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To the Editor—We read with interest the article by Chow et al1

describing the outcomes of rostered routine testing (RRT) of
healthcare workers (HCWs) in a tertiary-care hospital with
robust infection prevention measures during an ongoing hospital
outbreak of coronavirus disease 2019 (COVID-19). Despite the
presence of a large hospital cluster, extensive RRT of asymptomatic
HCWs did not detect covert infection.1 Given the low risk of
healthcare-associated transmission on the background of robust
infection prevention and the low incidence of asymptomatic severe
acute respiratory coronavirus virus 2 (SARS-CoV-2) infection
among HCWs,2 routine surveillance of asymptomatic HCWs is
not recommended as a primary infection prevention strategy.3

Similarly, the value of systematic screening of all asymptomatic
inpatients for SARS-CoV-2 has been questioned, given low detec-
tion rates.4 However, there may still be potential for spillover of
infections into the healthcare system during ongoing community
outbreaks of COVID-19. We describe our institution’s experience
with RRT of HCWs and systematic screening of all inpatients for
SARS-CoV-2 during a large COVID-19 outbreak in the immedi-
ately adjacent community.

In Singapore, a Southeast Asian city-state, healthcare-
associated transmission of COVID-19 was initially limited due
to comprehensive infection prevention measures instituted early
in the pandemic.5–7 At our institution, the largest hospital campus
in Singapore, with close to 13,000 HCWs, COVID-19 rates among
HCWs have been kept low to date (17 of 13,066, 0.13%) and have
reflected community acquisition rather than nosocomial spread.8

Over a 6-month period from January to June 2020, while ≥1,500
cases of COVID-19 were managed in our institution, <5% of cases
were initially detected outside the isolation ward, mitigating poten-
tial nosocomial transmission.8,9 However, with the emergence of
more highly transmissible variant strains, a large hospital cluster
attributed to the B.1.617.2 variant strain was reported at the end
of April 2021; providing the impetus for Singapore’s Ministry of
Health to institute RRT for all HCWs in acute-care hospitals.1

Previously, SARS-CoV-2 testing was made available at our

institution’s staff clinic to all symptomatic HCWs and high-
risk asymptomatic healthcare contacts. RRT via polymerase-
chain-reaction (PCR) testing of respiratory samples was conducted
every 2 weeks for vaccinated staff and weekly for nonvaccinated
staff. No additional covert infections were detected at our institu-
tion during the first round of RRT. COVID-19 vaccination uptake
at our institution was high; 89.6% of staff had received 2 doses by
the end of April 2021.

On June 10, 2021, an epidemiologically unlinked case of
COVID-19 infection at a wet market <1 km from our hospital
campus was first detected via community-based surveillance.
This case turned out to be the index case of a large community
cluster linked to ongoing transmission in the Bukit Merah housing
estate surrounding our hospital campus. Over a 6-week period
from June 10, 2021, to July 23, 2021, 132 cases in 5 community
clusters were detected from community surveillance conducted
in the Bukit Merah housing estate (Fig. 1a and b).9 Given the close
proximity of this community outbreak to our hospital campus,
spillover of undetected infection was an immediate concern.
Of 13,066 staff 1,350 (10.3%) stayed within a 1.5-km radius of
the cluster epicenter (Fig. 1a) and the community clusters fell
within our hospital’s catchment area, meaning that patients in
these neighborhoods with heightened community transmission
would be conveyed to our hospital if they required acute medical
care. In addition to staff RRT, from June 19, 2021, onward, univer-
sal screening of all inpatients was instituted, with patients tested for
SARS-CoV-2 via PCR testing of respiratory samples, on admission
and every 7 days subsequently.

During the 6-week outbreak period, 7 HCWs and 20 inpatients
at our institution tested positive for SARS-CoV-2. Among these
27 positive cases, 14 (51.8%) were linked epidemiologically to
the Bukit Merah community clusters and were attributed to the
B.1.617.2 variant. Most cases identified by hospital surveillance
(4 of 7 HCWs, 11 of 20 inpatients) stayed within 1.5 km of
the cluster epicenter; 4 (57%) of the 7 HCWs and 5 (25%) of the
20 inpatient cases were asymptomatic at time of diagnosis. Contact
tracing for the 7 HCW cases identified 37 additional staff as
having significant unprotected contact requiring quarantine;
none subsequently tested positive. In comparison, prior to RRT,
14 cases of COVID-19 were detected among HCWs at our institu-
tion over a 4-month period (January–April 2020); 76 staff were
identified as having significant unprotected contact, and a
COVID-19 cluster was subsequently detected in HCWs sharing
a common office space.5
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Fig. 1. a: Map of community clusters in proximity to the hospital campus of a large Singaporean tertiary hospital. b: Timeline of COVID-19 outbreak in neighbouring community,
and detection of COVID-19 cases amongst staff and patients through hospital surveillance. c: Volume of SARS-CoV-2 testing (PCR) for staff and patients at a large Singaporean
tertiary hospital.
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Before institution of universal patient surveillance, patients
detected outside the isolation ward over a 6-month period
(January–June 2020) spent an average of 16.5 hours (N= 32;
SD, 9.76) in the general ward prior to isolation, with 68 inpatient
close contacts identified; 1 inpatient’s close contact subsequently
tested positive within the incubation period.8,9 During the univer-
sal surveillance period, asymptomatic inpatients spent an average
of 2 hours (N= 5; SD, 1.87) prior to isolation, a difference that was
statistically significant (−14.6; 95% CI, −23.5 to −5.6; P = .002). In
total, 26 inpatient close contacts were identified and placed under
quarantine; none tested positive.

In conclusion, institution of RRT for all HCWs as well as univer-
sal screening for COVID-19 in all inpatients during a 6-week period
of increased transmission in the surrounding community detected
additional asymptomatic cases among HCWs and inpatients.
Although the yield of testing was not high, earlier detection of
asymptomatic inpatient cases allowed for faster isolation, limiting
potential exposure. No clusters of COVID-19 infections were seeded
among staff or patients during a period of heightened risk. Although
RRT and universal screening for all inpatients is resource intensive
(Fig. 1c), there may be a role for such measures during increased
community transmission, given that healthcare institutions are inex-
tricably intertwined with their neighboring communities.
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To the Editor—Since severe acute respiratory syndrome coronavi-
rus 2 (SARS-CoV-2) first entered the population, the massive
and rapid spread of the coronavirus disease 2019 (COVID-19)
pandemic has led to the emergence of many variants, resulting

in genetic diversity. Currently, there are 4 globally recognized
variants of concern (VOCs).1 Among them, the delta VOC has
spread to >80 countries worldwide; it is even more transmissible
than other variants and becoming the dominant strain of the
disease worldwide.2

Safe and effective vaccines are significant tool to control the
pandemic. As of July19, >340 million doses have been adminis-
tered globally and >169 countries have reported vaccinations.3

Recently, the Public Health England study found that people
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