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Auckland-based radiology and allied health teams answer your questions about COVID-19 infection 
prevention and control, the role of allied health, rostering and staff wellbeing.  

Visit COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) to 
download useful resources that panellists have also made available to others.  

(These summaries are not official information provided by the Ministry of Health. They reflect the 
thoughts and experiences of webinar presenters and panellists.) 
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Use the collective wisdom and expertise of your colleagues  
to continue your work with confidence 

  

https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources
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Infection prevention and control in radiology settings 

Two years on and there are many things we know about COVID that we can predict and prepare for. 
One thing we know is that it finds gaps in our systems and protocols. After some experimenting, the 
radiology team at Counties Manukau has well-honed infection prevention and control mechanisms 
in place that they outline below.  

The process in the CT room 

• For anyone who is COVID positive, COVID exposed, or COVID suspected there is a “black door 
process”. This includes all patients who have a high epidemiological risk but no viral symptoms. 
We don’t wait for NPS results for these patients—the management of droplet isolation patients 
in CT remains the same, other than the stand-down period for “black door” patients. 

PPE  

• What is called a “non-contact” MRT scans the patient and remains in the control room; they 
wear N95 masks and goggles. There are two “contact” staff MRTs in the scan room with the 
patient, including a nurse during in-hours. They’re in full PPE. Once the patient has left, these 
two contact staff members doff inside the scan room, leaving their mask and eyewear on. 

• Staff also carry out a PPE safety check before the contact MRT enters the room. This includes 
checking they are in the correct mask, have not forgotten any PPE eg, face shield, booties or 
hairnet, and that their gown is closed and tied correctly. 

Preparation 

• Before patients come into the CT room, we take everything out of the room that can be 
removed, eg sharps bins, saline flushes, contrast.  

• If the patient isn’t on oxygen, we cover the medical service panel with bed sheets to reduce the 
chance of cross infection. 

• We verbally obtain consent for IV contrast, and this is verified by two MRTs or a radiology nurse 
on the consent form. We use the intercom system in the control room to communicate with 
scanning room staff. The non-contact MRT at the scan console listens via the speaker in the 
room and completes the consent form outside the room. This way we avoid having pens and clip 
boards coming into contact with positive patients. 

Cleaning 

• Afterwards there’s a 30-minute stand-down period—with the door to the control room open to 
let the ventilation kick in.   

• Everything is cleaned with Virkon wipes, including the walls and the control room with glass 
window, the scanner, the floor, and the injector. 

• We put the bed sheet that is used on the scanning table back on the patient's bed to be disposed 
of back up in the ward.  

• The MRTs clean the room and are in full PPE. They start with the back walls and work their way 
out from there.  

• We put the contents that have been removed from the room back in after 30 minutes.  

• For regular patients, we clean the scanner with Virkon after every patient. Even if a patient later 
tests positive for COVID-19, the risk to staff is low because staff are wearing N95 masks and 
goggles and are only in the room for less than five minutes. 



Administration 

• We keep a hand-written logbook in the CT control room, where ID labels for black door patients 
are kept for contact tracing purposes. Staff print an additional patient sticker and record anyone 
who has contact with the patient, ie contact and non-contact staff and also the status of patient 
(COVID positive, COVID suspected, COVID exposed). This way we can quickly follow up if 
required and know exactly who was in the room at the time of scan. 

• The non-contact CT MRT at the scan console is actively involved in what is happening in the 
room and will communicate via the speaker should they feel the need to keep their colleagues 
safe. Most commonly we have had COVID positive patients remove their mask because they’re 
short of breath. The contact MRT in the room who is busy may not notice this straight away. We 
feel two sets of eyes on what’s going on in the room has been an effective way to keep our staff 
safe. 

The process for portable equipment 

• There is a dedicated portable x-ray machine that is only used for patients who are COVID 
positive or who have a high epidemiological risk/have viral symptoms (black door isolation). 

o Non-CXR requests are on a case-by-case basis (life/limb-threatening—this is discussed 
with the liaison radiologist).  

o No positive patients are sent to the department for plain film imaging, unless they 
require urgent imaging that cannot be completed using the mobile unit. 

• We wipe the machine down with Virkon after every patient. Any equipment that is required for 
portable imaging remains with the machine to avoid cross-contamination.  

• We place the detector in a plastic hygiene detector bag. We replace this bag after each patient.  

• Similar to CT, we use a non-contact and contact MRT system. Both MRTs wear lead under their 
PPE. The non-contact MRT handles the portable machine only and the contact MRT positions the 
patient etc.  

o Once we’ve finished imaging, we remove our PPE from the neck down while inside the 
patient’s room. The non-contact MRT does this first and then gels hands, and dons new 
gloves.  

o The contact MRT then removes the detector bag and hands the detector to the non-
contact MRT who cleans it with Virkon wipes.  

o The non-contact MRT then gives the machine a quick wipe down before leaving the 
room and giving the machine a thorough clean outside the patient’s room.  

o Meanwhile, the contact MRT removes their PPE in the room, keeping their eyewear and 
N95 mask on. 

o Both the non-contact and contact MRTs change their mask and eyewear in the 
donning/doffing station of that ward/area—not in the patient’s room. 

• We thoroughly wipe the machine with Virkon and allow it to dry in between patients. 

• We clean the machine outside of the patient rooms because this limits the time spent in the 
room with the infectious patient.  

The process for departmental imaging 

• We reserve a general x-ray room (preferably at the end of the day) for COVID exposed or 
COVID suspected black door patients with negative swabs that require urgent imaging and 
cannot await de-escalation.  
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• We have two orderlies to transport the patient to the department, often with a security 
escort to ensure a safe transfer. Once again, we have two MRTs—one contact, one non-
contact.  

o We only bring these patients to the department if it’s absolutely necessary.  
o The room is then stood down for 30 minutes for a terminal clean—similar to the CT 

process.  
o We use medi-wipes on the machine/detector itself because Virkon degrades the 

plastic and is harsh on the electronics. Virkon can be used on the 
mattress/table/sponges etc. 

• Patients that are grouped into the orange door droplet risk (ie, low epidemiological risk and 
viral symptoms) are brought to the department before NPS results are back. This was 
approved by IPC—the risk to staff and patients is low due to our staff wearing N95 and 
eyewear and being fully vaccinated. 

• If a patient who has visited x-ray later tests positive, the COVID-19 co-ordinator at CMH 
contacts the Radiology Team Leader. The details of all patients imaged in the 30 minutes 
after the COVID positive patient are given to the co-ordinator and are advised accordingly. 
Our x-ray rooms are well ventilated after each patient has been imaged, and thorough 
cleaning is completed between all patients. 

• Staff wear full PPE for these black and orange door patients (N95 and eyewear are worn by 
MRTs for all inpatients, regardless of isolation status). We keep a record on our Radiology 
Information System of all MRTs involved in the imaging process for all patients. We can then 
access this for contact tracing. 

• We were advised by IPC that using portable air purifying systems did not meet CMH 
requirements. The cleaning solutions used must be allowed to dry and the room should be 
well ventilated after the imaging.  

Outpatients 

Only time sensitive and urgent bookings were made in 
Alert Levels 3 and 4. All routine examinations were 
deferred until alert levels dropped.  

We screen every patient at the front door of the hospital 
before they go anywhere else. We also screen them at 
the radiology reception.  

• If they answer “yes” to any of the screening 
questions, they’re placed in a separate cubicle. 
They’ll be assessed either by a radiology nurse or 
MRT, both in full PPE.    

• We ask any patients who answer “yes” to any 
screening questions to follow Ministry of Health 
advice and rebook for when they can answer “no” to all. We make exceptions for chronic 
respiratory conditions and urgent oncology CT patients.  

• Walk-in patients who are acutely unwell are sent to ED to be triaged and imaged there. 

We haven’t yet had to image COVID positive outpatients. Our plan is to organise this through ED, 
where the patient could be placed into an isolation room. The ED team is well rehearsed in 
managing COVID positive patients, so this process is the best way to keep the CMH community safe. 

  

 

“Ethically we can’t deny any 
patient access to 

healthcare. Even if they 
won’t wear a mask, or have 
an exemption, that doesn’t 
make any difference to the 

way we work because we’re 
all masked and fully 

vaccinated.”  
Grace Gibbens  

 

 



Infection prevention and control in ward settings 

The wards at Waitematā also have well-honed infection prevention and control mechanisms. Clear 
zoning dictates the level of PPE and other infection prevention and control measures that take place. 
As staff have become used to these measures, their fears of COVID have reduced and their 
confidence in working within a COVID environment has grown.   

•  Green zones are safe to go in with surgical face masks.  

• To go into the amber zones staff must be fully vaccinated, 
have on an N95 mask that has been fit tested, and have on a 
face shield or goggles. Donning takes place in the amber 
zone. 

• Patient rooms are red zoned. Staff must have on complete 
PPE with gown and gloves as well as an N95 mask, goggles 
or face shield.  

When staff visit the COVID ward they sign in and out. A wellness 
checker monitors staff, taking their temperature and checking for 
signs and symptoms that they’re not well. Watchers or auditors 
supervise that all donning and doffing is done correctly.  

Staff shower: 

• after placing a patient on CPAP for the first time (because 
they can be in the room with the patient for over an hour) 

• after placing an ultrasound guided midline (this can also take up to an hour) 

• if they’re going elsewhere in the hospital after being on the COVID ward (and they will 
change their scrubs). 

Staff will doff PPE but not shower if they’re in patient rooms for only short amounts of time. 

Ward staff training 

Julie says simulations, and in particular in-situ training on the 
COVID ward, have proven to bring out the many everyday tasks 
that you often taken for granted and that you need to plan and 
prepare for. In their simulations they looked at: 

• how to get things in and out of the room, including 
linen, rubbish, food, consumables 

• how to prone patients, including how to prone larger 
patients 

• wearing full PPE so that staff could get an idea of what it 
would be like 

• how to communicate with those outside of the patient’s room 

• how to get help in an emergency 

• how to manage Code Oranges 

• how to treat COVID patients with other medical problems, and what equipment they might 
need to do this.  

 

 

“In our in-situ training 
we realised that you 
needed a clock in the 
room with a second 
hand because you 

couldn't look on your 
wristwatch because it 
was covered by your 
PPE.” Julie Bromley  

 



6 
 

Donning and doffing 

When practising donning and doffing, Julie says staff were taught to challenge those who may be 
senior to them. They simulated incorrect donning and doffing and had staff practise challenging this. 
Julie stresses it’s difficult for a healthcare assistant to challenge a doctor, but it’s vital to break down 
this barrier when donning and doffing isn’t being done correctly.  

Providing a continuum of care 

Sharon says the focus for the allied health team has been on making sure patient care is provided 
across a continuum. Staff will go in to see a patient in the COVID ward where their expertise is 
instrumental in the model of care that has been set up for that patient. The model of care can also 
involve telehealth, and upskilling nurses to provide care. The initiatives set up by the team include: 

• a COVID learning module for nurses and allied health on the COVID ward to make sure they 
have a good understanding of CPR and how to apply it 

• a telehealth hub which allows patients and staff to Zoom each other. For social workers and 
other allied health staff members this has been instrumental in being able to have a 
connection with patients without having to go on the wards  

• Māori and Pasifika cultural response teams who are on the wards linking in with the nursing 
staff for anything that's required to support them (these teams support patients into the 
community as well) 

• proning videos for staff and patients, proning guidelines for staff, and proning visual prompts 
for patients 

• a 24/7 service supporting the wards, putting in midlines and putting patients onto CPAP. 
Anaesthetic technicians will stay on the ward for the first few hours to monitor the patient’s 
gases.  

Allied health care in the community 

• Allied health staff continue to work in the community. The Community Connect initiative has 
clinicians calling those who would normally be seen within the community setting, or have 
recently been discharged from hospital, and are vulnerable. Community teams and outpatient 
teams have used telehealth, but also go and see patients where there’s a high degree of clinical 
risk. All staff are trained in PPE. Anyone doing face-to-face contact has had to be mask-fit tested 
and has completed the mandatory PPE donning and doffing training. 

• Allied health staff make up a rapid response team alongside a GNS, a physiotherapist, and 
occupational therapist within the ED. A geriatrician also touches base with the unit. At a daily 
morning huddle, they look at who has come into the emergency department overnight and 
whether they can be seen in their communities. According to Sharon, doing full geriatric 
assessment away from the hospital site has been particularly important for frail elderly.  

• As more COVID positive patients start being cared for in community settings, the allied health 
team is gearing up to provide this support. This could include recently discharged patients who 
have ongoing symptoms. Allied health has a COVID in the community team who monitor 
patients in the community.  



Pod rostering 

Pod rostering appears to be situational and subject to staffing levels, locations and increased 
confidence of staff in infection prevention and control measures. Some hospitals have tried pod 
rostering and reverted to normal rostering.  

• Because Waitematā has multiple sites, they do try and keep those staff separate so that, in 
the event of an outbreak, they can keep staffing levels up. The trick is to make sure you have 
the right mix of skills across each site and each roster.  

• The allied health team has been using pod rostering because of the physical distancing 
required in their office, and to avoid cross-contamination with any high risk areas they’re 
working in.  

• At Counties Manukau they tried pod rostering for a period, working in groups of three. They 
came out of that system because of the number of extra staff it required. They also felt the 
risk of infection was negated once all staff were vaccinated and it became compulsory to 
wear N95 masks and eyewear around all patients. Staff are also swabbed every week.  

• Infection prevention and control measures in the different red, amber and green zones of 
the hospital, with clear entry procedures and audits for donning and doffing, have also 
reduced the need for pod rostering.     

Clinical considerations 

Different imaging modalities  

When people started coming into Counties Manukau with abdominal pain as a symptom, the 
radiology team decided to increase the range of their CT scans to include more lung bases.  

They’ve also started looking out for pulmonary embolism, which is proven to result from being 
COVID positive. 

When a COVID patient is in radiology, the team will do a high resolution chest as an extra scan. If 
patients are already in the department, it makes sense to avoid them having to come back a second 
time.  

All COVID positive patients receive a chest x-ray when they arrive at hospital.  

Rehab pathway from hospital to community  

With the Delta variant, the allied health team is seeing many younger COVID positive patients 
coming through their service. As they leave hospital, the team expected these patients would need 
respiratory support from the outpatient physiotherapy team. What they’re experiencing is that 
these younger patients need referrals to other disciplines, for instance dietitians because patients 
are struggling with what they need to eat to support their recovery.  

The team has also noticed anxiety is high amongst patients leaving hospital because of the stigma 
attached to having COVID. The cultural support team has been key to supporting anxious patients 
and smoothing their path back into the community.   

The allied health team ensures everyone has a food parcel waiting for them when they leave 
hospital. (While you might think this is not your job, in COVID it’s everyone’s job to ask about the 
basics and seek out what’s needed to reduce patient stress.) 
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Anaesthetic technicians, putting a midline in early for COVID patients 

When a patient is admitted to the COVID ward, the allied health team says it’s helpful to put a 
midline in earlier rather than later. You can use a midline to take bloods and give IV fluids and drugs. 
They use a portable ultrasound for this.  

The team also has a blood gas machine on the ward and the midline helps for taking blood gases 
from patients. Blood gases are needed in particular for the first few hours pre- and post-CPAP. 

Julie stresses the need to plan everything that you’ll need for taking any bloods or placing lines 
before you go into the room.  

Helping a patient with a CPAP mask 

Julie says this requires you to work intently with the patient.  

• Explain to them what it's going to be like before you put the mask on. Give them the mask to 
put on without putting the machine on so they get to see what that's like. “We tell them it's 
like putting your head outside of the window when the car is moving, and that's what it feels 
like, that push of air,” says Julie.  

• Get the patient to practise taking their mask on and off multiple times.  

• Once they’re settled with their mask, leave the room but keep watching them for an hour or 
so.  

You’ll need an oxygen filter when using CPAP. This will allow the patient to go between CPAP and 
high flow nasal prongs as necessary, eg when they go to the bathroom or are having a break to eat.    

Staff wellbeing 

General fatigue and staff burnout have been big issues for 
our Auckland colleagues. Thoughts from them on 
supporting staff wellbeing include: 

• putting in place supports that promote a sense of 
“normalcy” for allied health staff. For example, times 
when they can work from home and support their 
partners, particularly if they have children 

• providing downtime wherever possible  

• allocating some non-clinical allied health work to 
mothers who struggle to get into the hospital through 
lockdowns  

• prioritising what needs to be done on a day-to-day 
basis to make sure the flow of the hospital continues 
but staff are also supported  

• rotating people through the areas that are particularly 
demanding when you’re in them for a long period of 
time  

• giving staff a CPD day at home 

• an open-door policy by managers so that staff know that you’re there for them and available to 
listen to them.  

“We have lots of staff 
who have struggled but 

don't want to take a 
holiday because they've 
got nowhere to go. You 
need to encourage staff, 
even if it's just to take an 
afternoon off, to go home 
and put their feet up. You 

can't go anywhere, but 
just get some R&R for 

you…You can still go for a 
walk on the beach. You 
can still go and read a 

book somewhere.”  
Sharon Russell 

 



Useful resources 

Physiotherapy New Zealand’s Cardiorespiratory Special Interest Group has developed useful 
guidelines for managing COVID patients. 

Download a self-management booklet for patients developed by the allied health team. It covers 
breathlessness, managing fatigue, dietary requirements, and speech, language and occupational 
therapy. This is useful to give to patients when they leave hospital.  

Download Counties Manukau’s infection services screening form.   

Read the Radiology COVID Agile Response Team (Rad-CART) COVID FAQs developed in October 
2021. 

Visit COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) to 
download summary notes from other webinars in this series, along with useful resources that 
Auckland DHB colleagues have offered to share. 

Visit the Ministry of Health’s website for the latest guidance on managing COVID-19 in your 
hospitals and communities.   

 

 

 

 

 

 

 

 

 

 

 

 
This panel discussion was facilitated by Manatū Hauora, the Ministry of Health.  

Our thanks to panellists for sharing their expertise.  
 

These summary notes and accompanying resources are available online at 
 COVID-19 Hospital Resources | Nationwide Service Framework Library (health.govt.nz) 

This work is licensed under the Creative Commons Attribution 4.0 International licence.  
In essence, you are free to: share ie, copy and redistribute the material in any medium or format; adapt ie, remix, transform and build upon the 

material. You must give appropriate credit, provide a link to the licence and indicate if changes were made. 

 

 

 

https://pnz.org.nz/Story?Action=View&Story_id=4888
https://pnz.org.nz/Story?Action=View&Story_id=4888
https://nsfl.health.govt.nz/system/files/documents/pages/booklet_self-management_for_adolescents_and_adults_recovering_from_covid-19.pdf
https://nsfl.health.govt.nz/system/files/documents/pages/current_infection_services-patient_screening_form-covid-19.pdf
https://nsfl.health.govt.nz/system/files/documents/pages/covid_faqs_auckland_learnings.docx
https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources
https://www.health.govt.nz/our-work/diseases-and-conditions/covid-19-novel-coronavirus/covid-19-information-health-professionals
https://nsfl.health.govt.nz/dhb-planning-package/covid-19-hospital-resources

