
SARS-COV-2 was not detected on the masks of HCWs deliv-
ering routine care (ie, no AGPs performed) to COVID-19–positive
patients (Table 1). SARS-COV-2 was not detected from any sam-
ples taken after decontamination using UVGI (Table 1).

No contamination of facemasks worn byHCWs during care for
known COVID-19 patients (whether worn during intubation or
for routine patient care on a ward) was detected. Full face visors
were worn by all staff members, which may have blocked contami-
nation of the underlying mask.

Previous studies have investigated contamination of PPE with
SARS-COV-2. No contamination was found on N95 masks,
goggles, or shoes of exposed HCWs.1 Notably, no AGPs were per-
formed in this study. In a study published in Singapore, extensive
environmental contamination with SARS-COV-2 was detected in
the healthcare setting, but only 1 sample of 10 taken from PPE was
positive (the front of 1 HCW’s shoe).3

Another study in which masks were artificially contaminated
with a high-concentration SARS-CoV-2 solution has brought
the effectiveness of UVGI in decontamination into question.4

The authors state that it is “hard to imagine a scenario where
HCWs would face this degree of mask inoculum” and that their
data may inadvertently underestimate decontamination efficacy.4

Our study supports this assertion because contamination was not
demonstrated during routine care and intubation.

Our study was limited by the small number of masks sampled
and the relatively high CT values of the intubated patients
(ie, 32 and 36). AGPs in patients with lower CT values and hence
higher viral loads may result in greater contamination.

Despite FFP3masks being marketed as single use, reuse has been
suggested by external bodies as a contingency capacity strategy in a
crisis situation. Despite the small sample size, it is reassuring that
SARS-COV-2 was not detected on any masks worn by HCWs
and that no virus was detected after decontamination with UVGI.
Importantly, filtration and fit were not retested, and decontamina-
tionmethods (includingUVGI)may affectmask integrity.More evi-
dence is required prior to routine adoption of any such process.

In summary, we have demonstrated that, when worn behind
full-face visors, contamination ofmasks is uncommon during intu-
bation and during extended periods of routine care of COVID-19–
positive patients. Limited contamination of exposed face masks
was documented during intubation, an aerosol-generating pro-
cedure. No virus was detectable after a 40-second UVGI decon-
tamination process.
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COVID-19: Defining an invisible enemy within healthcare and
the community
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To the Editor—The rapid dissemination of severe respiratory
coronavirus virus 2 (SARS-CoV-2) throughout the globe has been
declared a pandemic. A lack of national and internationally agreed
case definitions for healthcare-associated coronavirus disease 2019

Table 1. (Continued )

Mask No.

SARS-COV-2 Detected

Before
Decontamination

After
Decontamination

Mask 7

Outside swab No No

Inside swab No No

Sample No No

Mask 8

Outside swab No No

Inside swab No No

Sample No No

Note. CT, cycle threshold.
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(COVID-19) has led to inconsistencies in describing epidemiology,
which limit comparisons.1,2 A median incubation period of
5 (range, 1–14) days has been accepted in COVID-19 guidance.3

Adapting established case definitions from other infectious diseases,
such as Clostridium difficile infection (CDI), may help overcome
variability.4 All cases with a positive nasopharyngeal real-time poly-
merase chain reaction (PCR) assay would therefore be described as
either healthcare associated (HA) or community associated (CA).

Hospital-onset healthcare-associated (HoHA) COVID-19
would define current hospitalized inpatients residing >14 days.
Hospital-onset possible healthcare-associated (HoPHA) cases,
in those residing between 3 and 14 days in the hospital, in the
absence of suspected COVID-19 on admission. New cases diag-
nosed within 14 days of acute-care hospital discharge would be
community-onset, healthcare-associated (CoHA) infection.
Community-associated (CA) cases would refer to those diag-
nosed within 2 days or suspected on admission (diagnosed >2
days after admission) and no acute-care hospitalization within
the previous 14 days. This group can be further subdivided into
those who are independent and self-caring from their own home
(CoCA) or those requiring social care, that is, social-onset

community-associated (SoCA). Social care includes those
requiring domiciliary care (including visiting home care, extra
care housing and live in homecare), admissions from care
homes, community rehabilitation, and mental healthcare
institutions.

We retrospectively applied these definitions to 631 adult
COVID-19–positive patients (aged >16 years) at our acute-care
institution in North London from March 1, 2020, to April 15,
2020 inclusive. The study was registered with our local clinical
governance committee. Because all care was routine, in keeping
with UK national guidance, ethical approval was not required.
In total, HoHA, HoPHA, and CoHA cases accounted for 80 of
631 (12.68%) of all positive cases (Fig. 1). The rates of HoHA
and HoPHA COVID-19 cases per total number of hospital
admissions during this period were 32 of 1,818 (1.76%) and 32
of 1,818 (1.76%), respectively. Median diagnosis occurred 25 days
(IQR, 21–43) after admission for HoHA COVID-19 and 9 days
(IQR, 6–11) after admission for HoPHA COVID-19, respectively.
For CoHA, 16 of 631 patients (2.54%) presented amedian of 8 days
(IQR, 2–11) after hospital discharge. Median diagnosis of CA cases
occurred 1 day (IQR, 1–2) after testing.

Fig. 1. Algorithm describing COVID 19 cases presenting at our institution from March 1, 2020, to April 15, 2020.
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Recent NHS England guidance recommends screening all
emergency hospital admissions on admission followed by a single
repeat, for those testing negative, between 5 and 7 days after admis-
sion.5 Our data demonstrate that healthcare-associated COVID-19
has contributed an important number of cases patients during the
height of a pandemic. Sequential screening of non–COVID-19
hospitalized patients beyond this, possibly on a weekly basis up
to 14 days after hospital discharge, may prove beneficial in further
reducing the threat posed by SARS-CoV-2. Further validation of
proposed definitions is required and according to the evolution
of CDI definitions, amendments are likely.
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Lack of transparency during the COVID-19 pandemic: Nurturing a
future and more devastating crisis

Alain Braillon PhD MD1

1Retired

“Collaboration is a key part of the success of any organization, executed
through a clearly defined vision and mission and based on transparency
and constant communication.” Dinesh Paliwal. (https://en.wikipedia.org/
wiki/Dinesh_Paliwal)

To the Editor—The editor must be commended for having
provided to Rahimi et al1 the opportunity to pledge transparency
during the COVID-19 crisis, a major issue that has been
overlooked in scholarly journals. This issue has two aspects, most
concrete.

First, healthcare professionals have faced bullying when
speaking out in the media about their real-life experiences
of the COVID-19 crisis as they faced basic resources shortage or
bureaucratic barriers precluding adequate care or even protecting
themselves. In The New York Times, Scheiber and Rosenthal
reported that nurses and doctors were bullied for speaking out.2

Similarly, in the United Kingdom, hospital professionals were
gagged for voicing concerns about shortages of equipment to
protect against coronavirus.3 This occurrence is most frightening
because in the United Kingdom the culture of transparency is an
old one and has even been strengthened by a comprehensive
framework of legal protections: the Employment Rights Act
1996, amended as Public Interest Disclosure Act 1998, and
the Defamation Act of 2013. In other European countries, no

protections exist for whistleblowers, and the motto seems to be
“Silence is golden”!

This issue also extends to scientific committees advising
governments. In Great Britain, the government deliberately kept
secret the list of participants in its committee of scientific experts.4

In France, the Haut Conseil de la Santé Publique (High Council of
Public Health), the expert body of the Ministry of Health for the
French government, issued 4 dozen reports about COVID-19.
As a member, when recruited, I had to sign a form swearing
I would respect the “duty of reserve” regarding the content of
meetings. This issue is not a theoretical one: I was forced to resign
(October 3, 2018) fromPublic Health France’s scientific committee
after a written threat of being sued for such a breach if I refused to
resign because whistleblowing by a civil servant is a specific crimi-
nal offense in France (Law 83-634, Article 26). This situation con-
trasts with that the United States where the Lloyd-La Follette Act of
1912 protects civil servants who criticize superiors from
official retribution.

In 1998, Söderlund summarized the challenges faced by
healthcare systems “protecting against catastrophic illness events,”
“improving allocative efficiency and equity of access to services,”
and “combating cost escalation,” among many key issues.5

Setting transparent and fair rules is a mandatory prerequisite for
confidence and effectiveness. Old democracies are deliberately
breaching their most basic principle. The crisis is before us.
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