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In addition to the traditional (and in some cases dated) concepts presented in the clinical
guidance draft, it would be appropriate to incorporate measures consistent with recent
advances in the understanding of infectious disease transmission, such as studies during
the current COVID-19 pandemic, as well as learnings from the 2003 SARS outbreak, (see
Report of the SARS Commission?). The following points are based on these.

It seems a basic expectation that a practice document issued by the provincial governing
body for senior medical professionals will emphasize compliance with legal requirements
and related national standards in its guidance.

Clinics and other healthcare facilities are places of employment under the law, and
therefore the prime importance of meeting obligations and responsibilities under the
Ontario Occupational Health and Safety Act?> (OHSA) should be highlighted in the first
paragraph of this Practice Notice, rather than left just as a footnote.

Applicable National Standards of Canada such as CSA Z94.4 “Selection, Use and Care
of Respirators™, which is cited in OHSA regulations, need to be referenced as a required
protocol. The current (2018) version of this standard provides guidance on risk
assessment for workplaces such as healthcare facilities where respiratory exposure to
infectious biological materials can occur, and a systematic method for selection of
appropriate respiratory protective equipment. Compliance with this standard is consistent
with regulatory requirements under the OHSA.

Recent well-cited studies*® have shown that measured infectious particle dispersion by
coughing, sneezing or talking can exceed by orders of magnitude that caused by most
traditional aerosol generating medical procedures. This, along with the observation of
pre-symptomatic infectivity of individuals with COVID-19, means that infection in clinics
in current and future pandemics can be expected to be spread not only from patients and
medical procedures, but also from visitors and co-workers. In recognition of this,
appropriate general controls and protective measures need to be ensured.

Also, the practice guidance has to recognise that infectious aerosols readily follow airflow
patterns to spread widely, and can remain airborne and viable over time, so that, for
instance, they could still pose a hazard even after a room has been vacated.

Therefore, effective ventilation providing clean air by one or more of filtration, sterilization
and fresh air intake is paramount: facility compliance with applicable CSA® or ASHRAE"8
ventilation standards needs to be emphasized. Use of real-time air quality monitoring


https://www.aerosoltransmissioncoalition.ca/

equipment provides an added benefit. Appropriate isolation precautions and personal
protective equipment combine with ventilation for improved infection control.

When anyone working in a clinic acquires an infection, it would be a good practice for
continuous improvement to document the case and investigate the cause, even if it is
suspected to have arisen outside the workplace.

Point 2(v) of the guidance indicates that physicians must wear “... a medical mask when
required to prevent transmission of infectious agents in droplets and airborne particles...”.
The ineffectiveness of poorly-fitting facial coverings like these in protecting the airways is
well-known by now® : comparison quantitative measurements show that a medical mask
is in fact just as good as a hand over the mouth in preventing inhalation of particles in the
air. A properly selected and fitted respirator is at least hundred times more effectivel©.
New developments in respirator designs giving greater comfort and ease of use —
particularly for re-usable elastomeric and powered air purifying respirators — make these
very attractive options over disposable facepieces, improving protection, reducing the
volume of waste and saving costs!'1?,

Also, a sharp distinction between “droplets” and “airborne particles” is inconsistent with
physical observation using modern methodology, as a spectrum of particle sizes can be
emitted by an infection source: size and buoyancy (which contribute to dispersion)
change over time!s.

To improve this document, in addition to addressing regulations and standards, it is
necessary as a minimum to add clauses on ventilation and personal protective
equipment, incorporating the following suggested wording:

e Ventilation in healthcare facilities must meet current versions of standards such as
CSA Z317.2 or ASHRAE 170 or 241.

e The employer must provide required personal protective equipment (gloves,
gowns, approved respirators etc.) at no cost to the employees.

e CSA or NIOSH-approved respirators must be worn for protection against known or
suspected sources of infection transmitted through the air, including that from
individuals (patients, visitors, co-workers) and materials generated from medical
procedures and laboratory sample processing.

e Such respirators must be selected, used and maintained in accordance with the
version of Canadian Standard CSA Z94.4 “Selection, Use and Care of Respirators”
cited in current regulations. All applicable requirements including initial and repeat
fit testing, training and individual accommodation must be undertaken: the
standard cannot be “cherry-picked”.

e Various types of respiratory protection may be required to meet needs for all
employees and tasks: as well as “N95”-type disposable filtering facepieces, re-



usable elastomeric respirators and powered air purifying respirators are available:
re-usable respirators may offer superior protection, reduce waste and are generally
more cost-effective than disposable types.

e Records of employees’ medical clearance for respirator use, fit testing and training
in respirator use must be maintained in accordance with applicable regulations and
standards.

Thank you for the opportunity to comment.
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