2 August 2020
The Hon. Greg Hunt MP
Minister for Health
Parliament of Australia
Via email: Minister.Hunt@health.gov.au
Minister.Hunt@health.gov.au
Dear Minister Hunt,
Expression of No Confidence in the Infection Control Expert Group
We commend many aspects of the government’s response to the COVID-19 pandemic.
However, we respectfully draw your attention to comments made by Professor Lyn Gilbert,
Chair of the Infection Control Expert Group (ICEG), on national television on 27 July 2020 in
reference to respiratory protection for healthcare workers (HCWs).
On the ABC’s 7.30 program, respiratory physician and president of the Royal Australasian
College of Physicians (RACP) Professor John Wilson said:
“Many of our members have reported to us that they don't feel safe wearing surgical masks
alone and that they would prefer to have access to N95 masks.”

Prof. Gilbert’s response was:
“That's obviously very controversial. Our advice has been, that for ordinary routine care of
patients with COVID, surgical masks are appropriate. And the reason for that is that N95
masks are not that easy to wear. They need to be properly fitted.”1

The opinion of the Chair of the ICEG is important, because the opinion of the members of
the ICEG informs national guidelines on personal protective equipment (PPE) use in
healthcare settings, which in turn influences infection control policies in the states and
territories. However, the rationale behind the ICEG’s recommendations on respiratory
protection is not transparent. This interview provided a rare opportunity to understand why
the ICEG is resistant to calls for greater use of respirators,2 and the insight provided by its
Chair’s comments was alarming.

1

‘The debate over masks’, ABC 7.30, 27 July 2020, accessible: https://www.abc.net.au/7.30/the-debate-overmasks/12497510
2

MacIntyre, C.R., Ananda-Rajah, M., Nicholls, M. and Quigley, A.L., 2020. Current guidelines for respiratory
protection of Australian health care workers against COVID-19 are not adequate and national reporting of
health worker infections is required. The Medical Journal of Australia. Preprint.

1

The assertion by the Chair of the ICEG that HCWs would either not tolerate or not be
competent to wear respirators concerns us greatly. That the need for fit testing would be
used as an excuse not to recommend use of respirators is disappointing. Over 3,000 HCWs
have died of COVID-19 globally3 and over 1,000 HCWs in Australia have been infected with
COVID-19, with at least one death and several doctors currently admitted to intensive care
units in Melbourne. Based on peer-reviewed literature, we believe that the current
recommendation of the ICEG for only a surgical mask for routine care of COVID-19
suspected and confirmed patients is the Achilles’ heel of our PPE ensemble. Mounting
evidence supports the airborne spread of this pathogen4 and yet the surgical mask is not
approved for respiratory protection. The best available evidence found that N95 respirators
offer significantly better protection (96%) than surgical masks (67%) against infection from
SARS, MERS and SARS-CoV-2.5
In most of our workplaces we have been instructed to comply with guidelines informed by
ICEG recommendations despite having had no input into their development – in
contradiction to the Work Health and Safety Act 2011 (Cth).6 The conflict and stress that we
continue to experience because of flawed policy on respiratory protection is adding
needlessly to the burden of holding the last line of defence of Australia’s response to the
pandemic.
We write to express our lack of confidence in the ICEG and expand on our concerns below.
At the conclusion of this letter we provide recommendations for reform of the ICEG to
address these concerns.
ICEG guidelines are not evidence based
1. The distinction between droplet and airborne spread of infections, used by ICEG to
drive guidelines on “droplet precautions” and “airborne precautions” is based on a
single, outdated study from the 1930s.7 Later studies show that droplets and
aerosols exist in a continuum, and that droplets can travel far further than the two
metres assumed by “droplet precautions”, which are the recommended precautions
for Australian HCWs treating most COVID-19 patients.
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2. There is compelling evidence that SARS-CoV-2 is spread by the aerosol route, with
virus found in air samples and in air vents in hospital wards.8 9 One study even
showed that coronaviruses are more airborne than influenza or other respiratory
viruses, and can be exhaled in normal breathing, without a cough or sneeze.10
Research across five top laboratories in the United States showed that SARS-CoV-2 is
more airborne than SARS or MERS CoV, which are both known to be spread by the
airborne route.11
3. The best evidence supporting use of the respirator is a World Health Organization
(WHO) commissioned review in The Lancet which, as noted above, showed that N95
respirators offer statistically significantly higher protection (96%) than surgical masks
(67%) for health workers, against the beta-coronaviruses SARS, MERS and SARS-CoV2.5
The ICEG has rejected the precautionary principle in HCWs
The precautionary principle stipulates that in the face of significant harm, i.e. death or
disability, despite imperfect evidence, there is an imperative to protect workers’ safety.
During this pandemic, where scientific evidence is changing rapidly, it is essential that the
precautionary principle be applied in accordance with work health and safety principles.
Unfortunately, directives on respirator use at the health service level have been reactionary
and haphazard, in response to rising HCW infections during the Victorian resurgence of
COVID-19 and repeated calls from HCWs themselves for greater protection. This lesson was
articulated clearly in the final report of The SARS Commission in Ontario, Canada, and should
not be learned again in Australia at the cost of our HCWs’ lives.12
Experiences of frontline Australian HCWs
HCWs face unique challenges when looking after patients with COVID-19 or those with
suspected COVID-19. Both scenarios should initially involve the same PPE requirements until
the COVID-19 status of the patient is known. These unique risks are repeated exposures to
infection that are non-random within a highly contaminated healthcare setting. It is
perplexing that the ICEG has not advocated for higher PPE standards (with the exception of
HCWs exposed to aerosol generating procedures on patients with suspected or confirmed
COVID-19) when there is good evidence that N95 masks, adequate eye protection and
rigorous enforcement of process control prevent infection from coronaviruses. No deaths
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among anaesthetists or intensivists in a study of HCW deaths within the NHS (United
Kingdom) suggests that their higher level of PPE was protective.13
False arguments
i. There is insufficient supply of surgical masks and respirators
Current availability of surgical masks and other PPE is good, thanks to procurement by the
government, including the advent of local respirator production. Re-usable products such as
elastomeric respirators with replaceable filters have not even been discussed, yet are highly
cost-effective and have been used in many hospitals in the United States and United
Kingdom. In any case, guidelines should be based on best evidence and not supply.
Governments should then ensure that production or procurement is increased to allow
implementation of best-evidence guidelines.
ii. Surgical masks are good enough
The “equivalence” of the respirator and surgical mask is based on a flawed understanding of
two randomised controlled trials (RCTs) that did not have control arms.14 15 Equivalence is a
concept that arose around drug trials, and is where a treatment is already proven to be
superior to placebo. A second treatment when compared against this first treatment is then
deemed to be equivalent if no difference is found between arms of a RCT. Without a control
arm, these trials cannot prove equivalence.
iii. Masks are of questionable benefit
We were also dismayed by the comment from the Chair of the ICEG regarding community
mask wearing in New South Wales:
“There's really no evidence, I don't think, that wearing masks in the community at this stage
would make any difference.”1

This message is irresponsible given that Victoria is in crisis and NSW is on a knife edge.
Everything that can be done to flatten the curve should be strongly advocated by public
experts such as the Chair of the ICEG. The arguments that masks create a false sense of
security, result in self-inoculation, or reduce physical distancing are not based on scientific
evidence. In fact, the best available evidence shows the opposite – that they reduce the risk
of infection by 85%5 and promote social distancing, based on a study using wearable
sensors in 12,000 people encounters in Italy.16
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iv. Fit testing is optional
It is highly concerning that Australian guidance such as the document, Guidance on the use
of personal protective equipment (PPE) in hospitals during the COVID-19 outbreak17 fails to
recognise the importance of fit testing of respirators. This document, for example, states,
“…fit-testing of all health care professionals, who may need to use P2/N95 respirators, will
be difficult due to limited supplies and range of types/sizes available.” While this may be
true, what the pandemic has revealed is longstanding deficiencies in safe work practices in
the Australian healthcare system.
That we have historically failed to invest in protecting our HCWs is no excuse for not aiming
for best practice now. Instead of accepting substandard practice, Australian guidelines
should advocate and advise on a pathway to achievement of optimal workplace safety
practices, including fit testing of respirators. We note that the Australian Guidelines for the
Prevention and Control of Infection in Healthcare, state: “In order for a P2 respirator to offer
the maximum desired protection it is essential that the wearer is properly fitted and trained
in its safe use.”18 If fit testing fails, then alternatives like elastometric masks should be
provided.
v. Australia’s guidelines are consistent with international guidelines
It is false to assert that Australia’s guidelines are consistent with international best practice.
While they may align with some guidelines, they recommend an inferior standard of
protection compared to that which is recommended in Europe. The Infection prevention and
control and preparedness for COVID-19 in healthcare settings technical report (Fourth
update – 3 July 2020) of the European Centre for Disease Prevention and Control states:
“Healthcare workers in contact with a possible or confirmed COVID-19 case should wear a
respirator [as specified in EN 149:2001+A1:2009] tested for fitting, eye protection (i.e. visor
or goggles), gloves and a long-sleeved gown.”19

vi. Independent evaluation of HCW infections is not needed
HCWs are at higher risk of infection than community dwellers, with one study from the
United Kingdom and United States showing that the risk was three to four times greater,
reinforcing the need for stringent hazard controls in heathcare settings.20 We call for
transparent national reporting of HCW infections. This should be adjudicated by an
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independent panel separate to health services or agencies, to avoid conflicts of interest. A
standardised method of reporting should be followed that mitigates any bias that would
attribute infections to community acquisition. A national committee that reviews HCW
infections should have representatives from the Australasian Faculty of Occupational and
Environmental Medicine, Australian Nursing and Midwifery Federation, a medical union,
and representatives of national and jurisdictional work health and safety bodies. Infected
HCWs themselves should be encouraged to review these investigations in keeping with
consumer-led and open disclosure principles.
Conclusion
In summary, we are dismayed that Australia’s HCWs are being forced to accept flawed
policy that has not adapted to evolving evidence and has been set without consultation of
either frontline healthcare workers, their unions, or work health and safety experts. The
assertion by the Chair of the ICEG that a higher level of protection in the form of the
respirator is unnecessary in the worst pandemic of our lifetimes is irresponsible. Multiple
doctors in Melbourne are currently requiring intensive care, and many more doctors, nurses
and other HCW colleagues have fallen sick already. We are not “disposable” and our safety
must be given the highest priority with effective respiratory protection for every suspected
or confirmed COVID-19 patient encounter, every time.
We applaud your commitment, Minister Hunt, to target zero HCW deaths from COVID-19.
Now we need your help to achieve it. As an immediate step, we ask that you make an
executive decision to recommend use of P2/N95 respirators by HCWs treating suspected
and confirmed COVID-19 patients, in line with the precautionary principle. Then, in order to
restore our confidence in the ICEG, we urge you to reform its membership to include an
appropriate breadth of expertise. We suggest: the specialist medical colleges, including
representatives from the Australasian Faculty of Occupational and Environmental Medicine;
experts with a scientific track record in aerosol science, personal protective equipment and
worker safety (not just infectious diseases or infection control); and healthcare worker
unions. This reform is urgent as Victorian HCWs in particular, are fighting multiple fronts,
against COVID-19 and the flawed approach to their occupational health and safety.
Yours sincerely,

Andrew Miller MBBS LLB(Hons) FANZCA
FACLM FAICD
Anaesthetist
Perth, WA

Astha Tomar MBBS FRANZCP
Psychiatrist
Melbourne, VIC
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Benjamin Veness BAcc MBBS MPH MP
Psychiatry Registrar
Melbourne, VIC

Cameron Graydon MBBS FANZCA
Anaesthetist
Brisbane, QLD

Cathrin Parsch MD FACEM
Emergency and Retrieval Physician
Adelaide, SA

Daniel Jolley MBBS(Hons) FANZCA MMed MBA
Anaesthetist
Hobart, TAS

David Berger BSc MBBS MRCP MRCGP
FRACGP
District Medical Officer in Emergency
Medicine
Broome, WA

Emma Adams MBBS MMH FRANZCP
Psychiatrist
Canberra, ACT

Eva Segelov MBBS(Hons) PhD FRACP
Medical Oncologist
Melbourne, VIC

Greg Kelly MBBS MBA FCICM FRACP
Paediatric Intensivist
Sydney, NSW

Jessica Dean MBBS(Hons)
BMedSci(Hons) LLB
ICU Registrar
Melbourne, VIC

Karen Williams BMedSci MBBS MPH FRANZCP
Psychiatrist
Wollongong, NSW

Kate Jardine BSc MBBS FRACP
Paediatrician and Paediatric Cardiologist
Newcastle, NSW

Kirsten Connan MBBS(Hons) MRANZCOG
MClinEd DDU
Obstetrician and Gynaecologist
Hobart, TAS
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Lorraine Baker MBBS Dip. RANZCOG
Grad. Dip. Women’s Health
General Practitioner
Melbourne, VIC

Marie Bismark MBChB LLB MBHL MPH MP MD
FAFPHM FAICD
Associate Professor of Public Health
Melbourne, VIC

Michael Clifford MBBS(Hons) FCICM
FANZCA
Anaesthetist and Paediatric Intensivist
Melbourne, VIC

Michelle Ananda-Rajah MBBS(Hons) FRACP
PhD
Infectious Diseases and General Medicine
Physician
Melbourne, VIC

Ned Latham MBBS(Hons) BMedSc(Hons)
Hospital Medical Officer
Melbourne, VIC

Neela Janakiramanan MBBS(Hons) MPH FRACS
Plastic and Reconstructive Surgeon
Melbourne, VIC

Rebecca Szabo MBBS FRANZCOG
MClinEd
Obstetrician and Gynaecologist and
Medical Educator
Melbourne, VIC

Robert Lang MBBS FANZCA
Anaesthetist
Canberra, ACT

Tanya Selak BHB MBChB FANZCA MHA
Anaesthetist
Wollongong, NSW
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Deputy Chief Medical Officer Prof. Michael Kidd, michael.kidd@health.gov.au
Deputy Chief Medical Officer Dr. Nick Coatsworth, nick.coatsworth@health.gov.au
Deputy Chief Medical Officer Dr. Ruth Vine, molly.taylor@health.gov.au
Chief Nursing and Midwifery Officer Ms. Alison McMillan,
alison.mcmillan@health.gov.au
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