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[bookmark: _Toc197948644][bookmark: _Toc229644779][bookmark: _Hlk66712316]Executive summary
Acute respiratory infections (ARIs) caused by SARS-CoV-2, influenza virus, respiratory syncytial virus (RSV) and other respiratory viruses can spread easily and cause serious illness and death. 
Residential care facilities (RCFs) are high-risk settings for the spread of infection and disease burden from ARIs because residents live closely together, may use communal facilities, and are more susceptible to infection and serious illness due to weaker immune systems and existing health conditions.
Early public health action is important to reduce transmission and improve health outcomes. In Victoria, COVID-19 (caused by SARS-CoV-2), influenza and RSV are notifiable conditions. Vaccines are available to protect against these infections and reduce the risk of severe illness. Specific treatments are available for COVID-19 and influenza, including preventive treatment for influenza. To support early outbreak detection, staff in RCFs should monitor residents for symptoms of ARIs, enabling timely testing and implementation of infection prevention and control (IPC) measures.
This guideline provides statewide public health advice to support the management of ARI exposures and outbreaks in RCFs. It should be used alongside each facility’s Outbreak Management Plan. The guideline also supports the role of Local Public Health Units (LPHUs) in providing consistent advice. 
RCFs should balance IPC measures with residents’ physical, social and emotional wellbeing, supporting their choices and quality of life. Ongoing preparedness remains essential due to circulating CIVID-19, seasonal influenza, RSV and other respiratory viruses.  
A checklist <https://www.health.vic.gov.au/infectious-diseases/acute-respiratory-infection-management-rcf> is available to support RCFs in responding to ARI cases and outbreaks, with further details provided in this guideline.
1. [bookmark: _Toc197948646][bookmark: _Toc229644780]
Glossary
	Acute respiratory infection (ARI)
	A recent onset of new or worsening acute respiratory symptoms (coughing, breathing difficulty, sore throat and runny or blocked nose), with or without any of the following symptoms: headache, muscle aches or pains, tiredness, loss of appetite, nausea or vomiting, diarrhoea, and loss of smell or taste. Fever (≥37.5°C) can also occur (less common in older persons). 
In older persons, other symptoms to consider include new onset or increase in confusion, change in baseline behaviour, falling or exacerbation of underlying illness.

	Acute respiratory symptoms
	The symptoms experienced by a person while they have a respiratory infection. These symptoms may include (but are not limited to): coughing, breathing difficulty, sore throat and runny or blocked nose. 

	Case
	A person who has an infection with a viral respiratory pathogen, such as COVID-19, influenza A/B or RSV.

	COVID-19 resident contact
	A resident who has been exposed to a COVID-19 case:
in a shared defined area (for example, prolonged contact during activity or shared living space)
as an outbreak-related contact (for example, co-located in the same ward, wing or shared area with unknown exposure).

	COVID-19 staff contact
	A worker who has been exposed to a COVID-19 case within or outside the RCF with:
no effective personal protective equipment (PPE), such as a P2/N95 respirator or eye protection, during aerosol-generating behaviours or procedures
at least 15 minutes face-to-face contact where both a P2/N95 respirator and eye protection were not worn by the exposed person and the case was without a mask
greater than two hours in the same room as a case with inadequate PPE.

	COVID-19 outbreak
	Two or more residents in the facility test positive for COVID-19 within a 72-hour period.

	Influenza outbreak
	Two or more residents in the facility test positive for influenza within a 72-hour period.

	RSV outbreak
	Two or more residents in the facility test positive for RSV within a 72-hour period.

	Respiratory outbreak
	Three or more resident cases of ARI in the facility within a 72-hour period.





2. [bookmark: _Toc229644781]Abbreviations
ACOP		aged care onsite pharmacist program 
AIR 		Australian Immunisation Register
ARI 		acute respiratory infection
ARTG 		Australian Register of Therapeutic Goods
CVCP		COVID-19 Vaccination in Community Pharmacy Program
GP 		general practitioner
LPHU		Local Public Health Unit
IPC 		infection prevention and control
NIPVIP		National Immunisation Program Vaccinations in Pharmacy Program
NOK 		next of kin
NP 		nurse practitioner
OMP 		outbreak management plan
OMT 		outbreak management team
PCR		polymerase chain reaction
PPE 		personal protective equipment
RACH 		residential aged care home
RAT 		rapid antigen test
RCF 		residential care facility
RSV 		respiratory syncytial virus
SDA 		specialist disability accommodation
SIL 		supported independent living
SRS 		supported residential services
STAA 		short-term accommodation and assistance


3. [bookmark: _Toc229644782]Introduction
[bookmark: _Toc197948647][bookmark: _Toc229644783]Purpose
This guideline provides statewide public health advice to support residential care facilities (RCFs) and Local Public Health Units (LPHUs) to prepare for and respond to acute respiratory infection (ARI) outbreaks (excluding avian influenza). 
In this guideline, RCFs refer to a range of residential care settings where people receive ongoing care and support, delivered through both facility-based and other residential care models. 
While this document is primarily for RCFs, principles may apply to other settings, such as hospitals, cruise ships, military barracks and boarding schools.
[bookmark: _Toc197948648][bookmark: _Toc229644784]Scope
This guideline applies to RCFs, which include:
· residential aged care homes (RACHs)
· disability group accommodation, including supported independent living (SIL) or specialist disability accommodation (SDA) 
· forensic residential disability settings
· short-term accommodation and assistance (STAA) or respite facilities
· supported residential services (SRS).
[bookmark: _Toc229644785][bookmark: _Toc197948650]Objectives 
The objectives of the information and advice outlined in this guideline are to:
prevent the introduction and transmission of respiratory pathogens
enable early detection and timely response to outbreaks
ensure effective outbreak management
support resident wellbeing and continuity of care
facilitate learning and continuous improvement.
[bookmark: _Toc197948651][bookmark: _Toc229644786]Key principles
This guideline is based on the key principles that:
all Victorians have the right to access healthcare and to live with dignity
RCFs are people’s homes, so care should be person-centred with proportionate restrictions
infection risk cannot be fully removed and must be balanced with the residents’ wellbeing, choices and quality of life. 
[bookmark: _Toc197948652][bookmark: _Toc229644787]Legal requirements
Residential care providers are responsible for identifying and complying with all relevant legislation and regulations. 
Reporting respiratory outbreaks is not mandatory in Victoria. However, RCFs are recommended to report outbreaks to the LPHU. This surveillance supports outbreak management and helps inform public health actions. 
RCFs should manage infection risk by applying standard and transmission-based IPC measures, in line with the Victorian Department of Health and Commonwealth guidance, including the Australian Guidelines for the Prevention and Control of Infection in Healthcare <https://www.safetyandquality.gov.au/publications-and-resources/resource-library/australian-guidelines-prevention-and-control-infection-healthcare> and its supplementary resource The Aged Care Infection Prevention and Control Guide <https://www.safetyandquality.gov.au/publications-and-resources/resource-library/aged-care-infection-prevention-and-control-guide>.
[bookmark: _Toc128756776][bookmark: _Toc128756777][bookmark: _Toc128756778][bookmark: _Toc128756779][bookmark: _Toc128756780][bookmark: _Toc128756781][bookmark: _Toc128756782][bookmark: _Toc128756783][bookmark: _Toc128756784][bookmark: _Toc128756785][bookmark: _Toc128756786][bookmark: _Toc128756787][bookmark: _Toc128756788][bookmark: _Toc128756789][bookmark: _Toc128756790][bookmark: _Toc128756791][bookmark: _Toc128756792][bookmark: _Toc128756793][bookmark: _Toc128756794][bookmark: _Toc128756795][bookmark: _Toc128756796][bookmark: _Toc128756797][bookmark: _Toc128756798][bookmark: _Toc128756799][bookmark: _Toc128756800][bookmark: _Toc128756801][bookmark: _Toc128756802][bookmark: _Toc128756803][bookmark: _Toc128756804][bookmark: _Toc128756805][bookmark: _Toc128756806][bookmark: _Toc128756807][bookmark: _Toc128756808][bookmark: _Toc128756809][bookmark: _Toc128756810][bookmark: _Toc128756811][bookmark: _Toc128756812][bookmark: _Toc128756813][bookmark: _Toc128756814]This guidance does not override or change any obligation that an employer may have under occupational health and safety laws. It should be used alongside Commonwealth advice and local public health direction. Providers should use clinical judgement and seek advice from their LPHU where needed. 


4. [bookmark: _Toc229644788]Prevention and preparedness
This section provides practical guidance to support RCFs in preventing and preparing for ARI outbreaks. Facilities must balance infection prevention with residents’ health, wellbeing, social connection and choice. 
RCFs should take a risk-based approach to prevent respiratory illnesses from entering and spreading within the facility. During periods of high community transmission, facilities should undertake regular risk assessments and adjust safety measures, including enhancing advice on mask use, visitor guidance and entry requirements. The Victorian respiratory surveillance report <https://www.health.vic.gov.au/infectious-diseases/victorian-respiratory-surveillance-report> provides useful data on community levels of respiratory infections.
For a full list of key resources supporting prevention and preparedness, see Appendix 1: Key documents and resources.  
[bookmark: _Toc108093037][bookmark: _Toc108623750][bookmark: _Toc109729943][bookmark: _Toc109729845][bookmark: _Toc109730812][bookmark: _Toc111121590][bookmark: _Toc111638391][bookmark: _Toc111708277][bookmark: _Toc112144699][bookmark: _Toc113443368][bookmark: _Toc197948654][bookmark: _Toc229644789]Developing an outbreak management plan (OMP)
Preparing an OMP is essential for RCFs to respond rapidly to outbreaks. Larger facilities may need separate plans for different areas.
An effective OMP should:
detail the facility’s approach to safety and outbreak responses
establish an outbreak management team (OMT) with clearly defined roles, positions and responsibilities
assign staff to coordinate outbreak activities and manage communication with residents, next of kin (NOK), staff, clinicians and the LPHU
appoint a dedicated IPC lead nurse
describe how residents, staff and visitors will be kept safe (including consideration to Aboriginal and Torres Strait Islander cultural safety), including risk mitigation strategies
outline actions to identify outbreaks early to reduce severity and duration
document pre-established outbreak management processes, including activation triggers.
Plan maintenance and review should include:
updating the OMP to reflect changes in staffing, service delivery or business practices
incorporating lessons learned from previous outbreaks
conducting OMP drills or exercises to test readiness and improve response capability.
Operational information needs to include:
a detailed floor plan of the facility
an up-to-date residents list and NOK contact details
complete staff lists, including agency staff, contractors and volunteers
vaccination program information and a register for residents and staff
current residents’ care plans, including antiviral preferences and quarantine choices
contingency staffing plans to support surge capacity
clinical referral pathways for general practitioners (GPs), nurse practitioners (NPs) and emergency services, including out-of-hours escalation.
Minimum outbreak response components include:
procedures for isolating unwell residents
clear processes for contact identification, assessment and management
enhanced IPC measures tailored to the causative pathogen
guidance for correct PPE use
activation of the communication plan
activation of testing programs, including specimen collection and reporting
clinical care of residents, including assessment and timely antiviral treatments
documented process for declaring when an outbreak is over.
[bookmark: _Toc108093038][bookmark: _Toc108623751][bookmark: _Toc109729944][bookmark: _Toc109729846][bookmark: _Toc109730813][bookmark: _Toc111121591][bookmark: _Toc111638392][bookmark: _Toc111708278][bookmark: _Toc112144700][bookmark: _Toc113443369][bookmark: _Toc197948655][bookmark: _Toc229644790]Vaccination
Vaccination is a key preventive measure to protect residents and staff against respiratory illnesses.
To help ensure timely access and coverage, actions include that:
residential care providers may establish their own vaccination requirements for staff, residents and volunteers, in accordance with local risk assessments and work health and safety guidelines
residential aged care providers are responsible for ensuring residents have access to the recommended vaccinations as soon as they are eligible
annual influenza vaccine is mandatory for staff working in residential aged care services operated by public hospitals, public health services or denominational hospitals
registered residential aged care providers must offer influenza and COVID-19 vaccination for all residents and staff
vaccines may be administered by GPs, NPs, authorised nurse immunisers or community pharmacists
vaccines can be co-administered (given at the same time) with other vaccines
residential care providers can engage community pharmacists to administer vaccines under the National Immunisation Program Vaccinations in Pharmacy (NIPVIP) Program, and the COVID-19 Vaccination in Community Pharmacy (CVCP) Program, or through the Aged Care On-site Pharmacist (ACOP) program, or contact their local Primary Health Network
vaccination consent and status for residents and staff are monitored and recorded
RACHs can apply to become recognised vaccination providers on the Australian Immunisation Register (AIR) <https://www.servicesaustralia.gov.au/im004> to access residents’ vaccination records.
Table 1. Recommended vaccines, target groups and funding
	
	COVID-19
	Influenza
	RSV

	Recommendation
	Further doses are recommended for:
people aged ≥ 65 years 
people at higher risk of severe COVID-19
	Annual vaccination (ideally prior to influenza season) is recommended for:
all people aged ≥ 6 months 
	Single dose recommended for:
people aged ≥ 75 years 
Aboriginal and Torres Strait Islander people aged ≥ 60 years
people with medical risk factors aged ≥ 60 years 

	Target group
	Residents and staff
	Residents and staff
	Residents

	Funding/cost
	Free
	Free for eligible cohorts or available via private purchase
	Free for eligible cohorts or available via private purchase


Footnotes:
Additional cohorts can be considered for vaccination based on age and risk factors. For further information on vaccine recommendations, see The Australian Immunisation Handbook <https://immunisationhandbook.health.gov.au/contents/vaccine-preventable-diseases>.
For information on vaccines funded through the National Immunisation Program, see the National Immunisation Program Schedule <https://www.health.gov.au/topics/immunisation/when-to-get-vaccinated/national-immunisation-program-schedule?language=en>.
[bookmark: _Toc229644791]Testing
Timely testing is essential to identify residents with ARIs, start treatment and implement measures to reduce transmission. This requires:
ensuring staff are trained to collect specimens and correctly use rapid antigen tests (RATs)
when testing with RATs, using a combination RAT (COVID-19, influenza A/B and RSV) where possible
establishing laboratory testing arrangements with GPs/NPs, including pathology requests and a timely method for receiving and recording results
implementing a system to detect and record residents who develop ARI symptoms, including testing dates and results. 
[bookmark: _Toc229644792]Antiviral treatment and prophylaxis
Early access to antiviral treatments can reduce illness severity. RCFs should work with residents’ GPs/NPs to: 
identify eligible residents for antiviral treatment in advance (COVID-19 and influenza)
obtain consent early
establish clear processes with prescribers and pharmacies for rapid prescribing and dispensing.
[bookmark: _Toc229644793]IPC
All residential care providers must comply with any legislative or regulatory IPC requirements relevant to their sector. 
It is important that RCFs plan and tailor IPC measures that are specific for residents with cognitive impairment and decline, and/or dementia. 
IPC lead nurse
RACHs must have a qualified IPC lead nurse, supported by management with adequate time, training and resources to oversee IPC capability across the service. 
Hand hygiene and respiratory and cough etiquette
RCFs should implement and maintain a hand hygiene program within their IPC system and encourage residents to:
cover their nose and mouth when coughing or sneezing
use and dispose of tissues appropriately
wash hands with soap and warm water, or sanitise hands by using an alcohol-based hand sanitiser after coughing, sneezing, using tissues or after contact with respiratory secretions.
PPE
Ensure PPE is used correctly to reduce transmission risk and protect residents and staff (see Table 3: PPE requirements for respiratory pathogens). This includes:
that standard precautions must be used at all times when caring for residents and transmission-based precautions used in addition to standard precautions
that staff should be proficient in putting on (donning) and taking off (doffing) of PPE
conducting risk assessments to determine mask requirements in public-facing areas
making surgical masks and P2/N95 respirators available to all staff to support individual choice and risk, and providing masks to visitors as needed or on request (surgical masks are generally sufficient for most areas)
training staff in correct mask usage and fit checking of respirators
replacing masks if wet or soiled, and limit use to a maximum of four hours per mask.
[bookmark: _Toc108704011][bookmark: _Toc108709754][bookmark: _Toc108704012][bookmark: _Toc108709755]Air quality and ventilation
Good ventilation reduces the risk of respiratory virus transmission in indoor environments. RCFs should optimise natural and mechanical ventilation where possible and consider additional measures in areas with poor airflow. 
Table 2. Types of ventilation and recommendations
	Type of ventilation
	Recommendations

	Natural ventilation
	Open windows and doors whenever possible and explain why to staff and residents.
Schedule breaks between use of spaces to allow air exchange.
Use fans or evaporative coolers to move air.

	Mechanical ventilation 
	Set systems to bring in as much fresh air as possible while maintaining thermal comfort, including heating, ventilating and air-conditioning (HVAC) systems.
Use appropriate filter grades and maintain systems regularly; seek advice from an engineer.

	Other advice
	Consider engaging a ventilation consultant to identify at-risk areas and prioritise improvements.
Undertake a risk assessment to determine if use of other devices may be required, such as electric fans, extractor fans or portable high-efficiency particulate air (HEPA) filters in areas with poor airflow or dead spots.
HEPA filters do not replace natural or mechanical ventilation.
Hold meetings, activities and gatherings outdoors when possible.


Cleaning and waste management
Cleaning and waste management requirements include:
specifying the cleaning products that will be used. It is recommended to use disinfectant products that are listed on the Australian Register of Therapeutic Goods (ARTG)
considering arranging contractor support in advance (for example, additional cleaning staff) for outbreak periods, as cleaning and disinfection should be increased to at least twice daily, particularly of high-touch surfaces
that waste from isolation rooms must be sealed in a closed bag before moving to the waste storage area. Staff should wear gloves and avoid contact between waste and clothing. 
[bookmark: _Toc229644794]Stock 
Monitor and maintain supplies, ensuring coverage for weekends and public holidays, and implement rapid replenishment arrangements for:
PPE (such as masks, gowns, gloves and protective eyewear)
hand hygiene and respiratory hygiene items (such as alcohol-based hand rub, soap, paper towels and tissues)
cleaning, disinfection and waste management items
RATs, including regular checks of expiry dates.
[bookmark: _Toc229644795]Workforce planning
Planning for staff contingencies ensures the facility can maintain safe operations during an outbreak, including:
maintaining a contingency plan to cover 20–50% staff absenteeism during outbreaks, across all occupation types
dividing or zoning staff to reduce cross-exposure and limiting work across multiple sites or non-public-facing roles
considering seasonal peaks, such as winter, when planning staff leave.


[bookmark: _Toc229644796]Communication
Clear and timely and appropriately tailored communication supports safe resident care, staff awareness and visitor engagement during an outbreak, which includes to: 
prepare and know where to access IPC signage, posters and other information sources for outbreak situations
before winter, share annual pre‑season factsheets and communicate with residents, staff, clinicians, NOK and visitors to reduce respiratory infection risk
develop a communication plan for outbreaks to ensure regular updates to staff, residents, clinicians, NOK and visitors, which should include strategies to support residents’ social connection and reduce isolation
establish a rapid communication process for situational changes to all staff during shifts
engage residents and their NOK in key decisions before an outbreak, including:
quarantine preferences
temporary relocation (if appropriate and consented to)
identification of nominated essential visitors
ensure residents’ care plans are up to date and incorporate outbreak considerations
ensure staff monitor for respiratory symptoms, report and test if unwell, and do not enter the facility if symptomatic
ensure staff know how to identify and report outbreaks to the LPHU
prepare communication resources in advance (for example, letter templates) that may be needed during an outbreak
plan tailored communication for residents with cognitive or language barriers, using Easy Read or story-based resources as needed
plan how residents’ families will be supported to maintain communication and social connection during an outbreak
consider processes for managing media enquiries.
[bookmark: _Toc229644797]Visitors 
Managing visitor access and precautions helps reduce the risk of infections spreading in the facility. This includes that:
visitors should not visit if they: 
have been diagnosed with COVID-19 in the past seven days
have been diagnosed with influenza in the past five days
have symptoms of an ARI
visitors meeting the above criteria may be allowed to visit a resident in exceptional circumstances (for example, end-of life visits) with strict precautions, such as:
wearing a mask (preferably P2/N95 respirator)
avoiding indoor communal areas
visitors who have had known contact with a person who has COVID-19 in the previous seven days should not visit. If attendance is essential (for example, end-of-life visitation or for resident wellbeing), they should test negative on a RAT and wear a P2/N95 respirator
visits for residents suspected or confirmed with an ARI should be provided with appropriate PPE. 
nominated essential visitors are provided with basic IPC training
During periods of high community transmission, consider additional measures, such as enhanced screening, to minimise the risk of introducing infection.


5. [bookmark: _Toc224660120][bookmark: _Toc224660121][bookmark: _Toc224660122][bookmark: _Toc224660123][bookmark: _Toc229644798][bookmark: _Toc197948672]Detecting, testing and managing a resident with ARI symptoms 
[bookmark: _Toc229644799]Surveillance and early detection
Early detection of respiratory illnesses is essential for outbreak prevention and control. This requires that:
residents should be routinely monitored for symptoms of an ARI
staff should self-monitor for symptoms and if symptoms develop, not attend work until their acute symptoms have resolved and any recommended exclusion periods have elapsed (see Staff: return to work). 
	ARI definition
Recent onset of new or worsening acute respiratory symptoms: cough, breathing difficulty, sore throat, runny or blocked nasal, with or without symptoms that include:
· headache, muscle aches or pains, tiredness, loss of appetite, nausea or vomiting, diarrhoea and loss of smell or taste, which can occur with COVID-19
· fever (≥37.5°C) that can occur, but is less common in the elderly
In older persons, other symptoms to consider include new onset or increase in confusion, change in baseline behaviour, falling or exacerbation of underlying illness.


[bookmark: _Toc229644800]Case management: initial actions when a resident develops symptoms
When a resident develops symptoms of an ARI, the initial actions that should be undertaken are laid out below.
Recommendations and decisions around testing, treatment and other management should be made in consultation with the resident, NOK, clinicians and staff, while considering the resident’s physical, social and emotional wellbeing, and supporting their dignity, choices and quality of life.
Isolation and enhanced IPC measures
The isolation and enhanced IPC measures to be carried out include to:
isolate the resident immediately in their own room, with a designated bathroom, if possible
keep the resident in isolation while test results are pending, while considering that:
ongoing isolation requirements will be determined based on the confirmed diagnosis (see Isolation requirements)
if diagnosis cannot be confirmed, precautions should be maintained while the resident is symptomatic. Consult the GP and/or LPHU for further advice as required
the resident’s wellbeing is paramount at all times, including their physical, social and emotional needs during isolation
implement enhanced IPC measures for staff providing care (in addition to standard precautions), including that:
staff should wear a P2/N95 respirator and protective eyewear while test results are pending
once a diagnosis is confirmed, PPE should align with pathogen-specific precautions. (see Precautions).
[bookmark: Table3]Table 3. PPE requirements for respiratory pathogens
	
	COVID-19
	Influenza
	RSV and other respiratory pathogens

	Transmission-based precautions 
	Yes (airborne)
	Yes (droplet)
	Yes (droplet)

	Mask and respirator guidance
	P2/N95 respirator - ensure fit check
	Surgical mask; P2/N95 respirator optional
Use a P2/N95 respirator for aerosol generation procedures
	Surgical mask; P2/N95 respirator optional
Use a P2/N95 respirator for aerosol generation procedures

	Eye protection*
	Yes*
	Yes*
	Yes*

	Gloves†
	As per standard precautions 
	As per standard precautions
	As per standard precautions

	Gown†‡
	As per standard precautions
	As per standard precautions
	As per standard precautions


* Consider undertaking a risk assessment for asymptomatic residents. 
† Gowns and gloves may be worn if anticipating contact with blood and/or body fluids.
‡ Reusable gowns may be used, single use and laundered between uses. 
Residents with cognitive decline and dementia
Maintaining strong IPC practices can be challenging in RCFs when supporting residents living with cognitive decline and dementia who have a respiratory infection. It is important to balance IPC measures with maintaining resident wellbeing, while protecting others and reducing the risk of transmission. 
For guidance on creating an environment with strong IPC practices while continuing to provide a positive experience for residents with cognitive decline and dementia, see Infection prevention and control in aged care - Cognitive decline and dementia <https://www.agedcarequality.gov.au/resource-library/infection-prevention-and-control-aged-care-cognitive-decline-and-dementia>.
Testing
The recommendations for testing include that:
symptomatic residents should be tested immediately
if a symptomatic resident refuses, or is unable, to be tested, they should be isolated for the recommended length of time for the pathogen circulating within the facility (see Residents: release from isolation)
residents who recently had an ARI and develop new symptoms should be retested, as this may indicate a new infection.
The recommended testing approach is to test using a combination RAT (COVID-19, influenza A and B and/or RSV) if available. Otherwise, use a COVID-19 RAT, noting that:
if the RAT is positive, no further testing is required
if the RAT is negative, a multiplex respiratory panel (polymerase chain reaction) PCR test should be taken.
Clinical management
Recommendations for clinical management include to:
inform the resident’s GP or NP to ensure early clinical assessment and treatment where applicable (see Residents: antiviral treatment)
review the resident’s care plan and facilitate ongoing access to:
routine primary care (onsite and/or via telehealth) 
routine daily care (for example, allied health)
time-critical clinical care (for example, pathology and wound care)
essential offsite appointments (for example, dialysis) in consultation with the receiving service and transport provider
ensure appropriate IPC measures are applied to all care and services.
[bookmark: _Toc229644801]Contact management for a confirmed COVID-19 case
If a single resident or staff member is confirmed to have COVID-19, facilities should promptly undertake contact identification and risk assessment, including to:
identify all contacts in accordance with the definitions below
implement monitoring and management of identified contacts (see Contact management).
[bookmark: contactdefinitions]Where the source of infection in a resident is unknown, all residents in the affected zone(s) and other defined contacts should be tested to assist in determining if there is an outbreak. Where possible, this testing should occur on the same day that the positive case is identified.
	COVID-19 contact definitions 
Resident contact refers to a resident who has been exposed to a COVID-19 case:
in a shared defined area (for example, prolonged contact during activity or shared living space) OR
is an outbreak-related contact (for example, co-located in the same ward, wing or shared area with unknown exposure).
Staff contact refers to a worker who has been exposed to a COVID-19 case within or outside the RCF with:
no effective PPE (P2/N95 respirator, eye protection) during aerosol-generating behaviours or procedures OR
at least 15 minutes face-to-face contact where both a P2/N95 respirator and protective eyewear were not worn by the exposed person and the case was without a mask OR
greater than two hours in the same room as a case with inadequate PPE.


6. [bookmark: _Toc229644802]Identification and reporting of an outbreak
Outbreaks may be suspected before laboratory confirmation is available. Facilities should not delay reporting to the LPHU while waiting for test results.
Table 4. Respiratory outbreak definitions
	Type of outbreak
	Outbreak

	Respiratory outbreak
	Three or more resident cases of ARI in the facility within a 72-hour period.

	COVID-19 outbreak
	Two or more residents in the facility test positive for COVID-19 within a 72-hour period.

	Influenza outbreak
	Two or more residents in the facility test positive for influenza within a 72-hour period.

	RSV outbreak
	Two or more residents in the facility test positive for RSV within a 72-hour period.


Reporting outbreaks to the LPHU
RCFs should report a suspected or confirmed respiratory outbreak to the LPHU as soon as it is identified. Outbreaks can be reported via:
direct contact with the LPHUs <https://www.health.vic.gov.au/local-public-health-units> 
telephone notification to 1300 651 160.
Inform GPs and NPs
Once an outbreak is confirmed with the LPHU, RCFs should inform all visiting GPs and NPs and issue the Letter to GP – outbreak in facility <https://www.health.vic.gov.au/infectious-diseases/acute-respiratory-infection-management-residential-care-facilities>.
This will support:
collection of diagnostic swabs
early treatment of symptomatic residents
consideration of influenza post-exposure prophylaxis where appropriate. 
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7. [bookmark: _Toc229644803]Respiratory outbreak management
The tables in this section summarise core actions for viral respiratory pathogens in RCFs, with a separate column to outline additional pathogen-specific considerations for COVID-19, influenza, RSV and other respiratory pathogens. They are intended to support consistent IPC practices, guide staff in outbreak response, and help protect residents, staff and visitors. 
For guidance on managing mixed-pathogen outbreaks, see Mixed respiratory pathogen outbreak management. For outbreak criteria, see Outbreak definitions.
Table 5. Activate an OMP
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Outbreak management plan
	Ensure the OMP is current.
Clarify roles and responsibilities and brief staff.
Activate communication pathways.
	


Table 6. Infection prevention and control measures
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	[bookmark: PPEprecautions]Precautions
	Reinforce standard precautions.
Implement transmission-based precautions.
Use a P2/N95 respirator for aerosol-generating procedures. 
	COVID-19: Airborne precautions.
Influenza, RSV and other respiratory pathogens: Droplet precautions.
Mixed-pathogen outbreaks: Follow the highest level of precautions required for any pathogen present (for example, airborne precautions if COVID-19 is involved).

	Vaccination
	Review vaccination records of all residents and staff - encourage and support vaccination per current ATAGI recommendations <https://www.health.gov.au/committees-and-groups/atagi?language=und>and follow ATAGI advice post infection.
Vaccination can proceed during an outbreak with appropriate IPC.
	Influenza: Vaccinated staff should care for residents with influenza.

	Cleaning
	Clean and disinfect high-touch surfaces (door handles, light switches, rails, tables, equipment and shared areas) twice daily.
Clean shared equipment after each use.
Increase cleaning staff if needed.
	

	Ventilation
	Ensure optimal ventilation where possible (open windows and move activities outdoors).
Use air purifiers (if available).
	

	Waste management
	PPE or other disposable items not visibly soiled: general waste.
PPE or other disposable items visibly soiled with blood or body fluids: clinical waste.
Used RATs: clinical waste. 
	

	Zoning
	Identify affected areas – if only a wing or floor is impacted, then manage that area as the outbreak site.
Designate zones based on risk, including the:
unaffected zone (no exposure)
exposure zone (exposed, no cases – COVID-19 only)
affected zone (cases present).
Implement measures for all zones that include:
clear signage
alcohol-based hand rub at points of care
hand hygiene, PPE and waste disposal stations at entry/exit and within zone
decluttering the area to support cleaning and disinfection
restricting entry and access 
practice physical distancing where practicable (for example, during resident activities)
avoid moving residents between different zones 
separate staff break areas
dedicate staff to work in specific zones for the duration of the outbreak.
	

	Cohorting
	Cohort cases with the same pathogen together.
Cohort cases with different respiratory pathogens separately.
Contacts should be cohorted away from confirmed cases.
	


Table 7. Case management
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Residents: clinical care 
	Request a prompt review by the GP or NP for clinical assessment, care and treatment. 
Inform residents and NOK of diagnosis, treatment and care.
Facilitate ongoing routine primary care onsite or virtually – seek alternative support if usual health practitioner is unavailable. 
Continue daily care, allied health, pathology tests, routine procedures (for example, wound care), as well as essential offsite appointments, and communicate with the receiving healthcare provider and transport service about the outbreak. 
Support resident wellbeing by facilitating essential visits and offering alternative forms of visitation where appropriate.  
	

	[bookmark: Residentstreatment]Residents: antiviral treatment
	Assess eligibility for antiviral treatment through the GP or NP and commence treatment as early as possible where indicated. 
	COVID-19: Start antivirals within five days of symptom onset or positive test. 
Influenza: Start antivirals within 48 hours.
RSV and other pathogens: Seek guidance from the GP or NP. 

	[bookmark: releasefromiso]Residents: release from isolation
	Residents may leave isolation when acute symptoms have resolved and following the pathogen-specific criteria. 
Residents should wear a mask if leaving their room before the recommended period of isolation ends. 
Inform NOK that the resident has been released from isolation.
	Release from COVID-19 isolation: 
after five days from symptom onset (or positive test if asymptomatic) provided that acute symptoms have resolved and a COVID-19 RAT is negative OR
after seven days if acute symptoms have resolved and there has been no fever in the past 24 hours; no testing required.
Release from influenza isolation: 
after five days from symptom onset or until acute symptoms have resolved, whichever is longer OR 
72 hours after antivirals have commenced, regardless of symptoms; no testing required. 
Release from RSV and other respiratory pathogens isolation when acute symptoms have resolved or as per clinical guidance. 

	[bookmark: Staffreturntowork]Staff: return to work
	Staff should only return to work once acute symptoms have resolved and follow the pathogen-specific criteria. 

	COVID-19 return to work: 
after five days from symptom onset (or positive test if asymptomatic), provided that acute symptoms have resolved and a COVID-19 RAT is negative OR 
after seven days from symptom onset if acute symptoms have resolved for 24 hours, with no testing required OR
if symptoms continue after seven days, return when acute symptoms have resolved and no fever is present for 24 hours. 
Influenza return to work: 
five days from symptom onset, or until acute symptoms resolved, whichever is longer OR 
72 hours after antivirals commenced. No testing required.
RSV and other respiratory pathogens return to work once acute symptoms have resolved.



[bookmark: Table4contactmanagement]Table 8. Contact management
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Resident contacts
	Symptomatic residents should be tested promptly. 
Support resident wellbeing by allowing essential visits to continue. Visitors should comply with facility entry requirements.
	For COVID-19 contacts, where the source of infection is unknown, all residents in the affected zone(s) and other defined contacts should have an initial round of testing (see COVID-19 defined contacts definitions).
For residents who choose not to self-quarantine:
if a RAT is negative, enable socialisation by choice of resident with others who have a similar exposure level/zone
undertake a RAT at least every second day up to day seven after the most recent exposure date
wear a face mask when leaving their zone for seven days
resume normal activities on day eight, with a day six negative result and being asymptomatic.
Residents who choose to self-quarantine in their rooms for seven days should undertake a RAT on day two and six of self-quarantine.
Additional recommendations include avoiding visiting high-risk settings (for example, hospital or other care facilities) for at least seven days following their last contact with a case. If the visit is essential, wear a face mask. 

	Staff contacts
	Staff exposed to a case may continue working if asymptomatic and compliant with recommended pathogen-specific precautions as applicable. 
Monitor for symptoms, if symptoms develop, do not attend work and seek medical care and testing.
	For COVID-19, staff returning to work within seven days of exposure require:
· a test (RAT initially; if negative, consider PCR if available)
· a daily RAT until day seven post exposure
· exclusion immediately if symptomatic or if they test positive (including asymptomatic)
· wearing a P2/N95 respirator at work until day seven.
For Influenza, exposed staff must wear a surgical mask at work for 7 days following last exposure.

	Post-exposure prophylaxis 
	Assess residents and staff for eligibility for post-exposure prophylaxis through the treating condition where indicated. 
	Influenza: Preventive antivirals should be considered for contacts with residents, unvaccinated staff or staff with comorbidities or pregnancy, who are at higher risk.


Table 9. Admissions and transfers
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Admissions 
	Admission of new residents during an outbreak is not recommended where avoidable.
If admission is unavoidable, the resident and their NOK should be informed about the outbreak and appropriate IPC measures should be in place.
Re-admission of current residents should be permitted, including the return of active cases of respiratory infection, with appropriate IPC measures in place. 
	

	Transfers
	Transfers require coordination with the receiving service and transport provider, and in consultation with the resident, NOK or alternative decision-maker.
Inform the receiving service and transport provider of the outbreak and infectious status of the resident.
Use appropriate PPE during transfer.
	


Table 10. Communication
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Signage
	Display signage at all facility entrance points and outside affected residents’ rooms to communicate the outbreak and PPE requirements.
	

	Initial outbreak communication
	For residents:
inform of outbreak or exposure
explain testing and isolationor quarantine requirements
advise to monitor and report symptoms
reinforce IPC measures.
For GPs and NPs:
notify of the outbreak
advise which pathogen (if known)
request prompt review of unwell residents.
For staff, contractors and volunteers:
inform of outbreak or exposure
explain testing, isolation and quarantine requirements
advise to monitor and report symptoms in themselves and residents
advise not to attend the facility if unwell
reinforce IPC measures.
For NOK and other visitors:
inform them of the outbreak
advise unwell visitors not to attend the facility
ensure essential visitors adhere to IPC measures
encourage alternative communication methods (for example, phone/video).
	Influenza: Advise GPs and NPs to consider post-exposure prophylaxis.

	Regular outbreak communication
	Maintain communication with residents, GPs and NPs, staff, contractors, volunteers, NOK and visitors.
	





Table 11. Visitors
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	General advice
	Maintain nominated essential visitors, ensuring they have received basic IPC training.
Encourage visits to take place in residents’ rooms or outdoors, avoiding communal areas where possible.
Supervise appropriate use of PPE and hand hygiene.
Provide alternative visitation options, including: 
· virtual visits (access to IT equipment, cleaned between uses)
· contactless visits (for example, window visits).
	

	Visitor cases – return post infection
	Visitors should only return to the facility once acute symptoms have resolved and following the pathogen-specific criteria. 
End-of-life visits should be permitted on a case-by-case basis with appropriate IPC measures in place. 



	For COVID-19, visitors can return after seven days from symptom onset (or a positive test if asymptomatic), if acute symptoms have resolved and no fever has been present for 24-hours – no testing required.
For Influenza, visitors can return: 
after five days from symptom onset or until acute symptoms have resolved, whichever is longer OR 
72 hours after antivirals were commenced.
For RSV and other respiratory pathogens, visitors can return when acute symptoms have resolved.

	Visitor contacts – return post exposure 
	Visitors should monitor for symptoms and follow pathogen-specific considerations for returning to the facility after exposure to someone with a respiratory illness. 

	For COVID-19: 
visitors should not visit after exposure; visits can resume on day eight from the last exposure if asymptomatic
if attendance is essential within seven days (for example, end-of-life care or for resident wellbeing), the visitor should be RAT negative and wear a P2/N95 respirator.
for Influenza, there are no restrictions after exposure, but visitors should wear a mask when visiting for seven days from last exposure.
For RSV and other respiratory pathogens, there are no restrictions if asymptomatic.


Table 12. Case lists and escalations
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Case lists
	Case lists should be updated daily.
	For COVID-19, influenza and RSV, provide case lists to LPHU on the same day of notification, updating daily and send twice weekly to LPHU.
For other respiratory pathogens, it is not required to send case lists to LPHU. 

	Escalations
	Follow pathogen-specific considerations. 
	For COVID-19, influenza and RSV:
notify deaths to LPHU within 24 hours
note hospitalisations on the case list.
For other respiratory pathogens, contact LPHU for advice as required. 


Table 13. Outbreak closure
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Closing the outbreak
	Declare over seven days after last resident case tests positive or date of isolation of the last resident case, whichever is longer, or later at LPHU discretion.
Reopen outbreak if new case occurs within 14 days of the most recent case returning a positive test. 
	

	End-of-outbreak clean
	Final clean required of affected zone(s).
Thorough disinfection of affected residents’ rooms, high-touch surfaces and communal spaces.
	

	Final case list
	See pathogen-specific guidance. 
	For COVID-19, influenza and RSV, send a final case list to LPHU.
For other respiratory pathogens, :
a final case list is not required to be sent to LPHU
a summary of final case numbers should be sent to LPHU (follow LPHU advice).

	Communication
	Inform residents, GPs, NPs, staff, contractors, volunteers, NOK and visitors of outbreak closure.
Remove signage.
	


Table 14. Debrief
	
	Core actions for all respiratory outbreaks
	Pathogen-specific considerations

	Review outbreak management
	Consider a debrief, reflecting on strengths and weaknesses of the outbreak response and management.
Capture the lessons learned.
Implement actions to enhance quality control.  
	



8. [bookmark: _Mixed_respiratory_pathogen][bookmark: _Toc229644804]Mixed respiratory pathogen outbreak management
When multiple respiratory pathogens are identified during an outbreak in an RCF, management should prioritise the pathogen requiring the highest level of precautions. Cohorting, isolation and infection prevention measures should be adapted to reduce transmission, while recognising that isolation periods and treatment may differ between pathogens.
[bookmark: _Toc229644805]Key management points
Key management points include:
testing symptomatic residents promptly to confirm the causative pathogen
following the highest level of IPC precautions required for any pathogen present (for example, airborne precautions if COVID-19 is involved)
if COVID-19 is present and the source is unknown, testing all residents in the affected zone (by RAT or PCR) to find cases, irrespective of whether they are symptomatic
where a resident is infected with multiple respiratory viruses at the same time, following the more restrictive isolation period
applying pathogen-specific antiviral treatment or prophylaxis, in consultation with the GP or NP
tailoring isolation periods, staff return-to-work criteria and visitor requirements to each pathogen
maintaining clear communication with residents, staff and families about differing requirements
liaising with the LPHU for support with outbreak management
that mixed-pathogen outbreaks can be declared over seven days after the last resident case tests positive or from the date of isolation of the last resident case, whichever is longer, or later at the LPHU discretion. 
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[bookmark: Appendix1][bookmark: _Toc229644807]Appendix 1: Key documents and resources
This appendix collates key clinical, public health and regulatory resources supporting prevention, preparedness and management for respiratory outbreaks in residential care facilities (RCFs).
National public health guidance
CDNA National Outbreak Management Guideline for Acute Respiratory Infection (including COVID-19 and Influenza) in Residential Aged Care Homes <https://www.health.gov.au/resources/publications/national-guidelines-for-the-prevention-control-and-public-health-management-of-outbreaks-of-acute-respiratory-infection-including-covid-19-and-influenza-in-residential-care-facilities>
Managing infectious respiratory diseases in aged care | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/topics/aged-care/managing-respiratory-infection?language=en#:~:text=be%20well%20and%20free%20of,Quality%20and%20Safety%20Commission%20for:>
Regulatory and quality governance
Quality Standards | Aged Care Quality and Safety Commission <https://www.agedcarequality.gov.au/providers/quality-standards>
Strengthening the Aged Care Quality Standards | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/our-work/strengthening-aged-care-quality-standards?language=en>
Government support for providers and workers | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/topics/aged-care/managing-respiratory-infection/government-support?language=en>
Rules and standards | NDIS Quality and Safeguards Commission <https://www.ndiscommission.gov.au/rules-and-standards>
COVID-19
Coronavirus (COVID-19) Victoria | Better Health Channel <https://www.betterhealth.vic.gov.au/coronavirus-covid-19-victoria>
COVID-19 (Coronavirus disease 2019) | Victorian Department of Health <https://www.health.vic.gov.au/infectious-diseases/covid-19-coronavirus-disease-2019>
Influenza
Influenza (flu) | Better Health Channel <https://www.betterhealth.vic.gov.au/health/conditionsandtreatments/flu-influenza>
Influenza <https://www.health.vic.gov.au/infectious-diseases/influenza> 
RSV
Respiratory syncytial virus (RSV) | Better Health Channel <https://www.betterhealth.vic.gov.au/respiratory-syncytial-virus-rsv>
Respiratory Syncytial Virus (RSV) | Victorian Department of Health <https://www.health.vic.gov.au/infectious-diseases/respiratory-syncytial-virus-rsv>
Vaccination
The Australian Immunisation Handbook <https://immunisationhandbook.health.gov.au/>
Australian Technical Advisory Group on Immunisation (ATAGI) | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/committees-and-groups/atagi?language=und>
Vaccination for healthcare workers <https://www.health.vic.gov.au/immunisation/vaccination-for-healthcare-workers>
COVID-19 vaccination for residential aged care workers | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/our-work/covid-19-vaccines/information-for-aged-care-providers-workers-and-residents-about-covid-19-vaccines/residential-aged-care-workers>
Responsibilities of residential aged care providers | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/our-work/residential-aged-care/responsibilities-of-providers>
Aged care on-site pharmacist | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/our-work/aged-care-on-site-pharmacist>
Improving access to vaccination records in aged care | Aged Care Quality and Safety Commission <https://www.agedcarequality.gov.au/news-publications/clinical-alerts-and-advice/improving-access-vaccination-records-aged-care>
Your local Primary Health Network | Australian Government Department of Health, Disability and Ageing <https://www.health.gov.au/our-work/phn/your-local-PHN?language=en>
Testing
Instructions – Collecting nose and throat swabs <https://www.health.vic.gov.au/infectious-diseases/acute-respiratory-infection-management-residential-care-facilities>
Treatment and prophylaxis
Medications for patients with COVID-19 <https://www.health.vic.gov.au/covid-19/vaccines-and-medications-in-patients-with-covid-19> 
Conditions and treatments | Better Health Channel <https://www.betterhealth.vic.gov.au/conditionsandtreatments


Infection prevention and control
Infection prevention and control in aged care – Cognitive decline and dementia | Aged Care Quality and Safety Commission <https://www.agedcarequality.gov.au/sites/default/files/media/infection-prevention-and-control-in-aged-care-guidance.pdf>
COVID-19 Infection Prevention and Control Guidelines | Victorian Department of Health <https://www.health.vic.gov.au/covid-19-infection-prevention-control-guidelines>
The Aged Care Infection Prevention and Control Guide | Australian Commission on Safety and Quality in Health Care <https://www.safetyandquality.gov.au/publications-and-resources/resource-library/aged-care-infection-prevention-and-control-guide>
Clinical and related industrial waste | epa.vic.gov.au <https://www.epa.vic.gov.au/clinical-and-related-industrial-waste>
VICNISS – Ventilation in Residential Care < https://www.vicniss.org.au/department-of-health-resources/ventilation-in-residential-care/>
Communication
Letter to GP – Outbreak in Facility, Pre-season information for GPs, Visitors factsheet <https://www.health.vic.gov.au/infectious-diseases/acute-respiratory-infection-management-residential-care-facilities>
Coronavirus (COVID-19) Easy Read resources <https://www.health.gov.au/resources/collections/coronavirus-covid-19-easy-read-resources>
COVID-19 information for people with disability <https://www.betterhealth.vic.gov.au/covid-19/covid-19-information-people-disability>
Visitors
Supporting visitors and partners in care with IPC | Aged Care Quality and Safety Commission <https://www.agedcarequality.gov.au/providers/clinical-governance/infection-prevention-control/supporting-visitors-and-partners-care-ipc> 
Visitor restrictions | Aged Care Quality and Safety Commission <https://www.agedcarequality.gov.au/providers/clinical-governance/dealing-infectious-outbreaks/visitor-restrictions>

image1.jpg
'ORIA | Department

) of Health

Government




