documented risk assessment including
assessments of occupational exposures and of the
physical environment

Highest Risk Scenarios
Prolonged face-to-face contact within 1.5 metres and

greater than 15 minutes
OR
Aerosol generating behaviours (AGBs e.g. coughing)
OR
Aerosol generating procedures (AGPs)
OR
Contact with multiple COVID-19 cases/suspected
cases/probable cases

PPE worn during contact between health care worker and case

concerns or breaches
¥ Case either with or without PPE

* See note in Category 4 box

1. No effective PPE worn by staff member or case Low to Moderate | Moderate Risk Moderate Risk
e.g. no PPE or PPE with major breaches such as mask below nose Risk
wonrse L2
Depending on risk Depending on risk
assessment assessment
2. Surgical mask only worn by staff member i.e. no eye protection Low Risk Low to Moderate Moderate Risk
¥» (Case no PPE Ri k
S
Depending on risk orﬂ Depending on risk
assessment assessment
3. Surgical mask only worn by staff member i.e. no eye protection Low Risk Low to Moderate Risk Moderate Risk
» Case wearing surgical mask
Depending on risk m
assessment
4. staff member in surgical mask and eye protection® with no Low RISk Low RlSk Low to Mﬂderate Moderate Risk
concerns or breaches
» Case no PPE ER Risk
*Use of gown/apron and gloves should be risk assessed based on individual Depending on risk . .
Incident, exposure to body substance and chances of environmental Depending on risk assessment Depending on risk
contamination assessment assessment
5. S1aff s In surgical mask 20d a8 ProtacTion” with 6o Low Risk Low Risk Low to Moderate | Moderate Risk
concerns or breaches
= Case wearing surgical mask RiSk Eﬂ di sk
Depending on risk Depending cmtrns
* See note in Category 4 box assessment B
&. Staff member in P2/N95 mask and eye protection® with no Low RISk Low RISk Low RISk



https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm

Initial test usually not earlier than day 2 post exposure,

Continue to work LOW TO but can work while result is pending MODERATE
LOW RISK HCW alert to mild MODERATE Retest day 5 RISK
symptoms RISK Maonitor for symptoms, test if symptomartic

Wear a mask at all times on site including staff only
spaces

Test if symptomatic

This Risk matrix does not replace the CEC Application of PPE Guide h

Patient exposure version also
Updates expected this week

Aged care setting matrix published
21/12/21

* PPE Breach Risk Assessment key principles.

+ Perform a risk assessment to determine the level of exposure as applied to COVID-19

suspected/confirmed.

Remowve from situation
Breaches in PPE that occur below the neck and

managed immediately. E.g. torn glove Remove Item

Perform Hand hygiene

o

~

Remove from situation

MODERATE
RISK BREACH

Incorrect use of PPE, incorrect PPE for task Remove PPE

INCREASED
RISK OF
INFECTION

Contamination occurs during doffing (occurs
above neck)

Perform Hand Hygiene

Screening/testing and
continuous monitoring

ﬁem ove from sit uatiun\

Remove contamination

Exposure of mucous membranes by direct
droplets from confirmed COVID positive. (e.g.
spitting in HW face by confirmed COVID

HIGH RISK

BREACH Remove PPE

LIKELY RISK OF
INFECTION

Closely Monitor,
screen/test, consider

removing from clinical
/Quties

Adapted and modified from work developed by AUSMAT Quarantine management and operations compendium for the
Howard Springs Quarantine Facility for the Repatriation of Australians at the Centre for Mational Resilience. Mational Critical Care
and Trauma Response Centre. Darwin 2021,

Gross contamination during incorrect doffing

Contamination occurs during doffing




New normals (HNE LHD) DELTA WAVE

 Effective COVID-19 treatments: reducing hospitalisation/severe illness
(sotrovimab (SARS-1 MAB) +/ - molnupiravir); treatment of worsening
illness (steroids, baricitinib, toculuzimab)

e Patient & visitor at healthcare location entry —message:
“ Potential COVID-19 risk zone — to protect yourself (even if vaccinated), please keep
your distance, wear your mask continuously and clean your hands.”

e Clinical staff: eye protection & surgical mask during clinical care; fit tested
respirators (N95) for COVID care

 Asymptomatic staff visitors, patients with COVID-19: consistent mask use
when indoors or in close confines

e Patients with acute respiratory infection: airborne precautions by default;
PCR test all admissions

* Engineering: identify isolation resources; air filtration devices in common
areas




New normals (HNE LHD) OMICRON WAVE

* Effective COVID-19 treatments: no change

* Patients
* ED presentations — RAT test at triage
* Patients with resp sx being admitted — PCR
* Emergency surgery admissions — RAT/PCR
* Interval RAT testing for inpatients — at 4 days

o Staff

* Booster vax
 Avoid high risk exposure haunts / indoor events
* Heightened awareness of symptom status (atypical/ mild)

 Revised close and casual contact protocols (CEC and HNE Guidance)

» Secondary close contact approach

» Targeted contact tracing — unexpected new pos inpatients or staff working
when infectious
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Clinical Guideline NSW | Hunter New England
sovernvent | LOCal Health District

Risk Assessment: Staff identified as COVID-19 Contacts

Sites where PCP applies All HNELHD facilities
Target audience All staff.
Description This document provides guidance on the risk assessment of

healthcare workers who have a household member who has
been identified as a COVID-19 casual contact, secondary
close contact or close contact

* Will be shared by email



Booster vaccination

Recent large case control Lancet study from Israel
evaluating efficacy of third dose after 5 mths:

* 93% (231 events for two doses vs 29 events for three
doses; 95% Cl 88-97) for admission to hospital,

* 92% (157 vs 17 events; 82—97) for severe disease,

* 81% (44 vs seven events; 59-97) for COVID-19-related
death

Evidence that boosters months after natural
infection lead to durable prolonged protection

MRNA or AZ boosters more effective if primary
course was with an inactivated vaccine

https://www.thelancet.com/action/showPdf?pii=S0140-
6736%2821%2902249-2

Effectiveness and durability of protection against future SARS-CoV-2
infection conferred by COVID-19 vaccination and previous infection: findings

from the UK SIREN prospective cohort study of healthcare workers March
2020 to September 2021 | medRxiv

Safety and immunogenicity of the third booster dose with inactivated, viral
vector, and mRNA COVID-19 vaccines in fully immunized healthy adults with
inactivated vaccine | medRxiv

Cumulat ive incidence (%)

Mumbser at risk

Two doses

Three doses
Cumulative number
of events

Two doses

Three doses
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Three doses
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of events

Two doses

Three doses
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https://www.thelancet.com/action/showPdf?pii=S0140-6736(21)02249-2
https://www.medrxiv.org/content/10.1101/2021.11.29.21267006v1
https://www.medrxiv.org/content/10.1101/2021.12.03.21267281v1

NATIONAL
COVID-19
CLINICAL
EVIDENCE
TASKFORCE

VERSION 1.0

PUBLISHED 17 DECEMBER 2021

DISEASE-MODIFYING
TREATMENTS FOR
ADULTS WITH COVID-19

Mot requiring oxygen WITHOUT Mot requiring oxygen WITH Requiring oxygen WITHOUT
lower respiratory tract disease lower respiratory tract disease mechanical ventilation

Clinical management
flowcharts

Requiring invasive

mechanical ventilation

* Definitions of severity ->

Mild Moderate Severe Critical
Anindividual with no clinical features A stable patient with evidence of A patient with signs of moderate A patient meeting any of the
suggestive of moderate or more lower resplratory tract disease: disease who s deteriorating following criterla:

severe disease: » during clinical assessment, such as OR = respiratory fallure (defined as

= no or mild symptoms and signs - oxygen saturation 92-94% on A patient meeting any of the any of)
{fever, cough, sore throat, malaise, roam air at rest following criteria: - severe respiratory failure (PaO,/
headache, muscle pain, nausea, - desaturation or breathlessness = respiratory rate =30 breaths/min FiQ, <200)

* vomiting, diarrhoea, loss of taste with mild exertion = oxygen saturation <92% on room - respiratory distress or acute
o R I S k fa Ct O rs ® and smell) = or on imaging alr at rest or requiring oxygen respiratory distress syndrome
L * no new shortness of breath or = lung infiltrates =50% [ARDS)

difficulty breathing on exertion - deteriorating despite non-

= na evidence of lower respiratory Irvashve forms of respiratory

the following comorbldities:
= Diabetes (not treated with insulin)

Obesity (BMI & 30 kg/m?)
Chronic kidney disease (lLe. eGFR < 60 by MDRD)

inelusion eriteria

FLOWCHART-12-DMTS-FOR-ADULTS.pdf

(covid19evidence.net.au)

DEFINITION OF DISEASE SEVERITY

tract disease during clinical
assessment or on imaging (if
performed)

support {Le. non-invasive
ventilation (NIV), or high-flow
nasal oxygen [HFNO))

Budesonide Sotrovimab - requiring mechanical ventilation
— + hypotensi hock
Age z &5 years or = 50 years with one or more of + Diabetes [requiring medication) im"g:f:“m":’;:nxmmﬁ

other organ fallure

Consider using casirivimab plus imdevimab within 7 days

of symptom onset in adults with COVID-19 who do net
require oxygen and have one or more risk factors” for

disease progression. #

CovID-1%. *

Consider using sotrovimab within 5 days of symptom oenset in adults with
COVID-19 who do not require oxygen and have one or more risk factors® for

disease progression. #

=z
E = » Heart disease and/or bypertension g
E yper » Congestive heart failure (NYHA class |l or &
E o * Asthma orlung disease ; greater) E Use dexamethasone & mg dally intravenously or orally for up to 10 days (or
o g = Weakened immune system due to a serious » Chronic obstructive pulmonary disease (history = acceptable alternative regimen) in adults with COVID-1% who are recelving
illness or medication (e.g. chematherapy) of chronic bronchitis, chronic obstructive lung g axygen (including mechanically ventilated patients).
5 E » Mild hepatic impairment disease, or emphysema with dyspnoea on o
: o = Stroke or ather neurological problem physical exertion) ) =
T g | Note: Risk factors are based on PRINCIPLE trial ’ h::dﬂa Lol severe am tr-equlrirﬁ;:; nhaled Consider using inhaled budesonide within 14 days of symptom onset in adults Consider using remdesivir in adults
o= inclusion eriteria sterold to contro’ symptams oF presc . with COVID-19 wha do not require oxygen and have one or more risk factors® for | | | With COVID-19 who require axygen
2 E course of oral steroids in the previous 12 months) disease progression. but do not require non-Invasive o
» Age = 55 years Iinvasive ventilation.
MNote: Risk factors are based on COMET-ICE trial Consider using one of the following:

Consider using casirivimab plus imdevimab in seronegative adults hospitalised with moderate to eritical

Consider using one of the following:

Consider using baricitinib in adults hospitalised with COVID-19 who require
supplemental oxygen.
|

Cansider using tocilizumab for the treatment of COVID-19 In adults who
require oxygen, particularty where there is evidence of systemic

Conslder using sarilumab for the treatment of COVID-12 in adults who require


http://covid19evidence.net.au/wp-content/uploads/FLOWCHART-12-DMTS-FOR-ADULTS.pdf

Positive case clearance — CDNA COVID19 SONG

1. Confirmed cases who have remained asymptomatic

Fully vaccinated case

The case can be released from isolation if;

s at least 10 days have passed since
the first respiratory specimen
positive for SARS-CoV-2 by PCR
was taken; and

+ no symptoms have developed
during this period.

Some jurisdictions may support earlier
release if:

s at least 7 days have passed since
the first respiratory specimen
positive for SARS-CoV-2 by PCR
was taken; and

* no symptoms have developed; and

+ PCR is negative at day 7 from
specimen collection date.

Unvaccinated/ partially vaccinated case
or unknown vaccination status

The case can be released from isolation if:

+ atleast 14 days have passed since
the first respiratory specimen
positive for SARS-CoV-2 by PCR
was taken; and

* no symptoms have developed
during this period.

Some jurisdictions may support earlier
release if:

+ at least 10 days have passed since
the first respiratory specimen
positive for SARS-CoV-2 by PCR
was taken; and

* no symptoms have developed; and

* PCR is negative at day 10 from
specimen collection date.

Testing after release from isolation

Routine PCR testing post-release from isolation is not recommended unless the person
re-develops clinical features consistent with COVID-19.

If a case has not re-developed COVID-19 symptoms but is swabbed and tests positive after httDSZ//WWW].. health .80V.a u/internet/main/pu blishing. nsf/Con
they have met the above release from isolation criteria, then the case does not require re-

isolation. Current evidence and Australian public health experience indicates these people

are unlikely to be infectious.

2. Confirmed cases with resolution of fever and substantial improvement of

respiratory symptoms

Fully vaccinated case

The case can be released from isolation if;

s at least 10 days have passed since
symptom onset; and

» there has been resolution of fever
and substantial improvement of
respiratory symptoms of the acute
illness for the previous 72 hours'.

Some jurisdictions may support earlier
release if:

+ atleast 7 days have passed since
symptom onset; and

» there has been resolution of fever
and substantial improvement of
respiratory symptoms of the acute
illness for the previous 72 hours';
and

* PCR is negative at day 7 from
symptom onset.

Unvaccinated/ partially vaccinated case
or unknown vaccination status

The case can be released from isolation if:

» atleast 14 days have passed since
symptom onset; and

+ there has been resolution of fever
and substantial improvement of
respiratory symptoms of the acute
iliness for the previous 72 hours'.

Some jurisdictions may support earlier
release if:

» atleast 10 days have passed since
symptom onset; and

+ there has been resolution of fever
and substantial improvement of
respiratory symptoms of the acute
iliness for the previous 72 hours';
and

+ PCR is negative at day 10 from
symptom onset.

tent/cdna-song-novel-coronavirus.htm (9Dec21 update)



https://www1.health.gov.au/internet/main/publishing.nsf/Content/cdna-song-novel-coronavirus.htm
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Thank youl!

John.ferguson@health.nsw.gov.au

http://aimed.net.au
@mdjkf
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Omicron

WHO technical brief 17/12/21
https://www.who.int/publications/m/item/enhancing-readiness-for-
omicron-(b.1.1.529)-technical-brief-and-priority-actions-for-member-states
National COVID19 Evidence Taskforce (flowcharts)
https://covid19evidence.net.au/

CDNA COVID19 SONG:
https://www1l.health.gov.au/internet/main/publishing.nsf/Content/cdna-
song-novel-coronavirus.htm

CEC/NSW Health staff exposure approaches:
https://www.health.nsw.gov.au/Infectious/covid-19/Pages/advice-for-
professionals.aspx

Close contact protocol:
https://www.health.nsw.gov.au/Infectious/factsheets/Pages/advice-for-
contacts.aspx

Casual contact protocol:
https://www.health.nsw.gov.au/Infectious/factsheets/Pages/covid-19-
casual-contact.aspx

Release /recovery COVID19 (NSW) :
https://www.health.nsw.gov.au/Infectious/factsheets/Pages/recovery.aspx
Patient or visitor COVID-19 exposures in healthcare facilities (CEC):
https://www.cec.health.nsw.gov.au/ data/assets/pdf file/0017/690002/pa

tient-or-visitor-COVID-19-exposures-in-healthcare-facilities.pdf
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