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Hauora 6 Waitaha

Telephone: 0064 3 364 4160
Fax: 0064 3 364 4165

Ralph.lasalle@cdhb.health.nz

RE Official information request CDHB 10475

| refer to your email dated 9 November 2020 requesting the following information under the Official Information

Act from Canterbury DHB. Specifically:

I am requesting the CDHB release all correspondence they have between themselves, Ministry of Health
officials, Ministry of Business, Innovation and Employment officials, and any other person(s) or group(s)
involved in the Managed Isolation and Quarantine process about the processes and management of the foreign
fishermen who have been flown on two chartered flights to New Zealand. For your reference, these flights and
the stay in managed isolation have been paid for by three New Zealand fishing companies. The foreign

fishermen have been staying at the Christchurch's Sudima Hotel.

Please find attached as Appendix 1. Note: We have withheld information which is ‘out of scope’ of your request
and we have redacted information under section 9(2)(a) of the Official Information Act, i.e. “..to protect the privacy
of natural persons, including those deceased”. Please also note: From page 59 we are providing you with the final

report as opposed to the draft report mentioned in the email which precedes it.

| trust this satisfies your interest in this matter.

You may, under section 28(3) of the Official Information Act, seek a review of our decision to withhold information
by the Ombudsman. Information about how to make a complaint is available at www.ombudsman.parliament.nz;

or Freephone 0800 802 602.

Please note that this response, or an edited version of this response, may be published on the Canterbury DHB
website after your receipt of this response.

Yours sincerely
a0

/ L I
V| T ETAS

|-‘-.,. A AW
Ralph La Salle
Acting Executive Director
Planning, Funding & Decision Support
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From: Anna Stevenson <Anna.Stevenson@cdhb.health.nz>

Sent: Wednesday, 28 October 2020 4:58 pm

To: COVID-19clinical@health.govt.nz; Marion Poore <Marion.Poore @health.govt.nz>; Aoife Kenny
<Aoife.Kenny@health.govt.nz>

Cc: Cheryl Brunton <Cheryl.Brunton@cdhb.health.nz>; Ramon Pink <Ramon.Pink@cdhb.health.nz>; Joshua Freeman
<Joshua.Freeman@cdhb.health.nz>; Anja Werno <Anja.Werno@cdhb.health.nz>; Jessica Meates
<Jessica.Meates@cdhb.health.nz>; Doug Lush <Doug.Lush@health.govt.nz>; Sarah Berger
<Sarah.Berger@cdhb.health.nz>

Subject: RE: Rationale used for releasing fishers

Kia ora koutou,

As requested, this email serves as a current status report and a summary of our decision-making process to date.

A charter Singapore Airlines flight carrying 249 people (235 passengers, 14 air crew) arrived in Christchurch on
16/10/20. The flight had departed from Moscow, transiting via Singapore. All passengers were transported via
charter bus to the Sudima Airport Hotel to commence 14 days of managed quarantine.

The fishing crew cohort have been a challenging group of guests to manage-in the MIQF. Only three of the 235
guests speak English. Approximately 2/3 of the guests are chain smokers and require frequent (up to 4 x hour) visits
to the smoking area outside of their rooms. Compliance with requests to physically distance from other crew was
patchy and in the first couple of days there was frequent exchanges of cigarettes, lighters, cell phones etc. This was
raised on day two by nursing staff and behaviour was much improved after a letter from the crews employers was
given to all of them. However, even with best behaviour the sheer volume of traffic through corridors as guests
move in and out to smoke has been physically challenging to manage.

Day 3 swab results revealed that the fishing crew cohort had 18 COVID i
with another crew member.
[

Investigation interviews were carried outthat day. Due to language difficulties one ‘thorough’ interview was
undertaken and the rest were more superficial with the essential information for episurv and NCTS gained.

We have no clear information aboutany quarantine which this cohort may have undergone in Russia prior to their
departure. According to the companies employing the crew, all were tested prior to leaving Russia and all 235
who came on flight to NZ tested negative. It has also been reported that two crew did not board the plane because
they tested positive. Atinterview one crewman reported that he was already aware that he had tested positive
when he was tested in Russia on the 9" October. His Fitness to Travel Certificate (sourced from the Fishing
companies lawyer after not being able to obtain them from MBIE or MoH) states that he was tested on the 11t of
October and the virus was not detected. Nursing staff here noted that on day three swabbing all crew offered an
open mouth suggesting they had not previously had a nasopharyngeal swab.

Full or partial genomes have so far been able to be sequenced for 12/18 of these cases. The 18 day 3 cases were
distributed over 13 rooms within the hotel. There were five rooms in which there were two day 3 cases. In one of
these rooms, the two cases had the same B 1.1.77 genotype (the predominant genotype found on WGS), in
another the two cases had different genotypes (B 1.1.7 and B 1.1.5) and in a third room neither of the two cases
were able to be sequenced by WGS. Both these two latter cases had positive serology suggesting that they were
already infected prior to leaving Russia. One of these was the man who told us he had tested positive on the 9t
October.

Serology was undertaken on the day 3 group. This was taken as part of the ongoing project to assist the Canterbury
Laboratories with validation of their serology assay as well as providing potential adjunct information to determine

the timeframe of infection in some cases. Consistent with the history obtained by case investigators the serology
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raised on day two by nursing staff and behaviour was much improved after a letter from the crews employers was
given to all of them. However, even with best behaviour the sheer volume of traffic through corridors as guests
move in and out to smoke has been physically challenging to manage.

Day 3 swab results revealed that the fishing crew cohort had 18 COVID cases. These cases were all sharing rooms

with another crew member. | N .
[ e

Investigation interviews were carried out that day. Due to language difficulties one ‘thorough’ interview was
undertaken and the rest were more superficial with the essential information for episurv and NCTS gained.

We have no clear information about any quarantine which this cohort may have undergone in Russia prior to their
departure. According to the companies employing the crew, all were tested prior to leaving Russia and all 235
who came on flight to NZ tested negative. It has also been reported that two crew did not board the plane because
they tested positive. At interview one crewman reported that he was already aware that he had tested positive
when he was tested in Russia on the 9" October. His Fitness to Travel Certificate (sourced from the Fishing
companies lawyer after not being able to obtain them from MBIE or MoH) states that he was tested on the 11" of
October and the virus was not detected. Nursing staff here noted that on day three swabbhing all crew offered an
open mouth suggesting they had not previously had a nasopharyngeal swab.

Full or partial genomes have so far been able to be sequenced for 12/18 of these cases. The 18 day 3 cases were
distributed over 13 rooms within the hotel. There were five rooms in which there were two day 3 cases. In one of
these rooms, the two cases had the same B 1.1.77 genotype (the predominant genotype found on WGS), in
another the two cases had different genotypes (B 1.1.7 and B 1.1.5) and in.a-third room neither of the two cases
were able to be sequenced by WGS. Both these two latter cases had positive serology suggesting that they were
already infected prior to leaving Russia. One of these was the man who told us he had tested positive on the 9™
October.

Serology was undertaken on the day 3 group. This was taken as part of the ongoing project to assist the Canterbury
Laboratories with validation of their serology assay as well as providing potential adjunct information to determine
the timeframe of infection in some cases. Consistent with the history obtained by case investigators the serology
results support possible historic infection in some, and transmission within the cohort in some although the
direction of infection cannot be determined.

All cases were moved to a dedicated quarantine wing under the supervision of IPC staff. The last case was
transferred at 2200 Tuesday night (day 4).

All cases were ‘red banded’. Their wing is separated and secured from the rest of the hotel and is only entered by
nursing staff who carry out twice daily observations. A dedicated smoking area has been created that is only
accessible by the cases. They are free to enter and exit this area without supervision. All room-mates of the cases
who swabbed negative were ‘yellow banded’ and have been treated according to standard close contact protocol..
They are escorted by NZDF staff to the exercise area or smoking area as required.

The remaining guests are being managed as high risk contacts (‘Blue-plus’) — they have potentially been exposed at
several points on the journey from Russia to Aotearoa and also at various times in the first 72 hours in the MIQF
when, as discussed, compliance with rules was not optimal. The particular factor that cannot be over stated that
makes this situation even more challenging is the sheer volume of smokers and the frequency of their smoking.
This means that cases were mingling with non-cases at potentially multiple times in the initial three days in hotel
corridors and smoking yards.

At Day 6 testing, 8 cases were identified. We await WGS on this group. The day 6 cases were distributed over 7
rooms. Two were in the same room. Two were room-mates of Day 3 cases and it is likely that transmission
occurred in that setting. Four were the first case in each of their rooms.

At Day 9 testing 3 cases were identified. We await WGS on this group. The day 9 cases were in three rooms. One
was the room-mate of a Day 3 case and the other two were room-mates of Day 6 cases. It is very likely that
transmission occurred in that setting.
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From: Anna Stevenson <Anna.Stevenson@cdhb.health.nz>

Sent: Wednesday, 28 October 2020 4:58 pm

To: COVID-19clinical@health.govt.nz; Marion Poore <Marion.Poore@health.govt.nz>; Aoife Kenny
<Aoife.Kenny@health.govt.nz>

Cc: Cheryl Brunton <Cheryl.Brunton@cdhb.health.nz>; Ramon Pink <Ramon.Pink@cdhb.health.nz>; Joshua Freeman
<Joshua.Freeman@cdhb.health.nz>; Anja Werno <Anja.Werno@cdhb.health.nz>; Jessica Meates
<Jessica.Meates@cdhb.health.nz>; Doug Lush <Doug.Lush@health.govt.nz>; Sarah Berger
<Sarah.Berger@cdhb.health.nz>

Subject: RE: Rationale used for releasing fishers

Kia ora koutou,

As requested, this email serves as a current status report and a summary of our decision-making process to date.

A charter Singapore Airlines flight carrying 249 people (235 passengers, 14 air crew) arrived in Christchurch on
16/10/20. The flight had departed from Moscow, transiting via Singapore. All passengers were transported via
charter bus to the Sudima Airport Hotel to commence 14 days of managed quarantine.

The fishing crew cohort have been a challenging group of guests to manage in the MIQF. Only three of the 235
guests speak English. Approximately 2/3 of the guests are chain smokers and require frequent (up to 4 x hour)
visits to the smoking area outside of their rooms. Compliance with requests-to physically distance from other crew
was patchy and in the first couple of days there was frequent exchanges of cigarettes, lighters, cell phones etc.
This was raised on day two by nursing staff and behaviour was much improved after a letter from the crews
employers was given to all of them. However, even with best behaviour the sheer volume of traffic through
corridors as guests move in and out to smoke has been physically challenging to manage.

Day 3 swab results revealed that the fishing crew cohort had 18 COVID cases. These cases were all sharing rooms
with another crew member|
Case

Investigation interviews were carried out that day. Due to language difficulties one ‘thorough’ interview was
undertaken and the rest were more superficial with the essential information for episurv and NCTS gained.

We have no clear information about-any quarantine which this cohort may have undergone in Russia prior to their
departure. According to the companies employing the crew, all were tested prior to leaving Russia and all 235
who came on flight to NZ tested negative. It has also been reported that two crew did not board the plane
because they tested positive. ‘At interview one crewman reported that he was already aware that he had tested
positive when he was tested in Russia on the 9" October. His Fitness to Travel Certificate (sourced from the
Fishing companies lawyer after not being able to obtain them from MBIE or MoH) states that he was tested on
the 11" of October-and the virus was not detected. Nursing staff here noted that on day three swabbing all crew
offered an open-mouth suggesting they had not previously had a nasopharyngeal swab.

Full or partial genomes have so far been able to be sequenced for 12/18 of these cases. The 18 day 3 cases were
distributed over 13 rooms within the hotel. There were five rooms in which there were two day 3 cases. In one
of these rooms, the two cases had the same B 1.1.77 genotype (the predominant genotype found on WGS), in
another the two cases had different genotypes (B 1.1.7 and B 1.1.5) and in a third room neither of the two cases
were able to be sequenced by WGS. Both these two latter cases had positive serology suggesting that they were
already infected prior to leaving Russia. One of these was the man who told us he had tested positive on the 9"
October.

Serology was undertaken on the day 3 group. This was taken as part of the ongoing project to assist the
Canterbury Laboratories with validation of their serology assay as well as providing potential adjunct information
to determine the timeframe of infection in some cases. Consistent with the history obtained by case investigators
the serology results support possible historic infection in some, and transmission within the cohort in some
although the direction of infection cannot be determined.
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International mariners outbreak October -November 2020

EpiSurv number 20-109137-CH

31 COVID cases were identified during the ‘International Mariners’ stay in the Sudima
Hotel/Managed Isolation and Quarantine facility. A further two cases occurred in healthcare staff
who were caring for the Mariners. This report summarises the management of the cases in both
crew and staff and makes recommendations on how any future such visits should be managed to
better protect guests and staff from infection.
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Executive Summary

o The effectiveness of IPC measures at the Sudima Hotel have in effect recently undergone
severe stress testing due to an unusually high burden of highly infectious cases in the
facility at one time; all from the International Mariners cohort. Numerous factors
contributed to this high burden, the most important of which was the practice of double
bunking. We conclude roughly 35% of all cases in the cohort were due to transfer between
room-mates.

e A total of 33 cases occurred in association with the cohort of 235 International Mariners:

0 12 cases likely to have been incubating or infectious at the time of arrival

0 5 cases positive after day 3, either incubating on arrival or acquired during first 48
hours in the facility, e.g. through interactions related to smoking

0 12 cases likely to have been acquired from a room-mate (for 5 of these, the
direction of transmission is uncertain as both positive on the same day)

0 2 likely historic cases who happened to be sharing a room (both had very high CT
values and strongly positive IgG serology on Day 3)

0 2 cases among health staff exposed to crew detected on Sunday 1/11 and Tuesday
3/11. Both these staff had returned negative tests on Thursday 29 October.

e Two independent transmission events to gQIQI] staff occurred during routine contact
with cases who were likely at or near the peak of infectiousness (very high viral load based
on CT values at or around the time of exposure). Routine contact included transfer to the
quarantine wing for one case and routine daily health checks for the other. For these
exposure events, the calculated attack rates are 1/48 and 1/96 respectively. If all infected
cases are included in these calculations (i.e. those with lower viral load and including the
full duration of infectivity) then the calculated attack rates would be substantially lower.

e Both transmission events occurred despite apparently rigorous adherence to current IPC
protocols / processes and currently recommended best practice with regard to PPE use
and specifications.

o Both events are likely to have occurred in the corridor of the quarantine wing,
immediately outside the door of the room of a highly infectious case, and soon after the
door was opened.

e Current IPC protocols / processes and recommendations around PPE use in MIQF are well
designed to address the risk of contact and droplet transmission but are less well geared
toward managing the risk of transmission via small airborne microdroplets

e Following a thorough source investigation, it seems likely that both transmission events
occurred through exposure to small, airborne microdroplets emitted from the rooms of
cases at or around the peak of infectivity. The movement of infectious microdroplets from
the room to the corridor may possibly have been facilitated by a pressure differential and
a lack of air conditioning use by the infected cases.

e Greater focus is needed in quarantine wings of MIQF and specific quarantine facilities on
managing the risk of transmission via small airborne microdroplets. The two principal
ways to manage this risk are 1) ensuring adequate ventilation specifications in all
quarantine wings and 2) moving from Type IIR medical masks to N-95/P2 masks for staff
entering quarantine areas or coming into direct contact with confirmed cases (in CDHB this
is only IRONINEEE)- 'deally, this should be accompanied by a fit testing programme
for staff working in quarantine wings / facilities.

e In addition, all ‘special’ groups (e.g. sports teams, essential workers) seeking to come to
NZ must have a formal public health risk assessment prior to departure that is
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documented and shared with the receiving DHB and Public Health Unit. An initial
assessment should be undertaken by MoH staff in conjunction with MBIE staff. This should
cover issues such as pre-flight testing, pre-trip quarantine in country of origin, and any
particular requirements to do with culture, sport, jobs, training, smoking while in MIQF
etc. Any variation in usual protocol should have local operational input into the decision
making. Funding to manage any such variations must be addressed early in planning. The
final requirements need to be communicated clearly to the RIQ in advance of arrival. Pre-
trip testing requirements should be validated and made available to the RIQ teams/Public
Health Unit and MOH.

Background and context

A charter Singapore Airlines flight carrying 249 people (235 passengers, 14 air crew) arrived in
Christchurch on 16/10/20. The flight had departed from Moscow, transiting via Singapore. All
passengers were transported via charter bus to the Sudima Airport Hotel to commence 14 days of
managed quarantine.

During the first 2-3 days the fishing crew cohort were a challenging group of guests to manage in the
MIQF. Only three of the 235 guests spoke English. Approximately 2/3 of the guests were chain
smokers and required frequent (up to 4 x per hour) visits to the smoking area outside of their rooms.
Compliance with requests to physically distance from other crew was patchy and in the first couple
of days there was frequent exchanges of cigarettes, lighters, cell phones etc. This was raised on day
two by Z2[ENN staff and behaviour was much improved after a letter from the crew’s employers was
given to all of them. However, even with best behaviour by guests the sheer volume of traffic
through corridors as they moved in and out to smoke was physically challenging to manage.

Day 3 (19 October) swab results revealed 18 COVID cases among the international mariners’ cohort.
Case Investigation interviews were carried out that day. Due to language difficulties one ‘thorough’
interview was undertaken and the rest were more superficial with the essential information for
Episurv and NCTS gained.

A decision was made to ‘lock' down’ the Sudima and declare it as a quarantine facility. Staff were
required to only work at the Sudima and not be rotated to any other MIQF.

Day 3 cases were all sharing rooms with another crew member.

We have no clear information about any quarantine which this cohort may have undergone in
Russia prior to their departure. According to the companies employing the crew, all were tested
priorto leaving Russia and all 235 who came on flight to NZ tested negative. It has also been
reported that two crew did not board the plane because they tested positive. At interview one
crewman reported that he was already aware that he had tested positive when he was tested in
Russia on the 9™ October. His Fitness to Travel Certificate (sourced from the Fishing companies’
lawyer after not being able to obtain them from MBIE or MoH) states that he was tested on the 11t
of October and
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the virus was not detected. Nursing staff here noted that on day three swabbing all crew offered an
open mouth suggesting they had not previously had a nasopharyngeal swab.

Full or partial genomes have been sequenced for 26 of the 31 cases (5 are unable to be sequenced
due to the low level of RNA present). This has revealed four different genotypes, indicating multiple
independent introductions among the cohort. This can be explained either by inadequate quarantine
prior to departure or multiple independent exposure events between the end of the pre-departure
guarantine and arrival. The 18 Day 3 cases were distributed over 13 rooms within the hotel. There
were five rooms in which there were two Day 3 cases. For further detail on timing of positive results
and room sharing see appended line listing. Serology was undertaken on the Day 3 group as part of
the ongoing project to assist the Canterbury Laboratories with validation of their serology assay as
well as providing potential adjunct information to determine the timeframe of infection in'some
cases. Consistent with the history obtained by case investigators the serology results support
possible historic infection in two of the 18 positives on day 3. One of these was the man who told us
he had tested positive on the 9" October.

All confirmed cases were moved to a dedicated quarantine wing under the close supervision of
seven CDHB IPC Service Clinical Nurse Specialists, along with the CDHB IPC Nursing Director. The last
case was transferred at 2200 Tuesday night 20 October (Day 4).

All confirmed cases were ‘red banded’.! They were managed as per confirmed case protocols in the
MBIE Infection Prevention and Control Standard Operating Procedures (Version 1.1-19%" October
2020). Their wing was separated and secured from the rest of the hotel and was only entered by
staff who carried out twice daily observations. A dedicated outdoor smoking area was
created with secure fencing in an internal courtyard area that was only accessible by the confirmed
cases. This cohort were able to move to and from this outdoor area without gEIgJl] MIQF staff escort
supervision through an exit door at the end of the corridor in the quarantine wing.

All room-mates of the confirmed cases who swabbed negative at Day 3 were identified as “high risk”
close contacts and ‘yellow banded’. They were managed as per close contact protocols in the MBIE
Infection Prevention and Control Standard Operating Procedures (Version 1.1-19'" October 2020).
This included being escorted by a MIQF staff member (NZDF staff) as required to a “fresh air” and
smoking area that was exclusively dedicated to this group.

The remaining guests were also managed as close contacts from a public health point of view. This
included daily health checks and the use of enhanced contact and droplet precautions by staff as per
close contact protocols in the MBIE Infection Prevention and Control Standard Operating Procedures
(Version 1.1 —19th October 2020). This approach was taken because they had potentially been
exposed at'several points on the journey from Russia to Aotearoa and also at various times in the
first 72 hours in the MIQF when, as discussed, compliance with rules was not optimal. The particular
factor that made this situation even more challenging was the sheer volume of smokers and the
frequency of their smoking. This means that cases were mingling with non-cases at potentially
multiple times in the initial 2-3 days in hotel corridors and smoking yards.

One variation to the MBIE Infection Prevention and Control Standard Operating Procedures (Version
1.1 — 19th October 2020) was initiated after discussion with the Canterbury Technical Advisory

Group and with endorsement of the Medical Officer of Health. For the sole purpose of managing the
sheer number of smokers and the frequency with which they smoked, a temporary category “Blue+”

! The Christchurch MIQFs use a wristband system to easily identify guests infection transmission risk level: Red
for confirmed or probable cases, Yellow for close contacts and blue for all other guests.
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was established. This category was used to accommodate the fact that personal escorting of this
large group of remaining close contacts was completely unfeasible. Blue+ guests were not personally
escorted to the smoking or exercise area by NZDF staff but were otherwise managed as “yellow
band” guests. Instead, additional security and supervision was placed at key points in all guest
corridors throughout the managed isolation areas to ensure social distancing rules were adhered to.
The smoking and exercise area for these guests was completely separate from the smoking area
from both confirmed cases and roommates of these confirmed cases. There were three separate
areas in use, one for each of the three groups for “fresh air” and smoking.

At Day 6 testing, 8 further cases were identified. The Day 6 cases were distributed over 7
rooms. Two were in the same room. Two were room-mates of Day 3 cases and it is likely that
transmission occurred in that setting. Four were the first case in each of their rooms.

At Day 9 testing on 25 October an additional 3 cases were identified. The Day 9 cases were in three
rooms. One was the room-mate of a Day 3 case and the other two were room-mates of Day 6
cases. ltis very likely that transmission occurred in that setting.

After the Day 9 test results, it was agreed by the clinical oversight team (three operational MOH
(Pink, Brunton and Stevenson), CDHB Microbiologist Werno, and CDHB Microbiologist and Clinical
Director IPC Freeman, and the IPC Nursing Director Berger) that the clock would be re-set for all
close contacts of cases who were roommates. This meant that roommates of Day 3 cases had a
further 14 days from their last exposure unless they became cases themselves (n=3); roommates of
Day six cases had a further 14 days unless they became cases (n=2); and roommates of Day nine
cases had a further 14 days unless they became cases. Cases were managed as per usual protocol by
being quarantined for at least ten days with at least 72 hours being symptom free at the end of that
time. Confirmation was sought from on the ground JZISI] staff who were clear that compliance
with all physical distancing and other PPE requirements had been high since Day 3.

The clinical oversight team agreed that given the degree of exposure during the first 72 hours, all
other guests (aside from confirmed cases and “high risk” close contacts i.e. roommates) contacts
would be treated as per usual protocol for close contacts starting from day 3. This made their total
stay at least 17 days through to. Monday November 2.

At Day 12 testing | case was identified. This person was a close contact (roommate) of a Day six case.

At Day 15 1 further case was identified. This person was a close contact (roommate) of a Day six
case.

In total, seven cases have been identified among room-mates of previously identified cases: 3 being
contacts of Day 3 cases and 4 being contacts of Day 6 cases. Five additional pairs of cases tested
positive on the same day and had the same genotype. This gives a total of 12 cases of presumed
transmission between roommates (an additional pair in the same room had weak positive results
and positive serology on day 3 and are thought likely to be historic cases).

In total there were 18 Day 3 cases, 8 Day 6 cases and 3 day 9 cases 1 Day 12 case and 1 Day 15 case.

Overview of cases and likely mechanisms of transmission:

A total of 33 cases associated with the International mariners (for detail on room sharing and timing
of positive cases, see appended line listing):

e 12 cases likely to have been incubating or infectious at the time of arrival
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5 cases positive after day 3, either incubating on arrival or acquired during first 48 hours in
the facility, e.g. through interactions related to smoking

12 cases likely to have been acquired from a room-mate (for 5 of these, the direction of
transmission is uncertain as both positive on the same day)

2 likely historic cases who happened to be sharing a room (both had very high CT values and
strongly positive IgG serology on Day 3)

2 cases among health staff exposed to crew detected on Sunday 1/11 and Tuesday 3/11.
Both these staff had returned negative tests on Thursday 29 October. (See text next page for
details)

Whole genome sequencing revealed a total of 4 different genotypes (available for 27 of 33 cases to
date, 5 unable to be sequenced).

15 B.1.1.77 (one partial sequence B.1.1 assumed to be same strain as discussed with Dr Phil
Carter and Dr Joep de Ligt, ESR)

0 Nine likely incubating or infectious at time of arrival

0 Six likely to have been acquired from a room mate
9 B.1.1.7 (two partial sequence B.1.1.5 assumed to be same strain as discussed with Dr Phil
Carter and Dr Joep de Ligt, ESR)

0 Four likely incubating or infectious at time of arrival

0 Four likely to have been acquired from a room mate

0 One staff member acquired from one of the above crew members
2B.1.1.0

0 One likely incubating or infectious at time of arrival

0 One likely acquired from a room mate
1 B.1.1.77 6 nucleotide variant distinct from major cluster likely incubating or infectious at
time of arrival (as discussed with Dr Phil Carter and Dr Joep de Ligt, ESR)

Outbreak spread to healthcare workers

On Monday morning 2 November a positive COVID swab result was obtained from one of the

staff at the Sudima. The ZGIQ] had last worked a shift on Friday 30 October and had given a
negative routine swab on Thursday 29 October. @i} was slightly fatigued JZICHI o Saturday
night and developed a aslight runny nose mid Sunday . Being particularly cautious, and with a clear
understanding of expectations around testing even if mildly symptomatic g@l] chose to get a check
swab that day.

Actions taken:

Immediate case investigation started with an HPO interviewing the case
Close contacts of the JEIQH] were identified and quarantined (n=9) including (GG

who was yeargf] student at ggig) was swabbed on the evening of

the 2" and returned a negative test. g8 was put in quarantine (starting 3 November) in the
family home and QI iso'ated in a Campervan on the same property.

Testing of all 99 staff rostered on the Friday shift was required. Some staff rostered on the
Thursday also chose to be swabbed

Whole genome sequencing was requested on the case swab

The case was interviewed by Drs Freeman, Stevenson and Berger and re-interviewed several times
over the next few days as more information came to light.
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On Tuesday afternoon 3/11 another staff member swab was reported as positive.
Actions taken:

e Immediate case investigation started with an HPO interviewing the case

e Close contacts of the fZIQl] were identified and quarantined including QNG|
They were swabbed on the evening of the 3™ and returned negative tests. The second case
was quarantined in a MIQF.

e Testing of all 193 staff at the Sudima was required including translators, security, hotel staff
and healthcare staff.

e  Whole genome sequencing was requested on the case swab

By Wednesday 4/11 14 close contacts had been identified and were being monitored daily. The first
case had spent an hour shopping in a local (RN on Sunday morning. The manager of the
store was contacted on Monday 2/11 by Dr Ramon Pink and while advised that only casual contacts
might be identified the Manager decided to ‘deep clean’ the store overnight. A CPH Health
Protection Officer visited the store early on Tuesday 3/11 and reviewed all CCTV footage and was
able to confirm no close contacts were generated on this visit. A decision-was made at MoH to alert
all COVID app users of a potential exposure.

The Ministry of Education’s local lead was advised of the case’s @] and met with the Principal of
to advise there was no risk to the school community. A letter was sent to the
Principal.

At the Minister of Health’s request, a ‘Pop-up’ clinic was set up at Princess Margaret Hospital on
Wednesday 4 November. This required significant resource, particularly staff (n=20) and when the
number of swabs taken was reviewed and compared to baseline it was not felt to add any extra
value over and above existing CBACs and GP swabbing clinics. No further pop-ups were actioned.
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Information from case interviews

Staff case 1 (Episurv number:20-389166-CH) Genotype: B.1.1.7

Corroborative history from observers

PRI 1:
Full PPE. Orderly procedure with
adherence to protocol. Close contact
(within 2m) per guest approximately 1-2
minutes while placing new band on wrist.
The cases wore masks and didn’t speak ol
cough throughout the procedures.

PR 2

Observed case 1 touching / adjusting
mask while walking in the corridor
between guests on 23/104hands had
clean gloves and hand hygiene was
performed between this event and
contact with the last guest. There is a
possibility thatg@]gown cuffs had been
contaminated and were now close tcg@]
face.

At one stage a fishing crew case walked
past Case 1 in the corridor whilegJgl] was
performing hand hygiene. There is a
theoretical possibility thatg@ hands
could have been contaminzated by small
airborne micro-droplets in that
encounter.

Unavailable

SRIE colleague:

No breaches in protocol. Close contact
(within 2m) per guest approximately 1-2
minutes while placing new band on wrist.

IPCERE) 3:

Very orderly and calm procedure with no
major breaches in protocol besides noting
there was no replacing of gloves with
hand hygiene immediately after placing
on new band. Maximum 1-2 minutes
within 2m of case while placing new band

IPCERIR 4:

On interviewing case found knowledge of
rubbish collecting protocol a little hazy
with some deviations- for example use of
Clinnell wipes on arms rather than
alcohol-based hand rub.

DATE SHIFT Infectious Potential exposures Potential onward History from Case 1
status for acquisition exposure to guests
23/10 0900- Uninfected Replaced wrist bands Full PPE (goggles for eye protection).
1600 and involvement of “Calm and planned” procedure with
transfer of 3 of the adherence to protocol. Close contact
positive day 6 cases (within 2m) approximately 1-2 minutes
with matching per guest while placing new band on
genotype. wrist.
CT values of these The cases stood at the door of their room
case by E gene assay wearing a mask to have their bands
indicate they were replaced. The cases did not speak or
highly infectious: 18, cough throughout the procedures.
31, 32.
No recollection of any breaches in PPE use
or protocol.
No specific buddy observing when the
group of AR were doffing at the end of
process.
24/10 1300- Assisted with
1700 deliveries of lunch to
quarantine area
25/10 Not at Uninfected
- work
27/10
28/10 0900- Uninfected Assisted with Role during observations was cleaning of
1600 observations in equipment: thermometer, pulse oximeter,
quarantine unit. hand sphygmomanometer. No breach of
PPE recalled.
29/10 0900- Uninfected In the ??morning Full PPE (visor for eye protection). “Calm
1600 replaced wrist band and planned” procedure with adherence
Tested on day 12 case with to protocol. Close contact (within 2m)
negative matching genotype. approximately 1-2 minutes with case
CT value by E gene while placing new band on wrist.
assay: 15 The case stood at the door of their room
wearing a mask to have their bands
replaced. The cases did not speak or
cough throughout the procedures.
No recollection of any breaches in PPE use
or protocol. Occurred under observation
of experienced IPC nurse.
No “buddy” observed doffing at end of
process.
Involved in rubbish Some general concerns about rubbish
collection in bins being overfilled and having to
quarantine wing in compress rubbish bins with hand. No
afternoon. Possibly specific recollection of this on that day.
tidied up doffing
station rubbish from Wearing full PPE (visor for eye protection)
yellow and “blue plus throughout process and recalls adherence
zones” to protocol.
30/10 0900- Infectious Involved in taking Took temps on 3 close contacts and one
1600 9(2)(a) daily observations set of observations on a high risk” close

contact (positive day 15) before swapping
to be the scribe — cleaning equipment for
63 additional close contacts.

ACNM colleague

Took temps on 3 close contacts and one
set of observations on a”high risk” close
contact (positive day 15) before swapping
to be the scribe — cleaning equipment for
63 additional close contacts.
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CASE 1: SUMMARY OF FINDINGS

e Very limited direct contact with guests of matching genotype during incubation period.

(0]

Changed bands for 3 guests of matching genotype on 23/10. Cumulative contact
time: 3-6 minutes. Transmission at this point would give an incubation time of
approximately 8-9 days.

Changing of band for a further guest with matching genotype 29/10. Cumulative
contact time 1-2 minutes. Transmission at this point would give an incubation time
of approximately 2.5 days.

It's estimated that for the 12 highly infectious cases transferred (ie CT <20),
approximately 48 people were directly involved in their physical transfer, giving an
attack rate of roughly 1/48 (2%)

e No major breaches in PPE protocol reported or observed.
e Several minor PPE breaches and lack of knowledge of protocols were identified but these are
unlikely to present major transmission risk. These include:

(0}

(0}

(0}

An IPCERI| observer recalled a minor breach where case 1 adjusted their mask
between guests during the 23/10 band change process, but this was with clean
gloves and following hand hygiene after the last guest contact. In principle, however,
this could have increased the risk of mucous membrane inoculation / transmission
through a contaminated gown cuff.

Doffing of full PPE was not observed on either the 23" or 29", but no breaches
recalled or reported by the case.

Some difficulties recollecting processes around rubbish disposal.

CASE 1: CONCLUSIONS / DISCUSSION

e Four direct contact events with potential source cases during a closely observed and highly
protocolised process. Full PPE worn on all occasions with a mask on the source case. No
major breaches in PPE use although no direct formal observation of doffing process by
buddy. Unobserved, subconscious breaches during the doffing process cannot be excluded.

e Two of the potential source cases (one from the 23™ and the other from the 29" exposure)
had very low-CT values (implying high viral load) and were presumably highly infectious at
the time of contact. It seems most likely that transmission occurred during one of these two
encounters.

e Possiblemechanisms of transmission include:

(e}

(0}

inhalation of small droplet nuclei during direct contact /close proximity to both the
case and the room of the infected case.

inoculation of mucous membranes / inhalation due to contamination during the
doffing process.
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Staff Case 2 Episurv number: 20-389222-CH) Genotype: B.1.1.77

DATE SHIFT Infectious Potential exposures for Potential History from Case 2 Corroborative history from observers
status acquisition onward
exposure to

guests

22/10 0630-1920 | Uninfected Observations in Observations of 9 positives
Tested quarantine wing before swapping to scribe role
negative for remaining 9. Full PPE. No
breaches in PPE protocol.
23/10 0630-1915 | Uninfected Shift lead. N/A N/A
No direct contact with
guests.
24/10 0630-1900 | Uninfected Shift lead. N/A N/A
Tested No direct contact with

negative guests.

25-26/10 Not at work
27/10 0843-2105 Uninfected Delivered lunch and

other items to

quarantine wing.

28/10 0715-1915 | Uninfected Entered quarantine wing

Full PPE. No breaches in protocol.

Full PPE. No breaches in protocol.

briefly to pick up
recordings.
29/10 0715-1915 | Uninfected. | Involved in transfer of Very-orderly and calm procedure | E@EYJll colleague:
Tested day 12 positive case. for band removal and No breaches in protocol. Close contact (within

replacement with no breaches in 2m) per guest approximately 2 minutes while
protocol. Occurred under cutting old band from wrist. (maximum
observation of experienced IPC estimated time)

nurse.

negative.
Assisted while colleague
took BP on the same
case.

IPCRRY 3:
Case did not speak or cough Very orderly and calm procedure with no
during procedure. Was wearing major breaches in protocol besides noting
mask entire time. there was no replacing of gloves with hand
hygiene immediately after cutting old band. .
Time for taking BP less than 1 Maximum 2 minutes within 2m of case while

minute new band being placed.

30/10-1/11 Not at work
9(2)(a)

CASE 2: SUMMARY OF FINDINGS

e Exposure on 22/10 to 10 cases with matching genotype during the process of taking
observations. This included manual BP collection, pulse oximetry and aural temperature
taking. No breaches in PPE recalled or reported. Appears to have been adherence to all IPC
protocols with three QI staff involved in the process (the third was the scribe).

e Six of these cases had low CT values (<20) when tested 3 days earlier and are presumed to
have been highly infectious on the 22/10

e Besides the exposure on the 22", case 2 had little direct contact with guests before they
became infectious after the 29" (although the Case cannot rule out assisting with the odd
health check on 23 and 24™).
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CASE 2: DISCUSSION / CONCLUSIONS

e Exposure most likely on the 22/10 while involved in taking observations from one of the 10
cases with matching genotype. No major breaches in PPE or IPC process identified. Exposure
on the 22/10 with a negative test on the 29" and a positive on the 3/10 would give a latency
period of at least 7-12 days (latency period is equivalent to incubation time but for
asymptomatic cases).

e |ssues that may have increased risk include:

O Reported concern about removing stethoscope from ears during manual BP
collection with potentially contaminated gloved hands coming up to head area
(many guests with significant hypertension)

0 Routine doffing of gowns between every positive case on 22/10 may have increased
risk of fomite transmission

0 Pressure differentials between the room and the corridor may have created
turbulence and increased the risk of exposure to droplet nuclei from-the air in the
rooms of highly infectious cases with low CT values (high viral-load).

=  Qur current understanding is that the corridor is passively ventilated with
respect to rooms. Each room has an air-conditioner that has an intake of
outside air and when running should create positive pressure with respect
to the corridor. It is uncertain whether rooms of cases with matching
genotype had air-conditioning on or not during the process of taking
observations on the 22/10.

=  Qur current understanding is that the air conditioning in the case rooms
draws in outside air but was manually operated and unlikely to have been in
use as most days the weather was coolish. With the air conditioning turned
on, this would have created positive pressure relative to the corridor. The
net impact of air conditioning on risk of exposure in the corridors is
uncertain.

= |t's estimated that for the 12 highly infectious cases (ie CT <20) undergoing
regular health checks during the two prior and three days after testing
positive, approximately 96 people were exposed to a similar extent to this
case, giving an attack rate of roughly 1/96 (1%)
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Rest of International mariners stay

We have been in close communication with the employers representative gEEIEG
throughout. Letters translated into Russian were distributed regularly to the crew from the Medical
Officer of Health and from the employers explaining what was happening and providing telephone
numbers they could call for support of required. The employers have been very reassuring to the
crew about their ongoing job security.

Late afternoon Thursday 5 November a meeting was held with the clinical oversight team (three
operational MOH (Pink, Williams, and Stevenson), CDHB Microbiologist and Clinical Director of IPC
Freeman, and the IPC Nursing Director Berger, Infectious Disease physicians Metcalfe and Pithie.
Other attendees included MoH Liaison staff, the associate charge nurse manager of the Sudima and
RIQ staff) to consider the level of exposure the two staff cases may have had with the International
mariners.

Case 1 had close contact with 3 guests (already designated as “close contacts”) on Friday 30 (taking
observations for health checks) and casual contact with a further 63 “close contact” guests (scribing
results of health checks).

Case 2 did the health checks on quarantined cases on Monday night 2 November and helped deliver
letters to all crew by sliding them under their doors later that night g@Ig was in PPE when doing this
which was changed between floors.

It was agreed that the level of exposure was minimal and.very unlikely to generate extra cases

The three guests who were deemed to have casual contact with Case One were rapid swabbed as an
exit check which was approximately one week after their last (minimal and low risk) exposure to the
case — these tests were negative. One guest failed their health check with a sore throat. He was
rapid-swabbed and this test was negative. ?

The remaining 230 guests were cleared to leave and were transferred onto buses which took them
directly to their employer’s ships at Nelson, Lyttelton and Dunedin. Two conditions for exit were
required by the MoH:

1) No shore leave for one further week and
2) All mariners to -havea negative COVID swab at one week post exit. This testing has been
arranged by Ministry of Health staff in liaison with local Public health Units.

2 On 12 November the last two mariners were released from the MIQF.
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Overall Discussion and conclusions regarding staff cases

Two independent transmission events from guests to JZIQI staff occurred despite good adherence
to currently recommended best IPC practice and protocols as specified in the MBIE Infection
Prevention and Control Standard Operating procedures (V 1.1. 19 October 2020). Both events were
associated with direct contact with one or more cases who had a high viral load and are presumed to
have been highly infectious at the time. During these brief periods of contact, cases were wearing a
Type IIR medical mask at all times and the staff members were wearing full PPE including a Type IIR
medical mask and either goggles or a visor. Fomite transmission via self-inoculation of mucous
membranes somewhere during the doffing process cannot be fully excluded. However, based onthe
history obtained and the current weight of scientific evidence, this is deemed to be less likely-than
respiratory transmission via airborne microdroplets in association with close proximity to highly
infectious cases in a setting where ventilation was likely suboptimal. There is increasing recognition
that respiratory spread is the primary mode of transmission for SARS-CoV-2. In both of these
episodes there was no obvious droplet spread (e.g. coughing, sneezing) and no obvious breaches
that would increase the risk of contact transmission. For these reasons, transmission via droplet
nuclei (aerosols) must be considered. Despite good adherence to IPC protocols, multiple factors may
have contributed to transmission events in this case including:

e (Cases were allowed to leave their rooms at will to-goto the outdoor smoking area. There
is some suggestion that smokers might be more susceptible to COVID and also more
infectious.? Smokers almost always cough. Although JRIOI staff do not report coughing
occurring in their presence almost certainly crew would have been coughing during their
stay and this combined with being highly infectious could generate substantial amounts
of airborne micro droplets which could remain suspended in their rooms and the
corridors. One possibility is that the air flow between the corridors and the rooms might
have contributed to higher concentrations of airborne micro- droplets in the corridor.

e Over a period of hours-the air within hotel rooms of highly infectious cases may possibly
have become contaminated with infectious airborne micro-droplets, particularly if the air
conditioning unit was not turned on.

e A pressure differential at the door of the room could conceivably have created turbulence
when the door was opened or shut and thereby increased risk of exposure to infectious
airborne micro droplets for those standing immediately outside in the corridor. Notably
both transmission events are likely to have occurred in the corridor / at the door of a
room of a highly infectious case and within minutes of the door opening.

e It should be noted that the circumstances above have been encountered before and since
by staff without transmission events occurring. Indeed, other staff members who remain
uninfected were present at the time transmission is thought to have occurred to these
individuals. Calculated attack rates for exposure to highly infectious cases in this cohort
range from 1-2%.

O When any procedure with a known probability / risk of harm is repeated multiple
times, it’s reasonable to expect the instances where harm occurs to increase. The
high burden of infectious cases in the Sudima at the same time substantially
increased opportunities for transmission events to staff during routine interaction
with guests.

3 This is a growing theme in the literature but not certain yet
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e We note that the staff who deliver health checks and surveillance swabbing for guests in
the Christchurch MIQF are highly trained fully registered nurses:

(0]

(0]

Around 60% are employed on MECAs at Grade 6 and Grade 7 indicating a high
average level of clinical experience

Transferable knowledge and skills on transmission-based precaution and use of
PPE are brought to the role from previous clinical experience

All new {BIOI staff are required to attend an Orientation Day. This includes IPC
training specific to MIQF setting (including COVID-19 transmission, PPE donning
and doffing and nasopharyngeal swabbing) provided by IPC Clinical Nurse
Specialists

At least weekly on-site visits are made by IPC team members with on-going ad
hoc guidance and training delivered

New graduate nurses received specific training by IPC Clinical Nurse Specialists
during their orientation

e In this case transmission occurred despite a Type IR medical mask on the case and full PPE
on both staff members. The assumption that adherence to current PPE protocols provides
100% protection is not necessarily correct or scientifically based, particularly in built
environments where ventilation may at times be suboptimal.and risk of transmission via
small, airborne microdroplets may therefore be higher.
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Recommendations

General

Staffing

All ‘special’ groups (e.g. sports teams, essential workers) seeking to come to NZ must have a
formal public health risk assessment that is documented and shared with the receiving DHB
and Public Health Unit. An initial assessment should be undertaken by MoH staff in
conjunction with MBIE staff. This should cover issues such as pre-flight testing, pre-trip
guarantine in country of origin, and any particular requirements to do with culture, sport,
jobs, training, smoking while in MIQF etc. Any variation in usual protocol should have local
operational input into the decision making. Funding to manage any such variations must be
addressed early in planning. The final requirements need to be communicated clearly to the
RIQ in advance of arrival. Pre-trip testing requirements should be validated and made
available to the RIQ teams/Public Health Unit and MOH.

A more detailed assessment and understanding of staffing requirements should be
undertaken by the local MIQF team (including the IPC specialists) and the Public Health Unit
responsible for overseeing IPC at the receiving facility. This should include capacity to meet
requirements e.g. appropriate training facilities for sports teams in wet and dry weather.
Until the risk assessments and mitigation measures are specified and agreed between the
DHB MIQF and the MOH/MBIE, permission should not be given for these groups to enter NZ
If English is not the primary language spoken consideration to the need for and number of
translators required is critical. The International Mariners required almost 24/7 translator
support and we were fortunate to be able to find Russian interpreters at short notice. If
English is not the primary language it would be good to have language specific information
already written up for distribution before guests arrive including legal letters of isolation etc
A specific issue learned with the International mariners’ cohort is the need to understand
the smoking requirements. MIQF are not set up to manage large numbers of chain-smoking
guests (over 150 in this cohort). If we have such a cohort again we need to consider hosting
them in rooms with opening windows/balconies that don’t require them to exit the facility
to smoke. Alternatively, we need considerably more staff to manage the physical distancing
security requirements of such guests. This is a non-trivial issue- it was a significant
contributor to the spread of COVID in this cohort and a significant stress on staff, not to
mention the cleaning requirements post their exit.

‘Double bunking’ was the single most important known risk-factor facilitating spread within
the facility. Double bunking almost certainly led to the infection of 12 mariners (35% of all
cases) and was likely a contributing factor to the infection of two of our staff. This must not
be allowed to happen again.

The timing of the arrival of ‘special’ groups, particularly from high-risk countries, must be
considered such that they arrive in the normal working week and their stay is unlikely to be
affected by holiday weekends or critical leave times such as Christmas when staffing and
laboratory capacity are even more restricted than usual.

of MIQFs

Needs to be appropriately matched to the number of guests and their specific demands
(e.g. chain smoking)
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Experienced staff are required at all times and ongoing staff training is required to upskill
and orientate new staff to new environments (Hotels as MIQFs) as well as ensure
complacency and fatigue do not become separate risk factors.

When there is high infection load the ratio of highly experienced and IPC specialists must
increase. Having such surge capacity available at all times is critical to this response but will
need to be resourced. The downstream benefits of having highly trained IPC specialists has
been seen in other areas where IPC technical guidance and advice is required (e.g. ARC)

A PMS should be established so that nurses can electronically record observations and
make notes. This will help ensure that contacts with guests and with each other can be
retrospectively tracked if needed for the purposes of a contact tracing investigation. (This.is
being worked on now at CDHB.)

The intensive support of on the ground IPC specialists is critical to the management of our
MIQFs in Christchurch. Such support is received from staff induction to crisis'events such as
covered in this report. The IPC specialist team needs to be well integrated.into the MIQF
management and healthcare team.

CPH case investigators frequently observed that staff did not know who they worked with
or their names- regular masking does not help with this. This was particularly the case
between staffing groups e.g. security does not know names of {RIQI] staff. Name badges
are being considered currently.

More generally, the intensive workload in a high-risk environment with frequent changes of
PPE will inevitably lead to staff fatigue and burnout. This combined with unrelenting
negative social media and social stigma puts us at risk of resignations in this workforce
(some have already been received). Operating at full capacity with complex groups adds
further risk to the safe management of these groups. We must control flow of guest
numbers in the MIQF in relation to capacity to allow for management of community
cases/contacts and to allow for safe work conditions.

Built environment

Engineering review of ventilation specifications of quarantine spaces in Canterbury MIQFs,
with regard to corridors and rooms of cases and the pressure differentials between

them. Assessment of opportunities to reduce risk by improving ventilation, particularly in
the rooms of confirmed cases and the connecting corridors is required. Questions include:
should all confirmed cases have rooms with opening windows/balconies? What options are
available to reduce the viral load suspended in the room air? What options are available to
minimise staff exposure to airborne microdroplets of SARS-CoV-2 when the door to the
corridor is opened?

The Sudima hotel does not have a CCTV system which meant we could not review staff
movements, particularly with a view to assessing PPE compliance. CCTV should be a
requirement of at a minimum, quarantine facilities where cases are being cared for
Donning/doffing stations need to be set up with respect to adequate space for (R staff
to utilise them. Close proximity to guest rooms is not ideal and capacity pressures should not
in any way compromise this.

Waste management processes are needed that are capable of dealing with large amounts
of PPE waste and that do not expose nurses to excess risk caused by weight or over flow
Corridors need to be wide enough to deal with expected guest traffic- again, passage of
chain smokers and their minders was excessive in early days of their stay.
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Individuals

e Both staff cases felt confident in their training and described the working environment as
calm. Guests were highly compliant and there was no evidence of behaviours associated
with increased droplet dispersion such as coughing or shouting and no obvious PPE
breaches. Any infection opportunities were likely a combination of bad luck, highly infectious
cases (low CT), high viral loading in the air, and possibly minor PPE breaches that were not
recognised by the G- We particularly note concerns about the challenges of removing
stethoscope ear pieces without self-contamination and possible brushing of a potentially
contaminated cuff against a mask.

e  Use of digital BP devices is recommended wherever possible (noting that this cohort were
frequently hypertensive and manual BP devices were being used which are the most
appropriate in this situation.)

Some things had already been recognised as risks and practice has already changed- e.g. reduced
doffing in quarantine wing occurred the day after the transfer of the first guests to quarantine.
The importance of real-time quality improvement is critical to staff confidence — knowing their
concerns have been heard and addressed.

Personal Protective Equipment

e Because of the potential risk of self-contamination during the doffing procedure itself, IPC
protocols should keep doffing to a minimum (e.g. gloves and hand hygiene) during the
course of providing care for cohorted groups of positive cases within a quarantine facility or
guarantine wing in managed isolation. Strict adherence to buddy system for doffing process
following direct contact with confirmed cases.

e Change current practice/SOP from Type IIR medical masks to N-95/P2 masks for staff
entering quarantine areas or coming into direct contact with confirmed cases (in CDHB this
is only registered nurses). Ideally, this should be accompanied by a fit testing programme
for staff working in quarantine wings/facilities.

Conclusion

This report has been authored by Drs Berger, Freeman and Stevenson with assistance from RIQ
healthcare leads, ESR staff and it has been discussed with local Infectious Diseases staff who all
support the recommendations made. Other investigations and evaluations of the International
Mariner outbreakand transmission to healthcare staff are likely in the near future e.g. various
debriefs are planned by local and central agencies. These future reviews may generate other
recommendations.

This report concludes that the current MIQF service in Christchurch was severely stress-tested by the
International Mariner cohort who brought with them high numbers of early and highly infective
COVID cases. This combined with behavioural challenges (chain-smoking and double bunking) and
environmental challenges (inappropriate ventilation and confined spaces) led to a total of 31
confirmed cases in the mariners and two in New Zealand healthcare staff. The report outlines that
current IPC protocols in New Zealand are primarily directed at mitigating droplet and fomite
transmission but, consistent with the changing evidence base internationally, we believe in this
instance transmission was likely due to airborne micro-droplets of SARS-CoV-2. We support the
careful introduction of fit tested N-95 masks for staff working in quarantine wings and facilities along
with a review of ventilation specifications in all quarantine wings and facilities.
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Appendix One: International Mariner/Sudima Cases — By original room

1111 Day 3 2103 20-388503-CH 34 V]
Day 3 2101 20-388515-CH 35.3 V]
1117 Day 3 2106 20-388509-TI 13.6 B.1.1.77
Day 6 2124 20-388691-CH 29 B.1.1.77
|
1118
Day 3 2107 20-388511-TI 17.2 B.1.1.77
B.1.1.77
1121 Day 3 2108 20-388534-CH 24.1 6 SNP variant
1, )
1126 20-388522-CH 16.6 B.1.1.77
1201 20-388748-CH 28 B.1.1.77
20-388530-CH 13.3 B.1.1.77
3105 20-388690-TI 32 B.1.5partial
20-389081-CH 24.3 (Abbott Assay) B.1.1.7
3120 20-388510-CH 13.4 B.1.1.77
20-388514-CH 26.2 B.1.1.77
3203 20-388537-CH 13.7 B.1.1.7
20-388536-Tl 25 B.1.1.7
3205 20-388710-CH 31 B.1.5partial
20-388747-TI 32 B.1.1.7
3206 20-388704-CH 23 B.1.1.77
20-388709-CH 16 B.1.1.77
20-388705-CH 18 B.1.1.7
3210 20-388969-CH 15 (approx) B.1.1.7
3214 20-388524-CH 40
4205 Day 3 2110 20-388508-CH 23 B.1.10
Day 6 2219 20-388707-TI 16 B.1.10
5107 2220 20-388717-CH 17 B.1.1.77
2210 20-388749-CH 18 B.1.1.77
5113 20-388512-CH
5212 Day'3 2218 20-388521-CH 20.3 B1.1.77
Day 3 2117 20-388513-CH 36 B.1.1partial
5216 Day 3 2119 20-388525-CH 35.2 V]
Day 3 2120 20-388523-CH 36 9
Symptomatic N/A 20-389166-CH 16.2 B.1.1.7
on 31/10/20.
. Tested on
Sudima Staff 1/11/20
Tested N/A 20-389222-CH Abbott 16.22 B.1.1.77
03/11/20
KEY
Day 3 Positive swab  (19/10/2020)
Day 6 Positive swab  (22/10/2020)
Day 9 Positive swab  (25/10/2020)
Day 12 Positive swab (28/10/2020)
Day 15 Positive swab (31/10/2020)

Negative swab results
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