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SARS-COV2 (COVID 19) HOSPITAL INFECTION CONTROL  
NATIONAL 
Author:   Dr Ellie Leister BVSc (Hons) FANZCVS 
Version:  06.04.20  14:00 

Locations: Underwood Carrara Tanawha Yokine Jindalee Pet ICU Support Improve 
 

      

  

1. PURPOSE 

1.1. To provide recommendations of cleaning protocols to minimise the hospital contamination and transmission of 
COVID-19 

1.2. The information provided and recommendations made may be subject to change as new evidence becomes 
available about the virus and transmission.  The scarcity of PPE resources has also been considered.  The primary 
risk to the veterinary profession is interaction/contact with a contagious human rather than an in-contact 
domestic animal  

2. BACKGROUND 

2.1. COVID-19 is particularly dangerous because people who carry the virus, which is highly infectious, may show no 
symptoms and can transmit the virus for up to 24 days.  

2.2. Transmission is most common through droplets expelled from a symptomatic carrier through sneezing or 
coughing. However, COVID-19 can be transferred from any infected person to surfaces made from a variety of 
materials—where it can remain viable for hours to days.  

2.3. Cleaning of frequently touched surfaces followed by disinfection is a best practice to prevent the spread of COVID-
19 and other viral respiratory illnesses in businesses, households, healthcare facilities, and community settings. 

3. WHAT IS COVID-19? 

3.1. COVID-19 is a new strain of coronavirus  

3.2. Single strand RNA with a lipid envelope 

3.3. The lipid envelope is easily compromised by most disinfectants  

4. HOW STABLE IS COVID-19? 

4.1. It depends on the surface and the conditions in the environment  

4.2. Varying evidence from as short as hours to days  

4.3. Aerosolised: 

4.3.1. Conflicting evidence  

4.3.2. In real world conditions it has been found to very rarely become aerosolised 

4.3.3. In experimental conditions where the virus was nebulised into the air it was documented to remain 
aerosolised for 3 hrs (nebulising is very different to coughing or sneezing) 

4.3.4. The experts suspect that in the right conditions it is possible, however transmission via this pathway is 
low risk  

4.4. Non-porous surfaces (plastic and stainless steel) up to 24-72hrs (as little as 0.1% by 72 hrs) 

4.5. Porous (cardboard) < 24 hours 

5. HOW DOES COVID-19 SPREAD? 

5.1. High Risk: Direct Contact with Contagious Person  
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5.1.1. Primarily spread through respiratory droplets (coughing and sneezing)  

5.1.2. Contact with these droplets can occur by coming into contact with a contagious person (within 2 
metres distance)  

5.2. Low Risk: Direct Contact with contaminated surfaces, objects/fomites  

5.2.1. Contact with virus contaminated surfaces or objects then touching the face, mouth or nose is a less 
common but possible method of transmission  

5.2.2. Possible faecal – oral transmission: Live virus has been detected in faeces for up to 3.5 weeks post 
initial infection.  Hand hygiene is crucial to minimise this risk of transmission.   

5.2.3. The European Centre for Disease Prevention advise that although the oral-faecal route does not 
appear to be a driver of transmission, its significance remains to be determined. They recommend that 
any COVID 19 patient should strictly follow personal hygiene precautions. 

5.3. Note: Minimising contact with people outside of the work environment and adhering to STRICT hand hygiene and 
environmental cleaning OUTSIDE of work is essential to help minimise the spread of COVID-19 amongst friends, 
family and co-workers.   

6. EFFECTIVE DISINFECTANTS 

6.1. Because of the sensitive lipid layer coronaviruses are killed by all hospital grade disinfectants and most household 
disinfectants.  Contact time and efficacy vary amongst the products. 

6.2. The common hospital grade disinfectants that are in our hospitals are effective against COVID-19  

6.3. All disinfectants should be used after organic matter has been cleaned using a detergent or soap and water before 
disinfection (ideally)  

6.4. Note: the virus is also heat sensitive.  Temperatures > 56 degrees Celsius killed SARS-CoV1(SARS)  

6.5. The exact temperature required to kill SARS-CoV2 (COVID-19) is still undetermined  

7. CHEMICAL DISINFECTANT GROUPS  

7.1. Accelerated Hydrogen Peroxide (Virkon S, Oxivir/Intervention) 

7.1.1. 1:100 Þ 1-5 min (accelerated hydrogen peroxide data has shown 1 min kill time)  

7.1.2. Note: still effective if organic matter present. I.e. mucous/snot of contagious person 

7.1.3. Highly effective against COVID-19 

7.2. Sodium Hypochlorite (Bleach)  

7.2.1. 1:50 (0.1%)  Þ 1 mins contact time  

7.2.2. Only stable for 24 hours  

7.2.3. Make up fresh every 24 hours (Date and time the label)  

4% Bleach to make solution 0.1% Þ 12.5mL per 475mLs  

                                             Þ 25mLs per 975mLs  

7.2.4. See table below for dilution of other concentrations of bleach 

7.2.5. Inactivated by soaps and detergents  

7.2.6. Care as corrosive/damaging to some surfaces 

7.2.7. Irritant   

7.2.8. Highly effective against COVID-19 

7.3. Hydrogen Peroxide  

7.3.1. 0.5% Þ 1-5 mins contact time (majority of evidence supports ~average 1 min kill time)  

7.3.2. Highly effective against COVID-19 

7.4. Quaternary Ammonium Compounds (F10)  
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7.4.1. 1: 250 Þ 10 mins contact time 

7.4.2. 1:100  Þ 5 mins contact time (maybe less: not confirmed)  

7.4.3. Less effective if organic matter present  

7.4.4. Effective against COVID-19 

7.5. Alcohols  

7.5.1. Alcohol-based hand sanitisers with > 60% ethanol or > 70% isopropanol 

7.5.2. 20 seconds contact time  

7.5.3.  Alcohol wipes ideal for computers, keyboards, phones, ipads and more sensitive equipment as it 
evaporates and rapidly dries. Therefore, less likely for moisture to damage equipment  

7.5.4. Effective against COVID-19 

 

NOTE:  When selecting disinfectant for use please be careful with selection for use on sensitive equipment and 
surfaces which maybe damaged by the disinfectant.  Alcohol based products should be selected for electrical, 
computer, laboratory and medical equipment  

 

7.6. Bleach Dilution table for 1L of 0.1% solution 
 

 

 

VIRKON F10 BLEACH 
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8. HAND HYGIENE 

THIS IS THE MOST IMPORTANT THING WE CAN DO  😊   

 

 

8.1. What Soap for Hand Washing?  

8.1.1. Any soap is effective 

8.1.2. It is the physical act of washing with warm running water that removes dirt, grease, viruses and 
bacteria  

8.1.3. Hand washing should be done frequently throughout the shift  

Suggestions have been made to try and wash hands every 30-60 mins during work hours or after any 
contact with high risk areas within the clinic (phones, keyboards, doors/door handles, light switches, 
toilet areas)  

Correct handwashing procedure: 

Warm running water 

Place soap in palms 

Rub hands together to make a lather 

Scrub hands thoroughly for 20-60 seconds 

Rinse soap off hands 

Dry hands with disposable towel 

Turn off faucet using the disposable towel to avoid hand contact  

Correct use of hand rubs: 

Place alcohol-based hand rub in palms 

Apply to all surfaces of hands 

Rub hands together until dry (minimum 20 seconds)  

 

VIRKON 

BLEACH 

F10 
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8.2. Do I need to wear gloves all the time? 

8.2.1. NO! 

8.2.2. Gloves provide additional protection with activities such as exposure to COVID 19 household positive 
pets 

8.2.3. Hand hygiene should be performed BEFORE gloves are put on and AFTER gloves (or any PPE) are 
removed 

8.3. Bare Below The Elbows 

8.3.1. The effectiveness of hand hygiene is HUGELY improved when:  

® Skin is intact  
® No Wrist watches  
® No Rings  
® No Bracelets 
® No False Nails/Varnish  
® No Long Sleeves 
® No Ties or Lanyards  

9. GENERAL HOSPITAL CLEANING – DURING SHIFT 

9.1. Environmental cleaning is important in reducing the transmission of pathogens 

9.2. Routinely clean all frequently touched surfaces in the workplace (ideally multiple times throughout the shift) with 
a hospital grade disinfectant  

9.3. Routine hospital cleaning of minimal touched surfaces should still be maintained (floors, walls, cupboard doors) 

9.4. Cages: maintain standard cage cleaning protocols   

9.5. Ideally wearing gloves when cleaning and disinfecting surfaces. If reusable gloves are used, those gloves should be 
dedicated for cleaning and disinfection of surfaces for COVID-19 and should not be used for other purposes. 
Regularly cleaning of the gloves should also be performed  

9.6. Note: If gloves are in short supply then strict hand hygiene is adequate post cleaning surfaces  

9.7. Colour coding microfibre cloths throughout the hospital to minimise cross contamination.  Frequent laundering of 
microfibre cloths (use a hot wash and enzymatic laundry detergent) 

 

   
 

10. CHANGE OF SHIFT CLEANING 

10.1. Clean all frequently touched surfaces with a hospital grade disinfectant  

10.2. Either the team finishing or the team starting or both maybe responsible for shift change cleaning (dependant on 
workload)  

Red = toilet (not the toilet basin and taps)  

Green = kitchen area 

Blue = general hospital  

Yellow = infectious areas  
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10.3. Minimise contact of staff between shifts and outside of work, implement social distancing and strict hand hygiene  

11. CONFIRMED COVID – 19 CONTAMINATION  

11.1. If the team member or client has been in the clinic within the last 3 hours  

11.1.1. Current evidence: there is a very low (but not never) chance that the virus becoming aerosolised for a 
few hours after a contagious person has been coughing and sneezing  

11.1.2. However, please try and minimise risk to team members, if possible, PPE (mask, protective eye wear 
and gloves) should ideally be worn. Note: mask are in extremely short supply.  

11.1.3. Systematic cleaning of all the frequently touched surfaces listed with a hospital grade disinfectant.    

11.1.4. Strict hand hygiene after removal of PPE  

11.2. If the team member has not been in the clinic within the last 3 hours  

11.2.1. Systematic cleaning of all the frequently touched surfaces listed with a hospital grade disinfectant.  
PPE (gloves for cleaning all frequently touched surfaces and strict hand hygiene after removal of 
gloves) 

11.3. Note: PPE is in short supply. Confirmed aerosolised transmission hasn’t been definitively confirmed yet (this may 
change) however, contaminated surfaces with droplets of the virus are a confirmed method of transmission.  

12. ANIMAL FROM A CONFIRMED OR SUSPECTED COVID-19 POSTIVE HOUSEHOLD  

12.1. Recommendations may be subject to change as new evidence about the virus and animal fomite transmission risk 
and decontamination become available  

12.2. Based on the current evidence of transmission the risk is VERY minimal/not recorded from a pet from a COVID 19 
household to another person  

12.3. Reception and client care team should follow screening protocol to determine if the animal is coming from a high 
risk or confirmed COVID-19 positive household 

12.4. To reduce the risk of ‘fomite’ transmission of COVID-19, veterinary staff should wear PPE prior to handling animals 
from high-risk owners 

12.5. Appropriate PPE in this circumstance is considered: 

12.5.1. non-sterile gloves; and 

12.5.2. a disposable gown/apron 

12.5.3. NOTE: PPE is in short supply.  The risk is minimal to low.  Experts in the field of coronavirus 
transmission have deemed transmission from a pet coat to human is VERY low risk   

12.6. Where possible, only two staff members should handle the animal at the time of the initial visit/triage (e. the 
number of staff contacting the animal should be minimised) 

12.7. Leads, collars, harnesses, bandanas, or any other animal clothing should be left with the client 

12.8. For obtaining a dog from the client staff member (wearing appropriate PPE) can use a slip lead (>15kg) or wrap 
patient in a towel and carry (if <15kg), that is later disinfected. Ensure a process is develop that minimises any risk 
of pets becoming unrestrained during exchange. Place towel and lead in dedicated and labelled “high risk laundry 
basket”. 

12.9. For obtaining a cat from the client the staff member (wearing appropriate PPE) can transfer the cat into a hospital 
cat carrier that is later disinfected, returning the cat carrier to the owner   

12.10. All animals should be bought to a designated area of the hospital depending on patient status and hospital 
protocol, this may be a secure outside area or dedicated consult room for initial triage and assessment  

12.11. If the patient is critical it should be stabilised immediately and staff remain wearing PPE, decontamination should 
only be considered once the pet is stable 

12.12. If the animal is going to be admitted to the hospital both the AVA and AVMA advise that they pose a low risk, 
however decontamination should be performed where possible. Recommendations may change as new evidence 
and efficacy becomes available  
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12.12.1. AVA and AVMA both recommend bathing the animal in standard shampoo and drying with a 
towel/bair hugger prior to placing the pet in a cage or run.  Practically we have had dogs shake 
vigorously during bathing flicking water and soap (and very slim possibility of virus) over staff 
members  

12.12.2. Wiping the pet down with a disinfectant maybe more practical in an emergency setting. 1:100 F10 or 
1:100 Virkon or 0.5% hydrogen peroxide may be adequate to minimise risk. Avoid direct contact with 
the animal’s eyes and mouth. Contact times maybe vary, however current evidence suggest 5 minutes.  
Then wiping the pet over with a damp cloth to remove any excess. Note: F10 is recommended for 
exotics 

12.12.3. Note:  these recommendations labels are off label. F10 shampoo (not F10SC) is registered for topical 
use and Virkon S is registered for topical use on horses for ringworm.  All other use of topical 
disinfectants on pets are off label and use should be considered regarding a risk vs benefit by the 
treating veterinarian.   

12.12.4. Verbal consent should be obtained regarding off label use of products for decontamination. Written 
consent if the patient is being admitted to hospital.  

12.13. If the animal is going to be treated as an outpatient, decontamination is not necessary, and rather PPE for the 
duration of handling is all that is required. PPE can be removed once staff have finished handling the animal, after 
which they should wash their hands. Re usable gowns to be placed in “High Risk Laundry” tube for laundering   

12.14. All hard surfaces that the animal itself or staff PPE had contacted prior to the animal being bathed will need to be 
disinfected once the animal is either put in a cage or discharged as an outpatient. Note: where possible return the 
cat carrier to the owner and allocate the cat a hospital or new cat carrier   

12.15. Once the animal is decontaminated the risk is minimal. This patient should be treated the same as other patients 
within the hospital. Hand hygiene should be performed after any patient contact should be continued 

13. PERSONAL PROTECTIVE EQUIPMENT (PPE) 

13.1. Correct order for putting on personal protective equipment (PPE)  

13.1.1. Don non sterile gown or apron and fasten at back of waist  

13.1.2. Secure mask ties at back of head and neck. Fit flexible band to nose bridge 

13.1.3. Place eye protection over eyes 

13.1.4. Put on gloves and extend to cover wrists  

13.2. Correct order for removing PPE  

13.2.1. To minimise the risk of cross/self-contamination, gloves, which are potentially the most contaminated 
item of PPE, must always be removed first  

13.2.2. Grasp the outside of the glove with opposite gloved hand, peel off. Hold the removed glove in the 
gloved hand. Slide the fingers of the ungloved hand under the remaining glove at the wrist and peel 
off 

13.2.3. Unfasten gown ties (if re-usable gown can be laundered and reused) or break apron ties. Pull apron 
away from neck and shoulders lifting over the head, touching inside of the apron only. Fold or roll into 
a bundle  

13.2.4. Handle eye protection only by the headband or the sides  

13.2.5. Unfasten the mask ties – first the bottom, then the top. Remove by handling ties only. Always clean 
your hands before putting on and after removing PPE 
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This is available as a poster to print from SharePoint in the Covid-19 Infection Control section. 
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 FREQUENTLY TOUCHED SURFACES  

PENS - Everyone keep your own – no sharing! ALL STAFF 

PERSONAL EQUIPMENT - pens, thermometers, stethescope, mobile phone, calculator, name 
badge, water bottles, shoes 

ALL STAFF 

VET DECK AREA: keyboards, mouses, computer screens, phones and phone handles (landlines 
and mobiles), ipads, desk surfaces, chairs and height changing levers, safe (handle and pin code) 

Vets – beginning and 
end of shift 

VET/ADMIN OFFICE AREA: keyboards, mouses, computer screens, phones and phone handles 
(landlines and mobiles), desk surfaces, chairs and height changing levers 

Vets – beginning and 
end of shift 

RECEPTION AREA: all seating in the client area, reception counter surfaces, keyboards, mouses, 
phones (landline and mobile), ipads, computers, computer desktops, chairs and height changing 
levers, eftpos machines, clipboards and pens (ideally keep your own pen for the shift), water 
dispensers and  coffee machine   

Receptionist & Client 
Care Team responsible 
for own area of 
reception 

GENERAL HOSPITAL & PHARMACY: countertops, light switches, tap handles, frequently opened 
cupboard handles (lab/pharmacy/equipment/consumables & disposable cupboards), all door 
handles (including push doors), all cage door handles, chairs and height changing levers 

Nursing Team 
LABORATORY EQUIPMENT: blood gas machine screen, CBC and MBA machines, ACT & PT/aPTT 
machines, PCV/TP spinner lid, microscope eye pieces & adjustment wheels 

EQUIPMENT: anaesthesia machines, multiparameters, dopplers, Petmaps, SpO2 monitors, fluid 
pumps, CRI pumps, mechanical ventilators, stethoscopes, thermometers 

ULTRASOUND/RADIOLOGY  keyboard, mouse, computer screens, xray button, xray table, xray 
collimator, anaesthetic machine, chairs and height changing levers   

GENERAL UPSTAIRS AREA: door handles, light switches, kitchen area (fridge, microwave, 
dishwasher, sink taps, water dispenser, countertop surfaces, coffee machine) and hand rail to 
upstairs 

Cleaners/Kennel Hands 

KITCHEN: communal table & chairs, countertop surfaces, fridge doors, microwave doors, sink 
taps, water dispensers 

TOILETS: door handles, flush buttons, toilet lids, wash basin and taps (Note: do not cross 
contaminate cloths used for the toilet with cloths used for the toilet basin)  

LAUNDRY: washing machine and dryer (handles & keyboards), detergent dispensers, folding 
table, taps and door handles, laundry bins and basket handles 

GENERAL: vending machine, automatic hand soap dispensers, push hand soap dispensers, dog 
leads washed every 12 hours, any handrails within the building  

CONSULT ROOMS:   door handles. Light switches, computer, mouse, keyboard, chairs  

ALL AREAS: Computers & Phones: keyboards, mouses, phones (landline and mobile), ipads, 
computers, computer desktops  

Each area responsible 
for their own 

THEATRE : countertops, light switches, tap handles, frequently opened cupboard handles, 
keyboards, mouses, computer screens, phones and phone handles (landlines and mobiles), all 
door handles (including push doors), chairs and height changing levers 

Surgery Nurses 

MED PROCEDURES/MRI/CT: countertops, light switches, tap handles, frequently opened 
cupboard handles, keyboards, mouses, computer screens, phones and phone handles (landlines 
and mobiles), all door handles (including push doors), chairs and height changing levers 

Medicine Nurses 

 

THANK YOU EVERYONE J  
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