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Pozadi

Virové epidemie nebo pandemie akutnich respiracnich infekci (ARI) predstavuji globalni hrozbu. Priklady jsou
chfiipka (H1N1) zptsobena virem H1N1pdm09 v roce 2009, téZky akutni respiracni syndrom (SARS) v roce
2003 a koronavirové onemocnéni 2019 (COVID-19) zplsobené SARS-CoV-2 v roce 2019. Antivirova IéCiva
a vakciny mohou byt nedostate¢né aby se zabranilo jejich Sifeni. Toto je aktualizace Cochrane Review, ktera
byla naposledy publikovana v roce 2020. Zahrnujeme vysledky studii ze sou¢asné pandemie COVID-19.

Cile

Posoudit uc¢innost fyzickych zasahu k preruseni nebo omezeni Sifeni akutnich respiracnich viru.

Metody vyhledavani

V fijnu 2022 jsme prohledali registry CENTRAL, PubMed, Embase, CINAHL a dvé studie s analyzou
zpétnych a dopfednych citaci novych studii.

Vybérova kritéria

Zahrnuli jsme randomizované kontrolované studie (RCT) a cluster-RCT zkoumajici fyzické intervence
(screening ve vstupnich portech, izolace, karanténa, fyzicka distancovani, osobni ochrana, hygiena rukou,
oblicejové masky, bryle a kloktani), aby se zabranilo pfenosu respiraéniho viru.

Sbér a analyza dat

Pouzili jsme standardni Cochrane metodické postupy.

Hlavni vysledky

Do této aktualizace jsme zahrnuli 11 novych RCT a cluster-RCT (610 872 u€astnikl), ¢imz jsme zvysili
celkovy poget RCT na 78. Sest novych studii bylo provedeno béhem pandemie COVID-19; dva z Mexika a po
jednom z Danska, Bangladése, Anglie a Norska. Identifikovali jsme &tyfi probihajici studie, z nichz jedna je
dokoncena, ale neni hlasena, hodnotici masky soubézné s pandemii COVID-19.

Mnoho studii bylo provedeno béhem obdobi bez epidemie chfipky. Nékteré byly provedeny béhem pandemie
chfipky H1N1 v roce 2009 a dalSi v obdobi epidemie chfipky az do roku 2016. Proto bylo mnoho studii
provedeno v souvislosti s nizsi respiracni virovou cirkulaci a pfenosem ve srovnani s COVID-19. Zahrnuté
studie byly provedeny v heterogennich prostfedich, od pfedméstskych Skol po nemocni¢ni oddéleni v zemich
s vysokymi pfijmy; pfeplnéné prostfedi v centru mésta v zemich s nizkymi pfijmy; a pfistéhovalecka &tvrt' v
zemi s vysokymi pfijmy. Adherence k intervencim byla v mnoha studiich nizka.

Riziko zkresleni pro RCT a cluster- RCT bylo vétSinou vysoké nebo nejasné.
Lékarské/chirurgické masky ve srovnani s zadnymi maskami

Zahrnuli jsme 12 studii (10 skupinovych RCT), které porovnavaly lékarské/chirurgické masky versus zadné
masky, abychom zabranili Sifeni virového respiratniho onemocnéni (dvé studie se zdravotnickymi pracovniky
a 10 v komunité). NoSeni rouSek v komunité ma pravdépodobné maly nebo zadny rozdil ve vysledku
chfipkového onemocnéni (ILI)/onemocnéni podobného COVID-19 ve srovnani s nenosenim rousek (pomér
rizika (RR) 0,95, 95% interval spolehlivosti (Cl) 0,84 az 1,09; 9 studii, 276 917 ucastnikl; mirna jistota
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dikazud. Noseni rousek v komunité pravdépodobné nezpulsobuje zadny nebo jen maly rozdil ve vysledku
laboratorné potvrzené chfipky/SARS-CoV-2 ve srovnani s nenosenim rousek (RR 1,01, 95% CI 0,72 az 1,42;
6 studii, 13 919 ugastniki; dikazy se stfedni jistotou. Skody byly méfeny zfidka a $patné hlaseny (dikazy s
velmi nizkou jistotou).

Respiratory N95/P2 ve srovnani s lékairskymi/chirurgickymi maskami

Shromazdili jsme studie porovnavaijici respiratory N95/P2 s Iékafskymi/chirurgickymi maskami (Ctyfi ve
zdravotnickych zafizenich a jedna v domacim prostfedi). Jsme velmi nejisti ohledné uginkl respiratord
N95/P2 ve srovnani s lIékarskymi/chirurgickymi maskami na vysledek klinického respiracniho onemocnéni
(RR 0,70, 95% CI1 0,45 az 1,10; 3 studie, 7779 uCastnikd; diikazy s velmi nizkou jistotou). Respiratory N95/P2
ve srovnani s lékarskymi/chirurgickymi maskami mohou byt u¢inné pro ILI (RR 0,82, 95% CI 0,66 az 1,03; 5
studii, 8407 ucastniky; dlikazy s nizkou jistotou). Dlkazy jsou u téchto subjektivnich vysledkd omezeny
nepfesnosti a heterogenitou. Pouziti respiratord N95/P2 ve srovnani s lékafskymi/chirurgickymi maskami ma
pravdépodobné maly nebo zadny rozdil pro objektivni a pfesné;jSi vysledek laboratorné potvrzené chfipkové
infekce (RR 1,10, 95% CI 0,90 az 1,34; 5 studii, 8407 ucastnik(; stfedné jisté dikazy). Omezeni sdruzovani
na zdravotnické pracovniky nijak nezménilo celkova zji$téni. Skody byly $patné méfeny a hlaseny, ale v
nékolika studiich bylo zminéno nepohodli pfi noSeni Iékafskych/chirurgickych masek nebo respiratord N95/P2
(dbkazy s velmi nizkou jistotou).

Jedna dfive hlasena probihajici RCT byla nyni publikovana a pozorovala, Zze Iékafské/chirurgické masky
nebyly horsi nez respiratory N95 ve velké studii 1009 zdravotnickych pracovnikl ve ¢tyfech zemich
poskytujicich pfimou péci pacientim s COVID-19.

Hygiena rukou ve srovnani s kontrolou

Devatenact studii porovnavalo intervence v oblasti hygieny rukou s kontrolami s dostateCnymi udaji pro
zahrnuti do metaanalyz. Nastaveni zahrnovalo $koly, stfediska péCe o déti a domovy. Pfi srovnani intervenci
hygieny rukou s kontrolami (tj. zadna intervence) doSlo k 14% relativnimu snizeni poctu lidi s ARI ve skupiné
hygieny rukou (RR 0,86, 95% CI 0,81 az 0,90; 9 studii, 52 105 ucastniky; stfedni- jisty dikaz), coz naznacuje
pravdépodobny pfinos. V absolutnim vyjadieni by tento pfinos vedl ke snizeni z 380 udalosti na 1000 osob
na 327 na 1000 osob (95% CI 308 az 342). KdyZ vezmeme v Uvahu pfisné&ji definované vysledky ILI a
laboratorné potvrzené chfipky, odhady ucinku pro ILI (RR 0,94, 95% CI 0,81 az 1,09; 11 studii, 34 503
Ucastniku; dikazy s nizkou jistotou) a laboratorné potvrzenou chfipku ( RR 0,91, 95% CI 0,63 az 1,30; 8
studii, 8332 ucastnikyd; dlikazy s nizkou jistotou), naznacduiji, Ze intervence pfinesla maly nebo zadny rozdil.
Shromazdili jsme 19 studii (71 210 Ucastnikl) pro sloZzeny vysledek ARI, ILI nebo chfipky, pficemz kazda
studie pfispéla pouze jednou a byl hlaSen nejkomplexnégjsi vysledek. Shromazdéné udaje ukazaly, ze hygiena
rukou muze byt prospésna s 11% relativnim snizenim respiracnich onemocnéni (RR 0,89, 95% CI 0,83 az
0,94; dikazy s nizkou jistotou), ale s vysokou heterogenitou. V absolutnim vyjadfeni by tento pfinos ved| ke
snizeni z 200 udalosti na 1000 osob na 178 na 1000 osob (95% CI 166 az 188). Nékolik studii méfilo a
hlasilo poskozeni (dikazy s velmi nizkou jistotou).

Nenasli jsme zadné RCT na plastich a rukavicich, obli¢ejovych Stitech nebo screeningu na vstupnich portech.

Zavéry autort

Vysokeé riziko zkresleni ve studiich, variace v méfeni vysledku a relativné nizka adherence k intervencim
béhem studii brani vyvozovani pevnych zavéri. Béhem pandemie doslo k dalSim RCT souvisejicim s
fyzickymi intervencemi, ale relativni nedostatek vzhledem k dilezitosti otazky maskovani a jeho relativni
ucinnosti a doprovodnych méreni pfilnavosti masky, ktera by byla vysoce relevantni pro méfeni uc¢innosti,
zejména u starSich osob a u malych déti.
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Ohledné ucinkl pletovych masek panuje nejistota. Nizka az stfedni jistota diilkazi znamena, Zze nase dlvéra
v odhad uc¢inku je omezena a Ze skute¢ny ucinek se muze lisit od pozorovaného odhadu uc¢inku. Souhrnné
vysledky RCT neprokazaly jasné snizeni respiracnich virovych infekci pfi pouziti |ékarskych/chirurgickych
masek. Nebyly Zadné jasné rozdily mezi pouzivanim Iékafskych/chirurgickych masek ve srovnani s
respiratory N95/P2 u zdravotnickych pracovnikl pfi pouziti v bézné péci ke snizeni respiraénich virovych
infekci. Hygiena rukou pravdépodobné mirné snizi zatéz respiracnich onemocnéni, a ackoli tento ucinek byl
pritomen také pfi samostatné analyze ILI a laboratorné potvrzené chfipky, nebylo zjiSt€no, ze by to byl
vyznamny rozdil pro posledni dva vysledky. Skody spojené s fyzickymi zasahy byly nedostate¢né
prozkoumany.

Existuje potfeba velkych, dobfe navrzenych RCT, které by se zabyvaly U¢€innosti mnoha z téchto intervenci v
riznych prostfedich a populacich a také dopadem adherence na Gc¢innost, zejména u téch, ktefi jsou nejvice
ohrozZeni ARI.

PICO

Obyvatelstvo (10)
Zasah (11)
Srovnani (2)
vysledek (2)

Model PICO je Siroce pouzivan a vyucovan ve zdravotni péci zalozené na dikazech jako strategie pro
formulovani otazek a vyhledavacich strategii a pro charakterizaci klinickych studii nebo metaanalyz. PICO
znamena Ctyfi rizné potencialni slozky klinické otazky: pacient, populace nebo problém; Zasah; Srovnani;
Vysledek.

Vice o pouzivani PICO naleznete v Cochrane Handbook .

Zastavuji nebo zpomaluji fyzicka opatieni, jako je myti rukou nebo noseni rousek, Sifeni respiraénich virt?

Klicova sdéleni
Na zakladé provedenych studii si nejsme jisti, zda no$eni rousek nebo respiratortl N95/P2 pomaha zpomalit
Sifeni respiracnich viraQ.

Programy hygieny rukou mohou pomoci zpomalit Sifeni respiracnich virQ.

Jak se Sifi respiracni viry?

RespiraCni viry jsou viry, které infikuji buriky ve vasSich dychacich cestach: nos, hrdlo a plice. Tyto infekce
mohou zpuUsobit vazné problémy a ovlivnit normalni dychani. Mohou zpUsobit chfipku (chfipku), tézky akutni
respiracni syndrom (SARS) a COVID-19.

Lidé infikovani respiranim virem $ifi virové Castice do vzduchu pfi kaslani nebo kychani. Jini lidé se nakazi,
pokud se dostanou do kontaktu s témito virovymi ¢asticemi ve vzduchu nebo na povrsich, na kterych
pfistanou. Respiracni viry se mohou rychle §ifit komunitou, populaci a zemémi (zpUsobujici epidemie) a po
celém svété (zplUsobujici pandemie).

Fyzicka opatfeni, ktera se snazi zabranit Sifeni respira¢nich virll mezi lidmi, zahrnuiji:
- Casté myti rukou;

- nedotykat se oCi, nosu nebo Ust;

- kychani nebo kaslani do lokte;

- otirani povrchl dezinfekénim prostfedkem;

- noSeni masek, ochrany o€i, rukavic a ochrannych plast;
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- vyhybani se kontaktu s jinymi lidmi (izolace nebo karanténa);
- udrzovani urcité vzdalenosti od ostatnich lidi (distancovani); a
- vySetieni osob vstupujicich do zemé na pfiznaky infekce (screening).

Co jsme chtéli zjistit?

Chtéli jsme zjistit, zda fyzikalni opatfeni zastavuji nebo zpomaluji Sifeni respiracnich virli z dobfe
kontrolovanych studii, ve kterych je jedna intervence srovnavana s druhou, znamé jako randomizované
kontrolované studie.

co jsme udélali?
Hledali jsme randomizované kontrolované studie, které se zabyvaly fyzickymi opatfenimi, ktera by lidem
zabranila ziskat respiracni virovou infekci.

Zajimalo nas, kolik lidi ve studiich chytilo respiracni virovou infekci a zda fyzicka opatfeni méla néjaké
nezadouci ucinky.

co jsme nasli?

Identifikovali jsme 78 relevantnich studii. UskuteCnily se v zemich s nizkymi, stfednimi a vysokymi pfijmy na
celém svété: v nemocnicich, Skolach, domovech, ufadech, centrech péce o déti a komunitach béhem obdobi
bez epidemie chfipky, globalni pandemie chfipky H1N1 v roce 2009, epidemie chfipky nartista. do roku 2016
a béhem pandemie COVID-19. Identifikovali jsme pét probihajicich, nepublikovanych studii; dva z nich
hodnoti masky v COVID-19. Pét studii bylo financovano vladou a farmaceutickymi spolec¢nostmi a devét
studii bylo financovano farmaceutickymi spole¢nostmi.

Z&dné studie se nezamérovaly na obliGejové tity, plasté a rukavice ani na provérovani lidi pfi vstupu do
zemse.

Hodnotili jsme Ucinky:
- |ékaFské nebo chirurgické masky;

- respiratory N95/P2 (tésné padnouci masky, které filtruji vdechovany vzduch, ¢astéji pouzivané
zdravotnickymi pracovniky nez Siroka verejnost); a

- hygiena rukou (myti rukou a dezinfekce rukou).
Ziskali jsme nasledujici vysledky:
Lékarské nebo chirurgické masky

Deset studii probéhlo v komunité a dvé studie u zdravotnickych pracovnik(. Ve srovnani s neno$enim rousky
pouze v komunitnich studiich midze noSeni rousky mit maly nebo zadny rozdil v tom, kolik lidi chytilo
onemocnéni podobné chfipce/onemocnéni podobné COVID (9 studii; 276 917 lidi); a pravdépodobné ma
maly nebo zadny rozdil v tom, kolik lidi ma chfipku/COVID potvrzenou laboratornim testem (6 studii; 13 919
lidi). Nezadouci ucinky byly hlaSeny zfidka; bylo zminéno nepohodli.

respiratory N95/P2

CtyFi studie se tykaly zdravotnickych pracovnikd a jedna mala studie byla provedena v komunité. Ve srovnani
s noSenim Iékafskych nebo chirurgickych rousek noseni respiratord N95/P2 pravdépodobné nema zadny
nebo zadny rozdil v tom, kolik lidi ma potvrzenou chfipku (5 studii; 8407 lidi); a muze mit maly az zadny rozdil
v tom, kolik lidi onemocni onemocnénim podobnym chfipce (5 studii; 8407 lidi) nebo respiracnim
onemocnénim (3 studie; 7799 lidi). Nezadouci ucinky nebyly dobfe hlaseny; bylo zminéno nepohodli.
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Hygiena rukou

Dodrzovani programu hygieny rukou muze snizit pocet lidi, ktefi chyti respiraéni nebo chfipkové onemocnéni
nebo maji potvrzenou chfipku, ve srovnani s lidmi, ktefi takovy program nedodrzuji (19 studii; 71 210 lidi),
ackoli tento u€inek nebyl statisticky potvrzen vyznamné snizeni, kdyz byly ILI| a laboratorné potvrzené ILI
analyzovany oddélené. Jen malo studii méfilo nezadouci uc€inky; bylo zminéno podrazdéni kiize u lidi
pouzivajicich dezinfekci rukou.

Jaka jsou omezeni diikazu?

NaSe davéra v tyto vysledky je obecné nizka az stfedni u subjektivnich vysledkl souvisejicich s respiracnim
onemocnénim, ale stfedni u pfesnéji definované laboratorné potvrzené respiracni virové infekce souvisejici s
maskami a respiratory N95/P2. Vysledky se mohou zménit, jakmile budou k dispozici dal$i dikazy. Relativhé
nizky pocet lidi dodrzoval pokyny tykajici se noSeni rousek nebo hygieny rukou, coz mohlo ovlivnit vysledky
studii.

Jak aktualni jsou tyto dikazy?
Zahrnuli jsme dukazy zvefejnéné do Fijna 2022.

Zavéry autorti

Dusledky pro praxi

Dukazy o pouzivani rousek shrnuté v tomto prehledu jsou z velké ¢asti zaloZzeny na studiich provedenych
béhem tradi¢nich vrcholnych obdobi respiracnich virovych infekci az do roku 2016. Byly publikovany dvé
relevantni randomizované studie provedené béhem pandemie COVID-19, ale jejich pfidani mélo minimalni
dopad na celkovy souhrnny odhad ucinku. Pozorovany nedostatek ucinku noseni rousek na preruseni Sifeni
chiipkového onemocnéni (ILI1) nebo chfipky/COVID-19 v naSem piehledu ma mnoho potencialnich divodd,
vCetné: Spatného designu studie; v nékterych studiich nedostatecné pohanéné studie vyplyvajici z nizké
virové cirkulace; niz8i pfilnavost k noSeni rousek, zejména u déti; kvalita pouzitych masek; samokontaminace
masky rukama; nedostate¢na ochrana oci pred expozici respiracnich kapénkach (umoznujici cestu
respiranich virll do nosu pres slzny kanal); saturace masek slinami z dlouhodobého pouzivani (podpora
preziti viru v bilkovinném materialu); a mozné chovani kompenzace rizika vedouci k pfehnanému pocitu
bezpeci ( Ammann 2022 ; Brosseau 2020 ; Byambasuren 2021 ; Canini 2010 ; Cassell 2006 ; Coroiu 2021
; Macintyre 2015 ; Rengasamy ; Zamora 2010 ).02

NaSe zjisténi ukazuji, ze hygiena rukou ma mirny ucinek jako fyzicky zasah k preruseni Sifeni respiracnich
vird, ale zlstava nékolik otazek. Za prvé, vysoka heterogenita mezi studiemi mize naznacovat, ze existuji
rozdily v G&inku riznych intervenci. Spatné zpravy omezovaly nasi schopnost extrahovat informace potfebné
k posouzeni jakéhokoli vztahu ,0dezva na davku“ a existuje jen malo pfimych zkousek srovnavajicich
materialy pro hygienu rukou (jako je dezinfekéni prostfedek na bazi alkoholu nebo mydlo a voda). Zadruhé,
udrzitelnost hygieny rukou neni jasna, kdyz ucastnici nékterych studii dosahli 5 az 10 myti rukou denng, ale
dodrzovani se mohlo s ¢asem snizovat, jak se motivace snizovala, nebo kvili nepfiznivym ucinkim ¢astého
myti rukou. Za treti, existuje jen malo dikazl o Ucinnosti kombinaci hygieny rukou s jinymi intervencemi a o
tom, jak je nejlépe zavadét a udrzovat. A kone¢né, nékteré intervence byly intenzivné provadény v malych
organizacich a zahrnovaly vzdélavani nebo Skoleni jako sou€ast a schopnost rozsifit je na SirSi intervence
neni jasna.

NasSe zjisténi tykajici se hygieny rukou by méla byt povazovana za obecné relevantni pro vSechny virové
respiracni infekce, vzhledem k riznorodym populacim, kde dochazi k pfenosu virovych respiracnich infekci.
Ugastniky byli dospéli, déti a rodiny a r(izna kongregaéni zafizeni véetné $kol, center pé&e o déti, domovi a
kancelafi. Vétsina respiracnich virli, v€etné pandemického SARS-CoV-2, je povazovana za prevazneé Sifena
prostfednictvim respiracnich ¢astic riizné velikosti nebo kontaktnimi cestami, pfipadné obojim ( WHO 2020c¢
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). Data ze studii kontaminace prostfedi SARS-CoV-2 na zakladé pritomnosti virové ribonukleové kyseliny a
infek&niho viru naznaduji vyznamnou kontaminaci fomitem ( Lin 2022 ; Onakpoya 2022b ; Ong 2020 ; Wu
2020 ). Ocekava se, ze hygiena rukou bude prospésna pfi snizovani Sifeni SARS-CoV-2 podobné jako u
jinych beta koronavirll (SARS-CoV-1, blizkovychodni respiracni syndrom (MERS) a lidské koronaviry), které
jsou na tyto koncentrace velmi citlivé. alkoholu, ktery se bézné vyskytuje ve vétsiné pfipravkd na dezinfekci
rukou ( Rabenau 2005 ; WHO 2020c ). Podporou tohoto efektu je zjisténi, ze Spatna hygiena rukou, navzdory
pouzivani kompletnich osobnich ochrannych prostfedkt (PPE), byla nezavisle spojena se zvySenym rizikem
prfenosu SARS-CoV-2 na zdravotnické pracovniky v retrospektivni kohortové studii v ¢inském Wuhanu. v
klinické jednotce s vysokym i nizkym rizikem pro pacienty infikované COVID-19 ( Ran 2020 ). Zd4 se, ze
praxe hygieny rukou ma konzistentni ucinek ve vSech prostfedich a méla by byt nezbytnou soucasti dalSich
intervenci.

Nejkvalitngjsi cluster-RCT naznacuiji, ze nejvétsi ucinek na prevenci Sifeni respiracniho viru z hygienickych
opatreni se vyskytuje u mlad$ich déti. To muze byt zplsobeno tim, Ze mladsi déti jsou samy nejméné
schopné hygienického chovani ( Roberts 2000 ) a maji déle trvajici infekce a vétsi socialni kontakt, ¢imz
funguji jako portaly infekce do domacnosti ( Monto 1969 ). DalSi pfinos plynouci ze sniZzeného pfenosu z nich
na ostatni ¢leny domacnosti je Siroce podporovan vysledky jinych navrhu studii, kde je potencial pro zmateni
vetsi.

Rutinni dlouhodobé provadéni nékterych intervenci uvedenych v tomto pfehledu mize byt problematicke,
zejména udrzovani prisnych hygienickych a bariérovych rutin po dlouhou dobu. To by bylo pravdépodobné
mozné pouze ve vysoce motivovanych prostfedich, jako jsou nemocnice. Mnoho autor( studie komentovalo

hlavni logistickou zatéz, kterou rutinni bariéry ukladaji na urovni komunity. Hrozba hrozici epidemie v8ak
muze byt podnétem pro jejich vznik.

Disledky pro vyzkum

Opatreni v oblasti vefejného zdravi a fyzickeé intervence mohou byt vysoce ucinné pro zastaveni Sifeni
respiracnich virovych infekci, zejména pokud jsou soucasti strukturovaného a koordinovaného programu,
ktery zahrnuje vyuku a vzdélavani, a pokud jsou poskytovany spole€né a s vysokou pfilnavosti. Na$ prehled
poskytl dllezité poznatky o mezerach ve vyzkumu, které je tfeba reSit s ohledem na tyto fyzické zasahy a
jejich provadéni, a na které se v disledku pandemie COVID-19 vice zaméfila. Dokument WHO z roku 2014
.Prevence infekci a kontrola akutnich respira€nich infekci nachylnych k epidemiim a pandemii ve
zdravotnictvi® identifikoval nékolik mezer ve vyzkumu jako soucast jejich GRADE hodnoceni jejich doporuceni
pro prevenci a kontrolu infekci, které zUstavaji velmi relevantni ( WHO 2014 ). Mezery ve vyzkumu zjisténé v
pribéhu naseho prehledu a dokumentu WHO 2014 Ize posuzovat z hlediska obecnych i specifickych témat.

Hlavnim identifikovanym tématem byla potfeba poskytnout vysledky s explicitné definovanymi klinickymi
kritérii pro akutni respiracni infekce (ARI) a diskrétnimi laboratorné potvrzenymi vysledky virovych ARI
pomoci molekularnich diagnostickych nastrojd, které jsou nyni Siroce dostupné. Nas prehled zjistil velké
rozdily mezi studiemi, pokud jde o klinické vysledné udalosti, které byly v nékolika studiich nepfesné
definovany, a existovaly rozdily v rozsahu, v jakém byly laboratorné potvrzené viry zahrnuty do studii, které je
posuzovaly. DalSim identifikovanym obecnym tématem bylo nedostate¢né zohlednéni sociokulturnich faktord,
které by mohly ovlivnit dodrzovani intervenci, zejména téch, ktefi jsou zaméstnani v komunitnim prostfedi.
Skvélym pfikladem tohoto posledniho bodu byla pozorovani pouzivani rousek versus zmocnéni k maskovani
béhem pandemie COVID-19. Kromé toho by dopady na naklady a zdroje fyzickych intervenci pouzivanych v
riznych prostfedich mély dulezity vyznam pro zemé s nizkymi az stfednimi pFijmy. Zdroje byly hlavnim
problémem pandemie COVID-19 s celosvétovym nedostatkem nékolika soucasti OOP. V_ramci WHO 2014
bylo identifikovano nékolik konkrétnich mezer ve vyzkumu souvisejicich s fyzickymi zasahy dokumentuji a
jsou v souladu s mnoha zjisténimi této aktualizace z roku 2022, v€etné nasledujicich: dynamika pfenosu
respiracnich virGl z pacientll na zdravotnické pracovniky béhem procedur vytvarejicich aerosol; pfetrvavajici
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nepresnost, pokud jde o definovani postupl tvorby aerosolu; bezpe€nost kohortovani pacientl se stejnou
podezielou, ale nepotvrzenou diagnézou na spole¢né jednotce nebo oddéleni s pacienty infikovanymi
stejnym znamym patogenem ve zdravotnickych zafizenich; optimalni doba pouzivani fyzickych preruseni,
aby se zabranilo Sifeni virl ARI; pouziti samotného prostorového oddéleni nebo fyzického distancovani (ve
zdravotnictvi a komunité) versus prostorové oddéleni nebo fyzické distancovani s pouzitim dalSich pfidanych
fyzickych intervenci spojenych se zkoumanim diskrétnich parametrt vzdalenosti (napf. jeden metr, dva metry
nebo > dva metry) ; ucinnost respiracni etikety (tj. kaslani’/kychani do tkani nebo ohnuty loket v rukavech);
ucinnost tfidéni a v€asné identifikace infikovanych jedinct s ARI v nemocni¢nim i komunitnim prostredi;
uzite€nost vstupniho screeningu do zdravotnickych zafizeni; pouzivani Castych dezinfekénich technik
vhodnych pro dané prostiedi (dotykové povrchy v prostiedi, kloktani ustnimi dezinfekEnimi prostfedky a
virucidni tkané nebo obleceni) samostatné nebo v kombinaci s obli¢ejovymi maskami a hygienou rukou;
pouzivani zornik(, bryli nebo jinych bryli; vyuziti germicidniho ozafovani ultrafialovym svétlem k dezinfekci
vzduchu ve zdravotnictvi a vybranych komunitnich zafizenich; pouzivani Cisticek vzduchu a/nebo vysoce
ucinnych filtrd absorbujicich ¢astice a pouzivani Sirokého dodrzovani G¢innych strategii ockovani.

Existuje jasny poZadavek na provedeni velkych, pragmatickych testll k vyhodnoceni nejlepSich kombinaci v
komunité a ve zdravotnickych zafizenich s vice respiracnimi viry a v riznych sociokulturnich prostfedich.
Kdykoli je to mozné, mély by byt provadény randomizované kontrolované studie (RCT) s pragmatickym
designem, podobné studii Luby z roku 2005 nebo studii Bundgaard 2020 . Podobné jako to, co bylo
pozorovano u farmaceutickych intervenci, kde bylo béhem pandemie COVID-19 rychle a Uspé&sné dokonceno
nékolik RCT, coz prokazalo, Ze je Ize provést, by mél byt zamérné zdlraznén a poskytnuty cilené moznosti
financovani pro provedeni dobfe navrzenych RCT pro feSeni problém. u¢innost mnoha fyzickych intervenci
v rznych prostfedich a populacich, zejména v téch nejrizikovéjsich, a ve velmi specifickych, dobfe
definovanych populacich s monitorovanim dodrzovani intervenci.

Nékolik konkrétnich mezer ve vyzkumu si zaslouZzi urychlenou pozornost a mohou byt zdtraznény v kontextu
pandemie COVID-19. Pouzivani oblicejovych masek v komunitnim prostfedi pfedstavuje jednu z
nejnaléhavéjSich potreb, kterou je tfeba Fesit, vzhledem k polarizovanym nazordm na celém svété a
rostoucim obavam z rozsahlého znecisténi mikroplasty z vyhazovani masek ( Shen 2021 ). Obé Siroce
zalozené ekologické studie, pfizplisobené matoucim a vysoce kvalitnim RCT, mohou byt nezbytné k urceni,
zda existuje nezavisly prispévek k jejich pouziti jako fyzické intervence a jak je Ize nejlépe vyuzit k
optimalizaci jejich pfispévku. Typ tkaniny a vazby pouzité v oblicejové masce je stejné naléhavym
problémem, vzhledem k tomu, Ze chirurgické masky s bavinénou-polypropylenovou tkaninou se zdaji byt
ucinné ve zdravotnictvi, ale existuji otazky o ucinnosti jednoduchych bavinénych masek. Kromé toho by se
jakékoli maskovaci intervenéni studie mély zaméFit nejen na méreni pfinosu, ale také adherence, §kod a
kompenzace rizika, pokud muaze vést k niz§imu ochrannému G¢&inku. Kromé toho, i kdyz pouziti
Iékarskych/chirurgickych masek oproti respiratordim N95 dosud nevykazuje zadné rozdily v klinické uc¢innosti,
je tfeba jejich pouziti dale studovat v kontextu dobfe navrzené RCT v podminkach COVID-19 a souCasné
méreni Skod, které byly dosud nedostatecné prozkoumany. Nedavno publikovana Loeb RCT provadéna
béhem dlouhodobého pribéhu v sou¢asné pandemii poskytla dosud jediny diikaz v této oblasti ( Loeb 2022 ).

Fyzické distancovani pfedstavuje dalsi velkou mezeru ve vyzkumu, kterou je tfeba urychlené fesit, zejména v
souvislosti s pandemickym prostfedim COVID-19 a také v budoucim epidemickém prostredi. Pouzivani
karantény a detekcni kontroly ve vstupnich pfistavech je tfeba prozkoumat v dobfe navrZzenych, vysoce
kvalitnich RCT vzhledem ke sporiim souvisejicim s letisti a cestovnimi omezenimi, které se objevily béhem
pandemie COVID-19. Nasli jsme pouze jednu RCT vySetfujici karanténu a zadné testy screeningu ve
vstupnich portech nebo fyzické distancovani. Vzhledem k tomu, Ze tyto a dalSi fyzické intervence jsou nékteré
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z primarnich strategii uplatfiovanych globalné tvari v tvar pandemii COVID-19, mély by byt budouci vysoce
kvalitni studie hlavni globalni prioritou, ktera by méla byt provadéna v kontextu této pandemie, jakoz i v
budouci epidemie s jinymi respiraCnimi viry méné virulence.

Proménliva kvalita a maly rozsah nékterych studii je znama z deskriptivnich studii ( Aiello 2002 ; Fung_2006
; WHO 2006b ) a systematickych prehledd vybranych intervenci ( Meadows 2004 ). Stru¢né fe€eno, k
vyhodnoceni nejucinnégjsich strategii k realizaci uspésnych fyzickych intervenci v praxi je zapotrebi vice
vysoce kvalitnich RCT, a to jak v malém méfitku, tak na urovni populace. Je velmi nestastné, ze béhem
souc¢asné pandemie COVID-19 nebylo poskytnuto dislednéjsi planovani, usili a financovani smérem k
vysoce kvalitnim RCT zakladnich opatfeni v oblasti vefejného zdravi. Nakonec zdlrazriujeme, Ze je tfeba
vénovat vice pozornosti popisu a kvantifikaci Skod zplsobenych intervencemi hodnocenymi v tomto pfehledu
a jejich vztahu k adherenci.

Shrnuti zjisténi

Otevrit v prohlizeci tabulky
Shrnuti zjisténi 1. Lékarské/chirurgické rousky ve srovnani s maskami bez rousek pro prevenci Sifeni
virovych respiracnich onemocnéni

Randomizované studie: Iékarské/chirurgické masky ve srovnani s maskami bez masky pro prevenci Sifeni virovych respiracnich
onemocnéni

Pacient nebo populace: obecna populace
Nastaveni: komunita a nemocnice
Intervence: |ékarské/chirurgické masky
Srovnani: zadné masky

Ocekavané absolutni

uginky " (95% Cl)
Riziko Riziko u Relativni Ne Jistota
bez randomizovanych ucinek ucastnikai dukazi
Vysledky masek studii: masky (95% CI) (studii) (GRADE) Komentare
Virové respiraéni onemocnéni  Studijni populace RR 0,95 276917 OODOO
— chfipka/onemocnéni podobné (0,84az (9RCT) Stfedni @
CoVvID 1,09)

160za 152 za 1000
1000 (134 az 174)

Virové respiraéni onemocnéni  Studijni populace RR1,01 139196 @eeoe0
— laboratorné potvrzena (0,72az RCT) Stiedni ©
chfipka/SARS-CoV-2 1,42)

40za 40 za 1000
1000 (29 az 57)

Nezadouct udalost ) - (BRCT)  ®000O NeZadouci Uginky nebyly konzistentné
Velmi hlaSeny a nebylo mozné je
nizka ¢  metaanalyzovat.

Nezadouci Uc€inky hlaSené u masek
zahrnovaly teplo, nepohodli, dychaci
potize, vihkost, bolest a dusnost az u
45 % ucastniku.

@ Snizeni o jednu Uroven kvali studijnim omezenim (chybéjici zaslepeni).
b SniZena o jednu Uroveri kvili nepresnosti (Siroké intervaly spolehlivosti).
¢ Snizeni o dvé urovné kvuli nepresnosti (pouze tfi studie vyjmenovaly nezadouci pfihody; jina studie neuvedla zadné nezadouci pfihody).
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* Riziko v intervenéni skupiné (a jeho 95% interval spolehlivosti) je zaloZeno na medianu pozorovaného rizika ve srovnavaci skupiné
zahrnutych studii a relativnim a¢€inku intervence (a jeho 95% ClI).
Cl: interval spolehlivosti; RCT: randomizovana kontrolovana studie; RR: pomér rizika

STUPEN Pracovni skupina stupné dikazu

Vysoka jistota: jsme si velmi jisti, Ze skute¢ny ucinek se blizi odhadu ucinku.

Stredni jistota: odhadem ucinku jsme si stfedné jisti: skutecny Gc€inek se pravdépodobné bude blizit odhadu t¢inku, ale existuje moznost,
Ze se bude podstatné lisit.

Nizka jistota: nase dlivéra v odhad Ucinku je omezena: skute¢ny Ucinek se muze podstatné lisit od odhadu ucinku.

Velmi nizka jistota: v odhad uc¢inku méame velmi malou divéru: skute¢ny ucinek se pravdépodobné podstatné lisi od odhadu ucinku.

@ Snizeni o jednu droven kvuli studijnim omezenim (chybéjici zaslepent).
b SniZena o jednu roveri kvili nepFesnosti (Siroké intervaly spolehlivosti).
¢ Snizeni o dvé Urovné kvuli nepresnosti (pouze tfi studie vyjmenovaly nezadouci pfihody; jina studie neuvedla Zadné nezadouci pfihody).

Otevfit v prohlizedi tabulky
Shrnuti zjiSténi 2. Respiratory N95 ve srovnani s lékarskymi/chirurgickymi maskami pro prevenci Sifeni
virovych respiracnich onemocnéni

Randomizované studie: respiratory N95 ve srovnani s Iékaiskymi/chirurgickymi maskami pro prevenci Sifeni virovych
respiracnich onemocnéni

Pacient nebo populace: obecna populace a zdravotnicti pracovnici
Nastaveni: nemocnice a domacnosti

Intervence: masky N95

Srovnani: lékarské/chirurgické masky

Oéekavané absolutni uéinky *

(95% ClI)
Riziko s Riziko u Relativni Ne Jistota
lékaiskymi randomizovanych uc¢inek ucastnikai diakazu
Vysledky maskami studii: N95 (95% CI) (studii) (GRADE) Komentare
Virové Studijni populace RR 0,70 7799 (3 ®OOO V8echny studie byly provedeny v nemocni¢nim
respiracni (0,45az RCT) Velmi prostfedi se zdravotnickymi pracovniky.
onemocnéni 1,10) nizka ab.c
— Klinické 120 74 84 za 1000
respiracni -~ 1000 (54 az 132)
onemocnéni
Virové Studijni populace RR 0,82 8407 (5 [XC0) 1 studie byla provedena v domacnostech ( Maclintyre
respiracni (0,66 az RCT) Nizka @ 2009 ).
onemocnéni 1,03)
onemocnani 50 za 1000 41 za 1000
podobné (33 az 52)
chfipce
Virové Studijni populace RR 1,10 8407 (56 OODO 1 studie byla provedena v domacnostech ( Macintyre
respiracni (0,90az RCT) Stfedni ® 2009 ).
onemocnéni 1,34)
- 70za 1000 77 za 1000
laboratorné (63 az 94)
potvrzena
chfipka

@ Snizeni o jednu Uroven kvali studijnim omezenim (chybéjici zaslepeni).
b Snizena o jednu Uroveri kvili nepfesnosti (Siroky interval spolehlivosti nebo neprovedena zadna metaanalyza).
¢ Snizeni o jednu uroven kvuli nekonzistentnosti vysledkd (heterogenita).

Nezadouci - - (5RCT) OO Neexistovalo dostate¢né konzistentni hladeni
neZadoiicich &inkt kterd hv nnmnZnila metaanalvizii

9/121


https://www.cochranelibrary.com/references#CD006207-bbs2-0045
https://www.cochranelibrary.com/references#CD006207-bbs2-0045

TG T Miv iy AN e Aoy M e i aaar iaar g e

udalosti Velmi
nizka #°°  poyze 1 studie uvadéla podrobné nezadouci Géinky:

nepohodli bylo hlaSeno u 41,9 % nositeld N95 oproti
9,8 % nositell Iékarské masky (P < 0,001); bolesti
hlavy byly ¢astéjsi u N95 (13,4 % versus 3,9 %; P <
0,001); potize s dychanim byly hiaseny Castéji ve
skupiné N95 (19,4 % versus 12,5 %; P =0,01); a
N95 zpusobily vice problému s tlakem na nos (52,2
% versus 11,0 %; P < 0,001). 4 RCT bud nehlasily
zadné nezadouci ucinky, nebo byly hlaseny pouze o
pohodIiném no$eni masek.

* Riziko v intervencni skupiné (a jeho 95% interval spolehlivosti) je zaloZzeno na stfednim riziku ve srovnavaci skupiné a na pozorovaném
relativnim Gcinku intervence (a jeho 95% ClI).
Cl: interval spolehlivosti; RCT: randomizovana kontrolovana studie; RR: pomér rizika

STUPEN Pracovni skupina stupné dikazu

Vysoka jistota: jsme si velmi jisti, Ze skute¢ny ucinek se blizi odhadu ucinku.

Stredni jistota: odhadem ucinku jsme si stfedné jisti: skutecny Gc€inek se pravdépodobné bude blizit odhadu u€inku, ale existuje moznost,
Ze se bude podstatné lisit.

Nizka jistota: nase duvéra v odhad ucinku je omezena: skute¢ny Gc¢inek se mize podstatné liSit od odhadu ucinku.

Velmi nizka jistota: v odhad uc¢inku mame velmi malou divéru: skute¢ny Gc€inek se pravdépodobné podstatné liSi od odhadu ucinku.

@ Snizeni o jednu droven kvuli studijnim omezenim (chybéjici zaslepent).
b Snizena o jednu trover kviili nepresnosti (Siroky interval spolehlivosti nebo neprovedena zadna metaanalyza).
¢ Snizeni o jednu uroven kvuli nekonzistentnosti vysledku (heterogenita).

Otevfit v prohlizedi tabulky
Shrnuti zjisténi 3. Hygiena rukou ve srovnani s kontrolou pro prevenci Sifeni virovych respiracnich
onemocnéni

Hygiena rukou ve srovnani s kontrolou pro prevenci Sifeni virovych respiracnich onemocnéni

Pacient nebo populace: obecna populace a zdravotnicti pracovnici
Nastaveni: $koly, détska zafizeni, domovy, kancelare, peovatelské domy
Intervence: hygiena rukou

Srovnani: kontrola

Oéekév*ané absolutni
ucinky (95% ClI)

Riziko
spojené
s Relativni Ne Jistota
Rizikos  hygienou ucinek ucastnikai dakazi
Vysledky kontrolou rukou (95% CI) (studii) (GRADE) Komentare
Akutni onemocnéni dychacich  Studijni populace RR0,86 521059 @oee0
cest (0,81az RCT) Stfedni @
0,90)
380 za 327 za
1000 1000
(308 az
342)
Onemocnéni podobné chfipce  Studijni populace RR 0,94 34503 ® OO0
(0,81az (1M RCT) Nizka aP
1,09)

@ Snizeni o jednu Uroven kvuli omezeni studia (vétsina studii byla nezaslepend, s vysledkem hodnocenym ucastnikem).
b SniZeni o jednu Groven kvili nekonzistentnim vysledkam napfi¢ studiemi.
¢ Snizeni o jednu Uroven kvuli nepfesnosti (Siroky interval spolehlivosti nebo neprovedena zadna metaanalyza).
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90 za 85 za

1000 1000
(73 az
98)
Laboratorné potvrzena Studijni populace RR 0,91 8332(8 OO
chfipka (0,63az RCT) Nizka b€
1,30)
80 za 73 za
1000 1000
(50 az
104)
Kompozit akutniho Studijni populace RR 0,89 71210 OO
respiracniho onemocnéni, (19 RCT)  Nizka &b
chfipkového onemocnéni, (0,83 a2
laboratorné potvrzené chiipky 200 za 178 za 0,94)
1000 1000
(166 az
188)
Nezadouci udalosti - - (2 RCT) ®OOO Data nebyla dostate¢na pro provedeni

metaanalyzy.

Velmi
nizké ab¢ Jedna studie uvedla, Ze nebyly pozorovany

zadné nezadouci u€inky, a dalsi studie
uvedla, Ze kozni reakce byla zaznamenana u
10,4 % Ucastnik(l ve skupiné s dezinfekénim
prostfedkem na ruce oproti 10,3 % v kontrolni
skupiné.

* Riziko v intervenc¢ni skupiné (a jeho 95% interval spolehlivosti) je zalozeno na medianu pozorovaného rizika ve srovnavacich skupinach
zahrnutych studii a relativnim uéinku intervence (a jeho 95% ClI).
Cl: interval spolehlivosti; RCT: randomizovana kontrolovana studie; RR: pomér rizika

STUPEN Pracovni skupina stupné diikazu

Vysoka jistota: jsme si velmi jisti, Ze skute¢ny ucinek se blizi odhadu ucinku.

Stredni jistota: odhadem ucinku jsme si stfedné jisti: skute¢ny Gcinek se pravdépodobné bude bliZit odhadu tcinku, ale existuje moznost,
Ze se bude podstatné lisit.

Nizka jistota: nasSe divéra v odhad ucinku je omezena: skute¢ny ucinek se mize podstatné lisit od odhadu ucinku.

Velmi nizka jistota: v odhad uc¢inku mame velmi malou divéru: skute¢ny ucinek se pravdépodobné podstatné lisi od odhadu ucinku.

@ Snizeni o jednu Uroven kvlli omezeni studia (vétSina studii byla nezaslepend, s vysledkem hodnocenym ucastnikem).
b Snizeni o jednu Groven kvili nekonzistentnim vysledkam napfié studiemi.
¢ Snizeni o jednu uroven kvuli nepfesnosti (Siroky interval spolehlivosti nebo neprovedena zadna metaanalyza).

Pozadi

Popis stavu

Epidemické a pandemické virové infekce predstavuji vaznou hrozbu pro lidi na celém svété. Mezi vyznamné
epidemie patfi tézky akutni respiracni syndrom (SARS) v roce 2003 a respiracni syndrom na Stfednim
vychodé (MERS), ktery zac€al v roce 2012, a souasna pandemie SARS-CoV-2. Mezi hlavni pandemie patfi
chiipka H1N1 zpusobena virem H1N1pdmO09 v roce 2009 a koronavirové onemocnéni 2019 (COVID-19)
zpusobené SARS-CoV-2.

Dokonce i neepidemické akutni respiracni infekce (ARI) pfedstavuji obrovskou zatéz pro zdravotnické
systémy po celém svété a jsou vyznamnou pficinou nemocnosti ( WHO 2017 ). Kromé toho jsou ARI Casto
predchudci infekci dolnich dychacich cest (RTI) zplsobenych bakterialnimi patogeny (tj. zapalem plic), které
zpusobuji miliony umrti po celém svété, vétSinou v zemich s nizkymi pfijmy ( Schwartz 2018 ).
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Vysoka virova naloz, vysoka uroven pfenosnosti, vnimaveé populace a symptomaticki pacienti jsou
povazovani za hnaci sily takovych epidemii a pandemii ( Jefferson 2006a ). Prevence Sifeni respiracnich virt
z ¢lovéka na Clovéka mulze byt U€inna pfi snizovani Sifeni ohnisek.

Fyzické zasahy, jako je pouzivani masek a opatfeni k fyzickému distancovani, by mohly zabranit Sifeni
respiracnich virQ, které jsou povazovany za pfenasené vice zplUsoby pfenosu, véetné respiracnich ¢astic
riznych velikosti, které se $ifi z infikovanych na vnimavé osoby a prostfednictvim pfimych a nepfimych
kontakt ( Kutter 2018 ; Leung 2021 ). Je znamo, ze existuje kontinuita velikosti ¢astic dychacich cest, které
se lisi od velkych kapiéek po jemné aerosoly, coZ je dlezity koncept. Castice riiznych velikosti mohou byt
vylou€eny z lidskych dychacich cest béhem kaslani, kychani, zpévu, mluveni a béhem urcitych Iékarskych
procedur ( WHO 2021 ). Kromé toho je pfenos respiracnich virll pravdépodobné velmi slozity, zavisi na
mnoha faktorech hostitele, viru a prostfedi plus nes€etné mnozstvi interakci mezi t€mito faktory, které mohou
ovlivnit pfevladajici zplsoby pfenosu v jakémkoli daném prostredi ( Broderick 2008 ; Hendley 1988 ; Kutter
2018 ; Leung 2021 ). Soucasné dlikazy naznacuji, ze virus zodpovédny za sou¢asnou pandemii COVID-19
se Sifi hlavné mezi lidmi, ktefi jsou spolu v uzkém kontaktu ( Onakpoya 2022a ).

Neni také znamo, zda se v§echny respiracni viry nebo rizné kmeny konkrétniho respiracniho viru pfenaseji
podobnym zpusobem, coz dale zvysSuje slozitost pfenosu respiracniho viru.

Popis zasahu

Jednotliva intervenéni opatfeni, jako je pouZiti vakcin nebo antivirotik, mohou byt nedostateéna k omezeni
Sifeni chfipky, ale kombinace intervenci mohou snizit reprodukéni po¢et pod 1 ( Demicheli 2018a ; Demicheli
2018b ; Jefferson 2014 ; Jefferson 2018 ; Thomas 2010 ). Kdyz je reprodukéni Cislo (nebo RO) nizsi nez 1,
kazda infekce zpUsobi méné nez jednu novou sekundarni infekci a onemocnéni nakonec vymre. U nékterych
respiracnich virll neexistuji zadné licencované zasahy a kombinace socialnich a fyzickych zasah( maze byt
jedinou moznosti, jak omezit Sifeni ohnisek, zejména téch, které mohou mit epidemicky nebo pandemicky
charakter ( Luby 2005 ). Tyto intervence byly zdlraznény v nejnovéjsi globalni strategii Svétové zdravotnické
organizace pro chfipku 2019 az 2030 a maji nékolik moznych vyhod oproti jinym metodam potlaceni
propuknuti ARI, protoze mohou byt zahajeny rychle a mohou byt nezavislé na jakémkoli specifickém typu
infekéniho agens, véetné novych virl. . Kromé toho mozna ucinnost opatfeni v oblasti vefejného zdravi
béhem pandemie Spanélské chfipky v letech 1918 az 1919 v americkych méstech podporuje impuls k
prozkoumani existujicich dikazl o ucinnosti takovych intervenci ( Bootsma 2007 ), v€etné karantény (jako je
izolace, fyzické distancovani). ) a pouzivani dezinfekénich prostfedk(l. Zvazovali jsme také hlavni
spolecenské dusledky pro jakoukoli komunitu, ktera tato opatfeni pfijme ( CDC 2005a ; CDC 2005b ; WHO
2006b ; WHO 2020a ; WHO 2020b ).

Jak muze intervence fungovat

Epidemie a pandemie jsou pravdépodobnéjsi béhem antigenni zmény (zmény ve slozZeni viru) viru nebo
prenosu ze zvifat (domacich nebo divokych), kdyz neexistuje pfirozena lidska imunita ( Bonn 1997 ). Vysoka
virova naloz, vysoka uroven pfenosnosti a symptomaticki pacienti jsou povazovani za hnaci sily takovych
epidemii a pandemii ( Jefferson 2006b ).

Fyzické zasahy, jako je pouzivani masek ( Greenhalgh 2020 ; Howard 2020 ), opatfeni k fyzickému
distancovani, uzavieni Skol a omezeni hromadnych shromazdéni, by mohly zabranit Sifeni viru pfenaseného
infekénimi ¢asticemi dychacich cest z infikovanych na vnimavé jedince. Pouzivani hygieny rukou, rukavic a
ochrannych plastt mize také zabranit Sifeni tim, Ze omezi pfenos virovych €astic na a z fomitd (nezivé
predméty, jako jsou rovné povrchy, desky stoll, nadobi, porézni povrchy nebo v dnesni dobé mobilni telefony,
které mohou prenaset je-li Cinidlo kontaminovano) ( Onakpoya 2022b ). Takova opatfeni v oblasti vefejného
zdravi byla Siroce pfijimana béhem pandemie Spanélské chfipky a byla zdrojem znacné diskuse ( Bootsma
2007 ).
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Proc¢ je dulezité udélat tuto recenzi

Ackoli se vyhody fyzickych intervenci zdaji samoziejmeé, vzhledem k celosvétovému vyznamu preruseni
prenosu respiracniho viru je pro planovani, rozhodovani a politiku nezbytné mit aktualni odhady jejich
ucinnosti. Pokracujici propuknuti onemocnéni COVID-19 a zpravy o nékolika novych studiich hodnoticich
riizné bariérové intervence v prevenci Sifeni viru SARS-COV-2 podnitily tuto aktualizaci ( WHO 2022 ).
Fyzikalni metody maji nékolik moznych vyhod oproti jinym metodam potlaceni propuknuti ARI, v€etné jejich
rychlého nasazeni a schopnosti byt nezavisly na infekénim agens, véetné novych virQ.

Charakteristickym rysem aktualizace z roku 2020 byl posun od zahrnuti vSech typl studii k zamérfeni pouze
na randomizované kontrolované studie (RCT), jejichz pocCet se podstatné zvysSil. Tato zmé&na umoznila
robustnéjsi souhrny diikazll z vysoce kvalitnich studii, které jsou mnohem méné nachyliné k riziku
mnohocetnych zkresleni spojenych s pozorovacimi studiemi, aby pomohly politikiim a tvircim rozhodnuti pfi
vytvareni narodnich a globalnich doporuceni. Aktualizace z roku 2020 identifikovala 67 relevantnich studii,
ale zadna nebyla provedena béhem pandemie COVID-19 ( Jefferson 2020 ). TFi kliCova sdéleni této
aktualizace byla: (1) programy hygieny rukou mohou pomoci zpomalit Sifeni respiraénich virQ; (2) nejistota,
zda by noSeni masek nebo respiratord N95/P2 pomohlo zpomalit Sifeni respiracnich vira; a (3) bylo
identifikovano nékolik studii pro jiné intervence. Jedna studie se zabyvala karanténou a Zadna se nezabyvala
ochranou o¢i, plastém a rukavicemi nebo detekéni kontrolou lidi pfi vstupu do zemé . Pfi poslednim hledani
aktualizace pro rok 2020 vSak bylo identifikovano Sest probihajicich, nepublikovanych studii; tfi z nich hodnoti
masky v COVID-19. Autofi recenze si jsou védomi toho, Ze od zvefejnéni aktualizace z roku 2020 bylo nyni
publikovano nékolik zkouSek, které tuto novou aktualizaci zaruéuji.

Toto je pata aktualizace ( Jefferson 2009 ; Jefferson 2010 ; Jefferson 2011 ; Jefferson 2020 ) Cochrane
Review poprvé publikované v roce 2007 ( Jefferson 2007 ).

Cile

Posoudit u¢innost fyzickych zasaht k preru$eni nebo omezeni Sifeni akutnich respiracnich virQ.

Metody

Kritéria pro zvazeni studii pro tuto recenzi

Typy studii

Pro tuto aktualizaci z roku 2022 jsme zvazovali k zafazeni pouze randomizované kontrolované studie na
individualni arovni (RCT), nebo klastrové RCT nebo kvazi-RCT.

Ve verzich tohoto prehledu pfed rokem 2020 jsme také zahrnuli observacni studie (kohorty, pfipadové
kontroly, pfed-po a studie ¢asovych fad). Pro tuto aktualizaci vSak existoval dostatek randomizovanych studii,
které se zabyvaly naSimi studijnimi cili, takZe jsme vyloucili observacni studie, protoZze randomizace je
optimalni metodou k zabranéni systematickym rozdilim mezi u€astniky v riznych intervenénich skupinach a
dale k rozhodovani o tom, kdo dostane intervenci a kdo ne. je ovlivnéna mnoha faktory, véetné
prognostickych faktor ( Higgins 2011 ). Tento bod je zde obzvlasté dulezity, protoze jedinci, ktefi se rozhodli
proveést fyzické intervence, pravdépodobné pouziji vice intervenci, takze je obtizné oddélit i¢inek jednotlivych
intervenci. Dale se pravdépodobné budou li$it od jedincu, ktefi neprovadéji fyzické zasahy zplsobem, ktery je
obtizné méfit.

Typy ucastniku

Lidé vSech vékovych kategorii.

Typy intervenci
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Zahrnuli jsme RCT a cluster-RCT studii zkoumajicich fyzické intervence nebo kombinace intervenci k
prevenci pfenosu respira¢niho viru ve srovnani s nicnedélanim nebo s jinymi intervencemi. Zajmové
intervence zahrnovaly: screening ve vstupnich pfistavech, izolace, karanténa, fyzickeé distancovani, osobni
ochrana (odévy, rukavice, pomucky), hygiena rukou, obli¢ejové masky, kloktani, nosni vyplachy, prostredky
na ochranu oci, obliCejové Stity, dezinfekce a Skola. uzavreni.

Typy méreni vysledku

Pro vysledky uvedené nize jsme neméli zadné predem urené kliCové Casové body zajmu nebo nezadouci
prihody zvlastniho zajmu, nicméné metody hodnoceni pfipadu virového respiraniho onemocnéni zalozené
na laboratornim potvrzeni musely byt zaloZzeny na pfesném testu v kombinaci s kritickymi dodatecnymi
informace. Prijatelnymi metodami byly napfiklad test polymerazové fetézové reakce (PCR) v kombinaci se
symptomy onemocnéni nebo sérologicky test na zacatku i na konci sledovani. Dale jsme stratifikovali analyzy
pomoci definic specifickych pro studii pro pfipady virového respiracniho onemocnéni, které zahrnovaly
Sirokou definici akutni respiracni infekce (ARI), specifictéjSi definici chfipkového onemocnéni (ILI) a
nejpresné&jsi definici laboratorné potvrzena respiraéni infekce, ktera identifikovala skute€¢ny virovy patogen. U
studii provedenych béhem pandemie COVID-19 jsme predpokladali, ze onemocnéni podobné COVID je
zaménitelné s ILI. V pfipadé laboratorné potvrzené respiracni infekce jsme oddeélili SARS-CoV-2/chfipku a
dalSi virové patogeny. Tyto vysledky jsme neshromazdili, protoze nelze pfedpokladat, ze ucinky fyzickych
zasahu budou stejné pro rlizné virové patogeny. Jedinou vyjimkou bylo srovnani hygieny rukou versus
kontrola, kde byly odhadované ucinky pro ARI, ILI a laboratorné potvrzenou infekci vysoce konzistentni.

Primarni vysledky
1. Pocty pfipadl virovych respiracnich onemocnéni (véetné akutnich respiracnich infekci (ARI),

onemocnéni podobnych chfipce (ILI), onemocnéni podobnych COVID a laboratorné potvrzené chfipky,
SARS-CoV-2 nebo jinych virovych patogent).

2. Nezadouci udalosti souvisejici se zasahem.

Sekundarni vysledky
1. Umrti.

2. Zavaznost virového respiracniho onemocnéni, jak je uvedeno ve studiich.
3. Absentérstvi.

4. Prijeti do nemocnice.

5. Komplikace souvisejici s onemocnénim, napf. zapal plic.

Vyhledavaci metody pro identifikaci studii

Elektronické reserse

Pro tuto aktualizaci z roku 2022 jsme vylepsili plvodni strategii vyhledavani pomoci kombinace dfive
zahrnutych studii a automatizacnich nastroju ( Clark 2020 ). Toto vyhledavani jsme pfevedli pomoci Polyglot
Search Translator ( Clark 2020 ) a provedli jsme vyhledavani v nasledujicich databazich:

1. Cochrane Central Register of Controlled Trials (CENTRAL) (2022, Issue 09), ktery zahrnuje
Specializovany registr skupiny Acute Respiratory Infections Group (vyhledano 4. fijna 2022) ( Pfiloha 1 );

2. PubMed (1. ledna 2020 aZ 4. Fijna 2022) ( piiloha 2 );

3. Embase (od 1. ledna 2020 do 4. Fijna 2022) ( Priloha 3 );
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4. CINAHL (Kumulativni index oSetfovatelské a pfibuzné zdravotnické literatury) (1. ledna 2020 az 4. fijna) (
pfiloha 4 );

5. Registr probihajicich zkouSek amerického Narodniho institutu zdravi ClinicalTrials.gov (leden 2010 az 4.
fijna 2022); a

6. Platforma mezinarodniho registru klinickych studii Svétové zdravotnické organizace (leden 2010 az 4.
fijna 2022).

Prohledavani databaze jsme zkombinovali se strategii Cochrane Highly Sensitive Search pro identifikaci
randomizovanych studii ve verzi MEDLINE: senzitivitu a pfesnost maximalizujici verzi (revize z roku 2008) (
Lefebvre 2011 ). Podrobnosti o pfedchozich vyhledavanich jsou k dispozici v pfiloze 5 .

Hledani dalSich zdroju

U v8ech nové zahrnutych studii jsme provedli zpétnou a dopfednou citacni analyzu ve Scopus, abychom
identifikovali dal$i potencialné relevantni studie.

Sbér a analyza dat

Vybér studia

Vysledky vyhledavani a citacni analyzy byly zpo€atku provéfovany pomoci nastroje RobotSearch ( Marshall
2018 ), aby byly vylou€eny v8echny studie, které zjevné nebyly RCT. Naskenovali jsme nazvy a abstrakty
studii identifikovanych pfi vyhledavani. Ziskali jsme fulltextové ¢lanky studii, které se bud zdaly splfiovat nase
kritéria zplsobilosti, nebo pro které nebyly dostate¢né informace, aby je bylo mozné vylougit. Poté jsme
pouzili standardizovany formulaF k posouzeni zpUsobilosti kazdé studie na zakladé celého ¢lanku.

Extrakce a sprava dat

Pét autor(i recenze (LA/GB/EF/EB/TOJ) nezavisle aplikovalo kritéria pro zafazeni na vSechny identifikované a
ziskané Clanky a extrahovalo data pomoci standardni Sablony, ktera byla vyvinuta a aplikovana na pfedchozi
verze recenze, ale byla revidovana. odrazet naSe zaméfeni na RCT a cluster-RCT pro tuto aktualizaci.
Jakékoli neshody jsme vyresili diskusi s PG nebo JMC jako arbitrem. Extrahovali jsme a nahlasili popisy
intervenci pomoci Sablony Template for Intervention Description and Replication (TIDieR) ( Tabulka 1 ).

Otevfit v prohlizedi tabulky
Tabulka 1. Popis intervenci v zahrnutych studiich s pouzitim polozek z kontrolniho seznamu Template for
Intervention Description and Replication (TIDieR)

Autor, ro¢ Kratky nazev Prijemce Pro¢ co (materialy) Co (postupy)

Masky ve srovnani s maskami bez nebo s riznymi typy masek
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Abaluck 2022

(dalsi zdroje:
Abaluck 2021a ,
Abaluck 2021b ,
Kwong 2021 )

Propagace
masek na drovni
komunity a
distribuce
bezplatnych
masek.

A. Latkové
masky popf

B. Chirurgické
masky s
moznymi
dalSimi prvky na
urovni vesnice:
i) motivacni

ii) znaceni

iii) pfipomenuti
textové zpravy

a prvky
domacnosti:

i) altruismus
nebo zpravy o
sebeobrané

ii) pocet
domécnosti,
které dostavaji
texty

iii) zavazek nosit
masku

Vedouci a
dospéli
hospodafi
venkovskych a
pfiméstskych
vesnic

Zvyste zavadéni a
spravné noseni
obli¢ejovych
masek ve velkém
meéfitku, abyste
zpomalili Sifeni
COVID-19 a
zachranovali
Zivoty, na zakladé
vyzkumu v oblasti
vefejného zdravi,
psychologie,
ekonomie,
marketingu a
dalSich
spole¢enskych véd
o strategiich
propagace a Sifeni
produktut

Masky barevné kédované domacnostmi,
bud:

A. Latkové masky: vnéjSi vrstva ze 100%
netkaného polypropylenu (70 gramt/m 2
[gsm]), 2 vnitfni vrstvy ze 60% baviny/40%
polyesterového Upletu (190 gsm), elasticka
smycka, ktera se obepina hlava nad a pod
y$ima a nosni hfbet; Gcinnost filtrace: 37 %

B. 3 vrstvy 100% netkaného polypropylenu
121 | elastické usni smy&ky a nosni mlstek;
ucinnost filtrace: 95 %.

Nalepka s logem masky s obrysem
bangladésské vlajky a frazi v bengalsting,
ktera si vSimla, Ze masku Ize prat a znovu
pouzit B ; Gginnost filtrace 76%

Poc¢ate¢ni 3 masky na domacnost

Video vyznamnych osobnosti vefejného
Zivota Ml diskutujicich o tom, prog, jak a kdy
nosit masku

BroZzura zaloZena na materialech WHO
zobrazujici spravné noseni rousek

Napsané proslovy pro vzory a mistni
vedouci pfi pate¢nich modlitbach

Skriptované textové zpravy

Penézni odmeény (190 USD) nebo
nepenézni odmény (certifikat) pro vesnice

Oznaceni na dvefich domacnosti
prohlasujici, ze jde o domacnost s maskou

Chytry telefon pro doru€ovani a pfijem
pfipomenuti textovych zprav

Reproduktor pro oznameni na trzich
vyzkumnymi pracovniky

Masky utkané a ziskané z mistnich
bangladésskych odévnich tovaren do 6
tydnu od objednani:

0,50 $ za latkovou masku a 0,13 $ za
chirurgickou masku

Masky a dezinfekce rukou pro personal
provadeéjici zasah

Naklady:

Latkové masky: 275,10 $/ves

Chirurgické masky:

88,90 $/ves

OOP pro zaméstnance: 70 USD/vesnice
Medialni naklady:

100 $/vesnice

Doprava a dal$i naklady: 30 $/vesnice
Materialy a psané a nékteré zvukové skripty
pro vzory, vidce, dozor¢i dustojniky a texty

atd. poskytnuté vyzkumnym tymem a v
online dodatku protokolu na osf.io/23mws/

VSechny vesnice:

1. distribuce
chirurgickych nebo
latkovych masek v
domacnostech a
promitani videa s
nosenim masek;

2. distribuce a
propagace masek
na vesnickych
trzich;

3. distribuce masek
v mesitach;

4. propagace mask
ve vefejném
prostoru;

5. modelovani roli ¢
obhajoba ze strany
mistnich vadcu,
véetné imam
bé&hem patecnich
modliteb pomoci
napsané feci.

Pravidelné
sledovani
kolemjdoucich a
pfipomenuti lidem,
aby si nasadili
masky

Nékteré vesnice:

vesnicka policie
doprovazi promoté
masek, poskytuje
vesnicim penézni
odmeény nebo
certifikaty, pokud s¢
mira no$eni masek
zlepsi.

Nékteré vesnice:

vefejna signalizace
noSeni rousek
pomoci napisu,
pripomenuti
textovych zprav,
zprav zdlraznujicic
altruistické nebo
sebeochranné
motivy pro noseni
rousek a vytahovar
verbalnich zavazkt
z domacnosti.

Modelovani
bezpecného nosen
rousek studijnim
personalem

Podrobné postupy
uvedené v online
dodatku protokolu
osf.io/23mws/
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Alfelali 2020 Oblicejové

masky

Barasheed 2014 Pouziti masky

pod dohledem

Bundgaard 2021 Masky na
oblicej
(dalsi zdroj (chirurgickeé)

Bundgaard 2020 )

Poutnici
hadzdz ve véku
218 let

Nabozensti
poutnici = 15
let

Komunitni
dospéli ve véku
18 let nebo
starSi s
pristupem k
internetu

Prevence a
kontrola virovych
respiracnich
infekci na
hromadnych
shromazdénich

Zabrante
respiraénim
virovym infekcim
na hromadnych
shromazdénich
pouzivanim rousek

Snizte u nositell
riziko SARS-CoV-2

infekce mimo
domov
prostfednictvim
ochrany nosu a Ust
pred kapi¢kami
nebo aerosoly
nebo
kontaminovanymi
prsty a rukama

50 chirurgickych obli¢ejovych masek na
UCastnika (chirurgicka maska 3M™

Standard Tie-On, kat. ¢.: 1816)

Pisemné pokyny pro pouziti masky (viz
pfiloha S1)

Obycejné chirurgické obli¢ejové masky (3M
Standard Tie-On Surgical Mask, kat. ¢.:
1816) vyrabéné spolec¢nosti 3M, USA; 5
masek denné

Pisemny navod k pouziti masky na oblicej
Specialni polyetylenové sacky na likvidaci

Na ucastnika:

50 x 3vrstvé, jednorazové, chirurgické
oblicejové masky s uSnimi poutky

(TYP Il EN 14683 (Abena, Dansko); rychlost
filtrace, 98 %; vyrobeno v Ciné)

1 odznak (s napisem: , Testuji pletové
masky — pro vas i pro mé*)

Pisemné pokyny a instruktazni videa pro
spravné pouzivani masek (viz pfiloha 8)
publikovaného ¢lanku v€etné odkazu na
video pro spravné pouzivani obli¢ejové
masky [v danstin€] vimeo.com/406952695

Poskytnéte masky
verbalni a tisténé
pokyny, pravidla pri
pouziti masky a
predvedeni
vhodného pouziti
masky (viz dodatek
S1)

Pravidla pro pouzit
masky:

* ,Snazte se
nedotykat se pfedn
Casti masky.

» Pokud je maska
vihka, mokra nebo
Spinava, vymérite ji

» Pfed a po vymeéné
rousek si vzdy
umyjte ruce.

» Pouzité rousky
vlozte do plastovér
sacku a vyhodte je
do odpadkového
kose. Popelnice
najdete nékde
pobliz vaseho stan
v Mine.”

Masky poskytovane
k indexu pfipadu a
jejich kontakty s
radami ohledné
pouzivani rousek
(pfed modlitbami, r
seminafich a po
jidle).

Poskytnuté pisemn
pokyny k pouzivan
obli¢ejové masky,
jeji vyméné a
likvidaci.

Dodavka rousek
zaslanych na adres
doma kuryrem

Poskytovani
pisemnych pokynt
zaslanych kuryrem
tom, jak a kdy nosit
rousky, v€etné
odkazl na
instruktazni video
pro pouziti rousek

Pokyn fidit se
radami mistnich
zdravotnickych
uradl (v Dansku)

Poskytovani
nasledné podpory
prostfednictvim e-
mailu a telefonni
linky pomoci pro
dotazy
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Canini 2010 Chirurgické Doméacnosti Omezit pfenos Poc¢ate¢ni dodavka 30 masek: Rouska predana
obli¢ejové (nad 5 let) prenosu chfipky pro dospélé a déti > 10: chirurgické masky s ihned pfi navstéve
masky velkymi kapénkami  uSnimi poutky, 3 vrstvy, proti zamlzovani praktického lékare

vznikajicimi pfi (AEROKYN, LCH medical products, Pafriz, doma s ukazkou
kasli v Francie) spravného pouZiti ¢
domacnostech Déti od 5 do 10 let: maska na oblicej poucenim k noSeni
KC47127, (Kimberly-Clark, Dallas , TX, po dobu 5 dnii v
USA) erFitomnosti'jinéhc.J
Uzaviené plastoveé sacky k likvidaci Clena domacno§t|
nebo v omezeném
prostoru (napf.
automobil) a
vyména kazdé 3
hodiny nebo pfi
poskozeni.

Jacobs 2009 Oblicejové Poskytovatelé  Snizte riziko Nemocni¢ni standardni jednorazova Poskytovani masel
masky nemocnicni infekce omezenim  chirurgicka a navodu k pouziti

zdravotnl"péc':e §[Fen|’ kapének maska MA-3 (Ozu Sangyo, Tokio,
(zdravot’m . pres masky Japonsko); mnozstvi neuvedeno
sestry, |ékafi a

spolecny

zdravotnicky

personal)

Loeb 2009 2 aktivni zasahy Zdravotnici Omezte prenos A. Chirurgické masky
A. chirurgické (zdravotni chfipky ve B. Respiratory N95 Poskytnuti masek
masky sestry) zdravotnickych nebo respiratorl
B. respiratory zafizenich N95

N95

kaslanim nebo
kychanim pomoci
ochrannych masek

Navod k pouziti a
spravné umisténi
zafizeni

Fit-testovani a
ukazka umisténi
N95 pomoci
standardniho
protokolu a postupt
(podrobnosti jsou
uvedeny)

Kvalitativni fit-
testovani pomoci
sacharinu nebo
protokolu Bitrex [7]

Macintyre 2009 2 aktivni Doméacnosti s Zabrante nebo A. Chirurgicka maska 3M, kat.¢. 1820; Poskytovani rousel

intervence ditétem s snizte prenos St Paul, MN, USA pro dospélé a letaku a

kromé pokynu horeckou a respiracéniho viru v B. Masky P2 (plocha maska P2 3M, vzdélavani o

pro kontrolu respiraénimi komunité katalogové €. 9320; Bracknell, Berkshire, prevenci infekci a

infekce pfiznaky prostfednictvim UK) pouzivani rousek

A. Chirurgické nefarmaceutickych A a B: zdravotni pokyny a brozury o kontrole Telefonické hovory

masky (SM) intervenci infekci vystupni rozhovory

B. Masky P2 zaznamenani

(P2) dodrzovani
pouzivani rousek
VS8echny skupiny:

byly poskytnuty
zdravotni pokyny,
letaky o kontrole
infekci
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Macintyre 2011

Macintyre 2013

Macintyre 2015

Macintyre 2016

3 aktivni zasahy Zdravotnici
A. Lékarské

masky

B. Respiratory

N95 testovany

C. Respiratory

N95

netestovany

3 aktivni zasahy Zdravotnici
A. Respiratory
N95 vzdy

B. Respiratory
N95 cilené
pouziti

C. Lékarské
masky

2 aktivni zdsahy Nemocni¢ni

A. Latkové zdravotnicti

masky pracovnici

B. Lékarské

masky

Pouziti Iékafské  Nemocni

masky domacnosti s
ILI (indexové
pfipady) a
jejich dobré
kontakty ve
stejné
domacnosti

(Iékafi a sestry)

Chrarite HCW tim,
Ze zabranite
prenosu chfipky a
jinych respiracnich
virti z pacient(
nosenim rousek

Chrarite HCW
pred respiracnimi
infekcemi od
pacientl pomoci
masky

Zabrarnite
respiraénim
infekcim u HCW
od pacientt
noSenim masek

Dobfe chrante lidi
v komunité pred
prenosem
respiracnich
patogenl
kontaktem s ILI
pomoci masky

Denni dodavka

A. 3 Iékarskych masek (3M lékafska maska,
katalogoveé €islo 1820, St Paul, MN, USA)

2 respiratory:

B. N95 fit-testovana maska (3M flat-fold N95
respirator, katalogové €islo 9132) fit-
testovana s 3M FT-30 Bitrex Fit Test kit
podle pokynu vyrobce (3M, St Paul, MN,
USA)

C. N95 netestovana maska (respirator 3M
flat-fold N95, katalogové ¢islo 9132)
Diarové karty pro zaznam pouziti

Denni zasoba:

A.aB.

2 respiratory

(3M Health Care

N95 Particulate Respirator; katalogové €islo
1860)

3M FT-30 Bitrex Fit Test Kit

C. 3 masky

3 masky

(3M Standard Tie-On Surgical Mask
katalogoveé Cislo maska 1817; 3M, St Paul,
MN, USA)

Diafova karta kapesni velikosti se
zaskrtavacimi policky pro pouziti s maskou

A. 5 latkovych rousek na dobu studia (2-
vrstvé, bavinéné)

B. 2 Iékarské rousky denné na kazdou
8hodinovou sménu po dobu trvani studia (3
vrstvy, netkany material)

VSechny rousky vyrobené mistné.

Pisemné pokyny k ¢isténi latkovych masek

21 lékarskych masek (chirurgicka maska 3M
1817)
Diarové karty pro pouziti masky

Dodavka rousek
nebo respiratora.
Pouceni o tom, kdy
je nosit, jak spravn
nasadit a uskladnit
(v papirovém sackt
v osobni skfifce)
Pouceni o
dulezitosti hygieny
rukou pfed a po
vyjmuti

Pro skupinu
testovanych na fit:
postup testovani fit

Dodavka respirator
Navod k pouziti
véetné ¢asl a fit
Postup testovani fil
podle pokyn(
vyrobce (3M)

Pro cilené N95:
kontrolni seznam
definovanych
vysoce rizikovych
postupl, véetné
béznych postupl
pro vytvareni
aerosolu

Latkové nebo
|ékarské rousky
nosit po celou dobt
smény.

Latkové rousky je
tfeba denné po
smeénach prat
mydlem a vodou a
zdokumentovat
proces Cisténi.
Poskytovani
pisemnych pokyn(
pro cisténi latkové
masky

Dodavka rousek
Pokyny pro noSeni
rousek a protokol o
myti rukou
Poskytnuti diard
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Radonovi¢ 2019

Hygiena rukou

Alzaher 2018

2 aktivni zasahy
A. N95
respiratory
(N95)

B. Lékarské
rousky (MM)

Workshop
hygieny rukou

Zdravotnicky
personal
ambulantnich
pracovist v
ramci
lékarskych
stfedisek

Divky ze
zakladni Skoly

Zabrante HCP v
ziskani

virovych
respiracnich
infekci na
pracovisti a jejich
prenosu na ostatni
pomoci uc¢inné
ochrany dychacich
cest pomoci
respiratorti N95,
které snizuji
expozici aerosolu
a vdechovani
malych ¢astic ve
vzduchu, splfiuji
pozadavky na
filtraci a tésné
priléhayji

Cilené na skolni
déti s cilem zlepsit
hygienu rukou, aby
se snizily absence
ve $kole kvuli
infekci hornich
cest dychacich a
Sifeni infekce ve
Skolach a do rodin

A. Respiratory N95: Ugastnici byli
instruovani, aby
nosili pfidélena
ochranna zafizeni,
kdykoli byli umistér
do
PFR95-270, PFR95-274 (Dallas, TX, USA)

6 stop (1,83 m) od

3M Corporation 1860, 1860S a 1870 (St
Paul, MN, USA) nebo Kimberly Clark
Technol Fluidshield

B. Lékafska maska Precept 1532 NC , USA) pacientd s

nebo podezienim nebo
potvrzenym

Kimberly Clark Technol Fluidshield 47107 )

(Dallas, TX, USA). respiraénim

onemocnénim, a

Upominkové cedule umisténé na kazdém aby si pfi kazdé

misté interakci s
pacientem nasadili

PFfenosny pocita¢ vybaveny softwarem pro novy N95/MM.

zaznam dat (HandyAudit; Toronto, Kanada),

ktery dokumentuje dodrZzovani ( Radonovich Doporu¢ena

2016) hygiena rukou

véem Ucastnikim v
souladu s

pokyny Centra pro
kontrolu a prevenci
nemoci. Na kazdér
misté studie byly
dodrzovany

zasady prevence
infekci . Pfipoment
umisténé na
strankach a
odeslané e-maily.
Kazdoro¢ni fit-test
pro v§echny
ucastniky. Testovar
filtrace provadéné
na modelech
zafizeni ve studii.
DalSi podrobnosti v
protokolu (
Radonovich 2016 )

6minutovy videoklip 2 sourozencu, ktefi
absolvovali Skolni zdravotni vychovu o
hygiené rukou

Dodavka workshop
a distribuce
podplrnych
materiald (hry a
plakaty) do Skoly a
studentt

Kratka interaktivni pfednaska na téma:
bézné infekce ve Skolach,

zplisoby prenosu, postup myti rukou
mydlem a vodou véetné toho, kdy si umyt
ruce

Logické hry souvisejici s hygienou rukou

Plakaty s obrazky kreslenych princezen
propagujici myti rukou
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Arbogast 2016

Multimodalini
intervenéni
program
hygieny rukou
kromé ovladani
kratkého videa

Administrativni
budovy a
zaméstnanci
zdravotni
pojistovny

Omezte prenos
choroboplodnych
zarodku z ruky do
ust ze sdilenych
pracovnich
prostor( a zafizeni
na pracovisti, a tim
i naroky na
zdravotni péci a
nepfitomnost v
praci diky lepSi
hygiené rukou na
pracovisti

Alkoholovy dezinfekéni prostfedek na ruce
(PURELL Advanced, GOJO Industries Inc,
Akron, OH, USA) instalovany jako nasténné
davkovace, stojany nebo volné stojici lahve

Jedna 8-uncova lahev dezinfekéniho
prostfedku na ruce (PURELL Advanced) na
kabinu

Jeden 100-nasobny kanystr ubrouskd na
ruce (PURELL Wipes) na box

Doplrikové produkty uloZzené v zasobovaci
mistnosti

(kromé stavajici pény na myti rukou (GOJO
Green Certified Foam Handwash) a
nasténného nasténného davkovace
dezinfekéni pény na ruce (PURELL, GOJO
Industries), ktery je jiz pfed zasahem k
dispozici v blizkosti vychodu z toalet)

Identické mydlo na vSech toaletach
Interven¢ni a kontrolni skupina:

struéné (< 1-minutové vzdélavaci video) o
spravné technice hygieny rukou, jak pro
myti, tak pro dezinfekci rukou

"Umyijte si ruce", napis propagujici
dodrzovani hygieny rukou, byl jiz vyvéSen u
vychodu z toalet na kontrolnich i
intervenénich mistech.

Potfeby pro hygien
rukou instalované \
kancelafrich.

Produkt doplfiovan
byl na pozadani
snadno dostupny
jednotlivym
zaméstnanctim
prostfednictvim
jednoduchého
procesu.

Sledovani zasilek
produktt na mista

Fyzicky odbér a
Uplna vyména
mydla,
dezinfek&niho
prostfedku a
ubrousku

Intervencni a
kontrolni skupina:

vzdeélavaci video
vlozené na konci
zakladniho online
prizkumu znalosti
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Azor-Martinez
2016

Program na
myti rukou

Déti zakladnich
Skol a jejich
rodice a ucitelé

Zabrarnte pfenosu
infekci hornich
cest dychacich ve
Skolach a do rodin
prostfednictvim
nefarmaceutickych
pripravk

intervence
programu myti
rukou ve Skolach

Brozura o povédomi a zvycich myti rukou
Materialy s obsahem workshopu

PFibéhy, pisné a plakaty ve tfidach o
hygiené rukou a pfenosu infekci

Dezinfekéni prostfedek na ruce (dezinfekéni
prostfedek na ruce ALCO ALOE GEL od
Americo Govantes Burguete, SL Madrid,
Spanélsko obsahujici 0,2 % chlorhexidin
diglukonatu, 1 % fenoxyethanolu, 0,1 %
benzalkoniumchloridu, 5 % aloe
barbadensis, 70 % denat ethylalkoholu,
pomocné latky mnozstvi 00 ml dostatecné
na 170 %, pH 7,0 az 7,5)

Informacni plakat o tom, kdy a jak si myt
ruce

Pisemné a ustni pokyny pro ucitele, rodie a
studenty o vlastnostech, moznych
vedlejSich ucincich a preventivnich
opatfenich pro pouZiti a skladovani gelu

BrozZura zaslana
rodi¢lim postou se
studijnim
informacnim listem

Workshop pro zaky
a uditele:

Casté infekce ve
Skolach, pfenos a
prevence, pokyny k
spravnému myti
rukou (voda a
mydlo, myti > 20 s,
osuseni rukou),

pouzivani
dezinfek&nich
prostfedkl na ruce
mozné vedlejSi
ucinky

Cinnosti ve tfidé
spojené s hygienot
rukou a pfenosem
infekci

Posileni hygieny
rukou uciteli

Zasobniky
dezinfekce na ruce
pfipevnéné ke
sténam s
informacnim
plakatem o myti
rukou

Dohled nad
mlads$imi détmi pfi
pouzivani
dezinfekce na ruce
a podavani
dezinfekce v
pfipadé potreby

Pouceni déti o
postupech myti
rukou po toaleté a
pfi znecisténi a
spravné pouziti
dezinfekce rukou '
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Azor-Martinez
2018

Vzdélavaci
program a
hygiena rukou

2 aktivni
zasahy:

A. mydlo a voda
B. dezinfekéni

prostfedek na
ruce

Denni
stacionare a
jejich osettujici
déti, jejich
rodice a
zaméstnanci
DCC

Zabrarnte pfenosu
infekci dychacich
cest zlepsenou
hygienou rukou
déti, rodi¢a a
personalu pomoci
postupl myti
rukou a pouzivani
dezinfek&nich
prostfedku na ruce
diky svym
baktericidnim a
virucidnim
vlastnostem

A. Tekuté mydlo (zadné specifické
antibakterialni slozky (pH = 5,5))

NEBO

B. Dezinfekéni prostfedek na ruce (70%
etylalkohol (pH = 7,0 az 7,5)) pro domaci
pouziti a v davkovacich pro skolni tfidy
Obsah workshopu

PFibéhy, pisné a plakaty o hygiené rukou a
prenosu infekci

Instalace davkovac
tekutého mydla
nebo dezinfekce nz
ruce ve tfidach

Dohled a podavani
dezinfekce rukou v
pfipadé potreby

3 workshopy
hygieny rukou pro
rodice a
zaméstnance DCC

1. Postupy myti
rukou, pouziti
dezinfekce rukou,
mozné vedlejSi
ucinky a

preventivni opatfer
(pouze HSG)

2. Rl a jejich Ié¢ba
3. Horecka

Pokyny pro déti,
rodie a
zameéstnance DCC
tykajici se obvyklyc
postupl a protokolt
myti rukou 1]

Aktivity ve tfidé
(pfibéhy a pisnicky
o hygiené rukou a
prenosu infekci
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Biswas 2019

Vyuka
dezinfekce
rukou a
respiracni
hygieny

Zakladni Skoly
a jejich zaci a
zaméstnanci

Snizit pfenos viru
chfipky v celé
komunité
zlepsenim myti
rukou a respiracéni
hygieny a
pouzivanim
dezinfekénich
prostfedkd u
Skolaku jako
prispévatell k
prenosu viru v celé
komunité

Dezinfekeni prostfedek na ruce

(63% etylalkohol) v bezbarvych,
prahlednych 1,5-litrovych mistnich
plastovych lahvich (vyrabéné mistni
farmaceutickou spole¢nosti a byly komeréné
dostupné v Bangladési (cena: 5,75 USD/I))

Videoklip o postupech hygieny dychacich
cest

Materialy pro zménu chovani — 3 barevné
plakaty (viz pfiloha papiru)

Ucebni materialy pro hodiny hygieny

Instalace dezinfekc
rukou do
nasténnych
davkovacu ve vsec
u¢ebnach a mimo
vSechny toalety,
doplfiovana
terénnimi
pracovniky dle
potreby

Podpora pouzivani
dezinfek&niho
prostfedku v 5
klicovych €asech
béhem dne ['2]

Vyuka hygieny
rukou a dychacich
cest zajisténa. [3]

Integrace
hygienickych
sdéleni do Skolnihc
vzdélavaciho
programu hygieny

Doruceni videoklipt
o praxi respiracni
hygieny

Materialy pro zmén
chovani
distribuované a
rozmisténé po
Skolach.

Pouziti dezinfekce
tfidnimi uciteli po
Skoleni

Skoleni vybranych
ucitelt po konzultax
s feditelem Skoly a
fidicim vyborem v
klic¢ovych sdélenict
Sdéleni klicovych
sdéleni vybranymi

uciteli ostatnim
ucitelim
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Correa 2012

Divita 2011

Feldman 2016

Détska centra
a jejich
zaméstnanci a
déti

Ruéni lestidla
na bazi alkoholu

Propagace Domacnosti s
domaciho myti indexovym
rukou pacientem s ILI

2 aktivni zasahy Namorni lodé a
jejich namofnici

A. Dezinfekce
rukou
chlorhexidin
glukonatem +
hygienicka
edukace

B. Hygienicka
vychova

Snizit vyskyt a
prenos infekci u
déti zlepSenim
hygieny rukou tam,
kde je nedostatek
vody, véetné
poskytovani ABH
a Skoleni v
technikach vyuky
hygieny rukou

Zabrarite pfenosu
chfipky v
domacnostech v
prostredi s
nedostatec¢nymi
zdroji poskytnutim
zafizeni na myti
rukou a jejich
pouzivani v
kritickych ¢asech
pro pfenos
patogent

Snizeny pfenos
infekce a zlepSena
hygiena rukou u
namornikd, ktefi
jsou vystaveni
zvySenému riziku
kvuli uzavienému
prostfedi, kontaktu
se spole¢nymi
povrchy a Spatné
kulture HH

Davkovace lihovych pfipravkl na ruce s
etanolem 62,0 % (PURELL, GOJO
Industries, Akron, OH, USA)

Materialy pro workshopy [4]

Vizualni upozornéni na techniky ABH v
koupelnach a vedle davkovacu

Stanice na myti rukou mydlem

roztok Septadinu (Floris, Misgav, Izrael)
70% alkohol a 0,5% CHG; neaktivni
materialy: ¢iSténa voda, glycerin,
propylenglykol a methylenova modf

ABH a skoleni

0 spravném
pouzivani pro
personal a déti

Predsoudni pouziti
ABH pro ucitele,
ktefi dodrZovali
doporuéené
techniky vyuky HH
instruovali ucitele,
aby pfidali ABH k
bézné HH a dali
prednost myti rukol
mydlem a vodou,
pokud jsou ruce
viditeIné znecisténe

Prabézné
doplriovani ABH

Workshopy pro
opakovani techniky
ABH (8/centrum)

Sledovani
bezpecnosti,
spravné pouziti
ABH, mnozZstvi
pouzitého ABH

Poskytovani stanic
na myti rukou

Motivace myti ruko
k myti v kritickych
Casech pro prenos
patogen( (napf. po
kaslani nebo
kychani)

Instalace
dezinfekénich
zafizeni CHG na
lodé spolu s béznyi
mydlem a vodou

Dodavka a
dopliiovani CHG
(zasilana lodim be:
ohledu na
pozadavky na
doplnéni)

Hygienicka
instruktaz namornii
|ékafem (pro
interven¢ni skupiny
studijni kontrolni
skupinu)
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Gwaltney 1980

Hubner 2010

A. Virucidni
pfiprava rukou

B. Placebo (bez
kontroly)

Alkoholova
dezinfekce
rukou

Zdravi mladi
dospéli

Zameéstnanci
(administrativni
pracovnici)

Snizte miru
infekce
prerusenim Sifeni
viru rukou nebo
samoockovanim

Snizte absenci a
§ifeni infekce u
zameéstnancu
administrativy s
Gastym kontaktem
se zakazniky a
praci s papirovymi
dokumenty diky
lepSi hygiené
rukou

A. Virucidni pfiprava rukou:
vodny jod (2% jod a 4% jodid draselny)
B. Placebo: vodny roztok

potravinafrskych barviv (Kroger; Kroger Co.,
Cincinnati, OH, USA) smichanych tak, aby
pfipominaly barvu jédu s 0,01 % jodu a 0,02
% jodidu draselného za vzniku jédového
zapachu

Masky

2 dezinfekéni prostfedky na ruce na bazi
alkoholu (lahve 500 ml) pro stolni pouZiti pro
zajisténi minimalni namahy pfi pouziti:

1. Slozeni Amphisept E (Bode Chemie,
Hamburg, Némecko) na bazi ethanolu (80
% wiw) s antibakterialni, antifungaini a
omezenou aktivitou inaktivujici viry.

2. Pro ucastniky s koznimi problémy:

Sterillium (Bode Chemie, Hamburg,
Némecko) 2-propanol (45 % w/w), 1-
propanol (30 % w/w) a mecetronium
etilsulfat (0,2 % w/w), s pfemastovacim
ucinkem a pusobi proti bakterie, plisné a
obalené viry.

Krém na ruce: Baktolanovy balzam, emulze
voda-v-oleji bez neantibakterialnich
vlastnosti (Bode Chemie, Hamburg,
Némecko)

Ponoreni kazdého
prstu a palce obou
rukou do
proximalniho
interfalangealniho
kloubu
(interfalangealniho
kloubu palce) do
uréeného pfipravki
na 5 sekund a poté
suSeni na vzduchu
po dobu 5 az 6
minut

Expozice pfijemcl
darcdm bud ihned
po oSetfeni, nebo
2-hodinové prodlev
kontaktem ruky s
darcem hladicimi
prsty po dobu 10
sekund

Masky, které nosi
darci a pFijemci
béhem procedury.

Prijemci byli
umisténi do
jednotlivych
izola¢nich mistnost
po druhé expozici ¢
do konce
experimentu.

Zaijisténi otirani
rukou a pouceni o
pouziti pouze podle
potfeby v praci a v
souladu s platnou
normou 9] ;
minimalné 5x
denng, zejména po
toaleté, smrkani,
pred jidlem a po
kontaktu s
nemocnymi kolegy,
zakazniky a
archivniho material
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Ladegaard 1999

(prelozeno z

danstiny)

Program

hygieny rukou zameéstnanci,
déti a rodice
deti

Intervence myti  Domacnosti

rukou na webu (nad 18 let),
ktefi byli
praktickymi
pacienty

Sousedstvi a
jejich
domacnosti

Podpora myti
rukou na urovni
sousedstvi se 2
zasahy na
arovni
domacnosti

A.
Antibakterialni
mydlo

B. Obycejné
mydlo

Jeslicky a jejich  Snizit riziko

infekce v péci o
déti zvySenou
hygienickou
osveétou
pracovniku jesli,
motivaci zafizeni
Skolky k pravidelné
hygiené rukou a
informovanim
rodi¢d o hygiené
rukou

Zabrarite pfenosu
infekci dychacich
cest pomoci
zlepsené hygieny
rukou, aby se
omezilo Sifeni
prostfednictvim
tésného kontaktu
(prostfednictvim
kapicek) a
kontaktu z ruky do
tvare

Zlepsit myti rukou
a koupele s
mydlem v
prostfedich, kde
jsou prenosné
nemoci hlavnimi
pric¢inami détské
morbidity a
umrtnosti

Personalni pfiru¢ka s doporu¢enimi pro:
hygienu, ventilaci, mimopobytovou péci,
prisnéjsi hygienické predpisy u vybranych
onemocnéni

Pohadka a plakat ,Princezna, ktera si
nebude myt ruce”

Barveni ve vykresech
Pisen a fikanky ,Umyjte si ruce*.

Tricko pro déti s napisem ,Cisté ruce — ano
dékuji“

Diplom pro déti a knihu ,Princezna, ktera si
nemyje ruce” mohou vyuzit i rodi€e s
ditétem

Informacni letak pro rodi¢e v obalce

Program na webovych strankach:
poskytoval informace o dulezitosti chfipky a
roli myti rukou;

vyvinuli plan, jak maximalizovat tvorbu
zaméru pro myti rukou;

posilené vstficné postoje a normy;
fesil negativni pfesvédceni

(URL uvedena pro demonstraéni verzi jiz
neni aktivni; viz www.lifeguideonline.org )

Prezentace, videokazety a brozury
znazornujici zdravotni problémy zpusobené
kontaminovanymi rukama a specifické
pokyny pro myti rukou

Mydla: 90-gramové bilé tyCinky bez znacek
nebo symbolu, stejna viné s identickymi
generickymi bilymi obaly se sériovymi Cisly
pfizpusobenymi domacnostem

A. Domacnosti: 2 az 4 bilé ty¢inky 90-
gramového antibakterialniho mydla
obsahujiciho 1,2 % triklokarbanu
(Safeguard Bar Soap: Procter & Gamble
Company (Cincinnati, OH, USA)

B. Domacnosti: obycejné mydlo (bez
triklokarbanu)

Balicky mydla

Setkani
zaméstnancul v
kazdém DCC a
Skoleni o
mikrobiologické
pri¢iné Sifeni
infekce vedené
Narodni radou pro
zdravi a hygienu

Vychova déti k myt
rukou (o bakteriich
pro¢ a kdy si myt
ruce)

Praktické kurzy my
rukou pro 4 az 5 dé
najednou

Poskytnuti tricka,
knihy a diplomu
détem

Poskytovani letaku
pro rodice

Poskytnuti odkazu
na webové stranky
pro pfimé pfihlaser

Automatizované e-
maily vyzvaly
Ucastniky, aby
vyuzili sezeni a
vyplnili mésiéni
dotazniky a
dodrzovali myti
rukou.

Propagace myti
rukou ve Ctvrtich:

Sousedské schizk
10az 15
domacnosti (matek
z okolnich domu a
meésicni schuzky pi
muze

Mydlo do
domacnosti

Navstévy terénnihc
pracovnika doma:
diskutovali o
dllezitosti a
spravném myti
rukou (navlhcete
ruce, zcela je
namyjte mydlem,
tfete je o sebe po
dobu 45 sekund a
Uplné oplachnéte)
propagovali
pravidelné név¥ky
myti rukou [17

Podpora
kazdodenniho
koupani mydlem a
vodou
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Millar 2016 dalsi
podrobnosti z
Ellis 2010

Morton 2004

Kromé
instruktaze SSTI
pfi vstupu byla
ke kontrole
rovnéz
poskytnuta
intervence
prevence
infekce kuze a
meékkych tkani

A. RozSifeny
standard
B. Chlorhexidin

Zdravé ruce
(alkoholovy gel
jako doplnék k
myti rukou)

Vojensti
stazisté

Zakladni Skoly
a jejich détia
zaméstnanci

Zlepsit postupy
osobni hygieny,
aby se zabranilo
infekcim, zejména
akutnim
respiraénim

infekce u
vojenskych
praktikantu, ktefi
jsou vystaveni
zvySenému riziku

Predchazet
infekcim u déti ve
véku zakladni
Skoly, které jsou
zvlasté zranitelné,
pomoci
doplrikového
uzivani
alkoholového gelu
a vzdélavani
zalozeného na
Health Belief
Model (HBM) (
Kirscht 1974 )

A. RozSifeny standard: dopliikové materialy
(karticka a plakaty v kasarnach)

B. CHG: Télovy myci prostfedek na bazi

CHG (Hibiclens, Mélnlycke Heath Care,
Norcross, GA, USA)

Alkoholovy gel a davkovace:
AlcoSCRUB (60% etylalkohol) dodavany
spole¢nosti Erie Scientific Company,
Portsmouth, NH, USA

Protokol "Pravidla zdravych rukou" ['9]

(Obrazek 3 na papife)

PFiru¢ka zdroju zdravé ruky pro Skolni
sestru, dostupna pro rodice

Mési¢ni zpravodaje pro rodi¢e

Magnet na lednic¢ku "Zdravé ruce" pro
rodiny (viz obrazek 2 na papife)

Informacni dopis mistnim poskytovatelim
primarni péce, pediatrim, rodinnym lékarim
a pokrocilym praktickym sestram

Kurikulum a materialy ,Germ Unit* v€etné
zarode¢nych modelt a Glo Germ

Poskytovani osveéty
a hygienickych
opatfeni nad ramec
standardni prevenc
SSTI

pfi vstupu:
RozSifeny standarc
doplrikové
materiald

CHG: jako pro
rozSifenou
standardni skupinu
plus télovy myci
prostfedek na bazi
CHG a navod k
pouziti

Protokol zdravych
rukou zaveden po
vyuce ,Zarodec¢né
jednotky*“ ve tfidact

Denni upominky
détem na mistnim
rozhlase (v prvnim
tydnu), poté tydenr
upominky

Kontrola protokolu
kazdé tfidé po
prazdninach skolni
sestrou

2 navstévy skolni
sestry ve tfidé

Magnet ,Zdravé
ruce“ poskytnuty
rodicim a
opatrovnik{m.

,Ruéni kontroly ve
stfedu” k identifikac
nepfiznivych ucinki
gelu
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Nicholson 2014

Ruéni myti s

mydlo

Domacnosti s
5letymi détmi a
jejich matkami

Zacilené na Sleté
déti a jejich matky
jako na Cinitele
zmény ke snizeni
vyskytu
respiracnich
infekci (a
prajmovych
onemocnéni)
pomoci myti rukou
s vyuzitim principt
zmény chovani (
Claessen 2008 ),
véetné socialnich
norem pro dité a
matku ( Perkins
2003 ), s vyuZzitim
strach z
kontaminace a
znechuceni (
Curtis 2001 ), tlak
vrstevniku ( Sidibe
2003 ), posilovani
moralky a podpora
vytvareni siti

Pocatecni zasoba 5 kusl bezplatného
mydla (90-gramové ty¢inky Lifebuoy) byla
doplInéna po predloZeni prazdnych obalu.

PFfipomenuti environmentalnich tag (vésaky

na sténu, zavésy)

Odmeény (napf. samolepky, mince, zvifatka)

Poskytovani
programu mydla a
socialniho
marketingu ( Sidibe
2009 ) (znacka
Lifebuoy) pro
vzdélavani, motivar
a odmeénovani déti
za HWWS v
kli¢ovych ¢asech

Tyden 1az17:
prilezitosti k myti
rukou, vychova pro
bakteriim, vyznam
mydla pfi
odstrafiovani
choroboplodnych
zarodku

Od 18. tydne:
podpora HWWS pf
5 klicovych
prilezitostech
podporena
environmentalnimi
podnéty

"Ucebny" pro déti

Domaci navstévy
pro matky

Vecery rodict na
posileni moralky,
budovani siti a
soutéze o
dodrzovani,
dokonceni ukolu a
zdobeni slozek

Zalozeni klubu
"Dobrych maminek
pro sdileni tipa
HWWS

Odmeény
poskytované
maminkami.

Déti byly vybizeny
tomu, aby
obhajovaly HWWS
rodinach pred
jidlem.

Stanoveni
socialnich norem
pro dité a matku se
zastavami pred
vrstevniky
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Pandejpong 2012

Knéz 2014

3 aktivni zasahy
(bez kontroly)
rizné casové
intervaly
aplikace
alkoholového
gelu na ruce

A. Kazdych 60
min

B. Kazdych 120
min

C. Jednou pred
obédem

Zaijisténi
dezinfekce
rukou (kromé
Skoleni o
hygiené rukou je
poskytovano
také kontrolni
skuping)

Predskolni tfidy
(zaci i ucitelé) a
jejich rodice

Zakladni Skoly
a jejich Zaci,
ucitelé a
administrativni
pracovnici

Cilené predskolni
déti, které mohou
mit vysokou miru
infekce ILI; maji
blizkou interakci,
takze hrozi
nebezpecdi
prenosu
vzduchem,
kapénkami a
kontaktem; a jsou
stale mladsiho
véku diky gelu na
ruce jako jediné
strategii pohodiné
a ucinné
dezinfekce

Snizit pfenos
infekénich nemoci
v komunité z
Clovéka na Cloveéka
tim, Ze se
zaméfite na
zlepSenou a
dodatecnou
hygienu rukou
Skolnich déti
prostfednictvim
dezinfekce rukou
pod dohledem jako
alternativy ke
zlepSeni a udrzbé
zarfizeni koupelen

1 nadoba alkoholového gelu na ruce na
ucebnu (aktivni slozky: ethylalkohol, 70%;
chlorhexidin glukonat, 1%; Irgasan
(triclosan), 0,3%)

Cena gelu na ruce kazdych 60
minut byl 6,39 USD na dité za 12 tydnu

Letak popisujici rizikové faktory ILI pro
kazdou rodinu

"Bez dotyku" davkovace

(> 60 % etanolu) pro kazdou tfidu, ktera
vydala davku, kdyz byly ruce umistény pod
infracerveny senzor

Doplnéni dezinfekéniho prostfedku podle
potfeby

Ucitelé dostali
pokyn:

v pfipadé potfeby
pomozte kazdému
ditéti s davkovanir
gelu na ruce

Casovy interval,

gel na ruce spravne
skladujte a podle
potfeby gel doplrite

Sledovani pouziti
gelu na ruce ve
stanovenych ¢asec

V kazdé ucebné
jsou instalovany
vydejni stojany.

Ucitelé pozadali,
aby zajistili, ze déti

pouzival dezinfekéi
prostfedek v
urcitych Casech a
dohliZzel na obecné
pouziti ( McKenzie
2010).

Tydenni navstévy \
tfidé za ucelem
dopInéni
dezinfek&niho
prostfedku a mérer
pouzitého mnozstv

Je poskytovana
30minutova vyuka
hygieny rukou ve
tridé (také pro
kontrolni skupinu)
plus instrukce k
pouziti dezinfekce
rukou.
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Ram 2015

Roberts 2000

Sandora 2005

Podpora mydla
a intenzivniho
myti rukou

Vzdélavani o
opatrenich pro

kontrolu infekci,

myti rukou a
aseptickém
utiréni nosu

Zdravé ruce
Zdravé rodiny

Domacnost a
jeji hospodafi
(dospéli a déti),
ktefi méli
hospodare s ILI

Détska centra
a jejich
zaméstnanci a
déti

Rodiny s
indexovym
ditétem v pédi
o déti mimo
domov

Snizit pfenos ILI a
chfipky v
domacnostech
podporou myti
rukou v
domacnostech s
majitelem
domacnosti s ILI,
protoze ostatni
domaci, ktefi se
maji dobre, jsou
vystaveni
nejvyssimu riziku
expozice kvuli
preplnénym a
$patné vétranym
domovim.

Sledované
konstrukty socialni
kognitivni teorie a
modelu viry ve
zdravi ( Glanz
2008 ) a
komunikace o
zmeéné chovani
pomoci konceptu
socialniho
marketingu .

Snizit pfenos
respiracnich
infekci v centrech
péce o déti
prostfednictvim
zlepSenych
postupl kontroly
infekci

Snizte pfenos
nemoci v
domacnosti
prostfednictvim
multifaktorové
kampané
zaméfené na
osveétu v oblasti
hygieny rukou a
dezinfekci rukou

Stanice na myti rukou v centralnim umisténi
kazdé smési pomoci:

velka nadoba na vodu s kohoutkem;
plastové pouzdro na mydlo;
kostka mydla.

Karticky zobrazujici kritické ¢asy pro myti
rukou:

po kasli nebo kychani;

po vycisténi nosu nebo nosu ditéte,

po defekaci;

po vycisténi ditéte, které se vyprazdnilo;
pfed pfipravou jidla nebo podavanim;

pred jidlem.

GloGerm (GloGerm, Moab, UT, USA)
Informacni bulletiny pro zaméstnance
Pisni¢ky a Fikanky na myti rukou

Plastové sacky (sendvicové sacky k dostani
v supermarketech) na zakryti rukou pro
otirani nosu

Alkoholovy dezinfekéni prostfedek na ruce:
aktivni slozka: 62 % etylalkohol (PURELL
Instant Hand Sanitiser; GOJO Industries,
Inc, Akron, OH, USA)

Vyukové materialy o hygiené rukou doma
(informacni listy, hracky, hry)

Stanice na myti
rukou v kazdém
objektu

Didaktické a
interaktivni
skupinové
vzdélavani a nacvil
dovednosti
popisujici pfiznaky
chfipky, pfenos a
prevenci,
podporujici
zdravotni a
nezdravotni pfinos
myti rukou mydlem
a identifikaci bariér
navrhovana feseni
myti rukou mydlem

Kazdodenni dohlec
véetné vazeni myd
a vymény, pokud =
20 g, a v pfipadé
potfeby doplnéni
vody do nadoby

VyvéSovani
tagovych karet

Pozadejte
domacnosti, aby
predvedli myti ruko
mydlovou technikol

Skoleni
zaméstnancu v
dobrém zdravotnin
stavu (vyvinuto
Kendrickem 1994 )
a prakticky nacvik
myti rukou s
GloGerm

Ctrnactidenni
navstévy a
informacni bulletiny
k posileni Skoleni e
ke sdélovani techn

Doporucena
technika myti rukot
podle tehdejSich
pokynt 21 a po
toaleté, pred jidlem
po vyméné plenek
(personal a dité) a
po utirani nosu,
pokud neni pouzita
zabrana

Vyuka techniky pro
déti a myti rukou pi
kojence

Dodavka
dezinfek&nich
prostfedkl a
materialu pro
hygienu rukou

Telefonaty jednou z
dva tydny

Dvoutydenni
vzdélavaci materia
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Savolainen-Kopra
2012

dalSi podrobnosti

ze Savolainen-
Kopra 2010

Stebbins 2011

STOPFLU

Zvysena
hygiena

2 aktivni zasahy

IR1. Myti vodou
a mydlem

IR2. Tteni rukou
na bazi alkoholu

LPRACUJ s
chfipkou®

(dezinfekce
rukou a Skoleni
v oblasti
hygieny rukou a
dychacich cest)

Administrativni
pracovnici
kancelarskych
pracovnich
jednotek

Zakladni Skoly
a jejich zaci a
tfidni ucitelé

Zabrante pfenosu
respiracnich
infekci na
pracovistich
prostfednictvim
zvySené hygieny
rukou s
doporucéenimi
tykajicimi se
chovani ke snizeni
prenosu
kapénkami pfi
kaslani nebo
kychani

Cilené na déti
Skolniho véku jako
dulezité zdroje
pfenosu chfipky
prostfednictvim
zlepSené etikety
proti kasli a
hygieny rukou ve
Skolach, veetné
dezinfekce jako
potencialniho
levného
nefarmaceutického
pfipravku

zasahy

IR1: Tekuté mydlo na ruce (,Erisan Nonsid*“
od Farmos Inc., Turku,

Finsko)
IR2: navic:

Alkoholovy mydlo na ruce, 80% etanol (,LV*
od Berner Inc., Helsinki, Finsko)

Lahve s produktem pro hygienu rukou
(zdarma) pro pouziti doma i v kancelafi
(IR2).

Pisemné pokyny o hygiené pro dal$i pouziti

Davkovace dezinfekce rukou

s 62% dezinfekénim prostfedkem na ruce
na bazi alkoholu od PURELL (GOJO
Industries, Inc, Akron, OH, USA)
automaticky vydava 1 davku

Toalety vybavené
tekutym mydlem ne
ruce (vSechny
skupiny) nebo
dezinfek&nim
prostfedkem na ruc
na bazi alkoholu
(IR2).

Pokyny k dalsim
zplsobum, jak
omezit pfenos
infekci, napf. Casté
myti rukou v
kancelafi a doma,
kaslani, kychani dc
jednorazového
kapesniku nebo
rukavu, vyhybani s
tfeseni rukou

Navstévy
pracovnich klastra
sledovani
dostupnosti
materiald

Mésicni elektronick
sinformaéni spot‘ o
virovych
onemocnénich pro
motivaci k
dodrzovani
hygienickych navyk

Adherencni aktivity

Poskytovani
specifickych
prezentaci o
konceptech
SWHACK the Flu“ e
spravné technice
myti rukou a pouzit
dezinfekce:

Casto si myjte nebc
dezinfikujte ruce;
(H)me je misto, kde
zUstane$, kdyz jsi
nemocny; (A)
nedotykejte se oci,
nosu a ust; (C) nad
svym kaslem a
kychanim; a
(Udrzujte si odstup
od nemocnych lidi

(za predpokladu, Z¢
adresa URL jiz nen
aktivni)

Pozadovana
frekvence myti
rukou, kterou
student nauéi (viz
Kdy a kolik)

Instalace davkovac
dezinfekce rukou

Aktualizaéni Skoler
na kazdé skole

Posileni zprav a

monitorovani
dezinfekce
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Talaat 2011

Teesing 2021

(dalsi zdroje:
Teesing 2020a a
Teesing 2020b )

Intenzivni
kampan na
hygienu rukou

HANDSOME
multimodalini
pecCovatelsky
dim HH
adherence
intervence

Skoly a jejich
studenti, ucitelé
a rodice

Vedeni NH a
zdravotni
sestry a
studenti
oSetfovatelstvi
(s 3 nebo
4letym
vzdélanim
oSetfovatelstvi)
a rezidenti

Snizte nebo
zabrarite pfenosu
chfipkovych vird
mezi détmi
prostfednictvim
intenzivni
intervence v
oblasti hygieny
rukou

Zménit
hygienickou
politiku a
individualni HH
chovani sester
prostfednictvim
multimodalni
intervence
navrzené
specialné pro
pecovatelské
domy na zakladé
literatury,
rozhovorQ v
pecovatelskych
domech a principt
mapovani
intervenci, principu
opakovani a
neformalnich
diskuzi s Cleny
vice nez 20
organizaci
pecovatelskych
domd v iterativnim
procesu

DalSi podrobnosti
0 procesu
mapovani
intervenci pomoci
determinant( a
metod pro vyvoj
strategii pro slozky
intervence
naleznete v
protokolu

Mydlo dodavané podle potreby.

Zakovské brozury pro konkrétni roéniky, z
nichz kazda obsahuje sadu 12 her a
zabavnych aktivit, které podporuji myti
rukou

Materidly pro hygienu rukou véetné:

hry (napf. jak uniknout pfed bacily);
hadanky;

mydlové ¢innosti (napf. kresleni mydla);

pisen specialné vyvinuta pro podporu
hygieny rukou

PFirucka pro ucitele, ktera obsahuje
podrobny popis ¢innosti studentd a metod,
jak je povzbudit k procviCovani téchto
¢innosti.

Plakaty s odkazem na myti rukou mydlem a
vodou po pfichodu do $koly, pfed jidlem a
po jidle, po pouziti koupelny a po kaslani
nebo kychani.

Informacni letaky pro rodi¢e umocnujici
sdéleni doruovana ve Skolach.

Materialy pro lekce o WHO definovaly 5
momentt pro HH 2% pomoci HANDSOME
nové metody:

'Room In' (moment 1), 'Room Out'
(momenty 4 a 5 dohromady), 'Before Clean
(moment 2) a 'After Dirty' (moment 3) [24]

Zdravotni hodinky a certifikaty ziskané po
ukonceni e-learningu

Barva na cvi¢eni myti rukou
28 samolepek predstavujicich pfekazky HH

ve 4 tématech (vybaveni, zapominani,
rozhodnuti nedélat HH a telefon)

E-learningové materialy v€etné videi
modelujicich znalosti, fizena praxe a
podpora aktivniho u¢eni

10 plakatl (vice kopii, kazdy mésic novy)
Cena za fotografickou soutéz
NH osvédceni o dobré HH

Mala lahvi¢ka dezinfekéniho prostfedku na
ruce pro Ucastniky lekce

Materialy (v nizozemstiné) pouzité k
intervenci naleznete na webové strance (
www.zorgvoorbeter.nl/hygiene/handhygiene-
verbeteren-verpleeghuis ): [°

- Manual (84p)

Zfizeni tymu
hygieny rukou v
kazdé Skole

Poskytovani €innos
v oblasti hygieny
rukou:

tydenni cviceni
(napt. hry, aerobik,
pisnicky,
experimenty); Skolr
aktivity (napf.
povinné myti rukou
pod dozorem, rann
vysilani, rodi¢ovske
schlizky, pfedavani
informaci zakim a
rodic¢am);

specifické Skolni
iniciativy: (napf.
soutéze a ceny,
komise pro myti
rukou, Skolni vylety
do mydelny a
Cisticky vody)

Vice podrobnosti v
tabulce 1 papiru

Skladba pravidelné
hrana.

Tydenni navstévy
socialniho
pracovnika

Distribuce letaku
rodi¢im

Dalsi podrobnosti
najdete v tabulce 1
Teesing 2020a a
Teesing 2020b

1. Zména zasad:

- porada vedeni (s
vedoucim
pecovatelského
domu, specialistou
na prevenci infekci
manazerem
zafizeni),

- pravidla osobni
hygieny - audit
materiald HH

2. Intervence
oSetfovatelského
personalu (Novy
zplsob prace)

i) 3 zivé lekce:

A. predstaveni
HANDSOME/WHO
HH momentd; vyuk
a diskuse k HH pfi
manipulaci s léky,
jidlem, pranim; kdy
pouzit dezinfekci ni
ruce/mydlo/rukavic
Stanoveni cilt tymt
HH;
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- E-learningovy modul

- PowerPointova prezentace a skript
- Ukoly

- Osvétova €innost

- Auditni materialy

- Politické materialy

- Plakaty

Aplikace pro zaznam dodrzovani a
pocitacovy stal

Skolici materialy pro pozorovatele
pfilnavosti pomoci metody upravené ze
studie v holandské nemocnici (29! : videa a
pfipadové studie a vySetfeni pomoci videi z
Hand Hygiene Australia [27]

[1] Svétova zdravotnicka organizace.
(2012). Hygiena rukou v ambulantni a
domaci péci a v zafizenich dlouhodobé
péce: privodce aplikaci strategie WHO pro
zlepsSeni multimodalni hygieny rukou a
pFistupu ,Mych pét okamzikl pro hygienu
rukou®. Svétova zdravotnicka organizace.
apps.who.int/iris/handle/10665/78060
(pfistup 15. €ervna 2022)

[2] Okamzik 1 (pfed dotykem s rezidentem)
= Room In; Moment 4 (po dotyku s
rezidentem) a Moment 5 (po dotyku s
okolim rezidenta) = Mistnost ven; Moment 2
(pfed Cisténim/antiseptickym postupem) =
Pred cisténim; Moment 3 (po riziku
vystaveni télesnym tekutinam) — Po
znecisténi

[3] Pohledny: handhygiéne in
verpleeghuizen.: Zorg voor beter; 3. kvétna
2019. URL:
www.zorgvoorbeter.nl/handsome (pfistup 7.
Cervna 2022)

[4] Veiligheid en Kwaliteit: Project Handen
uit de Mouwen.: Stichting Samenwerkende
Rijnmond Ziekenhuizen

[5] Skoleni auditor(i: Hand Hygiene Australia
URL: www.hha.org.au/audits/auditor-training
(pfistup 7. Cervna 2022)

b. provést
inventarizaci a
feSeni prekazek pri
dodrzovani HH; a

C. zacvicte si myti
rukou barvou,
abyste vidéli, kde
jste chybéli; uci, jat
si dezinfikovat ruce

i) e-learning: uvod
7 lekci ukazuijicich:

spravné/nespravné
chovani HH

- bézné akce HH

- kdy pouzivat
rukavice

- pfiprava stravy a
lékd

kvizy:

i) upominkové
plakaty rozvésené
po celém NH s
velkym obrazkem
rukou a textem:
+Nezapomnél jsi si
umyt ruce?” (v
holandstiné")

iv) fotograficka
soutéz: cena za
nejlepsi fotografii
rukou

3. Projekt uméni a
femesel pro
obyvatele zahrnujic
ruce, které NH
zobrazuje

Postupy
zaznamenavani
adherence

Poskytovani
dezinfekce rukou
Ucastnikiim lekce

Poskytnuti dobréhc
certifikatu HH
spole¢nosti NH,
pokud je vysSi nez
primeérna
dodrzovani
Zajisténi hlidani
sestry po ukonceni
e-learningu
Zajisténi skoleni
pozorovatell
dodrzovani
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Temime 2018

Turner 2004a

Klinicka studie 1

Mnohostranny Zaméstnanci
program pecovatelského
hygieny rukou domu,

(v€éetné mazani  obyvatelé,

navstévnici a
poskytovatelé
vneéjsSi péce

rukou na bazi
alkoholu)

3 aktivni zasahy Zdravi
(bez kontroly) dobrovolnici

Produkt:

A. Ethanol

B. Kyselina
salicylova

C. Kyselina
salicylova s
kyselinou
pyroglutamovou

Domy s
pecovatelskou
sluzbou a jejich
obyvatelé,
zaméstnanci a
navstévnici a
externi
poskytovatelé maji
zvysené riziko
prenosu patogent
z Clovéka na
¢lovéka a HH je
jednoduchy a
nakladové
efektivni nastroj
pro kontrolu
infekci; dodrzovani
HH je vSak v
domovech pro
seniory Spatné.

Posudte
zbytkovou
virucidni aktivitu
organickych
kyselin
pouzivanych v
aktualné
dostupnych volné
prodejnych
koznich
produktech pro
prevenci
experimentalniho
nachlazeni z
rhinoviru

Davkovace a kapesni nadobky s roztokem
na otirani rukou

Plakaty propagujici hygienu rukou
Vyvinuté mistni HH smérnice
Modul eLearning o kontrole infekci a Skoleni

HH s online kvizy vyZadujicimi dostatecny
vykon

1,7 ml pfipravkd na ruce:

A. 62 % ethanol, 1 % laurylsulfat amonny a
1 % Klucel)

B. 3,5% kyselina salicylova nebo obsahujici
vehikulum

C. 1% kyselina salicylova a

3,5% kyselina pyroglutamova

Usnadnény pfistup
roztoku na drhnuti
rukou

Kampan na
propagaci HH
pomoci plakatt a
organizace akci

Vytvofeni mistnich
pracovnich skupin -
kazdé NH

Vypracovani
mistnich smérnic
HH

Vzdélavani
zameéstnancu
pomoci eLearningL

Sledovani mnozstv
pouzitého roztoku
na otirani rukou

Dezinfekce rukou,
aplikace
testovaného
produktu a poté
ponechani
uschnout.

O 15 minut pozdé;ji
byly konecky prstu
kazdé ruky
kontaminovany 15¢
TCID50

rhinoviru typu 39 v
objemu 100 pl.

Ruce osuste
vzduchem po dobu
10 minut.

Umyslny pokus o
inokulaci virem
kontaktem prst(,
spojivek a nosni
sliznice prsty pravé
ruky.

Leva ruka eluovan:

ve 2 ml bujénu
sbirajiciho viry.
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Turner 2004b

Klinicka studie 2

Turner 2012

2 aktivni zasahy
(bez kontroly)

Pripravek na
Cisténi pleti:
A. Kyselina

pyroglutamova

B. Ethanol

Antivirové mléko Zdravi dospéli

na ruce

Mnohostranny
program
hygieny rukou
(vEetné mazani
rukou na bazi
alkoholu)

Zdravi
dobrovolnici

Zarizeni
dlouhodobé
péce a jejich
zdravotnicti
pracovnici

Posudte
zbytkovou
virucidni aktivitu
organickych
kyselin
pouzivanych v
aktualné
dostupnych volné
prodejnych
koznich
produktech pro
prevenci
experimentalniho
nachlazeni z
rhinoviru

Snizte infekci a
onemocnéni
rhinoviry
dezinfekci rukou
etanolem a
dezinfekénim
prostfedkem s
organickymi
kyselinami

Podporovat
pouzivani
alkoholového tfeni
rukou zaméstnanci
v LTCF jako
ucinnou, v€asnou
a malo drazdivou
metodu hygieny
rukou ve vysoce
rizikovém prostredi

Cistici ubrousek na plet obsahujici:

A. 4% kyselina pyroglutamova formulovana
s 0,1% benzalkoniumchloridem

B. 62% ethanol

Lotion obsahujici 62 % ethanolu, 2 %
kyseliny citronové a 2 % kyseliny jable¢né

Denni denik

Bezplatna dodavka kapesnich nadobek s
antiseptickym prostfedkem na ruce na bazi
alkoholu (bud formulace WHO | (80 %
etanol) nebo Il (80 % propanol), které nese
kazdy HCW (dodavatel: Vickmans
Laboratories)

Podle potfeby vymérite tfen na ruce
Obsah seminare hygieny rukou

Upominkové materialy (3 az 5 plakatl a
specialné navrzena kuli¢kova pera)

Nanaseni produktu
na ruce pomoci
ruéniku a poté
nechejte zaschnou

O 15 minut pozdéji
byly konecky prstu
kazdé ruky
kontaminovany 10¢
TCID50

rhinoviru typu 39 v
objemu 100 pl.

UmyslIny pokus o
inokulaci virem
kontaktem prstd,
spojivek a nosni
sliznice prsty pravé
ruky.

Leva ruka eluovan:
ve 2 ml bujénu
sbirajiciho viry.

Poskytnuti pletové
vody a navodu k
pouziti

Schiizky s ucastnik
za ucelem kontroly
souladu

Poskytovani
materialu

Poskytovani
seminarl o hygiené
rukou pro HCW
zahrnujici:

indikace, spravna
metoda a vyznam
antiseptického tren
a myti rukou podle
pokynt WHO 2006
)

Poskytovani zpétne
vazby

PFfimé, nenapadné
pozorovani
dodrzovani hygieny
rukou

Skoleni
pozorovaciho
personalu
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Zomer 2015

Prostfedky
hygieny rukou a
Skoleni

Hygiena rukou a rousky

Aelami 2015

Hygienicka
vychova a
balicek

Matefska
centra a jejich
pecovatelé
(zaméstnanci)

Nabozensti
poutnici

Snizit infekce u
déti navstévujicich
DCC lepSim
pristupem k HH
materialim (
Zomer 2013a ) a
dodrzovanim
pokynu pro
hygienu rukou
jejich pecovatell
DCC zalozenych
na socio-
kognitivnich a
environmentalnich
determinantech
chovani
pecovatell v
oblasti HH 3% (
Zomer 2013b ).

Predchazejte
onemocnénim
podobnym chfipce
shizenim pfenosu
infekce
prostrednictvim
opatfeni osobni
hygieny

Produkty HH:

zasobniky na papirové ru¢niky, mydlo,
alkoholovy dezinfekéni prostfedek na ruce a
krém na ruce s naplni na 6 mésictl

Upominkové plakaty a samolepky pro déti a
pecovatele DCC

Skolici materialy v&etn& brozury

Hygienicky bali¢ek:

mazani rukou na bazi alkoholu (gel nebo
sprej)

chirurgické masky
mydlo
papirové kapesnicky

uzivatelské pokyny

Poskytovani
bezplatnych
produktd HH
sponzorovanych
spole€nosti SCA
Hygiene Products,
Svédsko.

Poskytovani plakat
a samolepek pro
déti a zaméstnance

Zajisténi Skoleni o
RIVM 2011 pro
povinné HH 131

Distribuce $kolici
brozury

Tymova Skoleni
zaméfena na
stanoveni cill a
formulovani aktivit
zlepSovani HH (
Erasmus 2011 ;
Huis 2013 )

Neni to jasné
popsano, ale zda
se, ze balicky mohl
byt distribuovany
vySkolenymi lékafi
pred odjezdem do
zemé pouti nebo n:
misté
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Aiello 2010

Aiello 2012

2 aktivni
zasahy:

A. Maska na
oblicej (FM)

B. Obli¢ejova
maska a
hygiena rukou
(FM + HH)

2 zasahy:

A. Maska na
oblicej (FM)
B. Maska na
obliej a
dezinfekce
rukou (FM +
HH)

Studenti bydlici
na
univerzitnich
kolejich

Studenti bydlici
na
univerzitnich
kolejich

Snizit vyskyt a
zmirnit ILI
pouzivanim
nefarmaceutickych
intervenci opatfeni
osobni ochrany

Prevence ILI a
laboratorné
potvrzené chfipky
pouzivanim
nefarmaceutickych
zasahu osobnich
ochrannych
opatreni (napr.
obli¢ejovych
masek a hygieny
rukou)

7 oblicejovych masek (standardni Iékarské
masky s usnimi smyckami TECNOL

proceduralni masky; Kimberly-Clark)

7 znovu uzaviratelnych plastovych sacku
pro uloZeni masky, kdyz se nepouziva
(napf. pfi jidle) a pro likvidaci

Dezinfekéni prostfedek na ruce na bazi
alkoholu

(62% etylalkohol v gelovém zakladu,
pfenosna 2-uncova stlacovaci lahev, 8-
uncova pumpa)

Vzdélavani v oblasti hygieny rukou (spravna
hygiena rukou a etiketa proti kasli)
prostfednictvim e-mailového videa, studijni
webové stranky, pisemnych materialt s
podrobnostmi o vhodném pouziti dezinfekce
rukou a masky

Bali¢ky 7 standardnich masek pro lékafské
procedury s usnimi smyckami (masky pro
procedury TECNOL, Kimberly-Clark,
Roswell, GA, USA) a plastové sacky pro
skladovani béhem preruseni pouzivani
masky (nap¥. pfi jidle, spani) a pro
kazdodenni likvidaci

Dezinfekéni prostfedek na ruce (2-uncova
stlaCovaci lahev, 8-uncova pumpicka s 62%
etylalkoholem v gelovém zakladu)
Nahradni rousky a dezinfekce na ruce

Vzdélavaci video: spravna hygiena rukou a
pouzivani standardnich lékarskych rousek

Tydenni pfisun
rousek
prostfednictvim
studentskych
schranek

Poskytovani
zakladniho vzdélar
v oblasti hygieny
rukou
prostfednictvim e-
mailového odkazu
na video, webové
stranky studie a
pisemnych
materiald; pokyn
nosit masku co
nejvice; vychova ke
spravnému
pouzivani rousek,
kazdodenni vymén
rousek, pouzivani
dodanych znovu
uzaviratelnych
sackl pro
skladovani a
likvidaci rousek

Zajisténi nahradnic
pomucek, které si
studenti pfi prevzet
podepsali

K dispozici jsou
intervencni
materidly a
vzdélavaci video.

Dodavka rousek a
pokynu k no$eni

Zajisténi nahradnic
roudek nebo
dezinfek&nich
prostiedkd podle
potfeby na misté
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2 aktivni
intervence
kromé kontroly
vychovy k

Zivotnimu stylu:

A. Zvy$ena
hygiena rukou
(HH)

B. Obli¢ejové
masky a
zvys$ena
hygiena (FM +
HH)

Snizit pfenos
chfipky v
domacnostech
pomoci osobnich
ochrannych
opatfeni

A.aB.

Tekuté mydlo pro kazdou kuchyn a
koupelnu: 221 ml Ivory tekuté mydlo na ruce
(Proctor & Gamble, Cincinnati, OH, USA)

Alkoholovy mydlo na ruce v jednotlivych
malych lahvickach (100 ml) WHO doporucila
formulaci |, 80 % etanol, 1,45 % glycerol a
0,125 % peroxid vodiku (Vickmans
Laboratories, Hong Kong, Cina)

B. Dospéli: krabi¢ka 50 chirurgickych rousek
(Tecnol-The Lite One (Kimberly-Clark,

Roswell, GA, USA) pro kazdého ¢lena
domacnosti nebo C. Déti 3 az 7 let: krabicka
75 détskych rousek

Domaéaci navstévy

Poskytnuti mydla,
mydla na ruce a
masek podle
potfeby a kdy je
pouzit

HH: Vzdélavani o
ucinnosti hygieny
rukou

Ukazka spravnych
technik myti rukou
antisepse

+ FM: vzdélavani o
ucinnosti
chirurgickych
obli¢ejovych masel
pfi snizovani Sifeni
nemoci na kontakty
v domacnostech,
pokud vSechny
strany nosi masky

Ukazka spravného
noseni a hygienicki
likvidace

VSechny skupiny:
poskytovani
edukace o
dulezitosti zdravé
vyzivy a zivotniho
stylu, a to jak z
hlediska prevence
nemoci (pro
kontakty v
domacnosti), tak
zmirnéni symptomit
(pro pfipad indexu)
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Larson v roce
2010

Simmerman 2011

2 aktivni
intervence
kromé kontroly

vzdélavani URI:

A. Alkoholovy
dezinfekeni
prostfedek na
ruce (HS)

B. Obli¢ejové
masky a
dezinfekce
rukou (FM +
HS)

2 aktivni
zasahy:

A. Vyuka myti
rukou a sada
pro myti rukou
(HW)

B. Vyuka myti
rukou, sada na
myti rukou a
oblicejové
masky (HW +
FM)

Hispansti
majitelé
domacnosti s
alespon 1
ditétem
predskolniho
nebo
zakladniho
Skolniho véku

Doméacnosti s
febrilnim
ditétem s
chfipkou

Snizit vyskyt a
sekundarni prenos
URI a chfipky
prostfednictvim
nefarmaceutickych
intervenci na
urovni domacnosti

Snizit pfenos viru
chfipky v
domacnosti s
febrilnim
chfipkovym
pozitivnim ditétem
prostfednictvim
podporovaného
myti rukou nebo
myti rukou s
pouzivanim
obli¢ejové masky

A.aB.

Dodavka dezinfek&niho prostfedku na ruce
na 2 mésice v 8-, 4- a 1-uncovych
nadobach:

PURELL (Johnson & Johnson, Morris
Plains, NJ, USA)

B. Dodéavka rousek na 2 mésice:
Postup

Obli¢ejové masky pro dospélé a déti
(Kimberly-Clark, Roswell, GA, USA)

Nahradni zasoby minimalné jednou za 2
mésice

Jednorazové teploméry

Vzdélavaci materialy o prevenci, 1éCbé a
ockovani URI (psané ve Spanélstiné nebo
angli¢tiné)

A.aB.

Sada na myti rukou pro domacnost vcetné
déleného davkovace se standardnim
neparfemovanym tekutym mydlem na ruce
(znacka Teepol. Aktivni slozky: linearni
alkylbenzensulfonat, draselna sl a
laurylethersulfat sodny)

Nahradni mydlo dle potfeby

Pisemné materialy ze Skolstvi v€etné brozur
a plakatu pfipevnénych u dfezl v
domacnosti.

B. Krabice 50 standardnich papirovych
chirurgickych obli¢ejovych masek a 20
détskych

obli¢ejové masky (spole€¢nost Med-con,
Thajsko #14IN-20AMB-30IN)

Poskytovani
materiald a instruke
o tom, kdy je pouzi
véetné predvedeni
pouziti a pozorovar
predvedeni vracen|
ze strany
domacnosti

A. Maska noSena,
kdyz mél majitel
domacnosti: ,teplot
237,8 °C a kasel
a/nebo bolest v krk
pfi absenci jiné
znamée priciny nez
chfipky* (v té dobé
CDC definice
chfipkového
onemocneéni).

Domaci navstévy z
ucelem posileni
dodrzovani,
dopInéni zasob a
zaznamenani
pouziti, zodpovéze
otazek

B. Telefonické
hovory k posileni
pouzivani masky

VSechny skupiny
obdrzely vzdélavac
materialy URI.

A.aB.

Poskytovani
intenzivniho
vzdélavani v oblast
myti rukou pfi
uvodni navstéveé u
¢lend domacnosti <
5 pfistupy: diskuse
individualni nacvik
myti rukou, denik
sebekontroly,
poskytnuti mydla a
poskytnuti
pisemnych
materiald (
Kaewchana 2012 )

Individualni Skoleni
myti rukou (,pro¢ s
myt*, ,kdy se prat“.
Jak se umyt‘ v 7
krocich myti rukou
popsanych v
pokynech thajskéh:
ministerstva
vefejného zdravi)

B. Poskytovani
edukace o vyhodac
a vhodném noseni
rousek

Mydlo vyménéno
podle potieby.

Dal$i podrobnosti (
Kaewchana 2012 )
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Suess 2012 2 aktivni zasahy Domacnosti s

kromé pfipadem

pisemnych pozitivniho

informaci: indexu chfipky
v nepfitomnosti

A

Maska/hygiena  dalSi respiracni

(MH) onemocnéni
bé&hem

B. Maska (M) predchozich 14
dnu

Hand hygiene and surface/object disinfection

Zabrarnte pfenosu
chfipky v

domacnosti
prostrednictvim
snadno
pouzitelnych a
dostupnych
nefarmaceutickych
intervenci

jako jsou
obli¢ejové masky
nebo opatfeni
hygieny rukou

A. Alkoholové mazani rukou (Sterilium,
Bode Chemie, Némecko)

A.aB.

Chirurgické obli¢ejové masky ve 2 riznych
velikostech:

déti do 14 let (Child's Face Mask, Kimberly-

Clark, USA) a dospéli (Aérokyn Masques,
LCH Medical Products, Francie)

Poskytnuté pisemné informace o spravném
pouziti intervence ao prevenci infekci (

Suess 2011 ) (tipy a informace o nové

chfipce A/H1N1)
(uvedena adresa URL jiz neni aktivni)
Digitalni tympanicky teplomér

Obecné pisemné informace o prevenci
infekci

A. Poskytovani
rousek a masek

A. a B. Poskytovan
pouze rousek

Poskytnuti
teploméru a jeho
pouziti

Posouzena
zpUsobilost masky
(pfi prvni navstéve
domacnosti)

Informace
poskytnuté
telefonicky a
pisemné pokyny pf
navstévé domova ¢
spravném pouzivar
intervenci a
doporuceni spat v
jiné mistnosti nez
indexovany pacient
nejist s indexovym
pacientem atd. (
Suess 2011)

Osobni ukazka
zasahu pfi prvni
navstéveé doma

VSechny
zUucCastnéné
domacnosti obdrze
obecné pisemné
informace o
prevenci infekci.
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Ban 2015

Hand hygiene
and surface
cleaning or
disinfection

Kindergartens
and the
families of their
students

Reduce
transmission of
infection in young
children from
contaminated
surfaces or hands
through hand
hygiene and
surface cleaning or
disinfection

Antibacterial products for hand hygiene and
surface cleaning or disinfection:

liguid antimicrobial soap for hand-washing
(0.2% to 0.3% parachlorometaxylenol).

Instant hand sanitiser for hand disinfecting
(72% to 75% ethanol), antiseptic germicide
(4.5% to 5.5% parachlorometaxylenol,
diluting before use).

Bleach (4.5% to 5.0% sodium hypochlorite,
diluting before use) for surface disinfecting.

Produced by Whealthfields Lohmann
(Guangzhou) Company Ltd.

Provision of
products to
kindergartens and
families

Instruction of
parents or guardiar
and teachers in
hand hygiene
techniques and use
of antibacterial
products

Daily cleaning of
kindergartens with
products

At least twice/week
cleaning of homes
and weekly cleanin
or disinfecting of
items such as
children’s toys,
house furnishings,
frequently touched
objects (doorknobs
tables or desks),
kitchen surfaces
(utensils, cutlery,
countertops,
chopping boards,
sinks, floors, etc.),
bathroom surfaces
(toilet, sink, floor,
etc.)

Monitoring activitie:
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Carabin 1999

Hygiene
programme

Daycare
centres and
their staff and
children

Reduce infections
in at-risk children
(under 3 years old)
in DCCs with
inexpensive, easily
implementable and
practical
interventions

Hygiene materials and documents, e.g.
colouring books, hand-washing posters,
hygiene videotapes

Materials for training

Reimbursement of equivalent of 1 full-time
educator’s salary

Bleach (diluted 1:10) for toy and play area
cleaning

Provision of
comprehensive
hygiene training
session to entire
DCC staff,
especially the
educators of
participating
classrooms

Training in
recommendations
for hygiene
practices:

i. toy cleaning

ii. hand-washing
technique and
schedule

iii. use of creative
reminder cues for

hand-washing

iv. open window for
daily period

v. sandbox and pla
area cleaning

Payment of salary
educator for the da
to encourage
participation

DCC meetings to

discuss training
session with all sta
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Kotch 1994 Hygiene Caregivers at Develop feasible, Hygiene curriculum for caregivers Delivery of hygiene

child daycare multi component curriculum to
centres hygienic Availability of soap, running water, and caregivers through
(CDCCs) intervention to disposable towels initial training
reduce infections session which
in children at Waterless disinfectant scrub (Cal Stat) used  required
CDCCs who are at  only if alternative was not washing at all. demonstration of
increased risk participants’ hand-

Handouts posted in CDCC. ’
washing and

diapering skills
Local procedures:

Hand-washing of
children and staff

Disinfection of toile
and diapering area

Physical separatior
of diapering areas
from food
preparation and
serving areas

Hygienic diaper
disposal

Daily washing and

disinfection of toys,
sinks, kitchen and

bathroom floors

Daily laundering of
blankets, sheets,

dress-up clothes

Hygienic
preparation, servin
and clean up of foc

Separate training o
food handlers

As-required
induction training fc
new staff

Onsite follow-up
training reinforcing
adaptations,
demonstrations ant
discussion of
hygiene techniques
responding to
questions, and
review of handouts

Monthly meeting
with centre director
to encourage
leadership and
support
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McConeghy 2017

Multifaceted
hand-washing
and surface-

cleaning
intervention

Nursing homes
and their staff

Reduce exposure
to pathogens

and person-
person
transmission in
high-risk facility of
close environment
and potentially
contaminated
surfaces through
multifaceted
intervention
equipping staff to
protect residents
from infection
within the “culture’
of care

Education and launch materials
Online module for certified nursing

assistants about: infection prevention,
product, and monitoring

"Essential bundle" of hygiene products
supplied at no cost:

- hand sanitiser gel and foam

- antiviral facial tissues

- disinfecting spray

- hand and face wipes

Plus additional:

- 4 skin cream and wipe products

iPads for compliance audits

Newsletters for support during intervention

Pre-intervention:

NH administrators
required to:

- identify a "Heroes
In Prevention"
champion and tean

- allow all staff
participation in
education

- iPad use for staff

in each floor or
community

- ask staff to

incorporate
intervention into
workflow

Delivery of 3
components:

- education
- cleaning products

- compliance audit
and feedback

Education:

Launch event for al
staff to publicise
programme and
explain roles

Intensive training o
"hygiene monitors"
for data collection
and compliance
audit and feedback
tool

Training of site
champion

Training of select
group of certified
nursing assistants
(online module)

Audit and feedback
activities

Ongoing support
during intervention:

- newsletter with
best practices

- teleconferences
with each NH

- "onboarding"

education of new
staff
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Sandora 2008

Multifactorial
intervention,
including
alcohol-based
hand sanitiser
and surface
disinfection

Quarantine/Physical distancing

Helsingen 2021

Rapid-Cycle
Re-
Implementation
of TRAining
Facilities in
Norway (TRAIN)
hygiene and
physical
distancing
measures

Elementary
school and its
students

Members of
health and
fitness training
facilities aged
18 to 64 years
not at

increased risk
for severe

COVID-19

Reduce
transmission of
infections in
schoolchildren
through improved
hand hygiene and
environmental
disinfection

Enable safe re-
opening of fitness
training facilities to
maintain health
and fitness by
reducing the risk of
SARS-CoV2
transmission

1 container of disinfecting wipes (Clorox
Disinfecting Wipes (The Clorox Company,
Oakland, CA, USA); active ingredient,
0.29% quaternary ammonium chloride
compound)

Pre-labeled 1.7-ounce containers of
alcohol-based hand sanitiser (AeroFirst

non-aerosol alcohol-based foaming hand
sanitiser (DEB SBS Inc, Stanley, NC, USA,
for The Clorox Company); active ingredient,
70% ethyl alcohol)

Receptacle in classrooms for empty
containers

Infection mitigation measures described by
“Norwegian guidelines for Hygiene and
Social Distancing in Training Facilities
during the COVID-19 Pandemic” (in
Norwegian t-i.no/wp-
content/uploads/2020/04/Bransjestandard-
for-sentre.pdf)

See Supplementary Appendix for “Standard
for COVID-19 infection prevention
measures in fitness centers during the
TRAIN-study”

Disinfectant readily available at workstations
and strategic places (reception, booking
station, changing rooms, toilets, water taps
used for drinking or refilling bottles)

Rubbish cans without lids
Washbasin with soap or hand disinfection

Personal microphones for instructors (i.e.
not shared)

Infection preventive measures reminders
online and via posters in facilities

Sanitiser and wipes
provided to
classroom/teacher
with instructions for
use.

Teachers disinfecte
desks once daily.

Hand sanitiser to b
used:

before and after
lunch, after use of
the restroom (on
return to the
classroom; hand
hygiene with soap
and water occurrec
in the restroom,
because sanitisers
were not placed
there), after any
contact with
potentially infectiou
secretions (e.g. aftt
exposure to other il
children or shared
toys that had been
mouthed)

Implementation of
the following during
regular floor trainin
facilities and group
classes:

- avoidance of bod
contact

- 1 metre distance
between individuals

- 2 metre distance

for high intensity
activities

Provision of
disinfectants at all
workstations

Requirement of HV
and cleaning of all
equipment by
members before
and after use with
utensils provided

No physical contac
between participan
or participants and
instructors

Regular cleaning o
facilities by facility
employees

Create lists of what
should be cleaned
and how often

Disinfection of

instructor
microphones
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Extra cleaning of
frequently touched
surfaces (e.g. door
handles, card
readers, washbasir
batteries)

Frequent refilling af
all hygiene stations

Avoid queuing by
making sure group
classes do not star
and stop at same
time and keep 15
min minimum
between group
classes

Access control by
facility employees

Closure of showers
and sauna but
changing rooms
open

Staff presence
during all opening
hours

Removal of lids on
trash cans

Reminders of
infection preventive
measures

Communication to
members about
changes to training
for social distancing

Advice to members
to stay home if any
COVID-19 related
symptoms

Advice to members
to avoid touching
eyes, nose and
mouth

Closure of childcar
facilities
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Miyaki 2011

Quarantine from Employees
work (stay-at-
home order)

Prevent spread of  Full wages to employee
influenza in

workplaces by

quarantining

workers who had a

co-habiting family

member with an

ILI

Non-compulsory
asking of workers
whose family
members develope
an ILI to stay at
home voluntarily or
full wages.

Daily measuring of
temperature before
leaving work.

Where symptoms
were doubtful,
industrial physician
made judgement.

Company doctors
provided input on

cancelling of stay-

at-home orders as
required.
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Young 2021

(additional

source: Denford

2022)

Daily contact
testing (DCT)
with Lateral
Flow Device
(LFD) for
contacts of
COVID-19
cases

Students and
staff from
secondary
schools and
further
education
colleges

Other (miscellaneous/multimodal) interventions

Ashraf 2020

(additional
sources: Arnold
2013, Luby,
2018, Parvez
2018, Rahman
2018, Unicomb
2018)

6 active
interventions of
Water,
sanitation,
hygiene
(WASH) and
nutrition
components:

A. Water (W)
B. Sanitation (S)

Residents of
households of
village
compounds
and for some
interventions,
particularly
pregnant
women and
their infants
and children <
5 years

Provide a quicker,
more convenient
and alternative
testing option and
policy for COVID-
19 close contact
testing in schools,

as an alternative to

self-isolation

Improve
environmental
conditions to
interrupt
transmission of
respiratory
pathogens and
improve child
malnutrition
thereby reducing
childhood
respiratory illness
and improving

SARS-CoV-2 Lateral Flow Device (LFD)
(Orient Gene, Huzhou,

China)i7!

Free technologies and supplies:

W: chlorine (sodium dichloroisocyanurate)
tablets (Aquatabs, Medentech, Wexford,
Ireland)

- 10 L insulated safe storage vessel (Lion
Star Plastics, Sri Lanka) with a lid and tap
for drinking water per household

S: Dual-pit pour flush latrines with water

seals for all compound households. Each pit
had 5 concrete rings 0.3 m high;

In addition to twice
weekly
asymptomatic
testing with LFD
according to
national policy:

students and staff
who were close
contacts!®! of
students or staff
members who had
positive LFD or PC
were identified and
offered daily LFD
testing on arrival at
school or college
each morning (if
asymptomatic and
no household
member isolating
due to testing
positive for COVID
19)

Participants
swabbed own nose
(anterior nares),
supervised by
trained staff. Swab:
tested by school
staff using LFC
Contacts with
negative LFC
attended education
but were asked to
self-isolate at hom:
after school and on
weekends/holidays
Contacts with 5
negative tests (test
done over 7
consecutive days)
including one on or
after the 7th day of
testing were
released from self-
isolation

Contacts with
positive test were
required to self-
isolate for 10 days,
along with their
contacts. Their
school-based
contacts were
identified and
process repeated

Provision and
delivery of supplies
or installations as
described in
Materials column
according to
intervention type or
combination.

Interventions

deployed so that
they were in place
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C. Handwashing
(H)

D. Water +
sanitation +
handwashing
(WSH)

E. Nutrition

F. Nutrition +
WSH (WSHN

childhood
morbidity based on
the Integrated
Behavioural Model
for Water
Sanitation and
Hygienel®3 and 2
years of iterative
testing and
revision.

Intervention
specific
behavioural
objectives:

W: drink treated
and safely stored
water

S: safe faeces
disposal

H: HW with soap
at key times

N: age-
appropriate
nutrition birth to 24
months

- Potties®¥ (RFL, Bangladesh)

- Sani-scoops®® (locally developed hand-
tool made for the trial for removal of faeces
from compound) for households with index
children

H: 2 HW stations, 1 water reservoir near
kitchen (16 L) and 1 near latrine (40 L),
each with basins for rinsing with a soapy
water bottle (RFL, Bangladesh) and

detergent sachets for index households(®6]

N: supply of lipid-based nutrient
supplements (LNS, Nutriset; Malaunay,
France) (for 6 to 24 months olds) 2 10g
sachets per day per child; (118 kcal, 9.6g
fat, 2.69 protein, 12 vitamins and 10
minerals)

Cost: USD 0.08/day

18-month shelf life

Stipends for CHWs (USD 20/month for 24
months) delivered through mobile phone

network to ensure timely payments

Promoter’s guide for visits for each relevant
intervention including:

- visit objective,
- target audience

- steps and materials to be used
CHW ID badges
Cell phones for CHW supervisors

Training Plan and Manual for CHW
supervisors covering:

i) basic training
- introduction of project, CHW roles and

responsibilities, introduction to behaviour-
change principles based on the IBM-WASH
theoretical framework and interpersonal and
counselling communication skills.

ii) Intervention-specific training

iii) classroom practice / role playing

before index
children were born

In combined
intervention arms,
the sanitation
measures were
delivered first,
followed by
handwashing, then
water treatment.

Household visits
and community
discussions based
on behaviour
change strategy by
CHWs (paid a
monthly stipend),
including interactive
sessions for
developing solutior
to improve practice
Key
recommendations
per IG:

W: children drink
treated, safely
stored water from
vessel (filled vesse
with added 1 33 m¢
tablet, wait 30 min
before drinking)

S: family use doubl
pit latrines, potty
train children and
how to safely
dispose of faeces
and clean and
maintain latrines

H: family wash
hands with soap
after defecation,
after cleaning a chi
who has defecated
before eating or
before feeding a
child, and before
food preparation

N:
recommendations
for exclusive
breastfeeding up tc
180 days and
maternal and infant
nutrition to mothers
and index children;
introduce diverse
complementary foc
at 6 months; feed
LNS from 6 to 24
months, mixed into
the child’s food (no
intended as a
replacement for
breastfeeding or
complementary
foods). Messages
adapted from the
Alive & Thrive
programmel®7]
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Farr 1988a

trial 1

2 active Families
interventions in

addition to

control of no

tissues:

A. Virucidal
nasal tissues

B. Placebo
tissues

Reduce
transmission of
viruses from hand
contamination via
hand-to-hand

contact or large-
particle aerosol
through tissues for
nose blowing and
coughs and
sneezes

3-ply tissues with:

A. 5.1 mglinch? (2.54 cm?) of the virucidal
mixture (58.8% citric acid, 29.4% malic acid,
11.8% sodium lauryl sulphate)

B. 3 mg/inch? (2.54 cm?) of saccharin
applied uniformly to all 3 plies of the tissue

Tissues prepared by Kimberly-Clark
Corporation, Neenah, WI, USA.

On household visit:
following a
structured plan,
CHWs greeted
targeted householc
members, checked
presence and
functionality of
relevant hardware
and signs of use,
observed
recommended
practice using a
guide.

CHWs used
discussions, video
dramas, storytelling
games and songs
and provided
training on hardwai
maintenance, wher
applicable

Adherence
observed and
measured by
separate team

Supervision
meetings of CHWs
and periodic intern:
monitoring of their
performance

Intervention Delivel
Team managed
delivery through
regular team phone
calls, field meetings
field reports and
liaison with relevan
government and
other stakeholders.
It co-ordinated
CHWs to ensure
rapid identification -
issues with delivery
Including a
dedicated training
officer, it also traine
the CHW
supervisors who
then trained the
CHWs under their
supervision (“train
the trainer”
approach)

Family visits to
distribute tissues

Weekly contact of
mother

Families instructed

to only use supplie:
tissues.
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Farr 1988b
trial 2

Fretheim 2022a
(additional
source: Fretheim
2022b (protocol)

Longini 1988

Chard 2019

(additional details
from Chard 2018)

2 active Families
interventions

(no control):

A. Virucidal

nasal tissues

B. Placebo

tissues

GLASSY Adult members
(GLasses of the public
Against who did not
transmission of  regularly wear
SARS-CoV-2in glasses and

who owned or
could borrow
glasses to use
(e.g.
sunglasses)

the communitY

2 active Households
interventions and their
(no control): families

A. Virucidal

nasal tissues

B. Placebo

tissues

Water, Primary
Sanitation, and  schools and
Hygiene for their students
Health and

Education in

Laotian Primary
Schools (WASH
HELPS)

Reduce
transmission of
viruses from hand
contamination via

hand-to-hand

contact or large-

particle aerosol
through tissues for
nose blowing and
coughs and
sneezes

Provide a simple,
readily available,
environmentally
friendly, safe and
sustainable means
of personal
protection from
infection with
respiratory viruses

including SARS-
CoV-2

Prevent
intrafamilial
transmission of
viral agents in a
community setting

Prevent the spread
of pathogens
within schools
through improved
water supply and
hygiene facilities
and improved
WASH

habits in children
at home and
throughout the life
course

2-ply tissues containing:

A. 4.0 mg/inch? (2.54 cm?) of antiviral
mixture (53.3% citric acid, 26.7% malic acid,
20% sodium lauryl sulphate)

B. 3 mg/inch? (2.54 cm?) of succinic acid,
malic acid, sodium hydroxide, and
polyethylene glycol

Tissues prepared by Kimberly-Clark
Corporation, Neenah, WI, USA.

Instructions via online portal
Regular eyewear, e.g. sunglasses owned by

participant or that could be borrowed by
participant

Treated tissues of 3-ply material identified

with no specific identifiers (Kimberly-Clark
Corporation) with inside layer containing:

A. citric and malic acid plus sodium lauryl
sulphate;

B. succinic acid.

For each school:

Water supply for school compound:
(borehole, protected dug well with pump, or

gravity-fed system)

Water tank to supply toilet and hand-
washing station

School sanitation facilities (3 toilet
compartments)

Hand-washing facilities:

2 sinks with tapped water and supply of
soap available (1 bar of soap/pupil)

3 group hand-washing tables with soap and
water

At least 1 drinking water filter per classroom

Schedules of daily group hand-washing,
compound and toilet cleaning

Cost per school: USD 13,000 to 17,500

Family visits to
distribute tissues
and encourage
compliance

Weekly contact of
mother

Families instructed
to only use suppliel
tissues.

Request to wear
sunglasses or othe
types of glasses
when outside home
and close to others
in public spaces foi
14 days

Tissues delivered t
households with
specific instructions
on use (all
purposes, when
blowing nose,
coughing or
sneezing) and to
discard after use
and to help young
children use tissue:
if develop a cold.

Provision of school

Water supply,
sanitation facilities,
hand-washing
facilities (individual
and group), drinkin
water filters

Behaviour change
education and
promotion including
daily group hygiene
activities

Daily hand-washin

and cleaning
schedules
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Hartinger 2016

Integrated
environmental
home-based

intervention
package (IHIP)

Households
and their
householders
including
children

Reduce infections
and improve child
growth in
households in rural
communities with
limited facilities
through a multi
component, low-
cost environmental
intervention to
improve drinking
water, sanitation,
personal hygiene,
and household air
quality developed
in pilot (Hartinger
2011; Hartinger
2012) using a
participatory
approach that
addressed local
beliefs and cultural
views

Per household:

"OPTIMA-improved stove": improved
ventilated solid-fuel stove

Kitchen sink with in-kitchen water
connection providing piped water

Point-of-use water quality intervention
applying solar disinfection to drinking water

Community
engagement with
local and regional
stakeholders in
design and
development

Provision of stoves
kitchen sinks, and
plastic bottles for
solar water
treatment, and
hygiene education

Training of
mothers/caretakers
in:

- solar drinking-
water disinfection
(SODIS)3l
according to
standard procedure

- hand hygiene
(washing own and
children’s hands
with soap at critical
times!*0l)

- advice to separat
animals and their
excreta from the
kitchen environmer

Project-initiated
repairs
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Huda 2012

Ibfelt 2015

Sanitation
Hygiene
Education and
Water Supply in
Bangladesh

(SHEWA-B)

Disinfection of
toys

Villages and
their
households
with a child <5
years old

Daycare
nurseries

Reduce illness in
children < 5 years
by improving
hygiene practices,
sanitation and
water supply and
treatment in their
household

Reduce
transmission of
pathogens via
shared toys in
daycare
environment
through regular
disinfection
treatment

Materials for training of community hygiene
promoters and promotion activities including
flip charts and flash cards with messages
alerting participants to presence of
unobservable “germs” and practices to
minimise germs

See Box 1 in paper for 11 key messages.[*']

Disinfectants:

Turbo Oxysan (Ecolab, Valby, Denmark) for
washing machines

Sirafan M, Ecolab (1% to 3% benzalkonium
chloride, 1% to 3%
didecyldimethylammonium chloride, and 5%
to 7% alcohol ethoxylates) for immersion or
wiping

Engaging local
residents under
guidance of local
NGOs to develop
community action
plans addressing:

Latrine coverage
and usage

Access to and use
of arsenic-free
water

Improved hygiene
practices, especiall

hand-washing with
soap

Recruitment and
appointment of
community hygiene
promoters

Household visits,
courtyard meetings
and social
mobilisation
activities (e.g. wate
sanitation and
hygiene fairs, villag
theatre, group
discussions in tea
stalls (the social
meeting point for
village men)) by
community
promoters

Structured
observation in
households

Collection and
commercial cleanir
of toys from
nurseries:

- linen and toys
suitable for washing
machines were
washed at 46 °C
and subsequently
disinfected

- toys not suitable
for washing
machines immerse
in disinfectant or
wiped with
microfibre cloth
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Najnin 2019 (see
also Qadri

2015 for further
details)

Swarthout
2020 (additional
sources: Arnold

2013, Christensen

2015, Dentz
2017, Null

018, Pickering
01

N
(o]

‘
o
= -

2 active
interventions:

A. Combined
cholera vaccine
and 'behaviour
change
communication’
intervention

B. Cholera
vaccine-alone
group

6 active
interventions of
water,
sanitation, and
handwashing
(WASH), and
nutrition
components:

A. Water (W)
B. Sanitation (S)

C. Handwashing
(H)

D. Combined
(WSH)

E. Nutrition (N)

F. Combined
(WSHN)

Low-income
households
and
compounds

Residents of
households of
villages and for
some
interventions,
particularly
pregnant
women
(Mamas) and
their infants
and children <
5 years;
Landowners of
communal
water sources
and compound
heads for
latrine
upgrades and
construction

Prevent or reduce
transmission of
respiratory illness
based on the
Integrated
Behavioural Model
for Water
Sanitation and
Hygiene (IBM-
WASH) theoretical
framework
(Dreibelbis

2013; Hulland
2013)

Improve
environmental
conditions to
interrupt
transmission of
respiratory
pathogens and
improve child
malnutrition
thereby reducing
childhood
respiratory illness
and improving
childhood
morbidity based on
a literature review,
a theory-based
approach (health
belief, social
cognitive theory
and persuasion
theory),142[43144]
formative research
and the WASH
Benefits pilot RCT
(Christensen
2015)

A. and B.

Cholera vaccine

ShanChol™ (Shantha Biotechnics-Sanofi,
India)

A. Following hardware per compound:
a. Hand-washing hardware:

(i) Bucket with a tap (provided free of
charge)

(i) Soapy water bottle (mixture of a
commercially available sachet of powdered
detergent

(~USD 0.03) with 1.5 L of water in a plastic
bottle with a hole punched in the cap)
supplied by participating compounds

(iii) Bowl to collect rinse water after

washing hands (see photo in text or

b. Water treatment hardware:

Dispenser containing liquid sodium
hypochlorite

See Figure 2 in Najnin 2017 for photos of
both doi.org/10.1093/ije/dyx187

and more details.

Participants own water vessels for water
treatment

Print materials for behaviour change to
compounds and households

Free technologies as appropriate to I1G:

W: water treated with sodium hypochlorite
(1.25% solution / 2 mg/L) using chlorine
dispensers installed at communal water
source collection points or bottled chlorine

(1L for 333 20-1 jerry-cans worth)[*5}
provided to households in compounds

Chlorine strips to test chlorine levels

S: installation of new or improvement of
existing latrines with plastic slab latrines
with tight-fitting lids; plastic potties and
sani-scoops

H: 2 HW stations (2-foot pedal-operated

jerry-cans that dispensed soapy and rinse

water), 1 near food preparation, 1 near
latrine.

Rinse water provided by households; bar
soap for soapy water container

N: 2 x 10 g sachets / day / child of lipid-
based nutrient supplementation (LNS)
“Mwanzobora”, (Nutriset, Malaunay, France)
(118 kcal/day and 12 essential vitamins and
10 minerals)

See Figure 2 of Christensen 2015 for photos
of examples of some of the materials

A. and B.

Provision of choler:
vaccine (2 doses a
least 14 days apart

Provision of hand-
washing hardware
and behaviour
change
communication
activities

Encouragement of
hand-washing afte
defecation, after
cleaning child’s
anus, and before
preparing food

Encouragement to
add chlorine to owr
water vessels

Benefits were agail
explained.

Follow-up visits by
health promoters

Provision and
delivery of supplies
or installations as
described in
Materials column
according to
intervention type or
combination

Provision of study
materials to
promoters

Community
meetings

Household and
community visits by
promoters who:

- delivered
intervention-specifi
behaviour change
messaging focusin
on themes of
nurture, aspiration
and self-efficacy,
considering
convenience and
cultural norms to
improve adherence
using scripts and
visual aids;
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Community meeting and household visit
summary sheets (in Kiswahili and English)
and list of materials provided as PDFs at
osf.io/7j9sk/

Key messages and visual aids provided at
osf.io/7j9sk/

Including ~6 primary key messages per
intervention, each with a series of specific
topics, visual aids, and engagement
activities (e.g. storytelling, mottos, etc.).
Visual aids included:

- cue card reminders
- picture sheets for use by promoters

- calendars for households with key
messages

- stickers for LNS box depicting appropriate
feeding and storage

Promoter Training Materials for trainers and
trainees for each intervention for initial
training and for refresher training including
detailed PDF training manuals available at
osf.io/7j9sk/ focusing on key hygiene
messages, visitation scripts and visual aids
and hardware for each intervention®!

Promoters’ supplies:

Branded t-shirt, mobile phone, job aids and
intervention materials, payment
($US15/month for first 6 months, then
$9/month thereafter), detailed plans for
every visit (key messages, scripts for visual
aids, instructions for activities)

- provided
instructions on
hardware use and
consumable
supplies where
applicable

- advocated:

W: drinking water
treatment with
sodium hypochlorit

S: use of improved
latrines for
defecation and safe
disposal of
children’s and
animals’ faeces an
use of plastic pottie
by children < 3

years and sani-

scoops for faeces
removal

H: HW with soap
before food
preparation and
after defecating
(including assisting
child); helped
participants identify
compound membel
to refill taps and
manage barriers to
use such as runnin
out of soap

N: early initiation of
breastfeeding,
exclusive
breastfeeding 0 to |
months and
continued till 24
months; at 6
months, introductio
of appropriate and
diverse
complementary
foods; feeding
frequency and
during illness;
supply of LNS to
children 6 to 24
months and
instruction to mix it
was foods twice/da

Promoters used
visual aids to
promote messages

- cue cards
provided to Mamas
at initial visits to
hang on walls for
reminders

- picture sheets
used by promoter t
explain key
concepts or
messages

- calendars

provided to
households during
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Oral and/or nasal applications

Almanza-Reyes
2021

Mouthwash and
nose rinse with
ARGOVIT silver
nanoparticles

(AgNPs)

Healthcare
personnel
(doctors,
nurses,
administrative
staff) of a
metropolitan
hospital caring
for patients
diagnosed with
atypical
pneumonia
and/or COVID-

19

Reduce morbidity
in healthcare
professionals

exposed to SARS-
Co V-2 by
inhibiting virus
replication

Per participant:

- 50 ml bottle of RGOVIT® AgNPs
mouthwash and nasal rinse [Investigation

and Production Center Vector-Vita Ltd.,
Novosibirsk, Russia] (metallic silver 0.06%,
polyvinylpyrrolidone 0.63%, hydrolyzed
collagen 0.31%, distilled water 99% wt.)

- water

- cotton swabs

first compound visi

- stickers attached
to LNS box

Adherence checkin
unannounced visits

Initial training on
intervention-specifi
behaviour change
messages and
materials

Refresher training

Periodic observatio
and supportive
supervision by stuc
staff

Individuals provider
with spray bottle
containing AQNPs
solution with 1 wt%
concentration (0.6
mg/mL metallic
silver) and
instructed todo 1 ¢
the following or a
combination:

a) mix 4 to 6 spray
shots (~ 0.5 mL)

with 20 mL of wate
and gargle solution
for 15 to 30 seconc
at least 3 times/day

(gargle) or

b) do not dilute witt
water and cover the
oral cavity evenly
with 1 to 2 direct
spray shots (spray)

c) apply the same
solution to the inne
part of the nasal
alae and nasal
passage with cottol
swab twice a day
(nasal rinse)
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Gutiérrez-Garcia

2022

Goodall 2014

Nasopharyngeal
and
oropharyngeal
rinses with a
neutral
electrolyzed
water (SES)

2 active
interventions:

A. Vitamin D3
supplementation
B. Gargling
water

COVID-19

front-line
medical staff
(nurses and
physicians,
males or
females)

University
students

Reduce risk of
COVID-19in
frontline
unvaccinated
medical staff

Decrease the
incidence of URTI
through increased
vitamin D levels
(associated with
greater frequency
and severity of
URTI) and gargling
(as preventative
measure against
URTI)

SES (pH 6.5 to 7.5; REDOX potential
750-950 mV;

0.0015% of active species of chlorine and
oxygen) provided by Esteripharma S.A. de
CV

Per participant:

- 4 plastic flasks of 240 mL oral SES

(ESTERICIDE® Bucofaringeo, COFEPRIS

registration no. 1003C2013 SSA) with a
graduated cap and

- 4 plastic flasks of 30 mL nasal rinse
(EsteriFlu®, COFEPRIS

registration no. 308C2015 SSA), with a
valve for spraying

A. Vitamin D3: container of 8 capsules of
10,000 IU (purchased from Euro-Pharm
International Canada Inc.)

Weekly email reminder

B. Gargling: 30 mL of tap water 2/day

Written instructions
provided to follow &
prophylactic rinse
protocol with SES {
times/day for 4
weeks with advice
on correct way to
use the
mouthwashes and
sprays and the nee
to report possible
side effects
immediately:

a) nasal cavity: 4
vertical sprays in
each nostril, inhale
deeply at the time ¢
each spray

b) oral cavity:
mouthwash and
gargle 10 mL for 6(
seconds, then spit
out

In addition to
standard COVID-1

safety protocols
requiring wearing ¢
adequate personal
protection
equipment at all
times, 9 frequent
handwashing!®® an
disinfection of
secondary uniform
and footwearl®'l an
bath at end of
working day

A. Vitamin D:
instructed to take 1
pill weekly

B. Gargling:
instructed to gargle
twice daily for 30
seconds

All participants
received general
lifestyle and health
advice on sleep,
nutrition, hand
hygiene, and
exercise.
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Ide 2014 2 active High school Prevent influenza
interventions students spread and
(no control): infection in high
A. Green tea school students
gargling who are at
B. Water increased risk from
gargling close interaction
through gargling
as a non-
pharmaceutical
intervention,
specifically green
tea containing
highly bioactive
catechin (-)-
epigallocatechin
gallate, with
possible anti-
influenza virus
properties
Satomura 2005 2 active Healthy adults ~ Prevent URTIs
interventions: through gargling
water alone, which
A. Water may wash out
gargling pathogens from
B. Povidone- the pharynx and

oral cavity through
whirling water or
through chlorine,
or povidone-iodine
for its perceived
virucidal properties

iodine gargling

ABH: alcohol-based rub

AGNPs: ARGOVIT silver nanoparticles
ARI: acute respiratory infection

CDC: Centers for Disease Control and Prevention
CG: control group

CHG: chlorhexidine gluconate

CHW: community health worker

CO: carbon monoxide

DCCs: daycare centres

DCT: daily contact testing

FM: face masks

H: handwashing

HCP: healthcare personnel

HCW: healthcare worker

HH: hand hygiene

HSG: hand sanitiser group

HSW: hand-washing with soap and water

A. Bottled green tea (500 mL)

containing a catechin concentration of 37 +
0.2 mg/dL, including approximately 18% (-)-
epigallocatechin gallate (manufactured by
the Kakegawa Tea Merchants Association).
Concentration measured by high-
performance liquid chromatography based
on the average concentration in 10 bottles
from the same production

lot (September 2011) used for gargling in
the study.

B. Tap water

A. Water
B. 15 to 30 times diluted 7% povidone-
iodine (as indicated by manufacturer)

A. Provision of
green tea

B. Advice to gargle
with tap water and
not to gargle green
tea during study
A. and B.

Advice to gargle at
least 3 times/day
(after arriving at
school, after lunch,
and after school)
Consumption of
green tea and othe
tea was not
restricted for
either group.
Safety monitoring
carried out
throughout the stuc
(not further
described).

Local administrator
instructed
participants to:

- gargle dose of

water or povidone-
iodine 3 times/day;
- maintain hand-
washing routine;

- not change other
hygiene habits;

- not take any cold
remedies;

- complete gargling
diary.

Weekly monitoring
of

hygienic actions an
encouragement to
keep up assigned
intervention every
week
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HW: hand-washing

HWWS: hand-washing with soap

IG: intervention group

IHIP: integrated environmental home-based intervention package
ILI: influenza-like illness

IU: international units

LFD: lateral flow device

LNS: lipid-based nutrient supplements

LTCFs: long-term care facilities

m: metre

min: minute

N: nutrition

NGOs: non-governmental organisations

NH: nursing home

NHS: National Health Service

no.: number

NPIs: non-pharmaceutical interventions

PCR: polymerase chain reaction

PM2.5: particulate matter of less than 2.5 microns
RAs: research assistants

Rls: respiratory infections

RTIs: respiratory tract infections

S: sanitation

SD: standard deviation

SES: electrolysed water

SSTI: skin and soft-tissue infection

SWG: soap-and-water group

TCID: tissue-culture infectious dose

URT]I: upper respiratory tract infection

W: water

WHO: World Health Organization

wk: week

WSH: combined water, sanitation and handwashing
WSHN: combined water, sanitation, handwashing and nutrition
w/w: weight for weight

[1] Filtration efficiency testing was conducted using a Fluke 985 particle counter (volumetric sampling rate of
2.83 litres/ minute. The measurement was taken of particles 0.3—-0.5 ym in diameter flowing through the
material with a face velocity of 8.5 cm/s. Internal testing found that cloth masks with an external layer made of
Pellon 931 polyester fusible interface ironed onto interlocking knit with a middle layer of interlocking knit could
achieve a 60% filtration efficiency. Upon discussions with the manufacturers, the researchers learned that
those materials could not be procured. Using materials that were available, the highest filtration efficiency
possible was 37%.

[2] “the exterior and interiors were spunbond and the middle layer was meltblown”

[3] 10 times with bar soap and water

[4] Featured the Honorable Prime Minister of Bangladesh Sheikh Hasina, the head of the Imam Training
Academy, and the national cricket star Shakib Al Hasan.

[5] A grassroots organization with a network of volunteers across the country
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[6] “consistent with the WHO guideline that defines physical distancing as one meter of separation.”
www.who.int/westernpacific/emergencies/covid-19/information/physical-distancing (accessed 13 June 2022).
[7]1 Occupational Safety and Health Administration (OSHA). OSHA technical manual: section VIII: chapter 2:
respiratory protection. US Department of Labor. www.osha.gov/dts/osta/otm/otm_ viii/otm_viii_2.html
(accessed 21 April 2020).

[8] Ministry of Health and Long-Term Care, Public Health Division, Provincial Infectious Diseases Advisory
Committee. Preventing respiratory illnesses: protecting patient and staff: infection control and surveillance
standards for febrile respiratory illness (FRI) in non-outbreak conditions in acute care hospitals [September
2005] http://www.health.gov.on.ca/english/providers/program/infectious/diseases/best_prac/bp_fri_080406.pdf
(accessed September 11 2009). [URL inactive]

[9] Before eating, after sneezing, coughing, handling money, using restroom, returning to desk and interacting
with others who may be sick

[10] after coming into classroom, before and after lunch, after break, after physical education, when they went
home and after coughing, sneezing or blowing their noses

[11] after toileting and when visibly dirty plus a protocol for particular circumstances: after coming into the
classroom; before and after lunch; after playing outside; when they went home; after coughing, sneezing, or
blowing their noses; and after diapering

[12] 1) when entering into the classroom; 2) after sneezing, coughing, or blowing their nose; 3) after using the
toilet/washroom; 4) before eating any food; and 5) when leaving the school at the end of the day

[13] what to do if hands were dirty, why students should wash their hands, benefits of washing hands and
using hand sanitiser, procedure for washing hands using hand sanitiser, to cover mouth and nose with upper
part of sleeve while coughing and/or sneezing

[14] Boyce JM, Pittet D, Healthcare Infection Control Practices Advisory Committee, HICPAC/
SHEA/APIC/IDSA Hand Hygiene Task Force. Guideline for hand hygiene in healthcare settings.
Recommendations of the Healthcare Infection Control Practices Advisory Committee and the
HICPAC/SHEA/APIC/ IDSA Hand Hygiene Task Force. MMWR Recommendations and Reports 2002;51(RR-
16):1-45. www.cdc.gov/mmwr/preview/mmwrhtml/rr5116a1.htm (accessed 21 April 2020). International Bank
for Reconstruction and Development/ World Bank, Bank-Netherlands Water Partnership, Water and
Sanitation Program. Hand washing manual: a guide for developing a hygiene promotion program to increase
handwashing with soap. http://go.worldbank.org/PJTS4A53C0 (Accessed 16 May 2007). [URL inactive]
California State Department of Education. Techniques for Preventing the Spread of Infectious Diseases.
Sacramento (CA): California State Department of Education, 1983. Geiger BF, Artz L, Petri CJ, Winnail SD,
Mason JW. Fun with Handwashing Education. Birmingham (AL): University of Alabama, 2000. Roberts A,
Pareja R, Shaw W, Boyd B, Booth E, Mata JI. A tool box for building health communication capacity.
www.globalhealthcommunication.org/tools/29 (Accessed 10 October 2007). [URL inactive] Stark P.
Handwashing Technique. Instructor’s Packet. Learning Activity Package. Sacramento (CA): California State
Department of Education, 1982.

[15] DIN EN 1500: Chemische Desinfektionsmittel und Antiseptika, Hygienische Handedesinfektion,
Prifverfahren und Anforderungen (Phase 2/Stufe 2). Briissel (Belgium): CEN, European Comittee for
Standardization 1997;1-20.

[16] DIN EN 12791: Chemische Desinfektionsmittel und Antiseptika, Chirugische Handedesinfektionsmittel -
Prifverfahren und Anforderungen (Phase 2/Stufe 2). Brissel (Belgium): CEN, European Comittee for
Standardization 2005;1-31.

[17] after defaecation, after cleaning an infant who had defaecated, before preparing food, before eating, and
before feeding infants

[18] non-governmental organisation that supports community-based health and development initiatives

[19] “Healthy Hands” Rules (from Figure 3 in paper): Do use “special soap” when arrive to school, before
lunch, after go to bathroom (only if soap and water not available), if rub nose or eyes or if fingers in mouth, if
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teacher asks. Do not: use “special soap” if hand dirt on them, put “special soap” on another student, play with
‘special soap”, put hands near eyes after using “special soap”.

[20] Calculated by subtracting each day’s soap weight from the previous day’s weight. Maximum number of
grams of soap consumed for each compound was identified and the day on which the maximum soap
consumption was recorded. A per capita estimate of daily soap consumption was calculated

[21] National Health and Medical Research Council. Staying Healthy in Child Care. Canberra (Australia):
Australian Government Publishing Service, 1994

[22] upon arrival, before and after lunch, and prior to departure

[23] World Health Organization. (2012). Hand hygiene in outpatient and home-based care and long-term care
facilities: a guide to the application of the WHO multimodal hand hygiene improvement strategy and the “My
Five Moments For Hand Hygiene” approach. World Health Organization.
apps.who.int/iris/handle/10665/78060 (accessed 15 June 2022)

[24] Moment 1 (before touching a resident) = Room In; Moment 4 (after touching a resident) and Moment 5
(after touching a resident’s surroundings) = Room Out; Moment 2 (before a clean/antiseptic procedure) =
Before Clean; Moment 3 (after body fluid exposure risk) — After Dirty

[25] Handsome: handhygiéne in verpleeghuizen.: Zorg voor beter; 2019 May 03. URL.:
www.zorgvoorbeter.nl/handsome (accessed 7 June 2022)

[26] Veiligheid en Kwaliteit: Project Handen uit de Mouwen.: Stichting Samenwerkende Rijnmond
Ziekenhuizen

[27] Auditor training.: Hand Hygiene Australia URL: www.hha.org.au/audits/auditor-training (accessed 7 June
2022)

[28] no long nails, acrylic nails, or polished nails and not wearing a ring, bracelet, wristwatch, brace, or long
sleeves.

[29] Persoonlijke hygiéne: Verpleeghuizen, woonzorgcentra, voorzieningen voor kleinschalig wonen voor
ouderen.: Werkgroep Infectie Preventie; 2014. URL.: tinyurl.com/wpfqr8p (accessed 7 June 2022)

[30] knowledge and awareness of HH guidelines, perceived importance of performing HH, perceived
behavioural control (i.e. perceived ease or difficulty of performing the behaviour), and habit

[31] “According to the Dutch national guidelines, HH is mandatory for caregivers before touching/preparing
food, before caregivers themselves ate or assisted children with eating, and before wound care; and after
diapering, after toilet use/wiping buttocks, after caregivers themselves coughed/sneezed/wiped their own
nose, after contact with body fluids (e.g. saliva, vomit, urine, blood, or mucus when wiping children’s noses),
after wound care, and after hands were visibly soiled.” (p. 2495)

[32] Having touched household items being used by the index patients and/or other symptomatic household
contacts, and after coughing/sneezing, before meals, before preparing meals and when returning home

[33] Which addresses “contextual, psychosocial, and technological factors at the societal, community,
interpersonal, individual, and habitual levels”. (Luby 2018)

[34] Hussain F, Luby SP, Unicomb L, Leontsini E, Naushin T, Buckland AJ, et al. Assessment of the
acceptability and feasibility of child potties for safe child feces disposal in rural Bangladesh. The American
Journal of Tropical Medicine and Hygiene. 2017;97: 469-76.

[35] Sultana R, Mondal UK, Rimi NA, Unicomb L, Winch PJ, Nahar N, et al. An improved tool for household
faeces management in rural Bangladeshi communities. Tropical Medicine & International health 2013;18:
854-60.

[36] Hulland KR, Leontsini E, Dreibelbis R, Unicomb L, Afroz A, Dutta NC, et al. Designing a handwashing
station for infrastructure-restricted communities in Bangladesh using the integrated behavioural model for
water, sanitation and hygiene interventions (IBM-WASH). BMC Public Health 2013; 13: 877.

[37] Menon P, Nguyen PH, Saha KK, Khaled A, Sanghvi T, Baker J, et al. Combining intensive counseling by
frontline workers with a nationwide mass media campaign has large differential impacts on complementary
feeding practices but not on child growth: results of a cluster-randomized program evaluation in Bangladesh.
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The Journal of Nutrition 2016;146:2075-84.

[38] comprised of: senior program manager-intervention delivery, senior program manager-operations,
Sanitation Intervention Team leader, senior field research officer, training officer, field research officers, CHW
supervisors and CHWs

[39] SODIS: www.sodis.ch/index_EN.html

[40] after defecation, after changing diapers, before food preparation and before eating

[41] 1. Wash both hands with water and soap before eating/ handling food 2. Wash both hands with water and
soap/ash after defecation 3. Wash both hands with water and soap/ash after cleaning baby’s bottom 4. Use
hygienic latrine by all family members including Children 5. Dispose of children’s faeces into hygienic latrines
6. Clean and maintain latrine 7. Construct a new latrine if the existing one is full and fill the pit with soil/ash. 8.
Safe collection and storage of drinking water 9. Draw drinking water from arsenic safe water point 10. Wash
raw fruits and vegetables with safe water before eating and cover food properly 11. Manage menstruation
period safely (p.605)

[42] Rosenstock IM, Strecher VVJ, Becker MH. Social learning theory and the Health Belief Model. Health
Education Quarterly 1988;15:175-83.

[43] Glanz K, Rimer BK, 2005. Theory at a Glance: A Guide for Health Promotion Practice. Washington,
DC:US Department of Health and Human Services, Public Health Service, National Institutes of Health,
National Cancer Institute.

[44] Hovland CI, Janis IL, Kelley HH, 1953. Communication and Persuasion; Psychological Studies of Opinion
Change. New Haven, CT: Yale University Press.

[45] Based on family of five, consuming 2L of water per person per day, the bottle would last almost a year
[46] W: key concepts for water treatment and contamination, procedures for refilling dispenser and distributing
bottled chlorine, chlorine testing and reporting; H: HW with soap at critical times and creating supportive
environment; S: contamination pathways; N: early initiation and exclusive breastfeeding, complementary and
supplementary feeding, LNS procedures for collection from health facility and delivery tracking, teaching
mamas how to feed Mwanzobora to the child, cooking demonstration, age-specific messaging about nutrition
[47] Department of Health and Social Care. Lateral flow device performance data. July 7, 2021.
www.gov.uk/government/publications/lateral-flow-device-performance-data (accessed 15 June 2022).

[48] “applicable to schools as defined in national guidelines were, face to face contact (within 1 metre for any
length of time) or skin to skin contact or someone the case coughed on; or within 1 metre for 21 minute; or
within 1-2 metres for >15 minutes.” P.2 of Supplementary appendix

[49]i.e., surgical uniform, N95 mask, eye-sealing glasses and plastic wallet, disposable cap, latex gloves,
rubber footwear for hospital use and disposable shoe covers, while working. Additionally, third level care
health professionals wore a full protective mask, Dermacare®, overalls with zipper, and an integrated hood
with elastic hand and ankle cuffs, double disposable boot covers and double latex gloves.

[50] With liquid soap (2% chlorhexidine gluconate) and hand disinfection (0.05% chlorhexidine gluconate and
60-80% ethyl alcohol).

[51] With 80% ethyl alcohol

Assessment of risk of bias in included studies

Four review authors (EF/EB/GB/MJ) independently assessed risk of bias for the method of random sequence
generation and allocation concealment (selection bias), blinding of participants and personnel (performance
bias), blinding of outcome assessment (detection bias), outcome reporting (attrition bias), and selective
reporting (reporting bias). In addition, for the cluster trials, we assessed selection bias due to how recruitment
of participants was conducted. Participants should be identified before the cluster is randomised or, if not,
recruitment should be by someone masked to the cluster allocation. Further, we considered whether there
were sufficient numbers of clusters in each treatment group to ensure comparable groups, and excluded one
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study from the analysis due to insufficient number of clusters. We used the Cochrane risk of bias tool to
assess risk of bias, classifying each risk of bias domain as 'low', ‘high’, or ‘unclear’. The following were
indications for low risk of bias:

1. method of random sequence generation: the method was well-described and is likely to produce
balanced and truly random groups;

2. allocation concealment: the next treatment allocation was not known to participant/cluster or treating staff
until after consent to join the study;

3. blinding of participants and personnel: the method is likely to maintain blinding throughout the study;
4. blinding of outcome assessors: all outcome assessors were unaware of treatment allocation;

5. outcome reporting: participant attrition throughout the study is reported, and reasons for loss are
appropriately described; and

6. selective reporting: all likely planned and collected outcomes have been reported.

Measures of treatment effect

When possible, we performed meta-analysis and summarised effectiveness as risk ratio (RR) using 95%
confidence intervals (Cls). For studies that could not be pooled, we used the effect measures reported by the
trial authors (such as RR or incidence rate ratio (IRR) with 95% CI or, when these were not available, relevant
P values). Where multiple analyses were reported on the same outcome we chose the analysis based on
preferences for: (1) an adjusted analysis (over an unadjusted analysis), and (2) an analysis based on a longer
follow-up period, or a greater number of outcomes events.

Unit of analysis issues

Many of the included studies were cluster-RCTs. To avoid any unit of analysis issues, we only included
treatment effect estimates that were based on methods that were appropriate for the analysis of cluster trials,
such as mixed models and generalised estimating equations. Given this restriction, we used the generalised
inverse-variance method of meta-analysis. Some cluster-RCTs that did not report cluster-adjusted treatment
effects provided sufficient data (number of events and participants by treatment group and intraclass
correlations) for us to calculate appropriate treatment effect estimates and standard errors using the methods
described in the Cochrane Handbook for Systematic Reviews of Interventions (Higgins 2021a). For studies
with multiple treatment groups but only one control group, where appropriate, we adjusted standard errors
upwards to avoid unit of analysis errors in the meta-analyses. We did this by splitting the control group into
equal sized groups and adjusting standard errors upwards to account for the reduced sample size of the
control subgroups (Higgins 2021b).

Dealing with missing data

Previously, whenever details of studies were unclear, or studies were only known to us by abstracts or
communications at meetings, we corresponded with first or corresponding authors. For this 2022 review, we
did not contact authors of studies.

Assessment of heterogeneity

Aggregation of data was dependent on types of comparisons, sensitivity and homogeneity of definitions of
exposure, populations and outcomes used. We calculated the I*statistic and Chi? test for each pooled
estimate to assess the presence of statistical heterogeneity (Higgins 2002; Higgins 2003).

Assessment of reporting biases
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Given the widely disparate nature of our evidence base, we limited our assessment of possible reporting
biases to funnel plot visual inspection if we had > 10 included studies for any single meta-analysis.

Data synthesis

If possible and appropriate, we combined studies in a meta-analysis. We used the generalised inverse-
variance random-effects model where cluster-RCTs were included in the analysis. We chose the random-
effects model because we expected clinical heterogeneity due to differences in pooled interventions and
outcome definitions, and methodological heterogeneity due to pooling of RCTs and cluster-RCTs.

Subgroup analysis and investigation of heterogeneity

We conducted one post hoc subgroup analyses of adults (18 years +) versus children (0 to 18 years) for the
comparison of hand hygiene versus control.

We did not conduct further investigation of heterogeneity due to insufficient numbers of studies included in the
comparisons.

Sensitivity analysis

We conducted a sensitivity analysis for hand hygiene versus control where we included the most precise and
unequivocal measure of viral respiratory illness reported for each included study.

Summary of findings and assessment of the certainty of the evidence

We created three summary of findings tables using the following outcomes: numbers of cases of viral
respiratory illness (including ARIs, ILI, COVID-like illness and laboratory-confirmed influenza/SARS-CoV-2
or other respiratory viruses), and adverse events related to the intervention (summary of findings Table

1; summary of findings Table 2; summary of findings Table 3). We planned to include the secondary outcomes
of deaths; severity of viral respiratory illness as reported in the studies; absenteeism; hospital admissions;
and complications related to the illness (e.g. pneumonia). However, these data were poorly reported in the
included studies. We used the five GRADE considerations (study limitations, consistency of effect,
imprecision, indirectness, and publication bias) to assess the certainty of evidence as it related to the studies
which contributed data to the meta-analyses for the prespecified outcomes (Atkins 2004). We used the
methods and recommendations described in Section 8.5 and Chapter 12 of the Cochrane Handbook for
Systematic Reviews of Interventions (Higgins 2011), employing GRADEpro GDT software (GRADEpro GDT).
We justified all decisions to down- or upgrade the certainty of the evidence in footnotes, and made comments
to aid the reader's understanding of the review where necessary.

Results

Description of studies

See Characteristics of included studies and Characteristics of excluded studies tables. Five trials were funded
by government and pharmaceutical companies (Aiello 2010; Aiello 2012; Chard 2019; Yeung_2011; Zomer
2015), and nine trials were funded by pharmaceutical companies (Arbogast 2016; Carabin 1999; Luby

2005; Nicholson 2014; Sandora 2005; Sandora 2008; Turner 2004a; Turner 2004b; Turner 2012).

Results of the search

For this 2022 update we found 2667 records through database and trial registry searching, as well as 738
record through citation searching. After removing duplicates we had 2936 records that underwent title and
abstract screening.

We identified a total of 202 titles in this 2022 update. We excluded 180 titles and retrieved the full papers of
35 studies, to include 11 new studies. See Figure 1.
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Study flow diagram.

Included studies

In this 2022 update we included 11 new studies (610,872 participants); randomised controlled trials (RCTs) (n
= 5) or cluster-RCTs (n = 6) published between 2020 and 2022. In total 78 studies are included in this review
update. For detailed descriptions of the interventions of the included studies, see Table 1.

Eighteen trials focused on using masks (Abaluck 2022; Aiello 2010; Aiello 2012; Alfelali 2020; Barasheed

2009; Maclntyre 2011; Maclntyre 2013; MacIntyre 2015; MaclIntyre 2016; Radonovich 2019; Suess 2012).
Thirteen of the 18 trials compared medical/surgical masks to no mask (control) (Abaluck 2022; Aiello

2010; Aiello 2012; Alfelali 2020; Barasheed 2014; Bundgaard 2021; Canini 2010; Cowling_ 2008; Jacobs
2009; Maclntyre 2009; Maclintyre 2015; Maclntyre 2016; Suess 2012). One study compared catechin-treated
masks to no mask (Ide 2016), and one study included cloth masks versus control (third arm in Macintyre
2015). Three of the 18 trials were in healthcare workers (Ide 2016; Jacobs 2009; Maclintyre 2015), whilst the
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remaining trials were in non-healthcare workers (students, households, families, or pilgrims). Only one ftrial
was conducted during the H1N1 pandemic season (Suess 2012), and two trials were conducted during the
SARS-CoV-2 pandemic (Abaluck 2022; Bundgaard 2021).

Five of the 18 trials compared N95 masks or P2 masks to medical/surgical masks (Loeb 2009; MaclIntyre
2009; Maclntyre 2011; Maclintyre 2013; Radonovich 2019). All of these trials, except for one study that was
conducted on household individuals (Maclntyre 2009), included healthcare workers either in a hospital
setting, Loeb 2009; Maclintyre 2011; Maclntyre 2013, or an outpatient setting (Maclntyre 2009; Radonovich
2019).

One trial evaluated the effectiveness of quarantining workers of one of two sibling companies in Japan whose
family members had developed an influenza-like illness (ILI) during the 2009 to 2010 H1N1 influenza
pandemic (Miyaki 2011). Another trial conducted during the SARS-CoV-2 pandemic in Norway investigated
fithess centre access with physical distancing compared to no access (Helsingen 2021); and one cluster trial
compared daily testing for contacts of individuals with SARS-CoV-2 compared to self-isolation at home in
English secondary schools (Young 2021).

Nineteen trials compared hand hygiene interventions with no hand hygiene (control) and provided data
suitable for meta-analysis. The populations in these trials included adults, children, and families, in settings
such as schools (Biswas 2019; Stebbins 2011), childcare centres (Azor-Martinez 2018; Correa 2012; Roberts
2000; Zomer 2015), homes/households (Cowling 2008; Cowling 2009; Larson 2010; Little 2015; Nicholson
2014; Ram 2015; Sandora 2005; Simmerman 2011), offices (Hubner 2010), military trainees (Millar 2016),
villages (Ashraf 2020; Swarthout 2020), and nursing homes (Teesing_ 2021). None of the trials were
conducted during a pandemic, although some of the studies were conducted during peak influenza seasons.

A further 10 trials that compared a variety of hand hygiene modalities to control provided insufficient
information to include in meta-analyses. Three trials were in children: one was conducted in daycare centres
in Denmark examining a multimodal hygiene programme (Ladegaard 1999), and two trials compared a hand
hygiene campaign or workshop in an elementary school environment in Saudi Arabia, Alzaher 2018, and
Egypt, Talaat 2011. Three trials tested virucidal hand treatment in an experimental setting, Gwaltney

1980; Turner 2004a, and in a community, Turner 2012, in the USA. Feldman 2016 compared hand-washing
with chlorhexidine gluconate amongst Israeli sailors. One trial compared hand sanitiser packaged in a
multimodal hygiene programme amongst office employees in the USA (Arbogast 2016). Two trials were
conducted in a long-term facility setting: one trial examined the effect of a bundled hand hygiene programme
on infectious risk in nursing home residents in France (Temime 2018), and the other trial compared the effect
of using hand sanitisers in healthcare workers on the rate of infections (including respiratory infections) in
nursing home residents in Hong Kong (Yeung 2011).

Five trials compared different hand hygiene interventions in a variety of settings such as schools (Morton
2004, in kindergartens and elementary schools in the USA; Priest 2014, in primary schools in New Zealand;
and Pandejpong 2012 in kindergartens in Thailand). One study was conducted in low-income
neighbourhoods in Karachi, Pakistan (Luby 2005), and one was conducted in a workplace environment in
Finland (Savolainen-Kopra 2012). A variety of interventions were used across these trials such as soap and
water (Luby 2005; Savolainen-Kopra 2012), hand sanitiser (Morton 2004; Pandejpong_2012; Priest

2014; Savolainen-Kopra 2012), body wash (Luby 2005), and alcohol-based hand wipes (Morton 2004), with
or without additional hygiene education. There was considerable variation in interventions, and the
information in the trial reports was insufficient to permit meta-analysis.

Seven trials compared a combined intervention of hand hygiene and face masks with control. Four of these
trials were carried out in households in Germany (Suess 2012), Thailand (Simmerman 2011), Hispanic
immigrant communities in the USA (Larson 2010), and households in Hong Kong (Cowling 2009). Two trials
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were conducted amongst university student residences (Aiello 2010; Aiello 2012), and two trials in groups of
pilgrims at the annual Hajj (Aelami 2015; Alfelali 2020). Moreover, six trials evaluated the incremental benefit
of combining surgical masks in addition to hand hygiene with soap (Simmerman 2011), hand sanitiser (Aiello
2010; Aiello 2012; Larson 2010; Suess 2012), or both (Cowling 2009), versus mask or hand hygiene alone on
the outcomes of ILI and influenza. Aelami 2015 investigated a hygienic package (alcohol-based hand rub (gel
or spray), surgical masks, soap, and paper handkerchiefs) with a control group.

Seven trials compared a multimodal combination of hand hygiene and disinfection of surfaces, toys, linen, or
other components of the environment with a control (Ban 2015; Carabin 1999; Ibfelt 2015; Kotch

1994; McConeghy 2017; Sandora 2008; White 2001). Variation in scope and type of interventions and
insufficient data in trial reports precluded meta-analysis. All studies except for one were in children
(McConeghy 2017), which was in a nursing home population).

Three trials included in two papers investigated the role of virucidal tissues in interrupting transmission of
naturally occurring respiratory infections in households (Farr 1988a; Farr 1988b; Longini 1988). Four cluster-
RCTs implemented complex, multimodal sanitation, education, cooking, and hygiene interventions (Chard
2019; Hartinger 2016; Huda 2012; Najnin 2019). All four of these trials were conducted in low-income
countries in settings with minimal to no access to basic sanitation.

Three trials assessed the effect of gargling on the incidence of upper respiratory tract infections (URTIs) or
influenza: gargling with povidone-iodine (Satomura 2005), green tea (lde 2014), and tap water (Goodall
2014). Two trials investigated the use of mouth/nasal washes on the incidence of SARS-CoV-2 infection in
healthcare workers during the COVID-19 pandemic (Almanza-Reyes 2021; Gutiérrez-Garcia 2022). One trial
investigated the use of glasses against the transmission of SARS-CoV-2 (Eretheim 2022a).

Ongoing studies

We identified four ongoing studies during the course of the COVID-19 pandemic, of which one is completed,
but unreported (NCT04471766). The trials evaluated masks concurrent with the COVID-19 pandemic. Three
trials on other interventions are ongoing (Brass 2021; NCT03454009; NCT04267952).

Studies awaiting classification

We identified five studies awaiting classification (Contreras 2022; Croke 2022; Delaguerre 2022; Loeb
2022; Varela 2022).

A previous RCT (NCT04296643) reported as ongoing in the last version has now been recently published but
was not able to be included in the summary of findings pooled results (Loeb 2022). In a multicentre,
randomised non-inferiority trial of 1009 healthcare workers (HCWs) across four countries randomised to
medical mask versus fit-tested N95 respirators for direct care of COVID-19 patients or long-term care
residents, laboratory-confirmed SARS-CoV-2 was found in 10.46% (52/497) versus 9.27% (47/507) in the
medical/surgical mask group and fit-tested N95 respirator group (hazard ratio 1.14 (95% CI1 0.77 to 1.69),
respectively. There was a 1.19% absolute increase in risk of COVID-19 with medical masks versus N95
respirator 95% CI (-2.5% to 4.9%). There were 47 (10.8%) adverse events related to the intervention
reported in the medical mask group and 59 (13.6%) in the N95 respirator group. The use of medical masks
was found to be non-inferior to N95 respirators in the direct care of COVID-19 patients and the study crossed
over into the more transmissible Omicron variant period of the COVID-19 pandemic.

Excluded studies

We excluded a total of 180 studies. We identified 20 new studies for exclusion at the data extraction stage of
this 2022 update, all of which appeared to be eligible at screening. Five of the 20 studies were ineligible due
to evaluating treatments for patients with disease (Cyril Vitug_2021; Ferrer 2021; Meister 2022; Sanchez

Barrueco 2022; Sevinc Gul 2022), two were excluded because they did not assess clinical outcomes (Costa
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2021; Seneviratne 2021), four were excluded due to not assessing viral outcomes (Gharebaghi

2020; Giuliano 2021; Karakaya 2021; Kawyannejad 2020), five were excluded as they were experiments that
did not measure any of our outcomes of interest (Ahmadian 2022; Dalakoti 2022; Egger 2022; Malaczek
2022; Montero-Vilchez 2022); three were excluded because they were not RCTs (Chen 2022; Lim 2022; Mo
2022), and one was excluded as it was a report of another study (Munoz-Basagoiti 2022).

Risk of bias in included studies

The overall risk of bias is presented graphically in Figure 2 and summarised by included study in Figure 3.
Details on the judgements can be found in the descriptions of individual included studies (Characteristics of
included studies table). Out of 78 included studies, only two were rated as low risk of bias for all domains.
One of those studies compared two different types of masks (Radonovich 2019), and the other compared
hand sanitiser to no treatment (Turner 2012). Notably, neither of these two studies was blinded, however, trial
procedures were sufficiently robust that the risk of performance bias was low. Overall,approximately only 20%
of the studies were rated as low risk of performance bias. This risk of bias domain was particularly
problematic because most interventions studied could not be blinded from participants and/or investigators.
The two risks of bias domains that were rated the least problematic were attrition bias and random sequence
generation where around 50% of studies were rated as low risk of bias. Allocation concealment, blinded
outcome assessment and selective reporting were rated as low risk of bias for around 40% of the included
studies. Many of the included studies were cluster-RCTs where the randomisation process was not well
reported leading to ratings of unclear risk of bias.
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Figure 2
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'Risk of bias' graph: review authors' judgements about each risk of bias item presented as percentages across all included
trials.
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'Risk of bias' summary: review authors' judgements about each risk of bias item for each included trial.

Allocation

For this 2022 review, 10 of the 11 newly included studies provided adequate information on randomisation
and were judged to have low risk of bias (Abaluck 2022; Alfelali 2020; Almanza-Reyes 2021; Ashraf

2020; Bundgaard 2021; Fretheim 2022a; Helsingen 2021; Swarthout 2020; Teesing_2021; Young_2021). Six of
these studies described the use of a computerised random number generator (Almanza-Reyes

2021; Bundgaard 2021; Helsingen 2021; Swarthout 2020; Teesing_2021; Young 2021). Alimanza-Reyes

2021 described the use of computer-generated stratified block scheme, while Bundgaard 2021 reported the
use of a computer algorithm stratified by the five regions of Denmark. In Fretheim 2022a, the investigators
used a digital platform (Nettskjema) for recruitment, randomisation and allocation. Three studies mentioned
the use of a random number generator, with no additional specifics (Helsingen 2021; Swarthout 2020; Teesing
2021), while Young 2021 mentioned that randomisation was performed in blocks of two and stratified using
nine strata to ensure a sample representative of schools and colleges in England. Abaluck 2022 reported
pairwise cross randomisation, whilst Ashraf 2020 reported using a block random number generator. Alfelali
2020 described using coin-tossing by an individual who was not a member of the research team (i.e. a fellow
pilgrim who was not a participant in the trial, a tour operator, or a medical volunteer). One study provided
insufficient information to judge the sequence generation bias (Gutiérrez-Garcia 2022).
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The success of randomisation was judged as low risk of bias in one study only that used an off-site
investigator to allocate groups (Ashraf 2020). Four new studies provided insufficient information to make a
judgment on the adequacy of the process (Bundgaard 2021; Swarthout 2020; Teesing_2021; Young 2021).
The remaining six newly included studies were judged as high risk of allocation bias (Abaluck 2022; Alfelali
2020; Almanza-Reyes 2021; Fretheim 2022a; Gutiérrez-Garcia 2022; Helsingen 2021). In Abaluck 2022,
there was a significant difference in the numbers of households included in each treatment group, suggestive
of a lack of allocation concealment. Alfelali 2020 used coin tossing, which can lead to a large

imbalance. In Almanza-Reyes 2021 baseline prognostic factors (vaccination and frequency of handwashing)
were unbalanced between the two arms. In Fretheim 2022a, a higher number of participants used face masks
in the intervention group. In Gutiérrez-Garcia 2022 there as a significant age difference between the two
groups. Helsingen 2021 described assigning the randomised sequence by a member of the research team,
with no further description.

For the review published in 2020, information on sequence generation was overall poorly reported in most of
the included studies. Nineteen of the included studies provided adequate information on the randomisation
scheme and were judged as at low risk of bias (Aiello 2012; Azor-Martinez 2016; Azor-Martinez 2018; Biswas
2019; Canini 2010; Correa 2012; Ide 2014; Maclintyre 2015; Maclintyre 2016; Millar 2016; Najnin

2019; Radonovich 2019; Ram 2015; Simmerman 2011; Stebbins 2011; Suess 2012; Talaat 2011; Turner
2012; Zomer 2015). Nine studies described the use of computerised sequence generation program/software
(Aiello 2012; Azor-Martinez 2018; Biswas 2019; Canini 2010; Millar 2016; Najnin 2019; Radonovich

2019; Talaat 2011; Turner 2012). One study used random number tables for sequence generation (Azor-
Martinez 2016). Three studies described using the random function in Microsoft Excel (Microsoft Excel 2018)
(Correa 2012; Maclintyre 2016; Suess 2012). Two studies used statistical software to generate a
randomisation allocation (Maclntyre 2015; Priest 2014). Two studies reported using block randomisation: Ram
2015 used block randomisation, and an independent investigator-generated the list of random assignments,
whilst Simmerman 2011 performed block randomisation. Stebbins 2011 used constrained randomisation,

and Zomer 2015 reported using stratified randomisation by means of computer generation with a 1:1 ratio in
each of the strata.

Fourteen studies reported insufficient information to permit a judgement on the adequacy of the process to
minimise selection bias (Aelami 2015; Alzaher 2018; Arbogast 2016; Barasheed 2014; Chard 2019; DiVita
2011; Feldman 2016; Hubner 2010; Ibfelt 2015; McConeghy 2017; Miyaki

2011; Pandejpong_2012; Savolainen-Kopra 2012; Yeung 2011). Six studies provided some description about
sequence generation, but it was still unclear (Hartinger 2016; Huda 2012; Ide 2016; Little 2015; Maclintyre
2011; Maclntyre 2013). Huda 2012 mentioned random number tables, but it was unclear if this was for
random selection or randomisation. Ide 2016 used computer-generated randomisation, but the method was
not stated. Hartinger 2016 used covariate-constrained randomisation, but the method was not described.

In Little 2015, participants were automatically randomly assigned by the intervention software, but the
sequence generation was not described. Two studies used a secure computerised randomisation program
(Maclintyre 2011; Maclntyre 2013), but the sequence generation was not described.

Three of the studies included in the 2020 review, were poorly randomised (Ban 2015; Nicholson

2014; Temime 2018). Ban 2015 included only two clusters, and the randomisation scheme was not

reported. Nicholson 2014 used coin tossing, which can lead to a large imbalance. Temime 2018 used “simple
randomisation” with no further description.

For the RCTs included in previous versions of the review, three were poorly reported with no description of
randomisation sequence or concealment of allocation (Gwaltney 1980; Turner 2004a; Turner 2004b). The
quality of the cluster-RCTs varied, with four studies not providing a description of the randomisation
procedure (Carabin 1999; Kotch 1994; Morton 2004; White 2001). We rated seven studies as at low risk of
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bias for sequence generation (Cowling_2008; Cowling_2009; Luby 2005; Roberts 2000; Sandora
2005; Sandora 2008; Satomura 2005), and a further six studies as at unclear risk of bias (Farr 1988a; Farr
1988b; Ladegaard 1999; Loeb 2009; Longini 1988; Maclntyre 2009).

Many of the newly included cluster-RCTs did not report adequately on allocation concealment. Twenty-one of
these studies reported adequate allocation and were judged as at low risk of bias (Aiello 2012; Alzaher

2018; Azor-Martinez 2016; Azor-Martinez 2018; Biswas 2019; Canini 2010; Chard 2019; Goodall 2014; Ide
2014; I|de 2016; Little 2015; Maclintyre 2011; Maclntyre 2015; Nicholson 2014; Priest 2014; Radonovich

2019; Ram 2015; Savolainen-Kopra 2012; Stebbins 2011; Suess 2012; Turner 2012). Aiello 2012 randomised
all residence houses in each of the residence halls prior to the intervention implementation. Alzaher

2018 allocated schools prior to all schoolgirls attending selected schools being invited to participate. Azor-
Martinez 2016 allocated schools/classes prior to children's recruitment. Azor-Martinez 2018 assigned clusters
prior to recruitment. Biswas 2019 completed the allocation prior to individuals being recruited. Chard

2019 allocated schools prior to individuals being recruited. Goodall 2014 used opaque, sealed, serially
numbered envelopes that were only accessed when two study personnel were present. Ide 2014 also
reported using individual drawing of sealed, opaque envelopes to randomly assign participants to the

study groups. Maclntyre 2011 randomised hospitals prior to inclusion of participants. In Macintyre

2015, hospital wards were randomised prior to recruitment of individuals. Nicholson 2014 used coin tossing to
assign communities to intervention or control arms. Radonovich 2019 used constrained randomisation to
resolve any potential imbalance between covariates between the trial arms. Four studies reported the use of
central randomisation: Canini 2010 used central randomisation by employing an interactive voice response
system; Ide 2016 used central randomisation services; Little 2015 participants were automatically randomly
assigned by the intervention software; and Ram 2015 described a central allocation through data collectors
notifying the field research officer, who consulted the block randomisation list to make the assignment of the
household compound to intervention or control. Savolainen-Kopra 2012 randomised clusters by matching
prior to the onset of the interventions. Four studies reported that allocation was assigned by personnel
(investigator, physician, or statistician) unaware of the randomisation sequence (Priest 2014; Stebbins

2011; Suess 2012; Turner 2012). Twenty-two studies reported insufficient information to permit a judgement
on the adequacy of the process to minimise selection bias (Aelami 2015; Arbogast 2016; Ban

2015; Barasheed 2014; Correa 2012; DiVita 2011; Feldman 2016; Hartinger 2016; Hubner 2010; Huda

2012; Ibfelt 2015; Maclintyre 2013; McConeghy 2017; Millar 2016; Miyaki 2011; Najnin

2019; Pandejpong_2012; Simmerman 2011; Talaat 2011; Temime 2018; Yeung 2011; Zomer 2015). Two
studies provided some information about allocation, but it was not enough to permit a judgement on the risk of
bias (Barasheed 2014; Simmerman 2011). Barasheed 2014 randomised pilgrim tents using an independent
study co-ordinator who was not an investigator, but did not describe how this was done. Simmerman

2011 described using a study co-ordinator to assign households to the study arm (after consent was
obtained). Only one of the newly added studies was judged as at high risk of bias, where the random
assignment was allocated by doctors enrolling the participants (Maclntyre 2016). Of the previously included
RCTs, 14 provided no or an insufficient description of concealment of allocation (Carabin 1999; Farr 1988a;
Farr 1988b; Gwaltney 1980; Kotch 1994; Ladegaard 1999; Larson 2010; MaclIntyre 2009; Morton

2004; Roberts 2000; Sandora 2008; Turner 2004a; Turner 2004b; White 2001). We assessed all of the
remaining studies as at low risk of bias (Canini 2010; Cowling_2008; Cowling 2009; Loeb 2009; Longini 1988;
LLuby 2005; Sandora 2005;Satomura 2005). Aiello 2010 used the drawing of a uniform ticket with the name
of each hall out of a container and was rated as at high risk of bias.

Blinding

Although blinding is less of a concern in cluster-RCTs, the risk of bias is substantial when the outcomes are
subjective and the outcome assessor is not blinded.
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In this 2022 review, five RCTs (Almanza-Reyes 2021; Bundgaard 2021; Fretheim 2022a; Gutiérrez-Garcia
2022; Helsingen 2021), and six cluster-RCTs were all judged to have a high risk of detection bias (Abaluck
2022; Alfelali 2020; Ashraf 2020; Swarthout 2020; Teesing_2021; Young_2021).

We judged two of the newly included studies to have a low risk of detection bias as the outcome is laboratory-
confirmed (Alfelali 2020; Gutiérrez-Garcia 2022). One study provided insufficient information to enable
judgment (Almanza-Reyes 2021). The remaining eight of the 11 new studies have a high risk of detection
bias (Abaluck 2022; Ashraf 2020; Bundgaard 2021; Fretheim 2022a; Helsingen 2021; Swarthout

data were missing. In addition, other outcomes were subjective and can be influenced by the unblinded mask
promoters, and mask surveillance staff. Moreover, blood testing in the protocol specified baseline testing
which was not done, and no further explanation was provided. In Ashraf 2020, although the data collection
team was separate from the intervention team, they were not blinded, and the outcome was respiratory illness
measured through caregiver-reported symptoms. In Bundgaard 2021, case detection was based on patient-
reported symptoms on home tests. In Fretheim 2022a, the outcome was self-reported positive COVID-19 test
result, notified to the Norwegian Surveillance System for Communicable Diseases (MSIS). However, the
public policy requiring confirmatory PCR-test had changed during the study, which may have affected
reporting. In Helsingen 2021, although the outcome was a positive test for COVID-19 based on SARS-CoV-2
ribonucleic acid, the samples were collected and sent by participants, and there was a difference in
adherence in testing between the two groups. Swarthout 2020, Teesing 2021, and Young 2021 all had
subjective outcomes and assessors were not blinded. As for the detection bias, six of the newly included
studies were considered to have a high risk of detection bias (Bundgaard 2021; Gutiérrez-Garcia

2022; Helsingen 2021; Swarthout 2020; Teesing 2021; Young_2021. In Bundgaard 2021, case detection was
based on patient-reported symptoms and results from home point-of-care (POCT) testing. The primary
outcome of Gutiérrez-Garcia 2022 was participants' self-reported symptoms. Case detection in Helsingen
2021 was based on a home-test kit. Swarthout 2020, Teesing 2021, and Young_2021 had subjective
outcomes.

In the 2020 review, we judged 36 studies to have a high risk of bias (Aiello 2012; Abaluck 2022; Alfelali

2020; Aimanza-Reyes 2021; Alzaher 2018; Arbogast 2016; Ashraf 2020; Azor-Martinez 2016; Azor-Martinez
2018; Ban 2015; Biswas 2019; Bundgaard 2021; Carabin 1999; Chard 2019; Correa 2012; Cowling

2008; Gutiérrez-Garcia 2022; Helsingen 2021; Ide 2014; Kotch 1994; Ladegaard 1999; Little 2015; Maclintyre
2011; Maclntyre 2015; Maclntyre 2016; McConeghy 2017; Najnin 2019; Nicholson 2014; Ram 2015; Sandora
2008; Savolainen-Kopra 2012; Swarthout 2020; Teesing 2021; Temime 2018; Young 2021; Zomer 2015). We
assessed five cluster-RCTs as at low risk of bias. Farr 1988a and Farr 1988b were double-blinded studies
and were judged as at low risk of bias. Maclntyre 2013 and Simmerman 2011 reported laboratory-confirmed
influenza, and blinding would not have affected the result. In Miyaki 2011 the self-reported respiratory
symptoms were confirmed by a physician.

We judged four cluster-RCTs to have a low risk of detection bias because the outcome was laboratory-
confirmed influenza (Alfelali 2020; Barasheed 2014; Suess 2012), or physician-confirmed

ILI, Pandejpong 2012. Another two cluster-RCTs were judged to have a low risk of bias because outcome
assessors were blinded (Abaluck 2022; Ashraf 2020). One RCT (Almanza-Reyes 2021) and two cluster-
RCTs (Talaat 2011; Yeung_ 2011) provided insufficient data to judge the effect of non-blinding. Talaat

2011 included outcomes that were both self-reported ILI and laboratory-confirmed influenza. In Yeung

2011 the detection of cases was based on records for hospitalisation related to infection (including
pneumonia). Eleven cluster-RCTs were not blinded, but we judged the primary outcome to be unaffected by
non-blinding. Seven trials reported laboratory-confirmed influenza (Aiello 2012; Cowling_2009; Larson

2010; Loeb 2009; Maclntyre 2009; Millar 2016; Stebbins 2011). Four studies reported self-reported outcomes
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(Canini 2010; Priest 2014; Roberts 2000; Sandora 2008), but outcome assessors were not aware of the
intervention assignment. Five RCTs were double-blinded and were judged as at low risk of bias (Goodall
2014; Ide 2016; Longini 1988; Luby 2005; White 2001), whilst two studies were single-blinded where
investigators, Radonovich 2019, or laboratory personnel, Turner 2012, were blinded. Four RCTs were not
blinded and were judged as at high risk of bias given the subjective nature of the outcome assessed (Hubner
2010; Ibfelt 2015; Jacobs 2009; Satomura 2005). Turner 2004a and Turner 2004b were double-blind studies,
but insufficient information was provided to assess the risk of bias.

Incomplete outcome data

In this 2022 review, six of the 11 newly included studies had reasonable attrition and provided sufficient
evidence about participant flow throughout the study and reasons of loss to follow-up, and hence were
assessed as having a low risk of attrition bias (Alfelali 2020; Ashraf 2020; Bundgaard 2021; Fretheim
2022a; Gutiérrez-Garcia 2022; Swarthout 2020). Two studies provided insufficient information to assess the
attrition risk (Almanza-Reyes 2021; Teesing_2021). The remaining three studies were judged at high risk of
attrition bias. In Abaluck 2022, laboratory testing results were only available for 40% of the symptomatic
participants. In Helsingen 2021, more people in the control group withdrew from the study and reasons for
withdrawal were not provided. In the Young 2021 study there was high attrition at different rates between the
two groups.

In the 2020 review, we assessed 26 newly included trials as having a low risk of attrition bias, with sufficient
evidence from the participant flow chart, and explanation of loss to follow-up (which was minimal) similar
between groups (Aiello 2012; Alzaher 2018; Arbogast 2016; Azor-Martinez 2018; Barasheed 2014; Canini
2010; Chard 2019; Correa 2012; Goodall 2014; Hartinger 2016; Hubner 2010; Ide 2014; Ide 2016; Maclintyre
2011; Maclntyre 2013; Maclntyre 2015; Maclntyre 2016; Miyaki 2011; Pandejpong_2012; Radonovich

2019; Ram 2015; Simmerman 2011; Suess 2012; Turner 2012; Yeung_2011; Zomer 2015). Seven studies did
not report sufficient information on incomplete data (attrition bias) (Aelami 2015; DiVita 2011; Feldman

2016; Hartinger 2016; Ibfelt 2015; McConeghy 2017; Priest 2014). Twelve studies had a high risk of attrition
bias (Azor-Martinez 2016; Ban 2015; Biswas 2019; Huda 2012; Little 2015; Millar 2016; Najnin

2019; Nicholson 2014; Savolainen-Kopra 2012; Stebbins 2011; Talaat 2011; Temime 2018). In Azor-Martinez
2016, attrition levels were high and differed between the two groups. Ban 2015 did not report on reasons for
loss to follow-up. Biswas 2019 did not provide information on missing participants (28 children in the control
schools and two children in the intervention schools). Huda 2012 did not provide a flow diagram of study
participants. Little 2015 had high attrition that differed between the two groups. Attrition in Millar 2016 differed
amongst the three groups. In addition, ARI cases were captured utilising clinic-based medical records for
those participants who sought hospital care only. In Najnin 2019, there was high migration movement during
the study, which could have distorted the baseline characteristics even more. There was no description of
how such migration and changes in the intervention group were dealt with. In Nicholson 2014, households
were removed from the study if they provided no data for five consecutive weeks. Although attrition was
reported in Savolainen-Kopra 2012, and 76% of volunteers who were recruited at the beginning of the
reporting period completed the study, new recruits were added during the study to replace volunteers lost in
most clusters. The total number of reporting participants at the end of the trial was 626 (91.7%) compared to
the beginning, meaning that 15.7% of participants were replaced during the study. In Stebbins 2011,reasons
for episodes of absence in 66% of the study participants were not reported. Talaat 2011 did not provide a flow
chart of clusters flow during the study period and provided no information on withdrawal. Temime 2018 was
greatly biased due to underreporting of outcomes in the control groups. Furthermore, no study flow chart was
provided, and there was no reporting on any exclusions.

Selective reporting
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For this 2022 review update, six of the 11 newly included studies reported all specified outcomes and were
judged to have a low risk of selective reporting (Ashraf 2020; Bundgaard 2021; Fretheim 2022a; Gutiérrez-
Garcia 2022; Helsingen 2021; Young 2021). Three studies had no published protocol and were considered to
have an unclear risk of selective reporting (Alfelali 2020; Almanza-Reyes 2021; Teesing_2021). The remaining
two new included studies are considered to have a high risk of bias in this domain. Abaluck 2022 did not
report on prespecified seroconversion, while in Swarthout 2020, none of the outcomes reported were
prespecified in the trial registry.

In the 2020 review, 22 included studies reported all specified outcomes and were judged as at low risk of
reporting bias (Aiello 2012; Barasheed 2014; Canini 2010; Chard 2019; Goodall 2014; Hartinger 2016; Ibfelt
2015; Ide 2016; Little 2015; Maclintyre 2011; Maclntyre 2013; Macintyre 2015; Maclintyre

2016; Pandejpong_2012; Priest 2014; Radonovich 2019; Savolainen-Kopra 2012; Simmerman 2011; Suess
2012; Temime 2018; Turner 2012; Zomer 2015). For 18 studies, it is unlikely that other outcomes were
measured and not reported, although no protocol was available to assess reporting bias (Aelami

2015; Alzaher 2018; Arbogast 2016; Azor-Martinez 2016; Azor-Martinez 2018; Ban 2015; Biswas

2019; Correa 2012; DiVita 2011; Feldman 2016; Hubner 2010; Huda 2012; Ide 2014; Miyaki 2011; Nicholson
2014; Stebbins 2011; Talaat 2011; Yeung_2011). Three studies were at high risk of reporting bias (McConeghy
2017; Millar 2016; Najnin 2019). In McConeghy 2017, URTI was mentioned in the methods (the intervention
presumably would have targeted these), but only lower respiratory tract infection (LRTI) and overall infection
were reported. Millar 2016 was originally conducted for another purpose; we could not find the respiratory
outcomes reported in the study as part of the original study protocol. In Najnin 2019, the published study
protocol did not include respiratory illness as an outcome.

Other potential sources of bias

An additional consideration for cluster-RCTs is identification/recruitment bias, where individuals are recruited
in the trial after clusters are randomised. Such bias can introduce an imbalance amongst groups.

In this 2022 review, of the six cluster-RCTs included, we judged four to have a low risk of
identification/recruitment bias (Abaluck 2022; Ashraf 2020; Swarthout 2020; Teesing_2021). In Abaluck 2022,
all of people in the village were assigned to one study arm (control, cloth mask or surgical mask villages).

In Ashraf 2020, participants were unaware of their intervention group assignment until after the baseline
survey and randomisation. In Swarthout 2020, village clusters comprised of 12 enrolled households, while

in Teesing 2021 randomisation was done per nursing home. Alfelali 2020 recruited individuals after cluster-
randomisation and is judged to have a high risk of recruitment bias, while in Young 2021, participation of
students and staff contacts were made after random assignment of the school through written consent or
electronic completion of a consent form.

Of the cluster-RCTs included in our 2020 review, we judged 13 to have a low risk of identification/recruitment
bias (Arbogast 2016; Biswas 2019; Canini 2010; Cowling_2008; Longini 1988; Luby 2005; Maclintyre

2015; Maclntyre 2016; Roberts 2000; Sandora 2005; Suess 2012; Temime 2018; White 2001). In Arbogast
2016, all identified individuals (office workers) were included in the assigned cluster. Schools were identified
and then randomised to the clusters; students were then randomly selected from each classroom and

school. Nine studies described the identification of participants, consenting/enrolling, and then randomising to
the clusters (Canini 2010; Cowling 2008; Longini 1988; Luby 2005; Maclintyre 2015; MacIntyre 2016; Roberts
2000; Sandora 2005; White 2001). Suess 2012 identified and consented patients, then recruitment was
performed by physicians unaware of cluster assignment. In Temime 2018, directors of the included nursing
homes agreed to participate in the study before randomisation, and written consent was not required from the
residents.
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Amongst the newly included studies, we judged four cluster-RCTs as at low risk of identification/recruitment
bias (Abaluck 2022; Swarthout 2020; Teesing 2021; Young_ 2021). In Abaluck 2022, the village was the unit of
randomisation and all households received one arm of the study (control, surgical mask or cloth mask).

In Swarthout 2020, village clusters were each randomised by blocks (group of nine adjacent clusters) into
eight groups. In Teesing 2021 nursing homes were computer randomised after baseline hand hygiene
measurements to either the intervention arm or the control arm. In Young 2021, schools were randomly
assigned (1:1) to either a policy of offering contacts daily testing over seven days to allow continued school
attendance (intervention group) or to follow the usual policy of isolation of contacts for 10 days (control
group). In two studies there were insufficient details to permit a judgement of the risk of bias (Alfelali

2020; Ashraf 2020).

In the 2020 review, we judged 11 cluster-RCTs as at high risk of identification/recruitment bias (Aiello

2010; Aiello 2012; Azor-Martinez 2018; Chard 2019; Correa 2012; Cowling 2009; Larson 2010; McConeghy
2017; Nicholson 2014; Priest 2014; Savolainen-Kopra 2012). In Aiello 2010 and Aiello 2012, recruitment
continued for two weeks after the start of the study, which could have introduced bias. Six trials identified and
recruited participants after cluster randomisation (Azor-Martinez 2018; Chard 2019; Cowling_ 2009; Larson
2010; McConeghy 2017; Nicholson 2014). Three trials recruited new participants after the start of the study to
replace those lost to follow-up (Correa 2012; Priest 2014; Savolainen-Kopra 2012). We judged five cluster-
RCTs to have probable identification/recruitment bias (Alzaher 2018; Barasheed 2014; Maclntyre 2011; Najnin
2019; Radonovich 2019), whereas in 19 studies there were insufficient details to permit a judgement of risk of
bias (Carabin 1999; DiVita 2011; Feldman 2016; Hartinger 2016; Huda 2012; Ibfelt 2015; Kotch

1994; Ladegaard 1999; Maclintyre 2009; Macintyre 2013; Millar 2016; Miyaki

2011; Pandejpong_2012; Radonovich 2019; Sandora 2008; Stebbins 2011; Talaat 2011; Yeung 2011; Zomer
2015).

Two of the newly included cluster-RCTs reported intracluster correlation coefficient (ICC) to adjust sample
size, taking into consideration clustering effects, and described adjusting outcomes for clustering effect using
different statistical methods, or provided justification for not performing adjusted analysis for clustering (Alfelali
2020; Swarthout 2020). For four studies there were insufficient details to permit a judgement of risk of bias
(Abaluck 2022; Ashraf 2020; Teesing 2021; Young 2021) since they provided insufficient details on ICC and/or
did not perform adjusted analysis or justified the absence of it.

Twenty-six cluster-RCTs identified in the 2020 review reported intracluster correlation coefficient (ICC) to
adjust sample size, taking into consideration clustering effects, and described adjusting outcomes for
clustering effect using different statistical methods, or provided justification for not performing adjusted
analysis for clustering (Aiello 2010; Aiello 2012; Arbogast 2016; Canini 2010; Carabin 1999; Correa

2012; Cowling_2008; Cowling 2009; Hartinger 2016; Huda 2012; Little 2015; Luby 2005; Maclintyre

2009; Macintyre 2011; Maclintyre 2013; Maclntyre 2015; MacIntyre 2016; McConeghy 2017; Priest

2014; Radonovich 2019; Ram 2015; Roberts 2000; Stebbins 2011; Suess 2012; Talaat 2011; Temime 2018).
Five cluster-RCTs did not report the ICC but described adjusting outcomes for clustering effect using different
statistical methods, or explained why adjusted analysis for clustering was not performed (Biswas 2019; Chard
2019; McConeghy 2017; Simmerman 2011; Zomer 2015). Thirteen cluster-RCTs provided insufficient details
on ICC and/or did not perform adjusted analysis or justified the absence of it (Alzaher 2018; Azor-Martinez
2016; Azor-Martinez 2018; Barasheed 2014; Feldman 2016; Larson 2010; Millar 2016; Miyaki 2011; Najnin
2019; Nicholson 2014; Pandejpong_2012; Savolainen-Kopra 2012; Yeung_2011). Two cluster-RCTs reported
the ICC but did not perform adjusted analysis or justified the absence of it (Sandora 2005; Sandora 2008).

Effects of interventions
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See: Summary of findings 1 Medical/surgical masks compared to no masks for preventing_the spread of
viral respiratory illness; Summary of findings 2 N95 respirators compared to medical/surgical masks for
preventing_the spread of viral respiratory illness; Summary of findings 3 Hand hygiene compared to control
for preventing the spread of viral respiratory illness

Comparison 1: Medical/surgical masks compared to no masks

We included 12 trials (10 of which were cluster-RCTs) comparing medical/surgical masks versus no masks
(Abaluck 2022; Alfelali 2020; Aiello 2012; Barasheed 2014; Bundgaard 2021; Canini 2010; Cowling

2008; Jacobs 2009; Maclntyre 2009; Macintyre 2015; Maclntyre 2016; Suess 2012). Two trials were
conducted with healthcare workers (HCWs) (Jacobs 2009; Maclintyre 2015), whilst the other 10 studies
included people living in the community. In the acute care hospital setting, as opposed to the community
setting, variable mask use occurred, according to usual practices in the settings where the studies were
undertaken, varying from just under 16% most of the time to 23.6% wearing for > 70% of all working hours
(Jacobs 2009; Maclintyre 2015). We therefore excluded the two studies in the acute care hospital setting from
the meta-analysis, and report results from these studies narratively. Ten trials were conducted in non-
pandemic settings, and two were conducted during the SARS-CoV-2 pandemic (Abaluck 2022; Bundgaard
2021).

Primary outcomes

1. Numbers of cases of viral respiratory illness

Influenza/COVID-like illness

Pooling of nine trials conducted in the community found an estimate of effect for the outcomes of
influenza/COVID-like illness cases (risk ratio (RR) 0.95, 95% confidence interval (Cl) 0.84 to 1.09; 9 trials;
276,917 participants; moderate-certainty evidence; Analysis 1.1) suggesting that wearing a medical/surgical
mask will probably make little or no difference for this outcome. Two studies in healthcare workers provided
inconclusive results with very wide confidence intervals: RR 0.88, 95% CI 0.02 to 32; and RR 0.26, 95% CI
0.03 to 2.51, respectively (Jacobs 2009; Maclntyre 2015).

Laboratory-confirmed influenza/SARS-CoV-2 cases

Similarly, the estimate of effect for laboratory-confirmed influenza/SARS-CoV-2 cases (RR 1.01, 95% CI
0.72 to 1.42; 6 trials, 13,919 participants; moderate-certainty evidence; Analysis 1.1) suggests that wearing a
medical/surgical mask probably makes little or no difference compared to not wearing a mask for this
outcome.

Laboratory-confirmed other respiratory viruses

One community study reported on laboratory-confirmed other respiratory viruses, showing RR 0.58, 95% CI
0.25 to 1.31; Analysis 1.1, and another study in healthcare workers reported RR 0.79, 95% Cl 0.42 to 1.52
(Maclintyre 2015).

Assessing both source control and personal protection

The design of most trials assessed whether masks protected the wearer. Six trials were cluster-RCTs, with all
participants in the intervention clusters required to wear masks, thus assessing both source control and
personal protection. In two trials the clusters were households with a member with new influenza; neither of
these studies found any protective effect (RR 1.03 in 105 households (Canini 2010); RR 1.21 in 145
households (Maclntyre 2009)). In two trials the clusters were college dormitories during the influenza season;
neither study found any reduction (RR 1.10 in 37 dormitories (Aiello 2012); RR 0.90 in three dormitories
(Aiello 2010)).

Studies conducted during the SARS-CoV-2 pandemic
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Two studies were conducted during the SARS-CoV-2 pandemic (Abaluck 2022; Bundgaard 2021), with the
former being a very large cluster-RCT of villages in Bangledesh and the latter a large RCT conducted in
Denmark.

Exclusion of study due to insufficient number of clusters

We excluded Aiello 2010 from the meta-analysis since we did not consider 'randomisation' of three clusters to
three arms to be a proper randomised trial.

2. Adverse events related to the intervention

Canini 2010 reported that 38 (75%) of participants in the intervention arm experienced discomfort with the
mask use due to warmth (45%), respiratory difficulties (33%), and humidity (33%). Children reported feeling
pain more frequently (3/12) than other participants wearing adult face masks (1/39; P = 0.04). In Maclintyre
2015, adverse events associated with face mask use were reported in 40.4% (227/562) of HCWs in the
medical-mask arm. General discomfort (35.1%; 397/1130) and breathing problems (18.3%; 207/1130) were
the most frequently reported adverse events. Suess 2012 reported that the majority of participants (107/172;
62%) did not report any problems with mask-wearing. More adults reported no problems (71%) compared to
children (36/72; 50%; P = 0.005). The main issues when wearing a face mask for adults as well as for
children were "heat/humidity” (18/34; 53% of children; 10/29; 35% of adults; P = 0.1), followed by "pain" and
"shortness of breath". Alfelali 2020 reported the most common side effects of wearing a mask in Hajj pilgrims
were difficulty in breathing (26%) and discomfort (22%). Although no details were provided, Bundgaard
2021 mentioned that 14% of participants had adverse reactions. Cowling 2008 and Abaluck 2022 mentioned
that no adverse events were reported. The other trials did not report measuring adverse outcomes.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies

Jacobs 2009 reported that participants in the mask group were significantly more likely to experience more
days with headache and feeling bad. They found no significant differences between the two groups for
symptom severity scores. None of the other trials reported this outcome.

3. Absenteeism
Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 2: N95/P2 respirators compared to medical/surgical masks

We included five trials comparing medical/surgical masks with N95/P2 respirators (Loeb 2009; Maclintyre
2009; Maclntyre 2011; Maclntyre 2013; Radonovich 2019). All of these trials except Maclntyre 2009 included
HCWs. Maclintyre 2009 included carers and household members of children with a respiratory illness
recruited from a paediatric outpatient department and a paediatric primary care practice in Sydney, Australia.
None of the trials were conducted during the SARS-CoV-2 pandemic.

Primary outcomes

1. Numbers of cases of viral respiratory illness

Clinical respiratory iliness
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Pooling of three trials found an estimate of effect suggesting considerable uncertainty as to whether an
N95/P2 respirator provides any benefit compared to medical/surgical masks for the outcome of clinical
respiratory illness (RR 0.70, 95% CI 0.45 to 1.10; 7799 participants, very low-certainty evidence; Analysis
2.1) (Macintyre 2011; Maclintyre 2013 (two arms); Radonovich 2019).

Influenza-like-illness

Based on five trials conducted in four healthcare settings and one household, the estimates of effect for the
outcome of ILI (RR 0.82, 95% CI 0.66 to 1.03; 8407 participants, low-certainty evidence; Analysis 2.1)
suggest that N95/P2 respirators may make little or no difference for this outcome (Loeb 2009; Maclntyre
2009; Maclntyre 2011; Macintyre 2013; Radonovich 2019).

Laboratory-confirmed influenza

The estimate of the effect for the outcome of laboratory-confirmed influenza infection (RR 1.10, 95% CI

0.90 to 1.34; 8407 participants, moderate-certainty evidence; Analysis 2.1) suggests that the use of a N95/P2
respirator compared to a medical/surgical mask probably makes little or no difference for this more precise
and objective outcome.

The outcomes clinical respiratory illness and ILI were reported separately. Considering how these outcomes
were defined, it is highly likely that there was considerable overlap between the two, therefore these
outcomes were not combined into a single clinical outcome (Analysis 2.1). The laboratory-confirmed viral
respiratory infection outcome included influenza primarily but multiple other common viral respiratory
pathogens were also included in several studies. The laboratory-confirmed viral infection outcome was
considered more precise and objective in comparison to the clinical outcomes, which were more subjective
and considered to be less precise. The findings did not change when we restricted the evidence to HCWs
(Analysis 2.2).

2. Adverse events related to the intervention

Harms were poorly reported, but generally discomfort wearing medical/surgical masks and N95/P32
respirators was mentioned in several studies. Radonovich 2019 mentioned that participants wearing the N95
respirator reported skin irritation and worsening of acne. Maclintyre 2011 reported that adverse events were
more common with N95 respirators; in particular, discomfort was reported in 41.9% of N95 wearers versus
9.8% of medical-mask wearers (P < 0.01); headaches were more common with N95 (13.4% versus 3.9%; P <
0.01); difficulty breathing was reported more often in the N95 group (19.4% versus 12.5%; P = 0.01); and N95
caused more problems with pressure on the nose (52.2% versus 11.0%; P < 0.01). In Maclintyre 2013, fewer
participants using the N95 respirator reported problems (38% (195/512) versus 48% (274/571) of participants
in the medical-mask arm; P = 0.001). Loeb 2009 mentioned that no adverse events were reported.

The one trial conducted in the community mentioned that more than 50% of participants reported concerns
with both types of masks, mainly that wearing them was uncomfortable, but there were no significant
differences between the P2 (N95) and surgical-mask groups (Maclintyre 2009).

Secondary outcomes
1. Deaths

Not reported.
2. Severity of viral respiratory illness as reported in the studies
Not reported.

3. Absenteeism
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Loeb 2009 reported that 42 participants (19.8%) in the surgical-mask group reported an episode of work-
related absenteeism compared with 39 (18.6%) of participants in the N95 respiratory group (absolute risk
difference —1.24%, 95% CI -8.75% to 6.27%; P = 0.75).

4. Hospital admissions
Not reported.

5. Complications related to the illness (e.g. pneumonia)

Loeb 2009 reported that there were no episodes of LRTIs.

Comparison 3: Hand hygiene compared to control

Nineteen trials compared hand hygiene interventions with control and provided sufficient data to include in
meta-analyses (Ashraf 2020; Azor-Martinez 2018; Biswas 2019; Correa 2012; Cowling 2008; Cowling
2009; Hubner 2010; Larson 2010; Little 2015; Millar 2016; Nicholson 2014; Ram 2015; Roberts

2000; Sandora 2005; Simmerman 2011; Stebbins 2011; Swarthout 2020; Teesing_ 2021; Zomer 2015). The
populations of these studies included adults, children, and families, in settings such as schools, childcare
centres, homes, and offices. None of the studies was conducted during a pandemic, although a few studies
were conducted during peak influenza seasons. A further 16 trials comparing hand hygiene to a control had
other outcomes or insufficient information to include in meta-analyses (Alzaher 2018; Arbogast 2016; Azor-

Martinez 2016; DiVita 2011; Feldman 2016; Gwaltney 1980; Ladegaard 1999; Luby 2005; Morton 2004; Priest

2014; Savolainen-Kopra 2012; Talaat 2011; Temime 2018; Turner 2012; White 2001; Yeung_2011). The
results of these trials were consistent with the findings of our meta-analyses. The results for all outcomes

from the 19 trials that were meta-analysed and the 16 trials that were not meta-analysed are shown in Table

2.

Open in table viewer
Table 2. Results from trials of hand hygiene compared to control

Study Comparison (see Table 1 for details of interventions) Reported outcomes  Results

Alzaher 2018 Hand-washing workshop and posters versus usual practice % absence days due  0.39% and 0.72% in
to URI intervention group schools;

cluster-RCT 0.86% and 1.39% in control

schools

Saudi Arabia

Arbogast 2016 Hand sanitiser + wipes + hand foam versus none 1. Health insurance 1. 0.30 claims in intervention;
claims for preventable 0.37 in control (27% relative

cluster-RCT Both groups received education + signage about hand- illnesses per reduction; P = 0.03)

hi employee

USA washing 2.1.45 in intervention; 1.53 in
2. Absences per control (5.0% relative reduction
employee in intervention; P = 0.30)

Ashraf 2020 6 intervention arms: water quality, sanitation, hand washing, 7-day prevalence of ~ Hand washirgg reduced ARI0

combined WSH, nutrition, nutrition + WSH acute respiratory cases by 32% (RR 0.68, 95%

cluster-RCT illness (ARI). Cl1 0.52 to 0.88)

Bangladesh

Azor-Martinez ~ Hand-washing with soap and water plus hand sanitiser versus % absence days due ~ 1.15% in intervention; 1.68% in

2016 | hand hi " to URI control. Significantly lower in

<10 usual hand-washing practices intervention (P < 0.001)

RCT

Spain
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Azor-Martinez Education and hand hygiene with soap and water versus hand

2018 hygiene with sanitiser versus usual hand-washing procedures

cluster-RCT

Spain

Biswas 2019 Hand sanitiser and respiratory hygiene education and
cough/sneeze hygiene versus no intervention

cluster-RCT

Bangladesh

Correa 2012 Alcohol-based hand sanitiser in addition to hand-washing

cluster-RCT versus usual hand-washing practice

Colombia

Cowling 2008 Hand hygiene (36 households) versus face mask (mask)
versus education (control)

cluster-RCT

Hong Kong

Cowling 2009 Hand hygiene (HH) versus face mask + hand hygiene (HH +
mask) versus education (control)

cluster-RCT

Hong Kong

DiVita
2011 (conference
abstract)

Hand-washing stations with soap and motivation vs none

RCT

Bangladesh

Feldman 2016 Hand disinfection + soap and water installed versus none
cluster-RCT

Israel

1. URI incidence rate
ratio (primary)

2. Percentage

difference in
absenteeism days

1. ILl incidence rate
(at least 1 episode)

2. Laboratory-
confirmed influenza

ARIs in 3rd trimester
of follow-up

Secondary attack rate
for:

1. laboratory-
confirmed influenza;

2. ILI definition 1;
3. ILI definition 2;
4. ILI definition 3.

Secondary attack rate
for:

1. laboratory-
confirmed influenza;

2. ILI definition 1;
3. ILI definition 2.

1. SAR for laboratory-
confirmed influenza

2. SAR for ILI

1. Number of
respiratory infections

2. Number of off-duty
days

1. HH soap versus control 0.94
(95% C10.82 to 1.08); HH
sanitiser versus control 0.77
(95% C10.68 to 0.88); HH
soap versus HH sanitiser 1.21
(95% CI11.06 to 1.39)

2. HH soap 3.9% versus
control 4.2% (P < 0.001); HH
sanitiser 3.25% versus control
4.2% (P = 0.026); HH soap
3.9% versus HH sanitiser
3.25% (P < 0.001)

1. 22 per 1000 student-weeks
in intervention; 27 per 1000
student-weeks in control, not

statistically significantly
different

2. 3 per 1000 student-weeks
in intervention; 6 per 1000
student-weeks in control, P =
0.01

Hazard ratio for intervention to
control 0.69 (95% CI 0.57 to
0.83)

1. HH 0.06; mask 0.07; control
0.06

2. HH 0.18; mask 0.18; control
0.18

3. HH 0.11; mask 0.10; control
0.11

4. HH 0.04; mask 0.08; control
0.04

1. HH 5; HH + mask 7; control
10

2. HH 16; HH + mask 21;
control 19

3. HH 4; HH + mask 7; control
5

1. SAR higher in intervention
group (11.0% versus 7.5%)

2. SAR higher in intervention
group (14.2% versus 11.9%)

1. 11 in each group

2. 112 in intervention; 104 in
control
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Gwaltney 1980
RCT

USA

Hubner 2010
RCT

Germany

Ladegaard 1999

RCT

Denmark

Larson 2010
cluster-RCT

USA

Little 2015
RCT

England

Luby 2005
RCT

Pakistan

Millar 2016
cluster-RCT

USA

Virucidal hand wash versus placebo

Hand disinfection provided versus none

Hand hygiene and education versus none

Education versus education with alcohol-based hand sanitiser
versus education with hand sanitiser and face masks

Bespoke automated web-based hand hygiene motivational
intervention with tailored feedback versus none

Antibacterial soap and education about hand-washing versus
plain soap and education versus none

Standard educational promotion of hand-washing versus
enhanced promotion versus promotion plus a once-weekly
application of chlorhexidine-based body wash

1. Number with illness
after immediate
exposure

2. Number with illness
after 2-hour delay in
exposure

Odds ratios (95% Cl)
(intervention:control)

1. Influenza

2. Common cold
3. Sinusitis

4. Sore throat

5. Fever

6. Cough

Sick days during the
"effect period"

Incidence rate ratios
(episodes per 1000
person-weeks) for:
1. URI;

2. 1L

3. influenza.

Secondary attack
rates for:

4. URI/ILI/influenza;
5. ILl/influenza.

Number of
participants with 1 or
more episodes of URI

1. Cough or difficulty
breathing in children <
15 yrs (episodes/100

person-weeks)

2. Congestion or
coryza in children <
15 yrs (episodes/100

person-weeks)

3. Pneumonia in
children <5 yrs
(episodes/100

person-weeks)

Incidence rates of ARI
over 20 months

1. 0 of 8 in intervention; 7 of 7
in control

2. 1 of 10 in intervention; 6 of
10 in control

1.1.02 (0.20 to 5.23)
2.0.35(0.17 t0 0.71)
3.1.87 (0.52t0 6.74)
4.0.62 (0.31 to 1.25)
5.0.38 (0.14 to 0.99)
6.0.45 (0.22 0 0.91)

22 days/child in the
intervention group versus 36
days/child in the control group

1. HS 29; HS + masks 39;
control 35

2. HS 1.9; HS + masks 1.6;
control 2.3

3. HS 0.6; HS + masks 0.5;
control 2.3

4. HS 0.14; HS + masks 0.12;
control 0.14

5. HS 0.02; HS + masks 0.02;
control 0.02

Risk ratio for intervention to
control 0.86 (95% CI 0.83 to
0.89; P <0.001)

All outcomes significantly
lower than control

1. 4.21 in antibacterial soap
group; 4.16 in plain soap
group; 8.50 in control group

2. 7.32 in antibacterial soap
group; 6.87 in plain soap
group; 14.78 in control group

3. 2.42 in antibacterial soap
group; 2.20 in plain soap
group; 4.40 in control group

37.7 enhanced + body wash;
29.3 enhanced; 35.3 standard;
RR for enhanced + body wash
to standard 1.07 (95% CI 1.03
to 1.11); RR for enhanced to
enhanced + body wash 0.78
(95% C10.75t0 0.81)
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Morton 2004 Alcohol gel plus education versus regular hand-washing

cluster-RCT

cross-over study

USA

Nicholson 2014 Combination hand-washing promotion with provision of free

soap versus none

cluster-RCT

India

Priest 2014 Hand hygiene education and hand sanitiser versus education
alone

cluster-RCT

New Zealand

Ram 2015 Education to promote intensive hand-washing in households

RCT plus soap provision versus none

Bangladesh

Roberts 2000 Hand-washing programme with training for staff and children
versus none

cluster-RCT

Australia

Sandora 2008 Hand sanitiser and education versus none

cluster-RCT

USA

Savolainen- Hand hygiene with soap and water (IR1 group) versus with

Kopra 2012 alcohol-based hand rub (IR2 group) versus control (none);
intervention groups also received education

cluster-RCT

Finland

Simmerman Hand-washing (HW) versus handwashing plus paper surgical

201 face masks (HW + FM) versus control (none)

cluster-RCT

Thailand

Absence due to
infectious illness

Target children:

1. Episodes of ARI
(per 100 person-
weeks)

2. School absence
episodes (per 100

person-days)

Families:
3. Episodes of ARI

1. % absence days
due to respiratory
illness

2. % absence days
due to any illness

1. Secondary attack
ratio for intervention
to control for ILI

2. Laboratory-
confirmed influenza

Incidence rate ratio
for ARI

Incidence rates for
ARI (episodes per
person-month)

1. Number of
respiratory infection
episodes/week

2. Number of reported
infection
episodes/week

3. Number of reported
sick leave
episodes/week

Odds ratios for
secondary attack
rates for influenza

Results not stated numerically

1. 16 in intervention; 19 in
control

2. 1.2 in intervention; 1.7 in
control

3. 10 in intervention; 11 in
control

1. 0.84% in intervention group;
0.80% in control (P = 0.44)

2. 1.21% in intervention group;
1.16% in control (P = 0.35)

1.1.24 (95% C1 0.93 to 1.65)
2.2.40 (95% CI 0.68 to 8.47)

IRR 0.92 for intervention to
control (95% CI 0.86 to 0.99)

0.43 in intervention; 0.42 in
control

1.0.076 in IR1; 0.085 in IR2;
0.080 in control, NS

2.0.097 in IR1; 0.107 in IR2;
0.104 in control, NS

3.0.042 in IR1; 0.035 in IR2;
0.035 in control. Significantly
higher in IR1 compared with
control

OR for HW: control 1.20 (95%
Cl1 0.76 to 1.88)

OR for HW + masks: control
1.16 (95% Cl 0.74 to 1.82)

OR for HW + masks: HW 0.72
(95% CI1 0.21 to 2.48)
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Stebbins 2011
cluster-RCT

USA

Swarthout 2020
cluster-RCT

Kenya

Talaat 2011
cluster-RCT

Egypt

Teesing 2021
cluster-RCT

Netherlands

Temime 2018
cluster-RCT

France

Turner 2012
RCT
USA

White 2001
DB-RCT

USA

Yeung 2011

cluster-RCT

Hong Kong

Training in hand and respiratory (cough) hygiene + hand
sanitiser versus none

There were 6 intervention groups: chlorinated drinking water
(W), improved sanitation (S), handwashing with soap (H),
combined WSH, improved nutrition (N) through counselling
lipid based nutrient supplementation (LNS) combined WSHN
There were 2 control groups passive control (no promotional

visits), a double-sized active control (monthly visits to
measure mid—upper arm circumference)

Mandatory hand-washing intervention + education versus
none

Hand hygiene enhancement activities versus no activities.

Hand hygiene with alcohol-based hand rub, promotion, staff
education, and local work groups versus none

Antiviral hand treatment versus no treatment

Hand rub with benzalkonium chloride (hand sanitiser) versus
placebo

Alcohol-based hand gel + materials + education versus
control (basic life support workshop)

Incidence rate ratios
for intervention to
control for:

1. laboratory-
confirmed influenza
(RT-PCR);

2. influenza-A;

3. absence.

Prevalence of ARIs in
children

1. Number of absence
days due to ILI

2. Number of absence
days

Incidence of
gastroenteritis,
influenza-like iliness
(ILI), assumed
pneumonia, urinary
tract infections (UTls),
and infections caused
MRSA in residents

Incidence rate of ARI
clusters (5 or more
people in same
nursing home)

1. Number of
rhinovirus infections

2. Common cold
infections

3. Rhinovirus-
associated illnesses

ARI symptoms

Laboratory: testing of
virucidal and
bactericidal activity of
the product

Difference between
pre-study period and
post study in
pneumonia infections
recorded in residents

1. IRR 0.81 (95% Cl 0.54 to
1.23)

2. IRR 0.48 (95% CI 0.26 to
0.87)

3.IRR 0.74 (95% CI 0.56 to
0.97)

No evidence of an effect: RR
0.97, 95% CI 0.90 to 1.04.

1. 917 in intervention; 1671 in
control (P < 0.001)

2. 13,247 in intervention;
19,094 in control (P < 0.001)

Hand hygiene reduced risk of
ILI (RR 0.51, 95% CI 0.31 to
0.83)

2 AR clusters in intervention;
1 in control

1. 49 in intervention; 49 in
control, NS

2. 56 in intervention; 72 in
control, NS

3. 26 in intervention; 24 in
control, NS

30% to 38% decrease of
illness and absenteeism (RR
for illness absence incidence
0.69; RR for absence duration
0.71)

0.63/1000 reduction in
intervention group; 0.16/1000
increase in control
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Zomer 2015 4 components: Incidence rate ratio IRR 1.07 (95% CI1 0.97 to 1.19)

cluster-RCT 1. Hand hygiene products, paper towel dispensers, soap, for intervention to
alcohol-based hand sanitiser, and hand cream provided for 6  control for common 8.2 episodes per child-year in
Netherlands months cold intervention; 7.4 episodes per

child-year in control
2. Training and booklet

3. 2 team training sessions aimed at hand hygiene
improvement

4. Posters and stickers for caregivers and children as
reminders.

Combination versus usual practice

ARI: acute respiratory infection

CI: confidence interval

cluster-RCT: cluster-randomised controlled trial
DB-RCT: double-blind randomised controlled trial
HH: hand hygiene

HS: hand sanitiser

HW: hand-washing

ILI: influenza-like illness

IRR: incidence rate ratio

NS: non-significant

OR: odds ratio

RCT: randomised controlled trial

RR: risk ratio

RT-PCR: reverse-transcriptase polymerase chain reaction
SAR: secondary attack rate

URI: upper respiratory infection

yrs: years

Primary outcomes
1. Numbers of cases of viral respiratory illness

Acute respiratory infection (ARI)

Pooling of nine trials for the broad outcome of ARI showed a 14% relative reduction in the numbers of
participants with ARI (RR 0.86, 95% CI1 0.81 to 0.90; 52,105 participants, moderate-certainty evidence;
Analysis 3.1.1) in the hand hygiene group (Analysis 3.1), suggesting a probable benefit (Ashraf 2020; Azor-
Martinez 2018; Correa 2012; Larson 2010; Little 2015; Millar 2016; Nicholson 2014; Sandora 2005; Swarthout
2020).

Influenza-like-iliness (ILI) and laboratory-confirmed influenza

When considering the more strictly defined outcomes of ILI (Biswas 2019; Cowling 2008; Cowling

2009; Hubner 2010; Larson 2010; Little 2015; Ram 2015; Roberts 2000; Simmerman 2011; Teesing

2021; Zomer 2015), and laboratory-confirmed influenza (Biswas 2019; Cowling_2008; Cowling 2009; Hubner
2010; Larson 2010; Ram 2015; Simmerman 2011; Stebbins 2011) the estimates of the effect were
heterogeneous, suggesting that hand hygiene may make little or no difference (RR 0.94, 95% CI1 0.81 to 1.09
for ILI; 34,503 participants, low-certainty evidence; Analysis 3.1.2); (RR 0.91, 95% CI 0.63 to 1.30 for
laboratory-confirmed influenza; 8332 participants; low-certainty evidence; Analysis 3.1.3).

Composite outcome ‘ARI or ILI or influenza'
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All 19 trials could be pooled for analysis of the composite outcome ‘ARI or ILI or influenza’, with each study
only contributing once with the most comprehensive outcome (in terms of number of events) reported
showing an 11% relative reduction in participants with a respiratory illness, suggesting that hand hygiene may
offer a benefit (RR 0.89, 95% CI 0.83 to 0.94; low-certainty evidence; Analysis 3.2), but with high
heterogeneity. A funnel plot of the 19 trial results did not appear to suggest any small study effects for this
outcome (Figure 4).
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Sensitivity analysis

In a sensitivity analysis we used only the most precise and unequivocal (with laboratory confirmed considered
the most precise and an undefined ARI considered the least precise) outcome reported in each of 12 studies

identified by JMC, an infectious disease physician, and found an estimate of effect in favour of hand hygiene,

but with wider Cls (RR 0.88, 95% CI 0.77 to 1.02; Analysis 3.3).

Subgroup analysis by age group

We considered that studies in children might have a different effect than studies in adults, so we conducted
subgroup analysis by age group. We found no evidence of a difference in treatment effect by age group (P =
0.18; Analysis 3.4).

2. Adverse events related to the intervention

Correa 2012 reported that no adverse events were observed; in the study by Priest 2014, skin reaction was
recorded for 10.4% of participants in the hand sanitiser group versus 10.3% in the control group (RR 1.01,
95% CI1 0.78 to 1.30).

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory iliness as reported in the studies

Not reported.
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3. Absenteeism

Three trials measured absenteeism from school or work and demonstrated a 36% relative reduction in the
numbers of participants with absence in the hand hygiene group (RR 0.64, 95% CI 0.58 to 0.71; Analysis 3.5)
(Azor-Martinez 2016; Hubner 2010; Nicholson 2014).

4. Hospital admissions
Not reported.
5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 4: Hand hygiene + medical/surgical masks compared to control

Primary outcomes

1. Numbers of cases of viral respiratory illness (including ARIs, ILI, and laboratory-confirmed influenza)

Six trials (Aelami 2015; Aiello 2012; Cowling 2009; Larson 2010; Simmerman 2011; Suess 2012) were able to
be pooled to compare the use of the combination of hand hygiene and medical/surgical masks with control.
Four of these trials were in households, two in university student residences, and one at the annual Hajj
pilgrimage. For the outcomes ILI and laboratory-confirmed influenza, pooling demonstrated an estimate of
effect suggesting little or no difference between the hand hygiene and medical/surgical mask combination and
control. The number of trials and events was lower than for comparisons of hand hygiene alone, or
medical/surgical masks alone, and the confidence interval was wide. For ILI, the RR for intervention
compared to control was 1.03 (95% CI 0.77 to 1.37; 4504 participants; Analysis 4.1.1), and for influenza it
was 0.97 (95% CI 0.69 to 1.36; 3121 participants; Analysis 4.1.2). Full results of these trials are shown

in Table 3

Open in table viewer
Table 3. Results from trials of hand hygiene + medical/surgical masks compared to control

Comparison (see Table 1 for

Study details of interventions) Reported outcomes Results
Aelami Hand hygiene education + alcohol-  Proportion with ILI (defined as 52% in intervention; 55.3% in control (P < 0.001)
2015 presence of 2 2 of the following

based hand rub + soap + surgical

(conference k during their stay: fever, cough,
abstract) Masks vs hone and sore throat)
RCT
Saudi
Arabia
Aiello 2010  Face mask use (FM) vs face masks 1. ILI Significant reduction in ILI cases in both
+ hand hygiene (FM + HH) vs 2. Laboratory-confirmed influenza intervention groups compared with control over
cluster- control AorB weeks 3 to 6
RCT No significant differences between FM and FM +
Note that this study is not included in HH
USA meta-analysis as each treatment
group included only 1 cluster.
Aiello 2012  Face mask use (FM) vs face masks 1. Clinical ILI 1. Non-significant reductions in FM group
* hand hygiene (FM + HH) vs 2. Laboratory-confirmed influenza  compared with control over all weeks. Significant
cluster- control AorB reduction in FM + HH group compared with
RCT control in weeks 3 to 6
USA

2. Non-significant reductions in both intervention
groups compared with control
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Cowling
2009

cluster-
RCT

Hong Kong

cluster-
RCT

USA

Simmerman
2011

cluster-
RCT

Thailand

Suess 2012

cluster-
RCT

Germany

Hand hygiene (HH) vs hand hygiene

plus face masks (HH + mask) vs
control

Education (control) vs education with
alcohol-based hand sanitiser (HS)
vs education + HS + face masks (HS

+ mask)

Control vs hand-washing (HW) vs

hand-washing + paper surgical face

masks (HW + mask)

Face mask + hand hygiene (mask +
HH) vs face masks only (mask) vs

none (control)

CI: confidence interval
cluster-RCT: cluster-randomised controlled trial
FM: face mask

HH: hand hygiene

HS: hand sanitiser

HW: hand-washing

ILI: influenza-like illness

OR: odds ratio

RCT: randomised controlled trial
URI: upper respiratory infection

VS: versus

2. Adverse events related to the intervention

Secondary attack ratio for:
1. laboratory-confirmed influenza;

2. ILI definition 1;
3. ILI definition 2.

Incidence rate ratios (episodes
per 1000 person-weeks) for:
1. URJ;

2. 1L,

3. influenza.

Secondary attack rates for:
4. URI/ILI/influenza;
5. ILl/influenza.

Odds ratio for secondary attack
rates for influenza

Secondary attack rates in
household contacts:

1. Laboratory-confirmed influenza

2. 1L

1. HH 5; HH + mask 7; control 10
2. HH 16; HH + mask 21; control 19
3. HH 4; HH + mask 7; control 5

. HS 29; HS + mask 39; control 35

. HS 1.9; HS + mask 1.6; control 2.3

. HS 0.6; HS + mask 0.5; control 2.3
.HS 0.14; HS + mask 0.12; control 0.14
. HS 0.02; HS + mask 0.02; control 0.02

AR WN -~

OR for HW: control 1.20 (95% CI 0.76 to 1.88)
OR for HW + mask: control 1.16 (95% CI 0.74 to
1.82)

OR for HW + mask: HW 0.72 (95% CI1 0.21 to
2.48)

1. Mask 9; mask + HH 15; control 23
2. Mask 9; mask + HH 9; control 17

Adverse events related to mask wearing in the study by Suess 2012 are reported under Comparison 1
(medical/surgical masks). There was no mention of adverse events related to hand hygiene.

Secondary outcomes

1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies

Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.
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5. Complications related to the illness, e.g. pneumonia

Not reported.

Comparison 5: Hand hygiene + medical/surgical masks compared to hand hygiene

Primary outcomes

1. Numbers of cases of viral respiratory illness (including ARIs, ILI and laboratory-confirmed influenza)

Three trials studied the addition of medical/surgical masks to hand hygiene (Cowling 2009; Larson

2010; Simmerman 2011). All three trials had three arms, and are also included in the comparison of hand
hygiene plus medical/surgical mask versus control (Comparison 4). All three studies showed no difference
between hand hygiene plus medical/surgical mask groups and hand hygiene alone, for all outcomes. The
estimates of effect suggested little or no difference when adding masks to hand hygiene compared to hand
hygiene alone: for the outcome ILI (RR 1.03, 95% CI 0.69 to 1.53; 3 trials) and the outcome laboratory-
confirmed influenza (RR 0.99, 95% CI 0.69 to 1.44), the estimates of effect were not different and the Cls
were relatively wide, suggesting little or no difference (Analysis 5.1). However, the Cls around the estimates
were wide and do not rule out an important benefit.

2. Adverse events related to the intervention
Not reported.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory iliness as reported in the studies
Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 6: Medical/surgical masks compared to other (non-N95) masks

One trial compared medical/surgical masks with cloth masks in hospital healthcare workers (Maclntyre 2015),
and another trial compared catechin-treated masks versus control masks in healthcare workers and staff of
hospitals, rehabilitation centres, and nursing homes in Japan (Ide 2016).

Primary outcomes

1. Numbers of cases of viral respiratory illness (including ARIs, ILI, and laboratory-confirmed influenza)

Maclntyre 2015 found that the rate of ILI was higher in the cloth mask arm compared to the medical/surgical
masks arm (RR 13.25, 95% CIl 1.74 to 100.97).

Ide 2016 did not find a benefit from the catechin-treated masks over untreated masks on influenza infection
rates (adjusted odds ratio (OR) 2.35, 95% CI 0.40 to 13.72; P = 0.34).

2. Adverse events related to the intervention

In Maclintyre 2015 adverse events associated with face mask use were reported in 40.4% (227/562) of HCWs
in the medical/surgical mask arm and 42.6% (242/568) in the cloth mask arm (P = 0.45). The most frequently
reported adverse events were general discomfort (35.1%; 397/1130) and breathing problems (18.3%;
207/1130). Laboratory tests showed the penetration of particles through the cloth masks to be very high
(97%) compared with medical/surgical masks (44%). Ide 2016 reported that there were no serious adverse
events associated with the intervention.
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Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory iliness as reported in the studies
Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 7: Soap + water compared to sanitiser, and comparisons of different types of sanitiser

Two trials compared soap and water with sanitiser (Azor-Martinez 2018; Savolainen-Kopra 2012). Another
trial compared different types of hand sanitiser in a virus challenge study (Turner 2004a; Turner 2004b), and
one trial studied the frequency of use of hand sanitiser (Pandejpong_2012). The full results of these four trials

are shown in Table 4.

Open in table viewer

Table 4. Results from trials of soap + water compared to hand sanitisers

Comparison (see Table 1 for details of

Study interventions)

Education and hand hygiene with soap

Azor-Martinez
and water (HH soap) vs hand hygiene

201

2018 with sanitiser (HH sanitiser) vs usual
cluster-RCT hand-washing procedures

Spain

Pandejpong 2012 Alcohol hand gel applied every 60

minutes vs every 120 minutes vs once

cluster-RCT before lunch (3 groups).
Thailand
Savolainen- Hand hygiene with soap and water (IR1
Kopra 2012 group) vs with alcohol-based hand rub
(IR2 group) vs control (none); intervention
cluster-RCT groups also received education
Finland
Turner Study 1. Ethanol vs salicylic acid 3.5% vs
2004a and Turner salicylic acid 1% and pyroglutamic acid
2004b 3.5%
Study 2. Skin cleanser wipe vs ethanol
RCT (control)
Canada

Reported
outcomes

1. URI
incidence rate
ratio (primary)
2. Percentage
difference in
absenteeism
days

Absent days
due to
confirmed
ILI/present
days

1. Number of
respiratory
infection
episodes/week
2. Number of
reported
infection
episodes/week
3. Number of
reported sick
leave
episodes/week

% of
volunteers
infected with
rhinovirus

Results

1: HH soap vs control 0.94 (95% CI 0.82 to 1.08); HH
sanitiser vs control 0.77 (95% CI 0.68 to 0.88); HH soap
vs HH sanitiser 1.21 (95% CI 1.06 to 1.39)

2: HH soap 3.9% vs control 4.2% (P < 0.001); HH sanitiser
3.25% vs control 4.2% (P = 0.026); HH soap 3.9% vs HH
sanitiser 3.25% (P < 0.001)

0.017 in every hour group; 0.025 in every 2 hours group;
0.026 in before lunch group. Statistically significant
difference between every hour group and before lunch
group, and between every hour and every 2 hours groups

1.0.076 in IR1; 0.085 in IR2; 0.080 in control, NS
2:0.097 in IR1; 0.107 in IR2; 0.104 in control, NS
3:0.042 in IR1; 0.035 in IR2; 0.035 in control. Significantly
higher in IR1 compared with control

7% in each intervention group; 32% in control (study 1)
22% in intervention, 30% in control (study 2)
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CI: confidence interval

cluster-RCT: cluster-randomised controlled trial
HH: hand hygiene

ILI: influenza-like illness

NS: non-significant

RCT: randomised controlled trial

URI: upper respiratory infection

VS: Versus

Primary outcomes

1. Numbers of cases of viral respiratory iliness (including ARIs, ILI, and laboratory-confirmed influenza)

In the trial by Azor-Martinez 2018, ARI incidence was significantly higher in the soap-and-water group
compared with the hand sanitiser group (rate ratio 1.21, 95% CI 1.06 to 1.39). In contrast, there was no
significant difference between interventions in Savolainen-Kopra 2012. In the rhinovirus challenge study
(Turner 2004a; Turner 2004b), all hand sanitisers tested led to a significant lowering of infection rates, but no
differences between sanitisers were observed. The study sample size was small.

2. Adverse events related to the intervention

Two trials stated that no adverse events were observed (Pandejpong 2012; Savolainen-Kopra 2012).

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies

Not reported.

3. Absenteeism

The authors of Azor-Martinez 2018 also observed a significant benefit for hand sanitiser in reduction in days
absent, whereas there was no difference between intervention groups in the Savolainen-Kopra 2012 trial.
The study on frequency of use of sanitiser found that use of sanitiser every hour significantly reduced days
absent compared with use every two hours or with use only before the lunch break (Pandejpong_2012).

4. Hospital admissions
Not reported.
5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 8: Surface/object disinfection (with or without hand hygiene) compared to control

Primary outcomes
1. Numbers of cases of viral respiratory illness (including ARIs, ILI, and laboratory-confirmed influenza)

Six trials contributed data to this comparison (Ban 2015; Carabin 1999; Ibfelt 2015; Kotch 1994; McConeghy,
2017; Sandora 2008). Full results of these trials are shown in Table 5. Five of the six trials combined
disinfection with other interventions such as hand hygiene education, provision of hand hygiene products, and
audits. Ban 2015 utilised a combination of provision of hand hygiene products, and cleaning and disinfection
of surfaces, and demonstrated a significant reduction in ARI in the intervention group (OR 0.47, 95% CI 0.48
to 0.65). A similar result was seen in Carabin 1999, with a significant reduction in episodes of ARI. Two
studies tested multi component interventions and observed no significant difference in ARI outcomes (Kotch
1994; McConeghy 2017).

Open in table viewer
Table 5. Results from trials of surface/object disinfection (with or without hand hygiene) compared to control
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Comparison (see Table 1 for details of

Study interventions)

Ban 2015 Hand hygiene products, surface
cleaning and disinfection provided to

cluster- families and kindergartens vs none

RCT

China

Carabin One-off hygiene education and

1999 disinfection of toys with bleach vs none

cluster-

RCT

Canada

Ibfelt 2015 Disinfectant washing of linen and toys
by commercial company every 2 weeks

cluster- vs usual care

RCT

Denmark

Kotch 1994 Training in hand-washing and diapering

RCT and disinfection of surfaces vs none

USA

McConeghy Staff education, cleaning products, and

2017 audit of compliance and feedback vs
none

RCT

USA

Sandora Hand sanitiser and disinfection of

2008 classroom surfaces vs materials about
good nutrition (control)

cluster-

RCT

USA

Cl: confidence interval

Reported outcomes

1. Respiratory illness
2. Cough and
expectoration

Difference in
incidence rate for
URTI (cluster-level
result)

Presence of
respiratory viruses on
surfaces

Respiratory illness
incidence rate in:
1. children < 24
months;

2. children >= 24
months.

Infection rates

Absence due to
respiratory illness
(multivariable
analysis)

cluster-RCT: cluster-randomised controlled trial

IRR: incident rate ratio

OR: odds ratio

RCT: randomised controlled trial
RSV: respiratory syncytial virus

URTI: upper respiratory tract infection
VS: versus

Results

1. OR 0.47 for intervention to control (95% CI 0.38 to 0.59)
2. OR 0.56 (95% CI1 0.48 to 0.65)

0.28 episodes per 100 child-days lower in intervention

group (95% CI 1.65 lower to 1.08 higher); URTI incidence
rate IRR 0.80 (95% CI 0.68 to 0.93)

Statistically significant reduction in intervention group in
adenovirus, rhinovirus, RSV, metapneumovirus, but not
other viruses including coronavirus

1. 14.78 episodes per child-year in intervention; 15.66 in
control

2. 12.87 in intervention; 11.77 in control

Upper respiratory infections not reliably recorded or
reported.

Rate ratio 1.10 for intervention to control (95% CI 0.97 to
1.24)

One trial compared disinfection alone to usual care (Ibfelt 2015). This study demonstrated a significant
reduction in some viruses detected on surfaces in the childcare centres (adenovirus, rhinovirus, respiratory
syncytial virus (RSV), and metapneumovirus), but not in other viruses, including coronavirus.

2. Adverse events related to the intervention

Not reported.
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Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory iliness as reported in the studies
Not reported.

3. Absenteeism

Only one study measured this outcome (Sandora 2008), observing no significant difference between groups
for the outcome of absence due to respiratory iliness (rate ratio for intervention to control 1.10, 95% CI 0.97 to
1.24).

4. Hospital admissions

Not reported.
5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 9: Complex interventions compared to control

Complex interventions are either multifaceted environmental programmes (such as those in low-income
countries) or combined interventions including hygiene measures and gloves, gowns, and masks.

Four trials studied complex hygiene and sanitation interventions in low-income country settings (Chard
2019; Hartinger 2016; Huda 2012; Najnin 2019). Full results from these studies are given in Table 6.

Open in table viewer
Table 6. Results from trials of complex interventions compared to control

Comparison (see Table 1 for
Study details of interventions) Reported outcomes Results

Complex hygiene and sanitation interventions compared to control

Chard 2019 Complex sanitation intervention Pupil-reported symptoms of NS difference between groups. 29% of intervention
and education vs none respiratory infection over 1 group; 32% control group; adjusted risk ratio 1.08 (95%

cluster- week Cl1 0.95t0 1.23)

RCT

Laos

Hartinger Cooking and sanitation provision Number of ARI episodes NS difference between groups. Risk ratio for intervention

016 and education vs none per child-year to control 0.95 (95% CI 0.82 to 1.10)

cluster-

RCT

Peru

Huda 2012  Sanitation provision and education  Respiratory illness 12.6% in intervention group; 13.0% in control group. Not
VS none adjusted for multiple outcome measurements. No Cls

cluster- reported.

RCT

Bangladesh
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ajnin Sanitation and behaviour change Respiratory illness in past2  2.8% in intervention group; 2.9% in control group

201 intervention (plus cholera vaccine)  days
VS none

cluster-

RCT

Bangladesh

ARI: acute respiratory infection

Cl: confidence interval

cluster-RCT: cluster-randomised controlled trial
NS: non-significant

RCT: randomised controlled trial

VS: Versus

Primary outcomes

1. Numbers of cases of viral respiratory iliness (including ARIs, ILI, and laboratory-confirmed influenza)

All four trials of complex interventions observed no significant differences between groups in rates of viral
respiratory illness.

2. Adverse events related to the intervention
Not reported.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory iliness as reported in the studies
Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 10: Physical distancing/quarantine

We found three RCTs that assessed physical distancing/quarantine interventions. A quasi-cluster-

RCT assessed the effectiveness of quarantining workers of one of two sibling companies in Japan whose
family members developed an ILI during the 2009 to 2010 H1N1 influenza pandemic (Miyaki 2011). Workers
in the intervention group were asked to stay home on full pay until five days after the household member(s)
showed resolution of symptoms or two days after alleviation of fever. A second RCT conducted during the
SARS-CoV-2 pandemic investigated whether attending fithess centres with physical distancing was non-
inferior compared to no access in terms of COVID-19 transmission (Helsingen 2021). The third study was a
cluster-RCT conducted during the SARS-CoV-2 pandemic that compared voluntary daily lateral flow device
testing for seven days with negative contacts remaining at school to self-isolation of school-based COVID-19
contacts for 10 days in a non-inferiority design (Young_2021).

Primary outcomes

1. Numbers of cases of viral respiratory illness (including laboratory-confirmed influenza and SARS-CoV-2)

Miyaki 2011 reported adherence with the intervention was 100%. In the intervention group 2.75% of workers
contracted influenza, compared with 3.18% in the control group (Cox hazard ratio 0.799, 95% CI 0.66 to 0.97;
P = 0.02), indicating that the rate of infection was reduced by 20% in the intervention group. However, the risk
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of a worker being infected was 2.17-fold higher in the intervention group where workers stayed at home with
their infected family members. The authors concluded that quarantining workers who have infected household
members could be a useful additional measure to control the spread of respiratory viruses in an epidemic
setting.

Helsingen 2021 reported 3016 participants were tested for SARS-CoV-2 resulting in one positive case in the
fitness centre access arm versus zero in the no access arm at 14 days (risk difference (RD) 0.053%, 95% ClI
-0.050 to 0.156%; P =0.32). In addition, 11 in the fitness centre access arm versus 27 in the no access arm
tested positive for SARS-CoV-2 antibodies at one month (RD - 0.87%, 95% CI —1.52% to — 0.23%; P =
0.001). The authors concluded that access to fitness centres with physical distancing and low population
prevalence of SARS-CoV-2 infection did not increase risk of SARS-CoV-2 infection.

Results from Young 2021 suggested no difference between the two treatment arms for SARS-CoV-2
infection (RR 0.96, 95% CI 0.75 to 1.22) leading the study authors to conclude non-inferiority of daily contact
testing of school-based contacts (intervention) compared to self-isolation (control).

2. Adverse events related to the intervention
Not reported.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies
Not reported.

3. Absenteeism

Young_ 2021 reported COVID-19 related absences from school were similar in the two treatment groups (RR
0.80, 95% CI 0.54 to 1.19).

4. Hospital admissions

Helsingen 2021 reported no hospital admissions in either treatment arm.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 11: Eye protection compared to control

Primary outcomes

1. Numbers of cases of viral respiratory illness (including laboratory-confirmed influenza and SARS-CoV-2)

We only identified one trial of eye protection which was a preprint only (Eretheim 2022a). This was a
pragmatic RCT conducted in Norway from 2 February to 24 April 2022, where 3717 participants were
randomised to an intervention group asked to wear glasses (e.g. sunglasses) for two weeks when close to
others in public spaces. COVID-19 cases in the national registry were 3.7% in the intervention group
(68/1852) and 3.5% (65/1865) in the control group (RR 1.10, 95% CI 0.75 to 1.50). Positive COVID-19 tests
based on self-reporting were 9.6% and 11.5% (RR 0.83, 95% CI 0.69 to 1.00). Given the high risk of bias and
wide Cls, no policy conclusions can be drawn, but replication studies are clearly warranted. Almost a third of
the participants reported respiratory infections. However, a lower proportion of those (215 participants) were
in the intervention group compared to the control group (RR 0.90; 95% CI 0.82 to 0.99).

2. Adverse events related to the intervention

A total of 76 participants reported a negative experience from participating in the trial (53 in the intervention
group and 23 in the control group). The most common complaint related to the combination of wearing
glasses and face masks, and 21 participants in the intervention group cited fogging as an issue. Some
participants reported feeling tired or uncomfortable wearing glasses, and a few participants complained of
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reduced vision when wearing sunglasses or reading glasses. In the control group some participants reported
headaches from not being able to wear glasses, and one participant in the intervention group reported a fall
due to reduced vision.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies
Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness, e.g. pneumonia

Not reported.

Comparison 12: Gargling/nose rinsing compared to control

Five trials investigated the effect of gargling/nose rinsing. Satomura 2005 compared throat gargling with
povidone-iodine versus tap water in healthy adults. Ide 2014 compared gargling with green tea versus tap
water in high school students, and Goodall 2014 compared gargling with tap water with no gargling in
university students. Two additional trials were conducted during the SARS-CoV-2 pandemic: Almanza-Reyes
2021 compared silver mouth wash/nose rinse versus conventional mouthwashes and nose rinse in health
workers; and Gutiérrez-Garcia 2022 compared neutral electrolysed water mouth and nose rinses versus no
rinses in health workers.

Primary outcomes

1. Numbers of cases of viral respiratory illness (including ARIs, ILI, and laboratory-confirmed influenza and SARS-CoV-2)

Satomura 2005 reported that gargling with tap water reduced the incidence of URTIs compared to the control
group (usual care) (hazard ratio (HR) 0.60, 95% CI 0.39 to 0.95). Gargling with povidone-iodine did not
reduce the incidence of URTIs compared to the control group (HR 0.88, 95% CI 0.58 to 1.34).

Goodall 2014 found no difference in laboratory-confirmed URTIs between the gargling (tap water) and no-
gargling groups (RR for gargling versus no gargling 0.82, 95% CI1 0.53 to 1.26; P = 0.36).

In a meta-analysis of gargling versus control based on two trials the pooled estimate of effect suggested little
or no difference for the outcome of clinical URTI due to gargling (RR 0.91, 95% CI 0.63 to 1.31; 830
participants; Analysis 6.1) (Goodall 2014; Satomura 2005).

There was no difference in the incidence of laboratory-confirmed influenza between high school students
gargling with green tea compared with those using tap water (adjusted OR 0.69, 95% CI1 0.37 to 1.28; P =
0.24) (Ide 2014). There was also no difference in the incidence of clinically defined influenza (adjusted OR
0.75, 95% CI1 0.50 to 1.13; P = 0.17). However, the authors reported that adherence to the interventions
amongst students was low.

Almanza-Reyes 2021 reported the incidence of SARS-CoV-2 infection was statistically significantly lower in
the silver mouth wash/nose rinse group (two out of 114, 1.8%) compared to the conventional mouthwash
group (33 out of 117, 28.2%), and Gutiérrez-Garcia 2022 reported the incidence of COVID-19-positive cases
in the nasal and oral rinses group was 1% compared to 13% in the control group (RR 0.09, 95% CI of 0.01 to
0.72). A meta-analysis of these two studies showed a 93% reduction in risk of SARS-CoV-2 (RR 0.07, 95%
C1 0.02 to 0.23; 394 participants; Analysis 6.2).
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2. Adverse events related to the intervention

Satomura 2005 reported no adverse events during the 60-day intervention period. Ide 2014 also did not
observe any adverse events during the study. Goodall 2014 did not report on adverse effects. There were no
adverse reactions in the study by Almanza-Reyes 2021 or side effects in the study by Gutiérrez-Garcia 2022.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies

Satomura 2005 reported that the mean peak score in bronchial symptoms was lower in the water gargling
group (0.97) than in the povidone-iodine gargling group (1.41) and the control group (1.40), P = 0.055. Other
symptoms were not significantly different between groups. Goodall 2014 reported that symptom severity was
greater in the gargling group for clinical and laboratory-confirmed URTI, but this was not statistically
significant (225.3 versus 191.8, and 210.5 versus 191.8, respectively). Ide 2014 did not report symptom or
illness severity.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Comparison 13: Virucidal tissues compared to control

Two reports (three trials) conducted in the USA studied the effect of virucidal tissues (Earr 1988a; Farr
1988b; Longini 1988). Full results from these studies are given in Table 7.

Open in table viewer
Table 7. Results from trials of virucidal tissues compared to control

Study Comparison Reported outcomes Results

Virucidal tissues compared with placebo or no tissues

Farr 1988a Trial 1. Virucidal nasal Respiratory illnesses per person over 24 weeks Trial 1: 3.4 in tissues group; 3.9 in
and Farr tissues vs placebo vs Trial 1 placebo group; 3.6 in no-tissues group
1988b none Trial 2

Trial 2: 3.4 in tissues group; 3.6 in
placebo group

cluster-RCT  Trial 2. Virucidal nasal P2

tissues vs placebo

USA Trial 1
and Trial 2

Longini 1988  Virucidal nasal tissues vs ~ Secondary attack rate of viral infections (number of 10.0 in intervention; 14.3 in placebo;
placebo infections in household members of index case) NS
DB-PC RCT

USA

cluster-RCT: cluster-randomised controlled trial
DB-PC: double-blind, placebo-controlled
NS: non-significant
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RCT: randomised controlled trial
VS: Versus

Primary outcomes

1. Numbers of cases of viral respiratory illness (including ARIs, ILI, and laboratory-confirmed influenza)

The three trials of virucidal tissues reported no differences in infection rates between tissues and placebo,
and between tissues and no tissues (Earr 1988a; Farr 1988b; Longini 1988).

2. Adverse events related to the intervention

Farr 1988b reported cough in 4% of participants using virucidal tissues versus 57% in the placebo group, but
24% reported nasal burning in the virucidal tissue group versus 8% in the placebo group. Longini 1988 did not
report on adverse effects.

Secondary outcomes
1. Deaths

Not reported.

2. Severity of viral respiratory illness as reported in the studies
Not reported.

3. Absenteeism

Not reported.

4. Hospital admissions

Not reported.

5. Complications related to the illness (e.g. pneumonia)

Not reported.

Discussion

Summary of main results

See Table 8.

Open in table viewer
Table 8. Summary of main results of the review for the primary outcomes

Interventions RCT/cluster-RCT (N = 78)

Medical/surgical Masks (medical/surgical) compared to no masks

masks 9 trials in the community showed no effect on ILI (RR 0.95, 0.84 to 1.09) (Abaluck 2022; Aiello 2010; Alfelali
2020; Barasheed 2014; Canini 2010; Cowling 2008;; Maclintyre 2009;; MaclIntyre 2016; Suess 2012); and 6 trials in the
community showed no effect on laboratory-confirmed influenza 95% CI RR 1.01 (0.72 to 1.42) (Aiello 2012; Alfelali
2020; Bundgaard 2021; Cowling 2008; Maclntyre 2009; Suess 2012). Two trials in health care workers where the control
group wore masks if they were required provided inconclusive results with very wide confidence intervals (Jacobs
2009; Macintyre 2015).

Medical/surgical masks versus other (non-N95) masks: 1 trial showed more ILI with cloth mask (RR 13.25, 1.74 to

100.97) (Maclntyre 2015); 1 trial showed no effect of catechin-treated masks on influenza (adjusted OR 2.35, 0.40 to
13.72) (Ide 2016).
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N95 respirator

Hand hygiene

Hand hygiene +
medical/surgical
masks

Soap + water
compared to
sanitiser, and
comparisons of
different types
of sanitiser

Surface/object
disinfection
(with or without
hand hygiene)
compared to
control

Disinfection of
living quarters

Complex
interventions

Physical
interventions
(masks, gloves,
gowns
combined)

N95 respirators compared to medical/surgical masks

3 trials showed no difference for clinical respiratory illness (RR 0.70, 0.45 to 1.10) (Maclntyre 2011; Macintyre
2013; Radonovich 2019);

4 trials showed no difference for ILI (95% CI RR 0.81, 0.62 to 1.05) (Loeb 2009; Maclintyre 2009; Maclntyre
2011; Radonovich 2019); and 4 trials showed no difference for laboratory-confirmed influenza (95% CI RR 1.06, 0.81 to
1.38) (Loeb 2009; Maclntyre 2009; Macintyre 2011; Radonovich 2019).

4 trials conducted in HCWs: 3 trials showed no difference for clinical respiratory illness (RR 0.70, 0.45 to 1.10) (Macintyre
2011; Maclintyre 2013; Radonovich 2019); 3 trials showed no difference for ILI (RR 0.64, 0.32 to 1.31) (Loeb

2009; Maclntyre 2011; Radonovich 2019); and 3 trials showed no difference for laboratory-confirmed ILI (RR 1.02, 0.73 to
1.43) (Loeb 2009; Maclntyre 2011; Radonovich 2019).

Hand hygiene compared to control

19 trials found an effect on combined outcome (ARI or ILI or influenza) (RR 0.89, 0.83 to 0.94) (Ashraf 2020; Azor-
Martinez 2018; Biswas 2019; Correa 2012; Cowling 2008; Cowling 2009; Hubner 2010; Larson 2010; Little

2015; Millar 2016; Nicholson 2014; Ram 2015; Roberts 2000; Sandora 2005; Simmerman 2011; Stebbins

2011; Swarthout 2020; Teesing 2021; Zomer 2015); 9 trials showed an effect on ARI (RR 0.86, 0.81 to 0.90) (Ashraf

2020); 11 trials showed no effect on ILI (RR 0.94, 0.81 to 1.09) (Biswas 2019; Cowling 2008; Cowling 2009; Hubner
2010; Larson 2010; Little 2015; Ram 2015; Roberts 2000; Simmerman 2011; Teesing_2021; Zomer 2015); and 8 trials no

effect on laboratory-confirmed influenza (RR 0.91, 95% CI 0.63 to 1.30) (Biswas 2019; Cowling 2008; Cowling
2009; Hubner 2010; Larson 2010; Ram 2015; Simmerman 2011; Stebbins 2011).

Hand hygiene + medical/surgical masks compared to control

7 trials showed no effect on ILI (95% CI RR 0.97, 0.80 to 1.19) (Aelami 2015; Aiello 2010; Aiello 2012; Cowling
2009; Larson 2010; Simmerman 2011; Suess 2012); and 4 trials showed no effect on laboratory-confirmed influenza (RR
0.97, 0.69 to 1.36) (Cowling 2009; Larson 2010; Simmerman 2011; Suess 2012).

Hand hygiene + medical/surgical masks compared to hand hygiene
3 trials showed no effect on ILI (RR 1.03, 0.69 to 1.53) or laboratory-confirmed influenza (RR 0.99, 0.69 to 1.44) (Cowling
2009; Larson 2010; Simmerman 2011).

Soap + water compared to sanitiser, and comparisons of different types of sanitiser

1 trial hand sanitiser was more effective than soap and water (Azor-Martinez 2018); 1 trial there was no difference

(Savolainen-Kopra 2012).

2 trials in children antiseptic was more effective (Morton 2004; White 2001); 1 trial in children antiseptic = soap (Luby
2005).

1 trial hand sanitisers were better than placebo, but no difference between sanitisers (Turner 2004a); 1 trial no difference
between different wipes (Turner 2004b).

Surface/object disinfection compared to control
2 trials were effective on ARI (Ban 2015; Carabin 1999); 1 trial was effective for viruses detected on surfaces (lbfelt 2015);
2 trials showed no difference in ARIs (Kotch 1994; McConeghy 2017).

Complex interventions compared to control

4 trials in low-income countries found no effect on respiratory viral iliness (Chard 2019; Hartinger 2016; Huda
2012; Najnin 2019).
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Gloves -

Gowns -

Physical Physical distancing compared to self-isolation

distancing
1 trial reported 1 positive SARS-CoV-2 case in the fitness centre access arm versus 0 in the no access arm (risk
difference 0.05%, 95% CI - 0.05 to 0.16%) (Helsingen 2021)

Quarantine in Quarantine compared to control
the community
1 trial effective for influenza (Cox hazard ratio 0.799, 95% CI 0.66 to 0.97) (Miyaki 2011).

Daily contact testing compared to self-isolation

1 trial showed non-inferiority of daily contact testing of school-based contacts compared to self-isolation for SARS-CoV-
2 (RR 0.96, 95% CI 0.75 to 1.22) (Young_2021)

Eye protection Glasses compared to no glasses
1 pragmatic RCT conducted in Norway wearing any type of eyeglasses when close to other people outside their home (on

public transport, in shopping malls etc.), over a 14-day period. Positive COVID-19 tests based on self-reporting were
9.6% and 11.5% (RR 0.83, 95% CI 0.69 to 1.00) (Fretheim 2022a).

Gargling Gargling compared to control
1 trial gargling with tap water was effective, povidone-iodine was not effective (Satomura 2005); 1 trial gargling with green

tea was not more effective than tap water (Ide 2014); 1 trial gargling with water was not effective (Goodall 2014); pooling
of 2 trials showed no effect of gargling (RR 0.91, 95% CI 0.63 to 1.31) (Goodall 2014; Satomura 2005).

Mouth/nose rinse compared to control

2 trials found a large protective effect on SARS-CoV-2 (RR 0.07, 0.01 to 0.23) (Almanza-Reyes 2021; Gutiérrez-Garcia

2022).

Virucidal Virucidal tissues compared to control

tissues
1 trial had a small effect (Farr 1988a) ("The study authors conclude that virucidal tissues have only a small impact upon
the overall rate of natural acute respiratory illnesses"); 2 trials showed a non-significant difference (Farr 1988b; Longini
1988).

Nose wash -

ARI: acute respiratory infection
CI: confidence interval

HCW: healthcare worker

ILI: influenza-like illness

OR: odds ratio

RCT: randomised controlled trial
RR: risk ratio

1. Medical/surgical masks compared to no masks

The pooled estimates of effect from randomised controlled trials (RCTs) and cluster-RCTs for wearing
medical/surgical masks compared to no masks in the community suggests probably little or no difference in
interrupting the spread of influenza-like iliness (ILI)/COVID-19 like iliness (risk ratio (RR) 0.95, 95%
confidence interval (Cl) 0.84 to 1.09; moderate-certainty evidence), or laboratory-confirmed influenza/SARS-
CoV-2 (RR 1.01, 95% CI1 0.72 to 1.42; moderate-certainty evidence). Six trials were cluster-RCTs, with all
participants in the intervention clusters required to wear masks, thus assessing both source control and
personal protection. In two trials the clusters were households with a member with new influenza; neither trial
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found any protective effect (RR 1.03 in 105 households (Canini 2010); RR 1.21 in 145 households (Maclintyre
2009). In two trials the clusters were college dormitories during the influenza season; neither trial found any
reduction (RR 1.10 in 37 dormitories (Aiello 2012); RR 0.90 in three dormitories (Aiello 2010)). Two studies
were conducted during the COVID-19 pandemic and their addition had minimal impact on the pooled
estimate of effect previously reported from the earlier studies focused on influenza (Abaluck 2022; Bundgaard
2021). We excluded Aiello 2010 from meta-analysis since we did not consider 'randomisation’ of three
clusters to three arms was a proper randomised trial.

Less than half of the trials comparing masks with no masks addressed harms of mask wearing (Canini

2010; Cowling 2008; Maclntyre 2015; Suess 2012). Warmth, respiratory difficulties, humidity, and general
discomfort were the most frequently reported adverse events. Neither of the RCTs conducted during the
COVID-19 pandemic directly assessed harms of mask wearing. More adults reported no harms compared to
children.

In one trial cloth masks were associated with a significantly higher risk of both ILI and laboratory-confirmed
respiratory virus infection in healthcare workers (HCWs) (Maclntyre 2015). In addition, filtration capacity of the
two-ply cotton cloth masks was found to be only 3% and markedly less than with medical/surgical masks
based on standardised particle testing. The authors suggested moisture retention, poor filtration, and
penetration of the virus through the mask as plausible explanations for the increased risk of infection.

We did not find any randomised trials assessing the effectiveness of barrier interventions using a combination
of masks, gloves, and gowns.

2. N95 respirators compared to medical/surgical masks

Comparisons between N95 respirators and medical/surgical masks, used as needed for exposure to at-risk
patients, for the outcomes of clinical respiratory illness and the outcome of laboratory-confirmed influenza
showed estimates of effect suggesting considerable uncertainty for any benefit of N95 respirators for the
former outcome and probably little or no difference for the latter outcome. Five trials (four in healthcare
settings and one in a household setting) compared N95/P2 respirators with medical/surgical masks. Pooling
of three of these trials showed an estimate of effect suggesting considerable uncertainty as to whether there
was any benefit comparing N95 respirators and medical/surgical face masks for the outcome of clinical
respiratory illness (RR 0.70, 95% CI 0.45 to 1.10; very low-certainty evidence), and that N95 respirators may
make little or no difference for the outcome of ILI (RR 0.82, 95% CI 0.66 to 1.03; low-certainty evidence), and
probably little or no difference for the outcome of laboratory-confirmed influenza (RR 1.10, 95% CI 0.90 to
1.34; moderate-certainty evidence). The presence of imprecision (wide Cls) and heterogeneity, particularly for
the more subjective and less precise outcomes of clinical respiratory illness and ILI compared to laboratory-
confirmed influenza infection, makes it difficult to assess whether there may be a benefit of either
medical/surgical masks or N95/P2 respirators. Restricting the pooling to HCWs made no difference to the
overall findings. The two trials with the largest event rates were quite consistent in their findings of no
significant differences between N95 and medical/surgical masks for the outcomes of laboratory-confirmed
influenza and all laboratory-confirmed viral infections (Loeb 2009; Radonovich 2019). Three of the trials
contributing to this analysis were carried out by members of the same group (Maclntyre 2009; Maclntyre
2011; Maclintyre 2013).

In general, harms were poorly reported or not reported at all in trials comparing N95 respirators with surgical
masks. General discomfort resulting in reduced wear adherence was the most frequently reported harm.

3. Hand hygiene compared to control
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We found that the estimate of effect may offer a benefit for hand hygiene for the composite outcome 'acute
respiratory infections (ARI) or ILI or influenza' (RR 0.89, 95% CI 0.83 to 0.94; low-certainty evidence), and
probably offers a benefit for the outcomes ARI alone (RR 0.86, 95% CI 0.81 to 0.90; moderate-certainty
evidence), and absenteeism (RR 0.64, 95% CI 0.58 to 0.71). An observed estimate of effect in favour of hand
hygiene for laboratory-confirmed influenza, but with wider Cls may be a consequence of smaller sample sizes
in conjunction with a more rigorous outcome measure.

4. Hand hygiene + medical/surgical masks compared to control

The estimate of effect of combined hand hygiene and medical/surgical mask interventions compared to
control in six (mostly small) trials suggested that the intervention may make little or no difference for the
outcomes ILI (RR 1.03, 95% CI 0.77 to 1.37), and laboratory-confirmed influenza (four trials) (RR 0.97, 95%
Cl1 0.69 to 1.36).

5. Hand hygiene + medical/surgical masks compared to hand hygiene

We also found an estimate of effect suggesting that adding medical/surgical masks to hand hygiene
compared to hand hygiene alone may make little or no difference for the outcomes ILI (RR 1.03, 95% CI 0.69
to 1.53; 3 trials), and laboratory-confirmed influenza (RR 0.99, 95% CI 0.69 to 1.44).

6. Medical/surgical masks compared to other (non-N95) masks

One trial found that medical/surgical masks were more effective than cloth masks at reducing the rate of ILI
(RR 13.25, 95% CI 1.74 to 100.97) (Maclntyre 2015), but the extremely wide Cls make this finding difficult to
interpret. One trial did not find a benefit from catechin-treated masks over untreated masks on influenza
infection rates (adjusted odds ratio (OR) 2.35, 95% CI 0.40 to 13.72; P = 0.34) (lde 2016).

Harms of wearing masks were reported in 40.4% of HCWs using medical/surgical masks, and in 42.6% of
those wearing cloth masks (P = 0.45) (Maclntyre 2015). The penetration of particles was higher in cloth
masks (97%) compared to medical/surgical masks (44%).

7. Soap + water compared to sanitiser, and comparisons of different types of sanitiser

There were too few trials comparing different types of hand hygiene interventions to be certain of any true
differences between soap and water, alcohol-based hand sanitisers, or other types of interventions. Also, it is
uncertain whether the incremental effect of adding virucidals or antiseptics to hand-washing actually
decreased the respiratory disease burden outside the confines of the rather atypical studies. The extra benefit
may have been, at least in part, accrued by confounding additional routines.

8. Surface/object disinfection (with or without hand hygiene) compared to control

We identified six trials on surface/object disinfection (with or without hand hygiene), and although they were
heterogeneous (and therefore could not be pooled), three of them showed a clear benefit compared to
controls (Ban 2015; Carabin 1999; Ibfelt 2015).

We found no RCTs of nose disinfection, or disinfection of living quarters, as described in observational studies
reported in Jefferson 2011.

9. Complex interventions compared to control

Four trials studied complex hygiene and sanitation interventions, all in low-income country settings (Chard
2019; Hartinger 2016; Huda 2012; Najnin 2019). These trials could not be pooled due to the heterogeneity of
the interventions and settings. All four trials found no significant differences between groups in the rates of
viral respiratory illness.

10. Physical distancing/quarantine compared to control
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We identified one trial that evaluated the effect of quarantine and found a reduction in influenza transmission
to co-workers when those with infected household members stayed home from work (Miyaki 2011). However,
staying home increased their risk of being infected two-fold. Two studies conducted during the COVID-19
pandemic on SARS-cov-2 transmission showed (1) non-inferiority of daily contact testing of school-based
contacts (intervention) compared to self-isolation (control) (Young_2021); and (2) access to fitness centres
with physical distancing and low population prevalence of SARS-CoV-2 infection did not increase risk of
SARS-cov-2 infection (Helsingen 2021).

11. Eye protection compared to control

We only identified one trial of eye protection which was a preprint only (Fretheim 2022a).

12. Gargling compared to control

Three trials addressed the use of gargling in preventing respiratory infections (Goodall 2014; Ide

2014; Satomura 2005). Although the trials used a variety of liquids and different outcomes, pooling the results
of the two trials that compared gargling with tap water versus control did not show a favourable effect in
reducing URTlIs (RR 0.91, 95% CI 0.63 to 1.31) (Goodall 2014; Satomura 2005). Two trials of
mouthwash/nose rinse were conducted during the SARS-cov-2 pandemic in HCWs: Almanza-Reyes
2021 compared silver mouth wash/nose rinse versus conventional mouthwashes and nose rinse;

and Gutiérrez-Garcia 2022 compared neutral electrolysed water mouth and nose rinses versus no rinses.
Both studies reported large protective effects of the intervention on SARS-CoV-2 infection with reported
outcomes of SARS-CO0OV-2 infection in 28.2% and 12.7% in the HCWs not using the interventions versus
1.8% and 1.2% in those using the intervention, despite the use of full personal protective equipment (PPE)
and the high outcome rates raise questions about risk of bias, and no data were provided about baseline
rates in other settings with full use of PPE.

13. Virucidal tissues compared to control

Two reports (three trials) identified in Jefferson 2011 studied the effect of virucidal tissues compared to
placebo or no tissues (Farr 1988a; Farr 1988b; Longini 1988). These trials found no differences in infection
rates and could not be pooled.

Overall completeness and applicability of evidence

Several features need consideration before making generalisations based on the included studies.

The settings of the included studies, which were conducted over five decades, were heterogeneous and
ranged from suburban schools, Carabin 1999, to emergency departments, intensive care units, and paediatric
wards, Loeb 2009, in high-income countries; slums in low-income countries (Luby 2005); and an upper
Manhattan immigrant Latino neighbourhood (Larson 2010). Few attempts were made to obtain socio-
economic diversity by (for example) involving more schools in the evaluations of the same programme. We
identified only a few studies from low-income countries, where the vast majority of the burden of ARIs lies
and where inexpensive interventions are so critical. Additionally, limited availability of over-the-counter
medications and national universal comprehensive health insurance provided with consequent physician
prescription of symptomatic treatment may further limit the generalisability of findings.

The included trials generally reported few events and were conducted mostly during non-epidemic periods
with the exception of the trials carried out during the influenza HIN1 and SARS-CoV-2 pandemics. The large
study by Radonovich 2019 is an exception as it crossed over two of the highest reporting years for influenza
in the USA between 2010 and 2017 (Elflein 2019). None of the trials were conducted during pandemics of
SARS-CoV-1or in outbreaks of Middle East respiratory syndrome (MERS).
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Of the trials assessing the effect of masks, six were carried out in those at greater exposure (i.e. HCWs)
(Jacobs 2009; Loeb 2009; Macintyre 2011; Macintyre 2013; Maclintyre 2015; Radonovich 2019). None of
these studies included HCWs undertaking aerosol-generating procedures, for which the World Health
Organization (WHO) currently recommends the N95 or equivalent mask. Three trials on hand hygiene
interventions were carried out in nursing homes, and included HCWs (McConeghy 2017; Temime

2018; Yeung_2011). The scarcity of RCTs on HCWs limits the generalisability of such results.

The variable quality of the methods of some studies is striking. Incomplete or no reporting of randomisation
(Turner 2004a), blinding (Farr 1988a; Farr 1988b), numerators and denominators (Carabin 1999; Kotch
1994), interventions, and cluster coefficients in the relevant trials (Carabin 1999), led to a considerable loss of
information. Potential biases were often not discussed.

Inappropriate placebos caused design problems. In some studies the placebo probably carried sufficient
effect to dilute the intervention effects (Longini 1988). Two valiant attempts with virucidal tissues probably
failed because placebo handkerchiefs were impregnated with a dummy compound that stung the users'
nostrils (Farr 1988a; Farr 1988b).

Some studies used impractical interventions. Volunteers subjected to the intervention hand cleaner (organic
acids) were not allowed to use their hands between cleaning and virus challenge, so the effect of normal use
of the hands on the intervention remains unknown (Turner 2004a; Turner 2004b). Two per cent aqueous
iodine painted on the hands, although a successful antiviral intervention, causes unacceptable cosmetic
staining, which is impractical for all but those at the highest risk of epidemic contagion (Gwaltney 1980).

Adherence with interventions, especially educational programmes, was a problem for many studies despite
the importance of many such low-cost interventions. Adherence with mask wearing varied; it was generally
around 60% to 80%, but was reported to be as low as 40% (see Table 1). Overall, the logistics of carrying out
trials that involve sustained behaviour change are demanding, particularly in challenging settings such as
immigrant neighbourhoods or students' halls of residence.

The identified trials provided sparse and unsystematic data on adverse effects of the intervention, and few of
the RCTs measured or reported adherence with the intervention, which is especially important for the use of
medical/surgical masks or N95 respirators. No studies investigated how the level of adherence may have
influenced the effect size.

We identified one study assessing the effects of eye protection (Fretheim 2022a), and we identified three
studies on physical distancing/quarantine (Helsingen 2021; Miyaki 2011; Young 2021). The dearth of evidence
and predominant setting of seasonal viral circulation limits generalisability of our findings to other contexts
and any future epidemics due to other respiratory viruses such as the COVID-19 pandemic although there
have been increasing numbers of RCTs and cluster-RCTs in the latter setting which are adding to the
evidence base.

The two recent small trials from Mexico assessing local mouth/nose rinses airways prophylactic as
interventions treatments report large but uncertain reductions in transmission to healthcare workers which
warrant further study and replication by other investigator (Almanza-Reyes 2021; Gutiérrez-Garcia 2022).

Certainty of the evidence

We found the available evidence base identified through our search processes to be of variable quality.
Reporting of sequence generation and allocation concealment were poor in 30% to 50% of studies across the
categories of intervention comparisons. Given the nature of the intervention comparison, blinding of treatment
allocation after randomisation was rarely achieved. Although blinding of outcome assessment is highly
feasible and desirable, most outcomes were assessed by self-reports. Outcomes in some studies were poorly
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defined, with a lack of clarity as to the possible aetiological agents (bacterial versus viral). Some studies used
laboratory-confirmed outcomes, both adding precision and avoiding indirectness by having an accurate
outcome measure and lowering the risk of bias (see Table 9 for heterogeneity of trial outcome definitions). We
found no evidence of selective reporting of outcomes within the included studies. We believe publication bias
is unlikely, as the included studies demonstrated a range of effects, both positive and negative, over all study
sizes. The variable quality of the studies hampers drawing any firm conclusions.

Open in table viewer

Table 9. Trial authors’ outcome definitions

Study

Masks (n = 16)

Abaluck 2022
cluster-RCT

Bangladesh

Alfelali 2020
cluster-RCT

Haj in Makkah,
Saudi Arabia

Bundgaard 2021

RCT

Denmark

Outcome definitions

COVID-19 symptoms as per the WHO case definition of probable COVID-19 given epidemiological risk factors: (i) fever

and cough; (i) 3 or more of the following symptoms (fever, cough, general weakness and/or fatigue, headache, myalgia,
sore throat, coryza, dyspnoea, anorexia, nausea, and/or vomiting, diarrhoea, and altered mental status); or (iii) loss of

taste or smell. The owner of the household’s primary phone completed surveys by phone or in-person at weeks 5 and 9

after the start of the intervention. They were asked to report symptoms experienced by any household member
consistent with the WHO.

COVID-19 case definition.

Laboratory: seropositivity was defined by having detectable IgG antibodies in blood samples against SARS-CoV-2,
using the SCoV-2 Detect™ IgG ELISA kit (InBios, Seattle, Washington). This assay detects IgG antibodies against the
spike protein subunit (S1) of SARS-CoV-2.

Safety: harms were not directly assessed in this study, but it is stated no adverse events were reported.

Laboratory: swabs were placed it into UTM™ (COPAN) viral transport media. Swabs labelled with the participant’s
unique barcode number were stored in an icebox at —20°C before being re-stored by day’s end in a —80°C freezer at the

laboratory of the Hajj Research Center at Umm Al-Qura University, Makkah. After Hajj, these swabs were shipped in

refrigerated or cold containers to the Centre for Infectious Disease and Microbiology Laboratory Services, Westmead
Hospital, NSW, Australia. There, nucleic acid was extracted with the Qiagen bioROBOT EZ instrument (Qiagen,
Valencia, CA), and amplification was performed using the Roche LC 480 (Roche Diagnostics GmbH, Mannheim,
Germany) instrument. Respiratory viruses were detected using a real-time, multiplex reverse transcription polymerase
chain reaction assay targeting human coronaviruses (OC43, 229E and NL63), influenza A and B viruses, respiratory
syncytial virus (RSV), parainfluenza viruses 1 to 3, human metapneumovirus, rhinovirus, enterovirus and adenovirus.
Middle East respiratory syndrome coronavirus (MERS-CoV) assay targeting the upstream region of the E gene (upE)
was also performed.

Safety: harms of using face masks were difficulty in breathing (26.2%); discomfort (22%); and a small minority (3%)
reported feeling hot, sweating, a bad smell or blurred vision with eyeglasses.

Laboratory: viral RNA was extracted from swab samples in DNA/RNA Shield (Zymo Research) using Quick-RNA
Microprep Kit (Zymo Research) with the below modifications. 200 pl samples were incubated for 1 min with proteinase K
(Qiagen) in a final concentration of 0.2 pg/ul prior to treatment with lysis buffer (Quick-RNA Microprep Kit). Only a single
washing step using 400 ul RNA Wash Buffer (Quick-RNA Microprep Kit) was performed before elution in 15ul RNase
free water.

Participants tested for SARS-CoV-2 IgM and IgG antibodies in whole blood using a point-of-care test (Lateral Flow test

[Zhuhai Livzon Diagnostics]) according to the manufacturer's recommendations. After puncturing a fingertip with a
lancet, they withdrew blood into a capillary tube and placed 1 drop of blood followed by 2 drops of saline in the test
chamber in each of the 2 test plates (IgM and IgG).

Safety: harms were not mentioned as an outcome in the methods, but psychological adverse effects were mentioned,
and 14% reported adverse reactions from other people regarding wearing a face mask.
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Cowling 2008 Laboratory:
QuickVue Influenza A+B rapid test

cluster-RCT Viral culture on MDCK (Madin-Darby canine kidney cells)
Samples were harvested using NTS, but the text refers to a second procedure from June 2007 onwards with testing for
Hong Kong influenza viruses on index participants with a negative QuickVue result but a fever = 38 °C who were also randomised

and further followed up. Data on clinical signs and symptoms were collected for all participants, and an additional NTS
was collected for later confirmation of influenza infection by viral culture. It is noteworthy that dropout was higher in
households of index participants who had a negative result on the rapid influenza test (25/44, 57%) compared to those
who had a positive result (45/154, 29%).

Effectiveness: secondary attack ratios (SAR): SAR is the proportion of household contacts of an index case who
subsequently were ill with influenza (symptomatic contact individuals with at least 1 NTS positive for influenza by viral
culture or PCR)
3 clinical definitions were used for secondary analysis:
1. fever 2 38 °C or at least 2 of the following symptoms: headache, coryza, sore throat, muscle aches and pains;
2. at least 2 of the following S/S: fever 2 37.8 °C, cough, headache, sore throat and muscle aches and pains; and

3. fever of 2 37.8 °C plus cough or sore throat.

Safety: harms were not mentioned as an outcome in the methods, but it was reported in the results that there were no
adverse events.

Jacobs 2009 Laboratory-confirmation not reported.

RCT Effectiveness: URTI is defined on the basis of a symptom score with a score > 14 being a URTI according to Jackson’s

Japan 1958 criteria ("Jackson score"). These are not explained in text, although the symptoms are listed in Table 3 (any, sore
throat, runny nose, stuffy nose, sneeze, cough, headache, earache, feel bad) together with their mean and scores (SD)
by intervention arm.

Safety: the text does not mention or report harms. These appear to be indistinguishable from URTI symptoms (e.g.
headache, which is reported as of significantly longer duration in the intervention arm). Compliance is self-reported as
high (84.3% of participants).

Loeb 2009 Clinical respiratory illness, influenza-like illness, and laboratory-confirmed respiratory virus infection.

cluster-RCT 1. Clinical respiratory illness, defined as 2 or more respiratory symptoms or 1 respiratory symptom and a systemic

HCW symptom.

Canada

2. Influenza-like illness, defined as fever = 38 °C plus 1 respiratory symptom.

3. Laboratory-confirmed viral respiratory infection. Laboratory confirmation was by nucleic acid detection using
multiplex RT-PCR for 17 respiratory viruses.

Safety: harms were not mentioned as an outcome in the methods, but it is stated in the results that no adverse events
were reported by participants.
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Macintyre 2009 Eligibility criteria were stipulated as follows:
cluster-RCT
Australia

1. the household contained > 2 adults > 16 years of age and 1 child 0 to 15 years of age;
2. the index child had fever (temperature > 37.8 °C) and either a cough or sore throat;
3. the child was the first and only person to become ill in the family in the previous 2 weeks;
4. adult caregivers consented to participate in the study; and
5. the index child was not admitted to the hospital.

Definitions used for outcomes:

1. ILI defined by the presence of fever (temperature > 37.8 °C), feeling feverish or a history of fever, > 2 symptoms
(sore throat, cough, sneezing, runny nose, nasal congestion, headache), or 1 of the symptoms listed plus
laboratory confirmation of respiratory viral infection.

2. Laboratory confirmation: multiplex RT-PCR tests to detect influenza A and B and RSV, PIV types 1 to 3,

picornaviruses (enteroviruses or rhinoviruses), adenoviruses, coronaviruses 229E and OC43, and hMPV plus > 1
symptom

Effectiveness: presence of ILI or a laboratory diagnosis of respiratory virus infection within 1 week of enrolment.

Safety: harms not mentioned as an outcome in the methods, but it is reported in the results that more than 50% of
participants reported concerns with mask wearing, mainly that wearing a face mask was uncomfortable, but there were
no significant differences between the P2 (N95) and surgical mask groups. Other concerns were that the child did not
want the parent wearing a mask.

Aiello 2010 Laboratory details are described in appendix.

cluster-RCT Effectiveness: ILI, defined as cough and at least 1 constitutional symptom (fever/feverishness, chills, headache,
myalgia). ILI cases were given contact nurses phone numbers to record the illness and paid USD 25 to provide a throat

USA swab. 368 participants had ILI, 94 of which had a throat swab analysed by PCR. 10 of these were positive for influenza
(7 for A and 3 for B), respectively by arm 2, 5 and 3 using PCR, 7 using cell culture.

Safety: no outcomes on harms planned or reported.

Canini 2010 The primary endpoint was the proportion of household contacts who developed an ILI during the 7 days following
inclusion. Exploratory cluster-level efficacy outcome, the proportion of households with 1 or more secondary illness in

cluster-RCT household contacts.
USA

A temperature over 37.8 °C with cough or sore throat was used as primary clinical case definition.

The authors also used a more sensitive case definition based on a temperature over 37.8 °C or at least 2 of the
following: sore throat, cough, runny nose, or fatigue.

Safety: adverse reactions due to mask wearing were reported, with 38 (75%) participants in the intervention arm
experiencing discomfort with mask use due to warmth (45%), respiratory difficulties (33%), and humidity (33%). Children
wearing children face masks reported feeling pain more frequently than other participants wearing adult face masks (P =
0.036).

Aiello 2012 Clinically verified ILI - case definition (presence of cough and at least 1 or more of fever/feverishness, chills, or body

. aches)
cluster-RCT in

_ha’:lhs oGgeAsidence Laboratory-confirmed influenza A or B. Throat swab specimens were tested for influenza A or B using real-time PCR.
in the

Safety: no outcomes on harms planned or reported.

Barasheed 2014  Laboratory: 2 nasal swabs from all ILI cases and contacts. 1 for influenza POCT using the QuickVue Influenza (A+B)
assay (Quidel Corporation, San Diego, USA) and 1 for later NAT for influenza and other respiratory viruses. However,
cluster-RCT there was a problem with getting POCT on time during Hajj.

Saudi Arabia
ud! ! Effectiveness: to assess the effectiveness of face masks in the prevention of transmission of ILI. ILI was defined as

subjective (or proven) fever plus 1 respiratory symptom (e.g. dry or productive cough, runny nose, sore throat, shortness
of breath).

Safety: no outcomes on harms planned or reported.
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Macintyre 2011 Clinical respiratory illness

cluster-RCT Influenza-like illness
China
Laboratory-confirmed viral respiratory infection

Laboratory-confirmed influenza A or B
1. Clinical respiratory illness, defined as 2 or more respiratory or 1 respiratory symptom and a systemic symptom.

2. Influenza-like illness, defined as fever = 38 °C plus 1 respiratory symptom (i.e. cough, runny nose, etc.).

3. Laboratory-confirmed viral respiratory infection (detection of adenoviruses, human metapneumovirus, coronavirus
229E /NL63, parainfluenza viruses 1, 2, and 3, influenza viruses A and B, respiratory syncytial virus A and B,
rhinovirus A/B and coronavirus OC43/HKU1 by multiplex PCR).

4. Laboratory-confirmed influenza A or B.

5. Adherence with mask/respirator use.

Safety: adherence and adverse effects of mask wearing were collected at exit interviews 4 weeks' post study.
Significantly higher adverse events with N95 respirator compared to medical mask for discomfort, headache, difficulty
breathing, nose pressure, trouble communicating, not wearing, and unspecified “other” side effects. Over 50% of those
wearing N95 respirators reported adverse events. Of those wearing medical masks versus N95 respirators, 85.5%
(420/491) versus 47.4% (447/943) reported no adverse events (P < 0.001), respectively.

Maclntyre 2013 Laboratory:

cluster-RCT

China 1. Laboratory-confirmed viral respiratory infection in symptomatic participants, defined as detection of adenoviruses;
human metapneumovirus; coronaviruses 229E/NL63 and OC43/HKU1; parainfluenza viruses 1, 2, and 3; influenza
viruses A and B; respiratory syncytial viruses A and B; or rhinoviruses A/B by NAT using a commercial multiplex
PCR (Seegen, Inc., Seoul, Korea).

2. Laboratory-confirmed influenza A or B in symptomatic participants.

3. Laboratory-confirmed bacterial colonisation in symptomatic participants, defined as detection of Streptococcus

pneumoniae, Legionella, Bordetella pertussis, Chlamydia, Mycoplasma pneumoniae, or Haemophilus influenzae
type B by multiplex PCR (Seegen, Inc.).

Effectiveness: clinical respiratory iliness defined as 2 or more respiratory symptoms or 1 respiratory symptom and a
systemic symptom. ILI defined as fever (38 °C) plus 1 respiratory symptom.

Safety: adverse effects measured using a semi-structured questionnaire. Investigators stated that there was higher
reported adverse effects and discomfort of N95 respirators compared with the other 2 arms. In terms of comfort, 52%
(297 of 571) of the medical mask arm reported no problems, compared with 62% (317 of 512) of the targeted arm and
38% (217 of 574) of the N95 arm (P < 0.001).

Macintyre 2015 Clinical respiratory illness, influenza-like iliness, and laboratory-confirmed respiratory virus infection.

cluster-RCT 1. Clinical respiratory illness, defined as 2 or more respiratory symptoms or 1 respiratory symptom and a systemic
Vietnam symptom.

2. Influenza-like illness, defined as fever = 38 °C plus 1 respiratory symptom.

3. Laboratory-confirmed viral respiratory infection. Laboratory confirmation was by nucleic acid detection using
multiplex RT-PCR for 17 respiratory viruses.

Safety: adverse events associated with face mask use were reported in 40.4% (227/562) of HCWs in the
medical/surgical mask arm and 42.6% (242/568) in the cloth mask arm (P = 0.45). The most frequently reported adverse
events were: general discomfort (35.1%; 397/1130) and breathing problems (18.3%; 207/1130). The rate of ILI was
higher in the cloth mask arm compared to medical/surgical masks (RR 13.25, 95% Cl 1.74 to 100.97).
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Macintyre 2016 Clinical respiratory illness, influenza-like iliness, and laboratory-confirmed viral respiratory infection.

cluster-RCT

China 1. Clinical respiratory illness, defined as 2 or more respiratory symptoms (cough, nasal congestion, runny nose, sore
throat, or sneezes) or 1 respiratory symptom and a systemic symptom (chill, lethargy, loss of appetite, abdominal
pain, muscle or joint aches).

2. Influenza-like iliness, defined as fever = 38 °C plus 1 respiratory symptom.

3. Laboratory-confirmed viral respiratory infection, defined as detection of adenoviruses, human metapneumovirus,

coronaviruses 229E/NL63 and OC43/HKU1, parainfluenza viruses 1, 2, and 3, influenza viruses A and B,
respiratory syncytial virus A and B, or rhinovirus A/B by NAT using a commercial multiplex PCR.

Safety: no outcomes on harms planned or reported.

Radonovich 2019 | ghoratory. Primary outcome: incidence of laboratory-confirmed influenza, defined as:

cluster-RCT

USA 1. detection of influenza A or B virus by RT-PCR in an upper respiratory specimen collected within 7 days of

symptom onset;

2. detection of influenza from a randomly obtained swab from an asymptomatic participant; and

3. influenza seroconversion (symptomatic or asymptomatic), defined as at least a 4-fold rise in haemagglutination

inhibition antibody titres to influenza A or B virus between pre-season and postseason serological samples
deemed not attributable to vaccination.

Effectiveness. Secondary outcomes: incidence of 4 measures of viral respiratory illness or infection as follows:

1. acute respiratory illness with or without laboratory confirmation;

2. laboratory-detected respiratory infection, defined as detection of a respiratory pathogen by PCR or serological
evidence of infection with a respiratory pathogen during the study surveillance period(s), which was added to the
protocol prior to data analysis; and

3. laboratory-confirmed respiratory iliness, identified as previously described (defined as self-reported acute
respiratory illness plus the presence of at least PCR—confirmed viral pathogen in a specimen collected from the
upper respiratory tract within 7 days of the reported symptoms and/or at least a 4-fold rise from pre-intervention to
postintervention serum antibody titres to influenza A or B virus).

Influenza-like iliness, defined as temperature of at least 100 °F (37.8 °C) plus cough and/or a sore throat, with or without
laboratory confirmation.

Safety: 19 participants reported skin irritation or worsening acne during years 3 and 4 at 1 site in the N95 respirator
group.

Hand and hygiene (n = 35)

Alzaher 2018 Episode of URI was defined as having 2 of the following symptoms for a day or 1 of the symptoms for 2 or more
consecutive days: 1) a runny nose, 2) a stuffy or blocked nose or noisy breathing, 3) sneezing, 4) a cough, 5) a sore

cluster-RCT throat, and 6) feeling hot, having a fever or a chill.

Saudi Arabia

Arbogast 2016 ICD-9 used: 46611: acute bronchiolitis due to respiratory syncytial virus, 46619: acute bronchiolitis due to other
infectious organisms, 4800: pneumonia due to adenovirus, 4809: viral pneumonia, unspecified, 4870: influenza with

cluster-RCT pneumonia, 07999: unspecified viral infection, 4658: acute upper respiratory infections of other multiple sites, 4659:
acute upper respiratory infections of unspecified site, 4871: influenza with other respiratory manifestations.

USA

Ashraf 2020 Main outcome: 7-day prevalence of acute respiratory infection (ARI), defined as caregiver-reported symptoms of
persistent cough or panting, wheezing, or difficulty breathing (1 or 2) in the 7 days before the interview.

cluster-RCT

Bangladesh
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Azor-Martinez
2016

RCT

Spain

Azor-Martinez
2018

RCT

Spain

Biswas 2019
cluster-RCT

Bangladesh

Correa 2012
cluster-RCT

Colombia

Cowling 2009

cluster-RCT

Hong Kong

Divita

2011 (conference

abstract)
RCT

Bangladesh

Feldman 2016
cluster-RCT

Israel

Gwaltney 1980
RCT

USA

Hubner 2010
RCT

Germany

Upper respiratory illness was defined as 2 of the following symptoms during 1 day, or 1 of the symptoms for 2
consecutive days: (1) runny nose; (2) stuffy or blocked nose or noisy breathing; (3) cough; (4) feeling hot or feverish or
having chills; (5) sore throat; or (6) sneezing.

Respiratory iliness (RI) was defined as the presence of 2 of the following symptoms during 1 day or the presence of 1 of
the symptoms for 2 consecutive days: (1) runny nose, (2) stuffy or blocked nose or noisy breathing, (3) cough, (4) feeling
hot or feverish or having chills, (5) sore throat, or (6) sneezing.

ICD-10 and ICD-9 diagnosis codes used: nonspecific upper respiratory tract infection (465.9), otitis media (382.9),

pharyngotonsillitis (463), lower respiratory tract infections (485 and 486), acute bronchitis (490), and bronchiolitis
(466.19). Study authors combined the bronchopneumonia code (485) and pneumonia code (486) under the label “lower
respiratory tract infections.” If > 1 antibiotic was prescribed during an episode, they used the first prescription for
analysis. The final diagnosis was done by the medical researchers on the basis of the symptoms described above and a
review of the medical history of children with Rls.

Influenza-like iliness: an ILI episode was defined as measured fever > 38 °C or subjective fever and cough.
Laboratory-confirmed influenza

Nasal swabs for real-time RT-PCR.

Acute respiratory infection was defined as 2 or more of the following symptoms for at least 24 hours, lasting at least 2
days: runny, stuffy, or blocked nose or noisy breathing; cough; fever, hot sensation, or chills; and/or sore throat. Ear pain
alone was considered ARI alternately.

Laboratory-confirmed of influenza virus infection by RT-PCR for influenza A and B virus.

Clinical influenza-like illness: used 2 clinical definitions of influenza based on self-reported data from the symptom

diaries as secondary analyses. The first definition of clinical influenza was at least 2 of the following signs and
symptoms: temperature 37.8 °C or greater, cough, headache, sore throat, and myalgia; the second definition was
temperature 37.8 °C or greater plus cough or sore throat.

Influenza-like iliness was defined as fever in children < 5 years old and fever with cough or sore throat in individuals > 5
years old.

Infectious diseases grouped into diarrhoeal, respiratory, and skin infection. Based on ICD-9, but no supplementary

material was accessible for further definition (Supplementary Material C lists all ICD-9 diagnoses tallied in this
“outcome”).

Viral cultures and serology if rhinovirus in laboratory-inoculation

Assessing illness rates due to common cold and diarrhoea. Collecting data on illness symptoms (common cold, sinusitis,
sore throat, fever, cough, bronchitis, pneumonia, influenza, diarrhoea) and associated absenteeism at the end of every
month.

Definitions of symptoms were given to the participants as part of the individual information at the beginning of the study.
Whilst most symptoms are quite self-explanatory, "influenza" and "pneumonia" are specific diagnoses that were

confirmed by professional diagnosis only. Similarly, (self-) diagnosis of "fever" required objective measurement with a
thermometer.
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Ladegaard 1999 Laboratory: serological evidence

RCT Effectiveness: influenza-like iliness (described as fever, history of fever or feeling feverish in the past week, myalgia,
arthralgia, sore throat, cough, sneezing, runny nose, nasal congestion, headache).

Denmark However, a positive laboratory finding for influenza converts the ILI definition into one of influenza.

Larson 2010 Study goals: rates of symptoms and secondary transmission of URIs, incidence of virologically confirmed influenza,
knowledge of prevention and treatment strategies for influenza and URIs, and rates of influenza vaccination.

cluster-RCT

1. Laboratory-confirmed influenza: nasal swabs to test for influenza types A and B as well as other common

USA respiratory viruses by rapid culture (R-Mix, Diagnostic Hybrids, Inc., Athens, OH, USA). PCR and subtyping of the
samples was done during the second half of the second year of the study.

2. Influenza-like illness: CDC definition of ILI from the Sentinel Physicians' Network was used to determine when
masks should be worn: “temperature of 237.8°C and cough and/or sore throat in the absence of a known cause
other than influenza".

3. Episodes of URI = upper respiratory infection: not clear, no explicitly stated definition, reported that the most
commonly reported URI symptoms are cough or rhinorrhoea.

Little 2015 Respiratory tract infections defined as 2 symptoms of an RTI for at least 1 day or 1 symptom for 2 consecutive days. For
reported ILI, study authors did not use WHO or CDC definitions because these definitions require measured

RCT temperature, and thus were not appropriate (participants were not included after a clinical examination), and they did not
use the European Centre for Disease Prevention and Control definition (1 systemic and 1 respiratory symptom)

England because, according to the international influenza collaboration, this definition does not necessarily differentiate ILI from a

common cold. Influenzanet suggests making high temperature a separate element. Their pragmatic definition of ILI
therefore required a high temperature (feeling very hot or very cold; or measured temperature > 37.5 °C), a respiratory
symptom (sore throat, cough, or runny nose), and a systemic symptom (headache, severe fatigue, severe muscle
aches, or severe malaise).

Luby 2005 Defined pneumonia in children according to the WHO clinical case definition: cough or difficulty breathing with a raised
respiratory rate (> 60 per minute in individuals younger than 60 days old, > 50 per minute for those aged 60 to 364 days,

RCT and > 40 per minute for those aged 1 to 5 years)

Pakistan
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Millar 2016
cluster-RCT

USA

Morton 2004
cluster-RCT

Cross-over study

USA

Nicholson 2014
cluster-RCT

India

Pandejpong 2012
cluster-RCT

Thailand

Priest 2014
cluster-RCT

New Zealand

Medically attended, outpatient cases of acute respiratory infection in the study population. The case definition was any
occurrence of the following International Classification of Disease, 9 Revision, Clinical Modification (ICD-9) symptom or

disease-specific codes: 460 to 466, 480 to 488, and specifically 465.9, 482.9, 486, and 487.1.

Acute respiratory infections (460 to 466)

460 Acute nasopharyngitis (common cold)

461 Acute sinusitis

462 Acute pharyngitis

463 Acute tonsillitis

464 Acute laryngitis and tracheitis

465 Acute upper respiratory infections of multiple or unspecified sites
466 Acute bronchitis and bronchiolitis

Pneumonia and influenza (480 to 488)

480 Viral pneumonia

481 Pneumococcal pneumonia (Streptococcus pneumoniae pneumonia)
482 Other bacterial pneumonia

483 Pneumonia due to other specified organism

484 Pneumonia in infectious diseases classified elsewhere

485 Bronchopneumonia, organism unspecified

486 Pneumonia, organism unspecified

487 Influenza

488 Influenza due to identified avian influenza virus

465.9 Acute upper respiratory infections of unspecified site

482.9 Bacterial pneumonia NOS

487.1 Diagnosis of influenza with other respiratory manifestations

Respiratory illnesses defined by symptoms of upper respiratory infections such as nasal congestion, cough, or sore
throat, in any combination, with or without fever

Acute respiratory infections

Operational definitions for all the illnesses were taken from Black's Medical Dictionary. ARIs defined as "Pneumonia,
cough, fever, chest pain and shortness of breath, cold, inflammation of any or all of the airways, that is, nose, sinuses,
throat, larynx, trachea and bronchi".

Influenza-like illness defined if 2 or more symptoms of stuffy nose, cough, fever or chills, sore throat, headache,
diarrhoea, presence of hand, foot, or mouth ulcers.

Respiratory illness was defined as an episode of iliness that included at least 2 of the following caregiver-reported
symptoms for 1 day, or 1 of these symptoms for 2 days (but not fever alone): runny nose, stuffy or blocked nose or noisy
breathing, cough, fever, sore throat, or sneezing.
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Ram 2015
RCT

Bangladesh

Roberts 2000
cluster-RCT

Australia

Sandora 2005
cluster-RCT

USA

Savolainen-
Kopra 2012

cluster-RCT

Finland

Simmerman 2011

cluster-RCT

Thailand

Stebbins 2011
cluster-RCT

USA

Swarthout 2020
cluster-RCT

Kenya

Talaat 2011
cluster-RCT

Egypt

Teesing 2021
cluster-RCT

The Netherlands

Influenza-like illness

Age-specific definitions of ILI. For individuals = 5 years old, ILI was defined as history of fever with cough or sore throat.

For children < 5 years old, ILI was defined as fever; study authors used this relatively liberal case definition in order to
include influenza cases with atypical presentations in children.

Laboratory-confirmed influenza infection

Oropharyngeal swabs from index case patients for laboratory testing for influenza. All swabs were tested by PCR for
influenza A and B, with further subtyping of influenza A isolates.

The symptoms of acute upper respiratory iliness elicited from parents were: a runny nose, a blocked nose, and cough.
Study authors used a definition of colds based on a community intervention trial of virucidal impregnated tissues.

A cold was defined as either 2 symptoms for 1 day or 1 of the respiratory symptoms for at least 2 consecutive days, but
not including 2 consecutive days of cough alone. Study authors defined a new episode of a cold as the occurrence of

respiratory symptoms after a period of 3 symptom-free days.

The overall rates of secondary respiratory and Gl iliness.

Respiratory iliness was defined as 2 of the following symptoms for 1 day or 1 of the symptoms for 2 consecutive days:
(1) runny nose; (2) stuffy or blocked nose or noisy breathing; (3) cough; (4) fever, feels hot, or has chills; (5) sore throat;

and (6) sneezing. An illness was considered new or separate when a period of at least 2 symptom-free days had

elapsed since the previous iliness. An illness was defined as a secondary case when it began 2 to 7 days after the onset
of the same illness type (respiratory or Gl) in another household member.

Nasal and pharyngeal stick samples from participants with respiratory symptoms

Influenza-like iliness defined by WHO as fever plus cough or sore throat, based on self-reported symptoms.

Laboratory-confirmed secondary influenza virus infections amongst household members described as the secondary

attack rate. The secondary influenza virus infection was defined as a positive rRT-PCR result on days 3 or 7 or a four-
fold rise in influenza HI antibody titres with the virus type and subtype matching the index case.

The primary outcome was an absence episode associated with an influenza-like iliness that was subsequently

laboratory-confirmed as influenza A or B. The following CDC definition for ILI was used: fever = 38 °C with sore throat or
cough.

The primary outcome in this study is ARI symptoms - defined as having caregiver-reported cough or difficulty breathing,

including panting or wheezing, within 7 days before the interview - in children younger than 3 years. Prespecified

secondary outcomes in this study include difficulty
breathing, including panting or wheezing, in the past 7 days (a more specific indicator of respiratory infection than a
cough alone); ARI symptoms presenting with fever in the past 7 days (a potentially more severe infection); and

enumerator-observed runny nose (an objective outcome).

Nasal swab for QuickVue test for influenza A and B viruses.

Influenza-like iliness (defined as fever > 38 °C and either cough or sore throat).

Incidence of gastroenteritis, ILI, assumed pneumonia, UTIs using the McGeer criteria, and infections caused by MRSA.
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Temime 2018
cluster-RCT

France

Turner 2004b
RCT

Canada

Turner 2012
RCT
USA

Yeung_ 2011
cluster-RCT

Hong Kong

Zomer 2015
cluster-RCT

Netherlands

ARIs were defined as the combination of at least 1 respiratory symptom and 1 symptom of systemic infection.

Virologic assays

Laboratory-confirmed rhinovirus infection by PCR assay.

Common cold illness was defined as the presence of any of the symptoms of nasal obstruction, rhinorrhoea, sore throat,
or cough on at least 3 consecutive days. llinesses separated by at least 3 symptom-free days were considered as
separate illnesses.

Pneumonia

Incidence of gastrointestinal and respiratory infections in children monitored by parents. The common cold was defined
as a blocked or runny nose with at least 1 of the following symptoms: coughing, sneezing, fever, sore throat, or earache.

Hand hygiene and masks (n = 6)

Aelami

2015 (conference

abstract)
RCT
Saudi Arabia

Aiello 2010
cluster-RCT

USA

Cowling 2009
cluster-RCT

Hong Kong

Larson 2010
cluster-RCT

USA

Influenza-like illness was defined as the presence of at least 2 of the following during their stay: fever, cough, and sore
throat.

Safety: no outcomes on harms planned or reported.

Influenza-like illness case definition (presence of cough and at least 1 constitutional symptom (fever/feverishness, chills,
or body aches).

Safety: no outcomes on harms planned or reported.

2 clinical definitions of influenza. First definition was at least 2 of the following signs and symptoms: temperature 37.8 °C
or greater, cough, headache, sore throat, and myalgia. The second was temperature 37.8 °C or greater plus cough or
sore throat.

Safety: no outcomes on harms planned or reported.

Study goals: rates of symptoms and secondary transmission of URIs, incidence of virologically-confirmed influenza,
knowledge of prevention and treatment strategies for influenza and URIs, and rates of influenza vaccination.

1. Laboratory-confirmed influenza: nasal swabs to test for influenza types A and B as well as other common

respiratory viruses by rapid culture (R-Mix, Diagnostic Hybrids, Inc., Athens, OH, USA). PCR and subtyping of the
samples was done during the second half of the second year of the study.

2. Influenza-like illness: CDC definition of ILI from the Sentinel Physicians' Network was used to determine when

masks should be worn: “temperature of 237.8°C and cough and/or sore throat in the absence of a known cause
other than influenza".

3. Episodes of URI = upper respiratory infection: not clear, no explicitly stated definition, reported that the most
commonly reported URI symptoms are cough or rhinorrhoea.

Safety: no outcomes on harms planned or reported.
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Simmerman 2011 | aboratory-confirmed secondary influenza virus infections amongst household members described as the secondary

cluster-RCT attack rate. The secondary influenza virus infection was defined as a positive rRT-PCR result on days 3 or 7 or a four-
fold rise in influenza HI antibody titres with the virus type and subtype matching the index case.
Thailand
Influenza-like illness defined by WHO as fever plus cough or sore throat, based on self-reported symptoms.
Safety: no outcomes on harms planned or reported.
Suess 2012 Quantitative RT-PCR for samples of nasal wash.
cluster-RCT Influenza virus infection as a laboratory-confirmed influenza infection in a household member who developed fever (>
Germany 38.0 °C), cough, or sore throat during the observation period. Also secondary outcome measure of the occurrence of ILI

as defined by WHO as fever plus cough or sore throat.

Safety: the study reported that the majority of participants (107/172, 62%) did not report any problems with mask
wearing. This proportion was significantly higher in the group of adults (71/100, 71%) compared to the group of children
(36/72, 50%) (P = 0.005). The main problem stated by participants (adults and children) was "heat/humidity" (18/34,
53% of children; 10/29, 35% of adults) (P = 0.1), followed by "pain" and "shortness of breath" when wearing a face
mask.

Surface/object disinfection (with or without hand hygiene)(n = 8)

Ban 2015 Acute respiratory illness classified as the appearance of 2 or more of the following symptoms: fever, cough and
expectoration, runny nose and nasal congestion.

cluster-RCT

China

Carabin 1999 The presence of nasal discharge (runny nose) accompanied by 1 or several of the following symptoms: fever, sneezing,
cough, sore throat, ear pain, malaise, irritability. A URTI was defined as a cold for 2 consecutive days.

cluster-RCT

Canada

Chard 2019 Pupils were considered to have symptoms of respiratory infection if they reported cough, runny nose, stuffy nose, or
sore throat.

cluster-RCT

Laos

Ibfelt 2015 Laboratory confirmation of 16 respiratory viruses: influenza A; influenza B; coronavirus NL63229E, OC43 and HKU1;

parainfluenza virus 1, 2, 3, and 4; rhinovirus; RSV A/B; adenovirus; enterovirus; parechovirus; and bocavirus using
cluster-RCT quantitative PCR

Denmark

Kotch 1994 Respiratory symptoms include coughing, runny nose, wheezing or rattling in the chest, sore throat, or earache.
RCT
USA

McConeghy 2017 Classified infections as lower respiratory tract infections (i.e. pneumonia, bronchitis, or chronic obstructive pulmonary
disease exacerbation) or other.

RCT

USA

Sandora 2008 RI was defined as an acute illness that included > 1 of the following symptoms: runny nose, stuffy or blocked nose,
cough, fever or chills, sore throat, or sneezing.

cluster-RCT

USA
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White 2001 RI was defined as: cough, sneezing, sinus trouble, bronchitis, fever alone, pink-eye, headache, mononucleosis, and

acute exacerbation of asthma.
DB-RCT

USA
Other (miscellaneous) interventions (n = 5)

Fretheim 2022a Respiratory infection was defined as having 1 respiratory symptom (stuffed or runny nose, sore throat, cough, sneezing,
heavy breathing) and fever, or 1 respiratory symptom and at least 2 more symptoms (body ache, muscular pain, fatigue,

pragmatic RCT reduced appetite, stomach pain, headache, loss of smell.

Norway

Hartinger 2016 ARI was defined as a child presenting cough or difficulty breathing, or both. ALRI was defined as a child presenting
cough or difficulty breathing, with a raised respiratory rate > 50 per minute in children aged 6 to 11 months and > 40 per
cluster-RCT minute in children aged > 12 months on 2 consecutive measurements. An episode was defined as beginning on the first
day of cough or difficulty breathing and ending with the last day of the same combination, followed by at least 7 days
Peru without those symptoms.

Huda 2012 Study authors classified acute respiratory illness as having cough and fever or difficulty breathing and fever within 48 h
prior to interview.

cluster-RCT

Bangladesh

Najnin 2019 Classified participants as having respiratory illness if they reported having fever plus either cough or nasal congestion or
fever plus breathing difficult.

cluster-RCT

Bangladesh

Satomura 2005 Upper respiratory tract infection defined as all of the following conditions:
RCT 1. both nasal and pharyngeal symptoms;
Japan 2. severity of at least 1 symptom increased by 2 grades or more; and

3. worsening of a symptom of 1 increment or more for > 3 days.

Because of the difference in the mode of transmission, study authors excluded influenza-like diseases featured by

moderate or severe fever; anti-influenza vaccination in the preseason and arthralgia, and treated them separately. The
incidence was determined by 1 study physician who was blinded to group assignment.

Virucidal tissues (n = 2)

Farr 1988a RI defined as: occurrence of at least 2 respiratory symptoms on the same day or the occurrence of a single respiratory
symptom on 2 consecutive days (except for sneezing). The respiratory symptoms were as follows: sneezing, nasal
cluster-RCT congestion, nasal discharge, sore throat, scratchy throat, hoarseness, coughing, malaise, headache, feverishness,

chilliness and myalgia.
USA trial 1 and

trial 2

Longini 1988 Respiratory illness defined as 1 or more of the following symptoms occurring during the course of acute episode: coryza,
sore throat or hoarseness, earache, cough, pain on respiration, wheezy breathing or phlegm from the chest.

DB-PC RCT

USA

ALRI: acute lower respiratory infection

ARIs: acute respiratory infections

CDC: Centers for Disease Control and Prevention
Cl: confidence interval

cluster-RCT: cluster-randomised controlled trial
CRI: clinical respiratory iliness
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DB-PC: double-blind, placebo-controlled

DB-RCT: double-blind randomised controlled trial

DNA: deoxyribonucleic acid

ELISA: enzyme-linked immunosorbent assay

Gl: gastrointestinal

h: hours

HCW: healthcare workers

HI: haemagglutinin

hMPV: human metapneumo virus

ICD-9: International Classification of Disease, 9th Revision, Clinical Modification
ICD-10: International Classification of Disease, 10th Revision, Clinical Modification
IgG: immunoglobulin G

IgM: immunoglobulin M

ILI: influenza-like illness

min: minutes

MRSA: methicillin-resistant Staphylococcus aureus

NAT: nucleic acid testing

NOS: not otherwise specified

NTS: nasal and throat swab

PCR: polymerase chain reaction

PIV: parainfluenza virus

POCT: point-of-care testing

RCT: randomised controlled trial

RI: respiratory infection

RNA: ribonucleic acid

RR: risk ratio

rRT-PCR: real-time reverse transcriptase polymerase chain reaction
RSV: respiratory syncytial virus

RTI: respiratory tract infection

RT-PCR: reverse transcriptase polymerase chain reaction
SAR: secondary attack ratios

SD: standard deviation

S/S: signs and symptoms

URI: upper respiratory infection

URTI: upper respiratory tract infection

UTI: urinary tract infection

WHO: World Health Organization

Potential biases in the review process

The non-drug (and often locally manufactured) nature of most of the interventions in this review, the lack of
effective regulation in some settings, and the possible endless number of manufacturers make it difficult to
gauge the existence of unpublished data. Non-drug interventions typically have no or very loose regulation.

In this 2022 update, we again focused on RCTs and cluster-RCTs, providing a higher level of evidence
compared with the previous version of the review, which also meta-analysed observational studies when
appropriate (Jefferson 2011). However, many of the trials were small and hence underpowered, and at high or
unclear risk of bias due to poor reporting of methods and lack of blinding. The populations, outcomes,
comparators, and interventions tested were heterogeneous.
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Due to the urgency of this update in the context of the COVID-19 pandemic, we did not contact trial authors
to request missing data. This means that we have not considered studies that included other non-respiratory
infections, and did not provide stratified data by type of infection.

Agreements and disagreements with other studies or reviews

Several reviews of RCTs have found broadly similar results to this review for face masks. In a meta-analysis
comparing surgical masks with N95 respirators, Smith 2016 pooled three trials and found an estimate of effect
suggesting no difference for laboratory-confirmed respiratory infections (OR 0.89, 95% CI 0.64 to 1.24) or ILI
(OR 0.51, 95% CI1 0.19 to 1.41) (Loeb 2009; MaclIntyre 2011; MaclIntyre 2013). A similar meta-

analysis, Offeddu 2017, based on two trials concluded that masks (either N95/P2 respirators or
medical/surgical masks) were effective against clinical respiratory infections (RR 0.59, 95% CI 0.46 to 0.77)
and ILI (RR 0.34, 95% CI 0.14 to 0.82) (MaclIntyre 2011; Maclntyre 2015). Pooling of two studies (Maclintyre
2011; Maclntyre 2013) also found an estimate of effect that favoured N95 respirators to medical/surgical
masks for clinical respiratory infections (RR 0.47, 95% CI 0.36 to 0.62), but not for ILI, (RR 0.59, 95% CI 0.27
to 1.28) based on three studies (Loeb 2009: Macintyre 2011; Macintyre 2013). The outcome of clinical
respiratory infection is considered to be the most subjective and least precise outcome.

A recent meta-analysis included five trials comparing N95/P2 respirators with medical/surgical masks and
found no difference between groups for either influenza (RR 1.09, 95% CI1 0.92 to 1.28), or respiratory viral
infections (RR 0.89, 95% CI 0.70 to 1.11) (Long_2020). By excluding Loeb 2009 (an open, non-inferiority RCT
that compared medical/surgical masks with N95 respirators in protecting HCWs against influenza), the
authors reported a significant protective effect against viral infections (RR 0.61, 95% CI 0.39 to 0.98). The
authors do not report a rationale for the exclusion in the sensitivity analysis, and do not report on exclusion of
the studies with low weighting, which arguably would be more relevant in a sensitivity analysis. The two trials
that make up 96% of the weighting demonstrated no significant differences in the outcome events (Loeb
2009; Radonovich 2019). A recent meta-analysis of four RCTs adjusting for clustering, which compared N95
respirators with the use of medical/surgical masks, found pooled estimates of effect that did not demonstrate
any difference in any laboratory-confirmed viral respiratory infection (OR 1.06, 95% CI 0.90 to 1.25),
laboratory-confirmed influenza (OR 0.94, 95% CI 0.73 to 1.20), or clinical respiratory illness (OR 1.49, 95%
C10.98 to 2.28), with the evidence profile suggesting that there was greater imprecision and inconsistency in
the outcome of clinical respiratory illness (Bartoszko 2020). Moreover, in another recent systematic review
that assessed the effectiveness of personal protective and environmental measures in non-healthcare
settings (funded by the WHO), 10 RCTs reporting estimates of the effectiveness of face masks in reducing
laboratory-confirmed influenza virus infections in the community were identified (Xiao 2020). The evidence
from these RCTs suggested that the use of face masks either by infected persons or by uninfected persons
does not have a substantial effect on influenza transmission.

The findings from several systematic reviews and meta-analyses over the last decade have not demonstrated
any difference in the clinical effectiveness of N95 respirators or equivalent compared to the use of surgical
masks when used by HCWs in multiple healthcare settings for the prevention of respiratory virus infections,
including influenza.

Reviews based on observational studies have usually found a stronger protective effect for face masks, but
have important biases. The review by Chu 2020 did not consider RCTs of influenza transmission, but only the
observational studies examining impact on SARS, MERS, or SARS-CoV-2. For N95 masks versus no mask
in HCWs, there was a large protective effective with an OR of 0.04 (95% CI 0.004 to 0.30); for surgical masks
versus no masks, there was an OR of 0.33 (0.17 to 0.61) overall, but four of these studies were in healthcare
settings. Chu 2020 has been criticised for several reasons: use of an outdated 'Risk of bias' tool; inaccuracy
of distance measures; and not adequately addressing multiple sources of bias, including recall and
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classification bias and in particular confounding. Confounding is very likely, as preventive behaviours such as
mask use, social distancing, and hand hygiene are correlated behaviours, and hence any effect estimates are
likely to be overly optimistic.

The two RCTs of medical/surgical masks during the SARS-CoV-2 pandemic found uncertain evidence of a
small or no effect (Abaluck 2022; Bundgaard 2021). The study by Abaluck 2022 found a statistically
significant benefit of masks versus no masks for COVID-like-illness, however, this study was rated at high
risk of bias for five of the six domains due to issues including baseline imbalance, subjective outcome
assessment and incomplete follow-up across the groups. Despite this study contributing 45% of the weight
towards the meta-analysis of influenza/COVID-like-illness for masks versus no masks, the updated
conclusions from the analysis strengthened around little or no effect of mask use.

Also based on observational studies, Jefferson 2011 found a protective effect of wearing surgical masks with
hygienic measures compared to not wearing masks in the SARS 2003 outbreak (OR 0.32, 95% CI1 0.26 to
0.39). However, the evidence was based on case-control studies carried out during the outbreak. There was
some additional but very limited supportive evidence from the cohort studies in Jefferson 2011.

Although the use of eye protection and physical distancing measures are widely believed to be effective in
reducing transmission of respiratory viruses and mitigating the impact of an influenza pandemic, we found
only one trial investigating the role of self-quarantine in reducing the incidence of H1N1 influenza events in
the workplace, and no trials examining the effect of eye protection. The evidence for these measures was
derived largely from observational studies and simulation studies, and the overall certainty of supporting
evidence is relatively low. The finding of limited evidence evaluating these interventions was also consistent
with a recent review funded by the WHO for the preparation of its guidelines on the use of non-
pharmaceutical interventions for pandemic influenza in non-medical settings (Fong_2020).

There are several previous systematic reviews on hand hygiene and respiratory infections. Five of them
reviewed the evidence in a community setting (Moncion 2019; Rabie 2006; Saunders-Hastings

2017; Warren-Gash 2013: Wong_2014), and three focused on children (Mbakaya 2017; Willmott 2016; Zivich
2018). The earliest review in 2006 included eight studies, three of which were RCTs (Rabie 2006). The pooled
estimate of seven studies was described as “indicative” of the effect of hand hygiene, but the studies were of
poor quality. The Warren-Gash 2013 review included 16 studies (10 of which were RCTs) and reported mixed
and inconclusive results. A 2014 review identified 10 RCTs and reported that the combination of hand hygiene
with face masks in high-income countries (five trials) significantly reduced the incidence of laboratory-
confirmed influenza and ILI, whilst hand hygiene alone did not (Wong_2014). This significant reduction in
laboratory-confirmed influenza and ILI for hand hygiene and face masks may have been based on the raw
numbers without adjusting for any clustering effects in the included cluster trials, which produced
inappropriately narrow Cls, and possibly biased treatment effect estimates. Moreover, trials from the low-
income countries were not included in the review, and this significant effect was not demonstrated when all
the trials identified in the review were combined. The Saunders-Hastings 2017 review of studies evaluating
the effectiveness of personal protective measures in interrupting pandemic influenza transmission only
identified two RCTs (Azor-Martinez 2014; Suess 2012), which reported a significant effect of hand hygiene.
The Moncion 2019 review identified seven RCTs of hand hygiene compared to control, with mixed results for
preventing the transmission of laboratory-confirmed or possible influenza. Systematic reviews of RCTs of
hand hygiene interventions amongst children, Mbakaya 2017 and Willmott 2016, or at a non-clinical
workplace, Zivich 2018, identified heterogeneous trials with quality problems including small numbers of
clusters and participants, inadequate randomisation, and self-reported outcomes. Evidence of impact on
respiratory infections was equivocal.
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A rapid search for other systematic reviews of RCTs was conducted in September 2022, and none of high
quality were found.
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