Meno a priezvisko
/t.č., email: @ 







Generálna prokuratúra







Štúrova 2, 

812 85 Bratislava 1







V sidlo podavatela dňa XX.XX.2020
VEC:
 Oznámenie o skutočnostiach nasvedčujúcich tomu, že mohlo dôjsť k spáchaniu trestného činu ublíženia na zdraví ako aj zneužitie právomoci verejného činiteľa pre porušenia zákona č. 42/1994 Z. z. a ďalších trestných činov
Meno a priezvisko podavatela, nar. Datum narodenia, trvale bytom sidlo podavatela,  , štátny občan SR, na základe nižšie uvedeného skutkového stavu podávam nasledovné oznámenie o skutočnostiach nasvedčujúcich tomu, že mohlo dôjsť k spáchaniu trestného činu.

Od Marca 2020 do Júna 2020 vydal Úrad verejného zdravotníctva (ďalej len UVZ SR) nariadenia UVZ SR číslo OLP/4084/2020, OLP/3355/2020, OLP/4084/2020 ako aj OLP/4825/2020, týkajúce sa nariadenia prekrytia horných dýchacích ciest všetkých obyvateľov Slovenskej republiky. V nariadení OLP/4825/2020 tvrdí UVZ SR, že: 
„Všetkým osobám sa zakazuje s účinnosťou od 10. júna 2020 od 06:00 hod. do odvolania vychádzať a pohybovať sa na verejnosti v priestoroch interiérov budov a v prostriedkoch verejnej dopravy bez prekrytia horných dýchacích ciest (nos, ústa) ako je napríklad rúško, šál, šatka, a to s výnimkou: 

·  detí do 3 rokov veku, 

·  osôb so závažnými poruchami autistického spektra, 

·  vodičov verejnej dopravy, ktorí sú sami v uzavretej kabíne oddelene od ostatného priestoru určeného na prepravu osôb,

·  pedagogických zamestnancov alebo odborných zamestnancov (napr. asistent učiteľa alebo špeciálny pedagóg) v rámci výchovno-vzdelávacieho procesu, 

·  žiakov základnej školy v interiéri školy v rámci výchovno-vzdelávacieho procesu, 

·  žiakov pri konaní prijímacích skúšok, komisionálnych skúšok, jazykových skúšok, skúšok odbornej spôsobilosti na výkon povolania a pri ukončovaní výchovy a vzdelávania, 

·  poslucháčov pri konaní štátnych jazykových skúšok, 

·  deti v interiéri materskej školy a jaslí, - osoby pri výkone športu, 

·  fotografované osoby na čas nevyhnutný pre výkon procesu fotografovania, 

·  osoby nevesty a ženícha pri svadbe, - detí pristupujúcich k prvému svätému prijímaniu, 

·  účinkujúcich pri nakrúcaní audiovizuálneho diela alebo výrobe programu a výkonných umelcov pri podávaní umeleckého výkonu, 

·  osoby pri návšteve wellness a umelých kúpalísk, 

·  účastníkov zotavovacích podujatí pre deti a mládež, vrátane personálu, pri všetkých aktivitách v rámci lokality, vyhradenej na konanie daného zotavovacieho podujatia, ako aj pri pobyte vo voľnej prírode, 

·  zamestnancov, vykonávajúcich prácu v spoločnom pracovnom priestore, ak sú od seba, alebo od iných osôb vzdialení minimálne 2 metre, alebo pre zamestnanca, ktorý sa nachádza na pracovisku sám. „

Toto opatrenie sa opiera o § 48 ods. 4 písm. c), 5 písm. e) zák. č. 355/2007 Z. z., §§ 7, 20 a 25 zák. č. 42/1994 Z. z. 
Dôkaz č.1 dokumentujúci zneužitie právomoci verejného činiteľa: Príloha č.1 Nariadenie OLP/4825/2020

Vysvetlenie ku dôkazu č.1: V § 2 ods. 1, 2 zák. č. 42/1994 Z. z., je vymedzený obsah civilnej ochrany, v smere možného ohrozenia, a prijímania opatrení na znižovanie rizík. Kompetencie podľa tohto zákona tu majú iba orgány štátnej správy určené týmto zákonom: Ministerstvo vnútra SR (§ 12), okresné úrady v sídle krajov (§13), okresné úrady (§ 14), samosprávny kraj (§14a), obec (§15). 

Ďalej Ústava Slovenskej republiky v článku 2, odstavci (2) hovorí, že: „Štátne orgány môžu konať iba na základe Ústavy , v jej medziach a v rozsahu a spôsobom, ktorý ustanoví zákon.“ vzniká podozrenie z trestného činu zneužitia právomoci verejného činiteľa, trestného činu šírenia poplašnej správy ako aj trestného činu  ublíženia na zdraví či poškodenia zdravia na obyvateľstve, ako aj na chránenej osobe. 
Dôkaz č.2 ku trestnému činu ublíženia na zdraví či poškodenia zdravia na obyvateľstve, ako aj na chránenej osobe : Príloha č.2 Štúdia z the British Medical Journal: A cluster randomised trial of cloth masks compared with  medical masks in healthcare workers
Vysvetlenie ku dôkazu č.2: Štúdia sa zamerala na porovnanie účinkov nosenia textilných rúšok a chirurgických rúšok a vyhodnocovala mieru chorobnosti respiračných ochorení, ochorení podobných chrípke a laboratórne potvrdených ochorení spôsobených vírusom. Pretože toto bola randomizovaná klinická štúdia, na 1607 medicínskych zamestnancoch 14 nemocníc, boli títo rozdelení do troch skupín. Prvá nosila rúška textilné celú pracovnú dobu, druhá nosila rúška chirurgické celú pracovnú dobu a kontrolná skupina nosila rúška v rámci bežnej praxe, teda nie celý čas.

Výsledok štúdie hovoria o tom, že v laboratórnych testoch
· Textilné rúška prepúšťajú až 97 percent nákazlivých častíc

· Jednorázové rúška prepúšťajú 44 percent nákazlivých častíc.

· Respirátor N95 (typ 3M 9320) prepúšťa pod 0,01 percenta nákazlivých častíc
· Respirátor N95 (typ 3M Vflex 9105) prepúšťa 0,1 percenta nákazlivých častíc

Preto autori tejto recenzovanej štúdie z roku 2015 v štvrtom najvýznamnejšom medicínskom časopise v ponímaní tzv. vedeckého impact factora , varujú pred používaním textilných ako aj jednorázových rúšok vzhľadom ku ich neúčinnosti. 

Následne štúdia vyhodnotila, že napriek noseniu horeuvedených rúšok, bola potvrdená nákaza horeuvedenými typmi ochorení nasledovne:

· Najvyššiu mieru respiračných ochorení testovaných subjektov bolo vo všetkých troch kategóriách v textilných rúškach. 
· Chrípke podobnými ochoreniami v tejto štúdii ochorelo až o 1325 percent viac testovaných subjektov, ako v skupine nosiacej chirurgické rúška.

Autori tejto štúdie explicitne uvádzajú ako dôvod zadržiavanie vlhkosti, opakované používanie textilných rúšok, ako aj ich zlá filtrácia.

Zjavná neúčinnosť horeuvedenou priepustnosťou nákazlivých častíc textilných rúšok, ako aj výsledky reálnej nákazy a prepuknutia ochorení v subjektoch s textilnými rúškami, hovoria o nebezpečnosti horeuvedených nariadení UVZ SR pre verejné zdravie, ako aj pre zdravie jednotlivca a spĺňajú podozrenie  na spáchanie trestných činov   ublíženia na zdraví či poškodenia zdravia na obyvateľstve, ako aj na chránenej osobe, pretože z výnimiek nie sú vyňaté deti nad 3 roky ani tehotné ženy a tieto skupiny obyvateľstva sú najzraniteľnejšie. U detí sa imunitný systém vyvíja a u tehotných žien je imunitný systém potláčaný vo fáze vývoja plodu. Preto mohli horeuvedené zistenia viesť ku zvýšenej miere chorobnosti práve horeuvedených skupín, ako aj ku potratom a potenciálnym chronickým poškodeniam zdravia u detí, stálou nákazou z vnútra vlhkých textilných rúšok a zlou filtráciou nákazlivých častíc textilnou štruktúrou látky.
Dôkaz č.3 ku trestnému činu ublíženia na zdraví či poškodenia zdravia na obyvateľstve, ako aj na chránenej osobe :  Príloha č.3  Vyjadrenie UVZ SR na otázku na základe infozákona 211/2000 Z.z. číslo RK/4778/2020
Vysvetlenie ku dôkazu č.3: Autor oznámenia dňa 20.5 2020 zaslal na UVZ SR Žiadosť o nasledovné dáta podľa Infozákona 211/2000 Z.z.:
- zoznam peer reviewed vedeckých štúdií publikovaných vo vedeckých časopisoch, zoznam publikovaného peer reviewed výskumu, na základe ktorých bolo prijaté opatrenia na povinné nosenie prekrytia horných dýchacích ciest obyvateľov Slovenskej republiky na základe opatrenia č. OLP/3355/2020 z 20.04.2020 v znení opatrenia č. OLP/4084/2020

UVZ SR v liste so značkou RK/4778/2020 odpovedalo že:
Úrad verejného zdravotníctva Slovenskej republiky vydáva svoje opatrenia na základe záverov zo zasadnutí Ústredného krízového štábu Slovenskej republiky, po konzultácii s odborným konzíliom. Preto pri svojej činnosti nevychádzal z požadovaných peer reviewed vedeckých štúdií publikovaných vo vedeckých časopisoch,  ... a teda Úrad verejného zdravotníctva Slovenskej republiky nemá Vami požadované publikácie k dispozícii.

Horeuvedené nepreskúmanie odbornej literatúry z dostupného obdobia posledných 5 rokov, čo je pre citovanie vo vedeckých kruhoch bežná prax, a následne nariadenie celoplošných nariadení UVZ SR číslo OLP/4084/2020, OLP/3355/2020, OLP/4084/2020 ako aj OLP/4825/2020, ktoré podľa dôkazu v prílohe č.2 vedie ku ohrozeniu verejného zdravia z nedbanlivosti, pretože UVZ SR neskontroloval najnovšie vedecké poznatky a neaplikoval tieto na vzniknutú situáciu, ako autor oznámenia popisuje v predchádzajúcom vysvetlení, preto sa autor domnieva, že bol spáchaný trestný čin ublíženia na zdraví či poškodenia zdravia na obyvateľstve, ako aj na chránenej osobe
Dôkaz č.4 dokumentujúci zneužitie právomoci verejného činiteľa: Príloha č.4 Vyjadrenie UVZ SR na otázku na základe infozákona 211/2000 Z.z. číslo RK/5131/2020
Vysvetlenie ku dôkazu č.4
Autor oznámenia dňa 29.6 2020 zaslal na UVZ SR Žiadosť o nasledovné dáta podľa Infozákona 211/2000 Z.z.:
Dovoľte mi najskôr poďakovať za prácu, ktorú robíte na poli verejného zdravia. Na základe Vašej odpovede z 26.6 2020 značka RK/5131/2020 hovoríte že, citujem:

„ Vaša Žiadosť' o informáciu nie je Žiadosťou v zmysle zákona č. 211/2000 Z. z. o slobodnom prístupe k informáciám a o zmene a doplnení niektorých zákonov (zákon o slobode informácii), nakoľko Žiadate o vypracovanie stanoviska (odpoveď na dotaz) a nie o informáciu, ktorú by mal dotazovaný orgán priamo k dispozícii. Úrad verejného zdravotníctva Slovenskej republiky Vám oznamuje, že sa bude Vašou žiadosťou o stanovisko zaoberať' a bude preposlaná na posúdenie a vybavenie príslušnému vecnému odboru.“

V opatrení OLP/5090/2020 je ale napísaná formulácia že, citujem predmetné nariadenie: „Všetkým osobám sa zakazuje s účinnosťou od 20. júna 2020 od 06:00 hod. do odvolania vychádzať a pohybovať sa na verejnosti v priestoroch interiérov budov a v prostriedkoch verejnej dopravy bez prekrytia horných dýchacích ciest (nos, ústa) ako je napríklad rúško, šál, šatka, a to s výnimkou....“

Vo svojom predchádzajúcom stanovisku ku mojej žiadosti o informácie Úrad verejného zdravotníctva hovorí, že nariadenia UVZ zastúpeného Hlavným hygienikom Slovenskej republiky v OLP/5090/2020 a predchádzajúcich nariadeniach, Hlavný hygienik rozhodol na základe par. 48 ods. 4 pism. c) zákona t,. 355/2007 Z. z. o ochrane, podpore a rozvoji verejného zdravia a o zmene a doplnení niektorých zákonov v znení neskorších predpisov. Vo formulácii predmetného paragrafu nie je ale zmienka o formulácii „všetkým osobám“ použitou Hlavným hygienikom v OLP/5090/2020 a predchádzajúcich nariadeniach, ale je tam formulácia „zákaz alebo obmedzenie styku časti obyvateľstva s ostatným obyvateľstvom pri hromadnom výskyte závažného ochorenia“.

Pretože predpokladám, že Úrad verejného zdravotníctva v zastúpení Hlavným hygienikom postupoval v zmysle tohto zákona, ako ste mi odpovedali v predchádzajúcej korešpondencii, predpokladal som a stále predpokladám, že Úrad verejného zdravotníctva má k dispozícii predmetnú definíciu „časti obyvateľstva“, na ktorú sa predmetný paragraf 48 ods.4 písm. c) vzťahuje, pretože sa Úrad vo svojich nariadeniach OLP/5090/2020  a predošlých na tento zákon, paragraf, odsek a písmeno odvoláva. Preto nemôžem súhlasiť s Vašim stanoviskom a odpoveďou RK/5131/2020 a žiadam o vybavenie tejto žiadosti v pôvodnej zákonom stanovenej lehote 

Na túto časť Žiadosti z 29.6 reagoval UVZ SR nasledovne: 
Na základe záverov Ústredného krízového štábu Slovenskej republiky bolo zhodnotené, že nie je postačujúcim opatrením predstavujúcim zákaz pohybovania sa na verejnosti bez náležitého prekrytia horných dýchacích ciest pokryť menšiu, ako 100%-nú časť osôb zdržujúcich sa na území Slovenskej republiky. Úrad verejného zdravotníctva Slovenskej republiky považuje za potrebné poznamenať, že obmedzením styku časti obyvateľstva nie je nutne potrebné cápať absolútne obmedzenie kontaktu, ale i „mäkké“ či „čiastočné“ obmedzenie styku, ako prekrytie horných dýchacích ciest osôb, v záujme ochrany verejného zdravia.
Podľa par. 48 ods. 4 pism. c) zákona t,. 355/2007 Z. z. o ochrane, podpore a rozvoji verejného zdravia a o zmene a doplnení niektorých zákonov v znení neskorších predpisov nie je nikde definované „mäkké“ či „čiastočné“ obmedzenie styku. Preto sa autor oznámenia domnieva, že došlo ku naplneniu skutkovej podstaty trestného činu zneužitia právomoci verejného činiteľa.

Zároveň sa UVZ SR odvoláva na obmedzenie styku ako prekrytie horných dýchacích ciest osôb, v záujme ochrany verejného zdravia. Z dôkazu č.2 ale jasne vyplýva, že prekrytie horných dýchacích ciest mimo respirátorov typu N95 nezabraňuje prechodu nákazlivých častíc, v látkových rúškach ide o prechod 97 percent nákazlivých častíc, v chirurgických rúškach ide o 44 percent nákazlivých častíc. Preto horeuvedené opatrenie je je možné definovať kvôli svojej neúčinnosti z medicínskeho hľadiska ako opatrenie v záujme ochrany verejného zdravia a kvôli svojej škodlivosti a nebezpečnosti textilných rúšok zdokumentovanom v dôkaze č.2 sa autor oznámenia domnieva, že bol spáchaný trestný čin zneužitia právomoci verejného činiteľa z nedbanlivosti.
Toto oznámenie podávam za účelom preverenia, či vyššie uvedené skutočnosti a konanie podozrivých osôb či organizovanej skupiny osôb nie je v rozpore s právnym poriadkom Slovenskej republiky a či ich konanie nezakladá trestnoprávnu zodpovednosť v zmysle slovenských právnych predpisov, nakoľko vyššie uvedené skutočnosti nasvedčujú tomu, že mohlo dôjsť k spáchaniu viacerých trestných činov v zmysle zákona č. 301/2005 Z. z. Trestného poriadku v platnom znení (ďalej len „Trestný poriadok“).

 
Zároveň žiadam, aby orgány činné v trestnom konaní za účelom zistenia skutkového stavu postupovali v súlade s § 2 ods. 10 Trestného poriadku, ako aj aby príslušné orgány činné v trestnom konaní preskúmali vykonateľnosť horeuvedených nariadení a aby som bol o postupe orgánov činných v trestnom konaní boli v zmysle § 197 ods. 3 a § 198 ods. 1 Trestného poriadku, informovaný, 
S úctou a vďakou
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Na ďalšej strane prílohy tohto oznámenia pripnuté v elektronickej forme
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Príloha č.2 Štúdia publikovaná v časopise BMJ: „A cluster randomised trial of cloth masks compared with medical masks in healthcare workers“
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ABSTRACT
Objective: The aim of this study was to compare the
efficacy of cloth masks to medical masks in hospital
healthcare workers (HCWs). The null hypothesis is that
there is no difference between medical masks and
cloth masks.
Setting: 14 secondary-level/tertiary-level hospitals in
Hanoi, Vietnam.
Participants: 1607 hospital HCWs aged ≥18 years
working full-time in selected high-risk wards.
Intervention: Hospital wards were randomised to:
medical masks, cloth masks or a control group
(usual practice, which included mask wearing).
Participants used the mask on every shift for 4
consecutive weeks.
Main outcome measure: Clinical respiratory illness
(CRI), influenza-like illness (ILI) and laboratory-
confirmed respiratory virus infection.
Results: The rates of all infection outcomes were
highest in the cloth mask arm, with the rate of ILI
statistically significantly higher in the cloth mask arm
(relative risk (RR)=13.00, 95% CI 1.69 to 100.07)
compared with the medical mask arm. Cloth masks
also had significantly higher rates of ILI compared with
the control arm. An analysis by mask use showed ILI
(RR=6.64, 95% CI 1.45 to 28.65) and laboratory-
confirmed virus (RR=1.72, 95% CI 1.01 to 2.94) were
significantly higher in the cloth masks group compared
with the medical masks group. Penetration of cloth
masks by particles was almost 97% and medical
masks 44%.
Conclusions: This study is the first RCT of cloth
masks, and the results caution against the use of cloth
masks. This is an important finding to inform
occupational health and safety. Moisture retention,
reuse of cloth masks and poor filtration may result in
increased risk of infection. Further research is needed
to inform the widespread use of cloth masks globally.
However, as a precautionary measure, cloth masks
should not be recommended for HCWs, particularly in
high-risk situations, and guidelines need to be
updated.
Trial registration number: Australian New Zealand
Clinical Trials Registry: ACTRN12610000887077.


INTRODUCTION
The use of facemasks and respirators for the
protection of healthcare workers (HCWs)
has received renewed interest following the
2009 influenza pandemic,1 and emerging
infectious diseases such as avian influenza,2


Middle East respiratory syndrome corona-
virus (MERS-coronavirus)3 4 and Ebola
virus.5 Historically, various types of cloth/
cotton masks (referred to here after as ‘cloth
masks’) have been used to protect HCWs.6


Disposable medical/surgical masks (referred
to here after as ‘medical masks’) were intro-
duced into healthcare in the mid 19th
century, followed later by respirators.7


Compared with other parts of the world, the
use of face masks is more prevalent in Asian
countries, such as China and Vietnam.8–11


In high resource settings, disposable
medical masks and respirators have long
since replaced the use of cloth masks in hos-
pitals. Yet cloth masks remain widely used


Strengths and limitations of this study


▪ The use of cloth masks is widespread around
the world, particularly in countries at high-risk
for emerging infections, but there have been no
efficacy studies to underpin their use.


▪ This study is large, a prospective randomised
clinical trial (RCT) and the first RCT ever con-
ducted of cloth masks.


▪ The use of cloth masks are not addressed in
most guidelines for health care workers—this
study provides data to update guidelines.


▪ The control arm was ‘standard practice’, which
comprised mask use in a high proportion of par-
ticipants. As such (without a no-mask control),
the finding of a much higher rate of infection in
the cloth mask arm could be interpreted as harm
caused by cloth masks, efficacy of medical
masks, or most likely a combination of both.
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globally, including in Asian countries, which have histor-
ically been affected by emerging infectious diseases, as
well as in West Africa, in the context of shortages of per-
sonal protective equipment (PPE).12 13 It has been
shown that medical research disproportionately favours
diseases of wealthy countries, and there is a lack of
research on the health needs of poorer countries.14


Further, there is a lack of high-quality studies around the
use of facemasks and respirators in the healthcare
setting, with only four randomised clinical trials (RCTs)
to date.15 Despite widespread use, cloth masks are rarely
mentioned in policy documents,16 and have never been
tested for efficacy in a RCT. Very few studies have been
conducted around the clinical effectiveness of cloth
masks, and most available studies are observational or in
vitro.6 Emerging infectious diseases are not constrained
within geographical borders, so it is important for global
disease control that use of cloth masks be underpinned
by evidence. The aim of this study was to determine the
efficacy of cloth masks compared with medical masks in
HCWs working in high-risk hospital wards, against the
prevention of respiratory infections.


METHODS
A cluster-randomised trial of medical and cloth mask
use for HCWs was conducted in 14 hospitals in Hanoi,
Vietnam. The trial started on the 3 March 2011, with
rolling recruitment undertaken between 3 March 2011
and 10 March 2011. Participants were followed during
the same calendar time for 4 weeks of facemasks use
and then one additional week for appearance of symp-
toms. An invitation letter was sent to 32 hospitals in


Hanoi, of which 16 agreed to participate. One hospital
did not meet the eligibility criteria; therefore, 74 wards
in 15 hospitals were randomised. Following the random-
isation process, one hospital withdrew from the study
because of a nosocomial outbreak of rubella.
Participants provided written informed consent prior


to initiation of the trial.


Randomisation
Seventy-four wards (emergency, infectious/respiratory
disease, intensive care and paediatrics) were selected as
high-risk settings for occupational exposure to respira-
tory infections. Cluster randomisation was used because
the outcome of interest was respiratory infectious dis-
eases, where prevention of one infection in an individual
can prevent a chain of subsequent transmission in
closed settings.8 9 Epi info V.6 was used to generate a
randomisation allocation and 74 wards were randomly
allocated to the interventions.
From the eligible wards 1868 HCWs were approached


to participate. After providing informed consent, 1607
participants were randomised by ward to three arms:
(1) medical masks at all times on their work shift; (2)
cloth masks at all times on shift or (3) control arm
(standard practice, which may or may not include mask
use). Standard practice was used as control because the
IRB deemed it unethical to ask participants to not wear
a mask. We studied continuous mask use (defined as
wearing masks all the time during a work shift, except
while in the toilet or during tea or lunch breaks)
because this reflects current practice in high-risk settings
in Asia.8


Figure 1 Consort diagram of


recruitment and follow-up (HCWs,


healthcare workers).
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The laboratory results were blinded and laboratory
testing was conducted in a blinded fashion. As facemask
use is a visible intervention, clinical end points could
not be blinded. Figure 1 outlines the recruitment and
randomisation process.


Primary end points
There were three primary end points for this study, used in
our previous mask RCTs:8 9 (1) Clinical respiratory illness
(CRI), defined as two or more respiratory symptoms or
one respiratory symptom and a systemic symptom;17


(2) influenza-like illness (ILI), defined as fever ≥38°C plus
one respiratory symptom and (3) laboratory-confirmed
viral respiratory infection. Laboratory confirmation was by
nucleic acid detection using multiplex reverse transcript-
ase PCR (RT-PCR) for 17 respiratory viruses: respiratory
syncytial virus (RSV) A and B, human metapneumovirus
(hMPV), influenza A (H3N2), (H1N1)pdm09, influenza
B, parainfluenza viruses 1–4, influenza C, rhinoviruses,
severe acute respiratory syndrome (SARS) associated
coronavirus (SARS-CoV), coronaviruses 229E, NL63,
OC43 and HKU1, adenoviruses and human bocavirus
(hBoV).18–23 Additional end points included compliance
with mask use, defined as using the mask during the shift
for 70% or more of work shift hours.9 HCWs were cate-
gorised as ‘compliant’ if the average use was equal or more
than 70% of the working time. HCW were categorised as
‘non-compliant’ if the average mask use was less than 70%
of the working time.


Eligibility
Nurses or doctors aged ≥18 years working full-time were
eligible. Exclusion criteria were: (1) Unable or refused
to consent; (2) Beards, long moustaches or long facial
hair stubble; (3) Current respiratory illness, rhinitis
and/or allergy.


Intervention
Participants wore the mask on every shift for four con-
secutive weeks. Participants in the medical mask arm
were supplied with two masks daily for each 8 h shift,
while participants in the cloth mask arm were provided
with five masks in total for the study duration, which
they were asked to wash and rotate over the study
period. They were asked to wash cloth masks with soap
and water every day after finishing the shifts.
Participants were supplied with written instructions on
how to clean their cloth masks. Masks used in the study
were locally manufactured medical (three layer, made of
non-woven material) or cloth masks (two layer, made of
cotton) commonly used in Vietnamese hospitals. The
control group was asked to continue with their normal
practices, which may or may not have included mask
wearing. Mask wearing was measured and documented
for all participants, including the control arm.


Data collection and follow-up
Data on sociodemographic, clinical and other potential
confounding factors were collected at baseline.
Participants were followed up daily for 4 weeks (active
intervention period), and for an extra week of standard
practice, in order to document incident infection after
incubation. Participants received a thermometer (trad-
itional glass and mercury) to measure their temperature
daily and at symptom onset. Daily diary cards were pro-
vided to record number of hours worked and mask use,
estimated number of patient contacts (with/without ILI)
and number/type of aerosol-generating procedures
(AGPs) conducted, such as suctioning of airways,
sputum induction, endotracheal intubation and bron-
choscopy. Participants in the cloth mask and control
group (if they used cloth masks) were also asked to
document the process used to clean their mask
after use.
We also monitored compliance with mask use by a pre-


viously validated self-reporting mechanism.8 Participants
were contacted daily to identify incident cases of respira-
tory infection. If participants were symptomatic, swabs of
both tonsils and the posterior pharyngeal wall were col-
lected on the day of reporting.


Sample collection and laboratory testing
Trained collectors used double rayon-tipped, plastic-
shafted swabs to scratch tonsillar areas as well as the pos-
terior pharyngeal wall of symptomatic participants.
Testing was conducted using RT-PCR applying published
methods.19–23 Viral RNA was extracted from each respira-
tory specimen using the Viral RNA Mini kit (Qiagen,
Germany), following the manufacturer’s instructions.
The RNA extraction step was controlled by amplification
of a RNA house-keeping gene (amplify pGEM) using
real-time RT-PCR. Only extracted samples with the house
keeping gene detected by real-time RT-PCR were submit-
ted for multiplex RT-PCR for viruses.
The reverse transcription and PCRs were performed


in OneStep (Qiagen, Germany) to amplify viral target
genes, and then in five multiplex RT-PCR: RSVA/B,
influenza A/H3N2, A(H1N1) and B viruses, hMPV
(reaction mix 1); parainfluenza viruses 1–4 (reaction
mix 2); rhinoviruses, influenza C virus, SARS-CoV (reac-
tion mix 3); coronaviruses OC43, 229E, NL63 and
HKU1 (reaction mix 4); and adenoviruses and hBoV
(reaction mix 5), using a method published by others.18


All samples with viruses detected by multiplex RT-PCR
were confirmed by virus-specific mono nested or hemi-
nested PCR. Positive controls were prepared by in vitro
transcription to control amplification efficacy and
monitor for false negatives, and included in all runs
(except for NL63 and HKU1). Each run always included
two negatives to monitor amplification quality. Specimen
processing, RNA extraction, PCR amplification and PCR
product analyses were conducted in different rooms to
avoid cross-contamination.19 20
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Filtration testing
The filtration performance of the cloth and medical
masks was tested according to the respiratory standard
AS/NZS1716.24 The equipment used was a TSI 8110
Filter tester. To test the filtration performance, the filter
is challenged by a known concentration of sodium chlor-
ide particles of a specified size range and at a defined
flow rate. The particle concentration is measured before
and after adding the filter material and the relative
filtration efficiency is calculated. We examined the
performance of cloth masks compared with the per-
formance levels—P1, P2 (=N95) and P3, as used for
assessment of all particulate filters for respiratory protec-
tion. The 3M 9320 N95 and 3M Vflex 9105 N95 were
used to compare against the cloth and medical masks.


Sample size calculation
To obtain 80% power at two-sided 5% significance level
for detecting a significant difference of attack rate
between medical masks and cloth masks, and for a rate
of infection of 13% for cloth mask wearers compared
with 6% in medical mask wearers, we would need eight
clusters per arm and 530 participants in each arm, and
intracluster correlation coefficient (ICC) 0.027, obtained
from our previous study.8 The design effect (deff) for
this cluster randomisation trial was 1.65 (deff=1+(m
−1)×ICC=1+(25−1)×0.027=1.65). As such, we aimed to
recruit a sample size of 1600 participants from up to 15
hospitals.


Analysis
Descriptive statistics were compared among intervention
and control arms. Primary end points were analysed by
intention to treat. We compared the event rates for the
primary outcomes across study arms and calculated
p values from cluster-adjusted χ2 tests25 and ICC.25 26 We
also estimated relative risk (RR) after adjusting for clus-
tering using a log-binomial model under generalised
estimating equation (GEE) framework.27 We checked for
variables which were unequally distributed across arms,
and conducted an adjusted analysis accordingly. We
fitted a multivariable log-binomial model, using GEE to
account for clustering by ward, to estimate RR after
adjusting for potential confounders. In the initial
model, we included all the variables that had p value
less than 0.25 in the univariable analysis, along with the
main exposure variable (randomisation arm). A back-
ward elimination method was used to remove the vari-
ables that did not have any confounding effect.
As most participants in the control arm used a mask


during the trial period, we carried out a post-hoc ana-
lysis comparing all participants who used only a medical
mask (from the control arm and the medical mask arm)
with all participants who used only a cloth mask (from
the control arm and the cloth arm). For this analysis,
controls who used both types of mask (n=245) or used
N95 respirators (n=3) or did not use any masks (n=2)
were excluded. We fitted a multivariable log-binomial


model, to estimate RR after adjusting for potential con-
founders. As we pooled data of participants from all
three arms and analysed by mask type, not trial arm, we
did not adjust for clustering here. All statistical analyses
were conducted using STATAV.12.28


Owing to a very high level of mask use in the control
arm, we were unable to determine whether the differ-
ences between the medical and cloth mask arms were
due to a protective effect of medical masks or a detri-
mental effect of cloth masks. To assist in interpreting
the data, we compared rates of infection in the medical
mask arm with rates observed in medical mask arms
from two previous RCTs,8 9 in which no efficacy of
medical masks could be demonstrated when compared
with control or N95 respirators, recognising that sea-
sonal and geographic variation in virus activity affects
the rates of exposure (and hence rates of infection out-
comes) among HCWs. This analysis was possible because
the trial designs were similar and the same outcomes
were measured in all three trials. The analysis was
carried out to determine if the observed results were
explained by a detrimental effect of cloth masks or a
protective effect of medical masks.


RESULTS
A total of 1607 HCWs were recruited into the study. The
participation rate was 86% (1607/1868). The average
number of participants per ward was 23 and the mean
age was 36 years. On average, HCWs were in contact
with 36 patients per day during the trial period (range
0–661 patients per day, median 20 patients per day).
The distribution of demographic variables was generally
similar between arms (table 1). Figure 2 shows the
primary outcomes for each of the trial arms. The rates
of CRI, ILI and laboratory-confirmed virus infections
were lowest in the medical mask arm, followed by the
control arm, and highest in the cloth mask arm.
Table 2 shows the intention-to-treat analysis. The rate


of CRI was highest in the cloth mask arm, followed by
the control arm, and lowest in the medical mask arm.
The same trend was seen for ILI and laboratory tests
confirmed viral infections. In intention-to-treat analysis,
ILI was significantly higher among HCWs in the cloth
masks group (RR=13.25 and 95% CI 1.74 to 100.97),
compared with the medical masks group. The rate of
ILI was also significantly higher in the cloth masks arm
(RR=3.49 and 95% CI 1.00 to 12.17), compared with the
control arm. Other outcomes were not statistically signifi-
cant between the three arms.
Among the 68 laboratory-confirmed cases, 58 (85%)


were due to rhinoviruses. Other viruses detected were
hMPV (7 cases), influenza B (1 case), hMPV/rhinovirus
co-infection (1 case) and influenza B/rhinovirus
co-infection (1 case) (table 3). No influenza A or RSV
infections were detected.
Compliance was significantly higher in the cloth mask


arm (RR=2.41, 95% CI 2.01 to 2.88) and medical masks
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arm (RR=2.40, 95% CI 2.00 to 2.87), compared with the
control arm. Figure 3 shows the percentage of partici-
pants who were compliant in the three arms. A post-hoc
analysis adjusted for compliance and other potential con-
founders showed that the rate of ILI was significantly
higher in the cloth mask arm (RR=13.00, 95% CI 1.69 to
100.07), compared with the medical masks arm (table 4).
There was no significant difference between the medical
mask and control arms. Hand washing was significantly
protective against laboratory-confirmed viral infection
(RR=0.66, 95% CI 0.44 to 0.97).
In the control arm, 170/458 (37%) used medical


masks, 38/458 (8%) used cloth masks, and 245/458
(53%) used a combination of both medical and cloth
masks during the study period. The remaining 1%


either reported using a N95 respirator (n=3) or did not
use any masks (n=2).
Table 5 shows an additional analysis comparing all par-


ticipants who used only a medical mask (from the
control arm and the medical mask arm) with all partici-
pants who used only a cloth mask (from the control arm
and the cloth arm). In the univariate analysis, all out-
comes were significantly higher in the cloth mask group,
compared with the medical masks group. After adjusting
for other factors, ILI (RR=6.64, 95% CI 1.45 to 28.65)
and laboratory-confirmed virus (RR=1.72, 95% CI 1.01
to 2.94) remained significantly higher in the cloth masks
group compared with the medical masks group.
Table 6 compares the outcomes in the medical mask


arm with two previously published trials.8 9 This shows
that while the rates of CRI were significantly higher in
one of the previously published trials, the rates of
laboratory-confirmed viruses were not significantly differ-
ent between the three trials for medical mask use.
On average, HCWs worked for 25 days during the trial


period and washed their cloth masks for 23/25 (92%)
days. The most common approach to washing cloth
masks was self-washing (456/569, 80%), followed by
combined self-washing and hospital laundry (91/569,
16%), and only hospital laundry (22/569, 4%). Adverse
events associated with facemask use were reported in
40.4% (227/562) of HCWs in the medical mask arm
and 42.6% (242/568) in the cloth mask arm (p value
0.450). General discomfort (35.1%, 397/1130) and
breathing problems (18.3%, 207/1130) were the most
frequently reported adverse events.


Table 1 Demographic and other characteristics by arm of randomisation


Variable


Medical mask


(% and 95% CI)


(n=580)


Cloth mask


(% and 95% CI)


(n=569)


Control


(% and 95% CI)


(n=458)


Gender (male) 112/580


19.3 (16.2 to 22.8)


133/569


23.4 (20.0 to 27.1)


112/458


24.5 (20.6 to 28.7)


Age (mean) 36 (35.6 to 37.3) 35 (34.6 to 36.3) 36 (35.1 to 37.0)


Education (postgraduate) 114/580


19.7 (16.5 to 23.1)


99/569


17.4 (14.3 to 20.8)


78/458


17.0 (13.7 to 20.8)


Smoker (current/ex) 78/580


13.4 (10.8 to 16.5)


79/569


13.9 (11.1 to 17.0)


66/458


14.4 (11.3 to 18.0)


Pre-existing illness* 66/580


11.4 (9.0 to 14.2)


70/569


12.3 (9.8 to 15.3)


47/458


10.3 (7.8 to 13.4)


Influenza vaccination (yes) 21/580


3.6 (2.4 to 5.4)


21/569


3.7 (2.4 to 5.6)


15/458


3.3 (2.0 to 5.3)


Staff (doctors) 176/580


30.3 (26.6 to 34.3)


165/569


29.0 (25.3 to 32.9)


134/458


29.3 (25.1 to 33.7)


Number of hand washings per day


(geometric mean)†


14 (13.8 to 15.4) 11 (10.9 to 11.9) 12 (11.5 to 12.7)


Number of patients had contact with


(median and range)‡


21 (0 to 540) 21 (0 to 661) 18 (3 to 199)


*Includes asthma, immunocompromised and others.
†‘Hand wash’ variable was created by taking average of the number of hand washes performed by a healthcare worker (HCW) over the trial
period. The variable was log transformed for the multivariate analysis.
‡‘Number of patients had contact with’ variable was created by taking average of the number of patients in contact with a HCW over the trial
period. Median and range is presented in the table.


Figure 2 Outcomes in trial arms (CRI, clinical respiratory


illness; ILI, influenza-like illness; Virus, laboratory-confirmed


viruses).
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Laboratory tests showed the penetration of particles
through the cloth masks to be very high (97%) com-
pared with medical masks (44%) (used in trial) and 3M
9320 N95 (<0.01%), 3M Vflex 9105 N95 (0.1%).


DISCUSSION
We have provided the first clinical efficacy data of cloth
masks, which suggest HCWs should not use cloth masks as
protection against respiratory infection. Cloth masks
resulted in significantly higher rates of infection than
medical masks, and also performed worse than the control
arm. The controls were HCWs who observed standard prac-
tice, which involved mask use in the majority, albeit with
lower compliance than in the intervention arms. The
control HCWs also used medical masks more often than
cloth masks. When we analysed all mask-wearers including
controls, the higher risk of cloth masks was seen for
laboratory-confirmed respiratory viral infection.
The trend for all outcomes showed the lowest rates of


infection in the medical mask group and the highest
rates in the cloth mask arm. The study design does not
allow us to determine whether medical masks had effi-
cacy or whether cloth masks were detrimental to HCWs
by causing an increase in infection risk. Either possibil-
ity, or a combination of both effects, could explain our
results. It is also unknown whether the rates of infection
observed in the cloth mask arm are the same or higher
than in HCWs who do not wear a mask, as almost all
participants in the control arm used a mask. The phys-
ical properties of a cloth mask, reuse, the frequency and
effectiveness of cleaning, and increased moisture reten-
tion, may potentially increase the infection risk for


HCWs. The virus may survive on the surface of the face-
masks,29 and modelling studies have quantified the con-
tamination levels of masks.30 Self-contamination through
repeated use and improper doffing is possible. For
example, a contaminated cloth mask may transfer patho-
gen from the mask to the bare hands of the wearer. We
also showed that filtration was extremely poor (almost
0%) for the cloth masks. Observations during SARS sug-
gested double-masking and other practices increased the
risk of infection because of moisture, liquid diffusion
and pathogen retention.31 These effects may be asso-
ciated with cloth masks.
We have previously shown that N95 respirators provide


superior efficacy to medical masks,8 9 but need to be
worn continuously in high-risk settings to protect HCWs.9


Although efficacy for medical masks was not shown, effi-
cacy of a magnitude that was too small to be detected is
possible.8 9 The magnitude of difference between cloth
masks and medical masks in the current study, if
explained by efficacy of medical masks alone, translates
to an efficacy of 92% against ILI, which is possible, but
not consistent with the lack of efficacy in the two previous
RCTs.8 9 Further, we found no significant difference in
rates of virus isolation in medical mask users between the
three trials, suggesting that the results of this study could
be interpreted as partly being explained by a detrimental
effect of cloth masks. This is further supported by the
fact that the rate of virus isolation in the no-mask control
group in the first Chinese RCT was 3.1%, which was not
significantly different to the rates of virus isolation in the
medical mask arms in any of the three trials including
this one. Unlike the previous RCTs, circulating influenza
and RSV were almost completely absent during this study,


Table 2 Intention-to-treat analysis


CRI


N (%)


RR


(95% CI)


ILI


N (%)


RR


(95% CI)


Laboratory-


confirmed


viruses


N (%)


RR


(95% CI)


Medical mask* 28/580 (4.83) Ref 1/580 (0.17) Ref 19/580 (3.28) Ref


Cloth masks† 43/569 (7.56) 1.57 (0.99 to 2.48) 13/569 (2.28) 13.25 (1.74 to 100.97) 31/569 (5.45) 1.66 (0.95 to 2.91)


Control‡ 32/458 (6.99) 1.45 (0.88 to 2.37) 3/458 (0.66) 3.80 (0.40 to 36.40) 18/458 (3.94) 1.20 (0.64 to 2.26)


Bold typeface indicates statistically significant.
*p Value from cluster adjusted χ2 tests is 0.510 and intracluster correlation coefficients is 0.065.
†p Value from cluster adjusted χ2 tests is 0.028 and intracluster correlation coefficients is 0.029.
‡p Value from cluster adjusted χ2 tests is 0.561 and intracluster correlation coefficients is 0.068.
CRI, clinical respiratory illness; ILI, influenza-like illness; RR, relative risk.


Table 3 Type of virus isolated


Study arm hMPV Rhino


Influenza


B virus


hMPV &


rhino


Influenza


B virus & rhino Total


Medical masks arm 1 16 1 1 0 19


Cloth mask arm 4 26 0 0 1 31


Control arm 2 16 0 0 0 18


Total 7 58 1 1 1 68


hMPV, human metapneumovirus; Rhino, rhinoviruses.
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with rhinoviruses comprising 85% of isolated pathogens,
which means the measured efficacy is against a different
range of circulating respiratory pathogens. Influenza and
RSV predominantly transmit through droplet and
contact routes, while Rhinovirus transmits through mul-
tiple routes, including airborne and droplet routes.32 33


The data also show that the clinical case definition of ILI
is non-specific, and captures a range of pathogens other
than influenza. The study suggests medical masks may be
protective, but the magnitude of difference raises the pos-
sibility that cloth masks cause an increase in infection risk
in HCWs. Further, the filtration of the medical mask used
in this trial was poor, making extremely high efficacy of
medical masks unlikely, particularly given the predomin-
ant pathogen was rhinovirus, which spreads by the air-
borne route. Given the obligations to HCW occupational
health and safety, it is important to consider the potential
risk of using cloth masks.
In many parts of the world, cloth masks and medical


masks may be the only options available for HCWs.
Cloth masks have been used in West Africa during the
Ebola outbreak in 2014, due to shortages of PPE, (per-
sonal communication, M Jalloh). The use of cloth masks
is recommended by some health organisations, with
caveats.34–36 In light of our study, and the obligation to
ensure occupational health and safety of HCWs, cloth
masks should not be recommended for HCWs, particu-
larly during AGPs and in high-risk settings such as emer-
gency, infectious/respiratory disease and intensive care


wards. Infection control guidelines need to acknowledge
the widespread real-world practice of cloth masks and
should comprehensively address their use. In addition,
other important infection control measure such as hand
hygiene should not be compromised. We confirmed the
protective effects of hand hygiene against laboratory-
confirmed viral infection in this study, but mask type was
an independent predictor of clinical illness, even
adjusted for hand hygiene.
A limitation of this study is that we did not measure


compliance with hand hygiene, and the results reflect
self-reported compliance, which may be subject to recall
or other types of bias. Another limitation of this study is
the lack of a no-mask control group and the high use of
masks in the controls, which makes interpretation of the
results more difficult. In addition, the quality of paper
and cloth masks varies widely around the world, so the
results may not be generalisable to all settings. The lack
of influenza and RSV (or asymptomatic infections)
during the study is also a limitation, although the pre-
dominance of rhinovirus is informative about pathogens
transmitted by the droplet and airborne routes in this
setting. As in previous studies, exposure to infection
outside the workplace could not be estimated, but we
would assume it to be equally distributed between trial
arms. The major strength of the randomised trial study
design is in ensuring equal distribution of confounders
and effect modifiers (such as exposure outside the work-
place) between trial arms.
Cloth masks are used in resource-poor settings because


of the reduced cost of a reusable option. Various types of
cloth masks (made of cotton, gauze and other fibres)
have been tested in vitro in the past and show lower filtra-
tion capacity compared with disposable masks.7 The pro-
tection afforded by gauze masks increases with the
fineness of the cloth and the number of layers,37 indicat-
ing potential to develop a more effective cloth mask, for
example, with finer weave, more layers and a better fit.
Cloth masks are generally retained long term and


reused multiple times, with a variety of cleaning
methods and widely different intervals of cleaning.34


Further studies are required to determine if variations in
frequency and type of cleaning affect the efficacy of
cloth masks.


Table 4 Multivariable cluster-adjusted log-binomial model to calculate RR for study outcomes


CRI


RR (95% CI)


ILI


RR (95% CI)


Laboratory-confirmed viruses


RR (95% CI)


Medical masks arm Ref Ref Ref


Cloth mask arm 1.56 (0.97 to 2.48) 13.00 (1.69 to 100.07) 1.54 (0.88 to 2.70)


Control arm 1.51 (0.90 to 2.52) 4.64 (0.47 to 45.97) 1.09 (0.57 to 2.09)


Male 0.67 (0.41 to 1.12) 1.03 (0.34 to 3.13) 0.65 (0.34 to 1.22)


Vaccination 0.83 (0.27 to 2.52) 1.74 (0.24 to 12.56) 1.27 (0.41 to 3.92)


Hand washing 0.91 (0.66 to 1.26) 0.94 (0.40 to 2.20) 0.66 (0.44 to 0.97)


Compliance 1.14 (0.77 to 1.69) 1.86 (0.67 to 5.21) 0.86 (0.53 to 1.40)


Bold typeface indicates statistically significant.
CRI, clinical respiratory illness; ILI, influenza-like illness; RR, relative risk.


Figure 3 Compliance with the mask wearing—mask wearing


more than 70% of working hours.
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Pandemics and emerging infections are more likely to
arise in low-income or middle-income settings than in
wealthy countries. In the interests of global public
health, adequate attention should be paid to cloth mask
use in such settings. The data from this study provide
some reassurance about medical masks, and are the first
data to show potential clinical efficacy of medical masks.
Medical masks are used to provide protection against
droplet spread, splash and spray of blood and body
fluids. Medical masks or respirators are recommended
by different organisations to prevent transmission of
Ebola virus, yet shortages of PPE may result in HCWs
being forced to use cloth masks.38–40 In the interest of
providing safe, low-cost options in low income countries,
there is scope for research into more effectively
designed cloth masks, but until such research is carried


out, cloth masks should not be recommended. We also
recommend that infection control guidelines be
updated about cloth mask use to protect the occupa-
tional health and safety of HCWs.
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Table 5 Univariate and adjusted analysis comparing participants who used medical masks and cloth masks*


Univariate


RR (95% CI)


Adjusted


RR (95% CI)


CRI


Medical mask (35/750, 4.67%) Ref Ref


Cloth mask (46/607, 7.58%) 1.62 (1.06 to 2.49) 1.51 (0.97 to 2.32)


Male 0.60 (0.32 to 1.12) 0.58 (0.31 to 1.08)


Vaccination 0.66 (0.17 to 2.62) 0.68 (0.17 to 2.67)


Hand washing 0.81 (0.58 to 1.15) 0.84 (0.59 to 1.20)


Compliance 1.01 (1.00 to 1.03) 1.01 (1.00 to 1.02)


ILI


Medical mask (2/750, 0.27%) Ref Ref


Cloth mask (13/607, 2.14%) 8.03 (1.82 to 35.45) 6.64 (1.45 to 28.65)


Male 0.95 (0.27 to 3.35) 0.92 (0.26 to 3.22)
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Laboratory-confirmed viruses
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Table 6 A comparison of outcome data for the medical mask arm with medical mask outcomes in previously published RCTs


CRI


N (%)


RR


(95% CI)


ILI


N (%)


RR


(95% CI)


Laboratory-


confirmed


viruses


N (%)


RR


(95% CI)


Vietnam trial 28/580 (4.83) Ref 1/580 (0.17) Ref 19/580 (3.28) Ref


Published RCT


China 18
33/492 (6.70) 1.40 (0.85 to 2.26) 3/492 (0.61) 3.53 (0.37 to 33.89) 13/492 (2.64) 0.80 (0.40 to 1.62)


Published RCT


China 29
98/572 (17.13) 3.54 (2.37 to 5.31) 4/572 (0.70) 4.06 (0.45 to 36.18) 19/572 (3.32) 1.01 (0.54 to 1.89)


Bold typeface indicates statistically significant.
CRI, Clinical respiratory illness; ILI, influenza-like illness; RCT, randomised clinical trial; RR, relative risk.
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napr{klad rilfko, Jdl, iatka, a to s vitnimkou...."


Vo svoiom predchddzajilcom stanovisku ku mojej iiadosti o informdcie Urad
vereindho zdravotn{ctva hovorf, Ze nariadenia UVZ zastilpendho Hlavnym hygienikom
Slovenskei republilqt v OLP/S090/2020 a predchddzajilcich nariadeniach, Hlavn! hygienik
rozhodol na zdklade par. 48 ods. 4 pism. c) zdkona t,. 355/2007 Z. z. o ochrane, podpore a
rozvoji verejndho zdravia a o zmene a doplneni niektoritch zdkonov v znen{ neskorfifch
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predpisov. Vo formuldcii predmetndho paragrafu nie je ale zmienka o formuldcii ,,vietlqtm
osobdm" pouiitou Hlavnym hygienikom v OLP/5090/2020 a predchddzajilcich nariadeniach,


ale je tam formuldcia ,,zdkaz alebo obmedzenie styku iasti obyvatefstva s ostatnltm


obyv ate fstvom pri hromadnom vys kyte zdvaindho o chor enia " .


Pretoie predpokladdm, ie Urad verejndho zdravotn{ctva v zasttipeni Hlavn!,m


hygienikom postupoval v zmysle tohto zdkona, ako ste mi odpovedali v predchddzajilcej
koreipondencii, predpokladal som a stdle predpokladdm, ie Urad verejndho zdravotnlctva md


k dispozicii predmetnil defin{ciu ,,iasti obyvatefstva", na hor{t sa predmetnlt paragraf 48
ods.4 p{sm. c) vzfahuje, pretoZe sa Urad vo svojich nariadeniach OLP/5090/2020 a
predoilych na tento zdkon, paragraf, odsek a p{smeno odvoldva. Preto nem6iem silhlasif s
Vaiim stanoviskom a odpovedou RI(/5131/2020 a Ziadam o vybavenie tejto iiadosti v
pivodnej zdkonom stanovenej lehote


Dalej Vds opr)tovne iiadam o informdciu o paragrafe predmetndho zdkona i.
355/2007 Z. z. o ochrane, podpore a romoji verejndho zdravia a o zmene a doplneni
niektoritch zdkonov v znen{ neskorYich predpisov, v ktorom je uvedend, Ze UVZ v zastilpenf
Hlavnym hygienikom mOZe nariadovaf nosenie prelcytia hornitch d!,chac{ch ciest (nos, tista)
ako je napr{klad rilJko, Sdl, Satko. Urad verejn,lho zdravotnictva a orgdn Jtdtnej sprdvy
nadriadeny UVZ, Ministerstvo zdravotnictva m1ie postupovaf len v zmysle ilstavy a zdkonov
a horeuvedendformuldcia nie je v par. 48 ods. 4 pism. c) zdkona i. 355/2007 Z. z. o ochrane,
podpore a romoji verejndho zdravia a o zmene a doplnenf niektorych zdkonov v zneni
neskorilch predpisov uvedend. Pretoie ale WZ v zastilpen{ Hlavnltm hygienikom pouiil tento
paragraf predmetndho zdkona na oddvodnenie horeuvedendho opatrenia v nariaden{
OLP/5090/2020, musi UVZ disponovaf informdciou, kde je toto popfsand a dovolend
nariadif. "


Urad verejndho zdravotnictvaSlovenskej republiky w6dzanasledorm6 stanovisko:


$ 48 ods. 4 pism. c) z(kona t,. 35512007 Z. z. z6kaz alebo obmedzenie styku dasti
obyvatelistva s ostatnym obyvatellstvom pri hromadnom vyskyte zdvainlho ochorenia, je
potrebn6 vykladat' v srivislosti s ostatnymi predpismi vzt'ahujrice sa na verejnd zdravie:


Podlla $ 2 ods. 1 pism. b) zhkona (). 35512007 Z. z. o ochrane, podpore arczvoji
verejndho zdravia a o zmene a doplnenf niektorych z6konov v zneni neskor5ich predpisov
(dalej len ,,zilkon d. 35512007 Z. z.) prenosn6 ochorenie je choroba r,yvoland biologic(im
faktorom, ktory je schopny vyvolaf individudlnu alebo hromadnri infekciu, ochorenie alebo
otravu u I'udi.


Podl'a $ 2 ods. 1 pism. p) zikona(,.35512007 Z. z. epidemia je vyskyt najmenej troch
prfpadov ochorenia, ktor6 sri v epidemiologickej srivislosti.


Podlla $ 2 ods. 1 pism. q) zhkona (,. 35512007 Z. z. pand6mia je rozsiahla epid6mia s


neurditym dasovym ohranidenfm a prakticky bez ohranidenia v mieste, ktor6 postihuje vellk6
mnoZstvo lludi na rozsiahlom tzemi.
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Podlla $ 5 ods. 4 pism. h) zhkona d,.35512007 Z. z. Urad verejn6ho zdravotnfctva SR


vykon6va v prvom stupni Stiitnu spr6vu vo veciach, ktor6 presahujri hranice rizemn6ho obvodu
regioniilneho riradu verejn6ho zdravotnictva a vo veciach, o ktorych podlla tohto z6kona


rozhoduj e rniludne rirad verejndho zdravotnictva.


Podta $ 5 ods. 4 pism. k) z6kona (,. 35512007 Z. z. tJrud verejn6ho zdravotrictva SR


nariad'uje opatrenia na predch6dzanie ochoreniam podlia $ 12 a opatrenia pri ohrozeniach
verejndho zdraviapodlia $ 48 ods. 4, akich treba vykonaf v rozsahu presahujricom rizemnf
pdsobnost' regioniilneho fradu verejn6ho zdravotnictva.


Podlla $ 7 zitkona d,. 35512007 Z. z. orginy verejn6ho zdravotnictva uveden6 v $ 3 ods.


1 pism. d) aL. g) v rozsahu svojej p6sobnosti nariadujri opatrenia pri ohrozeni verejn6ho
zdraviapodl'a $ 48 ods. 4.


Podlla $ 12 ods. I zikona(,.35512007 Z. z. opatrenia na predchildzanie ochoreniam sf
a) opatrenia na predchhdzarie vzniku a Sireniu prenosnlich ochoreni,


b) opatrenia na predchhdzarie vzniku infch hromadne sa vyskytujricich ochoreni a


infch porrich zdravia a na ich obmedzenie,


c) opatrenia na predchddzanie vzniku ochoreni podmienenych pr6cou a na ich
obmedzenie.


Podlla $ 48 ods. I pism. a) zikona d,. 35512007 Z. z. ohrozenie verejn6ho zdravia
nast6va pri vyskyte prenosn6ho ochorenia, podozreni na prenosnd ochorenie alebo podozreni
na rimrtie na prenosn6 ochorenie nad predpokladanri rirovei.


Podlla $ 48 ods. 2 pism. a) zilkona (). 35512007 Z. z. ohrozenie verejn6ho zdraviall.
stupf,a nastiiva, ak je potrebn6 prijat' opatrenia podlia osobitn6ho predpisu (zikon t,. 4211994
Z. z. o civilnej ochrane obyvatelistva), pri vyskyte prenosn6ho ochorenia, podozreni na
prenosnd ochorenie alebo podozreni na rimrtie na prenosn6 ochorenie nad predpokladanri
frovefl.


Podlia $ 3 ods. I zhkona (,. 4211994 Z. z. o civilnej ochrane obyvatefstva sa


mimoriadnou situ6ciou rozumie obdobie ohrozenia alebo obdobie p6sobenia n6sledkov
mimoriadnej udalosti na Zivot, zdravie alebo majetok, ktorii je vyhl6sen6 podlia tohto z6kona;
podas nej sa vykon6vajri opatrenia na zdc}ranu Livota, zdravia alebo majetku, na zniLovanie
rizik ohrozenia alebo dinnosti nevyhnutn6 na zamedzenie Sfrenia a p6sobenia n6sledkov
mimoriadnej udalosti.


Podl'a $ 3 ods. 2 zikona (,. 4211994 Z. z. o civilnej ochrane obyvatelstva sa
mimoriadnou udalost'ou rozumie ohrozenie verej n6ho zdravia II. stupria.


Podta $ 7 zhkona (,. 4211994 Z. z. o civilnej ochrane obyvatellstva za plnenie riloh
civilnej ochrany zodpoved6 v rozsahu ustanovenom tymto z6konom vliida, ministerstv6,
ostatn6 ristredn6 orghny St6tnej spr6vy, in6 ristredn6 5t6tne orghny, okresn6 irady,
samospr6vne kraje, obce, prdvnick6 osoby a fyzicke osoby; pri plneni tychto ftoh
spolupracujf v rozsahu ustanovenom tymto zdkonom s obdobn;imi in5titticiami in;ich 5t6tov.


Podlla $ 20 zrikona (:. 4211994 Z. z. o civilnej ochrane obyvatelistva osoba, ktor6 nie je
zaviazant ridast'ou na civilnej ochrane a na jej priprave podlia tohto zilkona alebo in;ich
zdkonov,je v pripadoch mimoriadnej udalosti povinn6 primerane svojmu veku a zdravotn6mu
star,u spolupncovat v sridinnosti s inymi osobami v civilnej ochrane a moZno jej v z6ujme
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ochany Livota, zdravia a majetku uloLit obmedzenia a vyLadovat' poskytnutie vecnlich
prostriedkov potrebnych na civilnri ochranu.


Generdlny riaditell Svetovej zdravotnfckej organizilcie vyhl5sil dia 11. 3. 2020
pand6miu ochorenia COVID- I 9.


Vl6da Slovenskej republiky vyhl6sila podlia $ 8 ziikona Ndrodnej rady Slovenskej
republiky t'. 4211994 Z. z. o civilnej ochrane obyvatelistva v zneni neskor5ich predpisov
podnric df,om 12.03.2020 od 6:00 hod. mimoriadnu situ6ciu z d6vodu ohrozenia verejn6ho
zdraviall. stupria.


Vyhl6senie mimoriadnej situ6cie na uzemi Slovenskej republiky umoZnilo orgdnom
civilnej ochrany prijimat' ridinn6 a efektivne protiepidemickd opatrenia azfrovei
zabezpetovala sridinnost' orgdnov civilnej ochrany a d'al5ich rezortov pri vfkone
protiepidemickf ch opatreni.


S pouk6zanimna citovan6 ustanovenia $ 12 ods. 2 zilkona d.35512007 Z. z. su organy
verejn6ho zdravotnictva kompetentn6 nariad'ovaf ziikonom stanoven6 protiepidemick6
opatrenia a to konkr6tnemu subjektu alebo viaceqim subjektom. Rovnak6 kompetencie majri
org6ny verejn6ho zdravotnictva pri ohrozeni verejn6ho zdravia ($ 48 ods. 1 pism. a) zikona t,.


35512007 Z.z.) ako aj podas ohrozenia verejn6ho zdravia II. stupf,a, tj. mimoriadnej situ6cie,
kedy m6Zu okrem nariad'ovania opatreni pri ohrozenf verejneho zdravia ($ 43 ods. 4)
navrhovat' in6 opatrenia v oblasti civilnej ochrany ($ 48 ods. 5) vyZadovat' sridinnost zloLiek
civilnej ochrany obyvatellstva.


Zhorc uvedenych ustanoveni je zrejm6, Ze situScia vyvolan6 ochorenfm COVID-l9 uZ
na ziklade svojho pandemick6ho rozmeru presahuje obvod jedn6ho region6lneho uradu
verejn6ho zdravotnictva. Na ziklade uveden6ho bol v zmysle $ 5 ods. 4 pism. h) zdkona d.


35512007 Z.z. povinn! postupovat' Urad verej n6ho zdravotnictva Slovenskej republiky. Na
ziklade zdverov Ustredn6ho krizov6ho 5t6bu Slovenskej republiky bolo zhodnoten6, Ze nie je
postadujrice opatrenfm predstavujricim z{kaz pohybovania sa na verejnosti bez nilleLitdho
prekrytia hornfch dfchacfch ciest pokryt' men5iu ako 100%-nri dast' os6b zdrZujricich sa na
ttzemi Slovenskej republiky. Urad verejn6ho zdravotnictva Slovenskej republiky povaLuje za
potrebn6 poznamenat, Ze obmedzenim styku dasti obyvatellstva nie je nutne potrebn6 chhpat
absohitne obmedzenie kontaktu, ale i,,miikk6" di,,diastodn6" obmedzenie styku, ako prekrytie
hornych dychacich ciest os6b, v zdujme ochrany verejn6ho zdravia.


S pozdravom uRno' 
'SLOVENSKEJ REPUBLIIfl i;1:;1


v 82645 BRATISLAVA, TRNAVSKA CE$A 52 I
;.' -lG .',i't'.
'|, 


L


Mgr. RNDr. MUDr.
h ikv


ved0ca selicie ochrany a podpory zdravia


a Specializcvanlfch 6innosti
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Opatrenie  
Úradu verejného zdravotníctva Slovenskej republiky  


pri ohrození verejného zdravia  
 
 


  
Úrad verejného zdravotníctva Slovenskej republiky ako príslušný orgán štátnej správy 


na úseku verejného zdravotníctva podľa § 5 ods. 4 písm. h) zákona č. 355/2007 Z. z. 
o ochrane, podpore a rozvoji verejného zdravia a o zmene a doplnení niektorých zákonov 
(ďalej len „zákon č. 355/2007 Z. z.“) z dôvodu vyhlásenia mimoriadnej situácie na území 
Slovenskej republiky vládou Slovenskej republiky uznesením vlády Slovenskej republiky č. 
111 z 11.03.2020 a pandémie ochorenia COVID-19 vyhlásenej dňa 11. 03. 2020 generálnym 
riaditeľom Svetovej zdravotníckej organizácie v zmysle podľa § 48 ods. 4 písm. c) a § 48 ods. 
5 písm. e) zákona č. 355/2007 Z. z. a § 7, 20 a 25 zákona č. 42/1994 Z. z. o civilnej ochrane 
obyvateľstva v znení neskorších predpisov nariaďuje nasledovné: 


 


opatrenie: 
 


 Všetkým osobám sa zakazuje s účinnosťou od 10. júna 2020 od 06:00 hod. do 
odvolania vychádzať a pohybovať sa na verejnosti v priestoroch interiérov budov a v 
prostriedkoch verejnej dopravy bez prekrytia horných dýchacích ciest (nos, ústa) ako je 
napríklad rúško, šál, šatka, a to s výnimkou: 


- detí do 3 rokov veku, 
- osôb so závažnými poruchami autistického spektra, 
- vodičov verejnej dopravy, ktorí sú sami v uzavretej kabíne oddelene od ostatného 


priestoru určeného na prepravu osôb, 







- pedagogických zamestnancov alebo odborných zamestnancov (napr. asistent 
učiteľa alebo špeciálny pedagóg) v rámci výchovno-vzdelávacieho procesu, 


- žiakov základnej školy v interiéri školy v rámci výchovno-vzdelávacieho procesu, 
- žiakov pri konaní prijímacích skúšok, komisionálnych skúšok, jazykových 


skúšok, skúšok odbornej spôsobilosti na výkon povolania a pri ukončovaní 
výchovy a vzdelávania, 


- poslucháčov pri konaní štátnych jazykových skúšok, 
- deti v interiéri materskej školy a jaslí, 
- osoby pri výkone športu, 
- fotografované osoby na čas nevyhnutný pre výkon procesu fotografovania, 
- osoby nevesty a ženícha pri svadbe, 
- detí pristupujúcich k prvému svätému prijímaniu, 
- účinkujúcich pri nakrúcaní audiovizuálneho diela alebo výrobe programu 


a výkonných umelcov pri podávaní umeleckého výkonu, 
- osoby pri návšteve wellness a umelých kúpalísk, 
- účastníkov zotavovacích podujatí pre deti a mládež,  vrátane personálu, pri  


všetkých aktivitách  v rámci  lokality, vyhradenej na konanie  daného 
 zotavovacieho podujatia, ako aj  pri  pobyte vo voľnej prírode, 


- zamestnancov, vykonávajúcich prácu v spoločnom pracovnom priestore, ak sú od 
seba, alebo od iných osôb vzdialení minimálne 2 metre, alebo pre zamestnanca, 
ktorý sa nachádza na pracovisku sám. 


 
Súčasne sa odporúča vychádzať a pohybovať sa na verejnosti v priestoroch exteriérov s 
prekrytím horných dýchacích ciest (nos, ústa) ako je napríklad rúško, šál, šatka pre 
osoby neuvedené vo výnimkách vyššie, pokiaľ je ich vzdialenosť od osôb, ktoré s nimi 
nežijú v spoločnej domácnosti menšia ako 2 metre. 
 
Nadobudnutím účinnosti tohto opatrenia sa ruší opatrenie Úradu verejného 
zdravotníctva Slovenskej republiky č. OLP/4591/2020 z 02.06.2020. 


 
 


O d ô v o d n e n i e 
 


Úrad verejného zdravotníctva Slovenskej republiky v nadväznosti na zlepšenie 
epidemiologickej situácie vo výskyte ochorenia COVID-19 v Slovenskej republike vydal 
opatrenie, ktorého obsah je uvedený v záväznej časti tohto opatrenia. 


Ochorenie COVID-19 patrí medzi kvapôčkovú infekciu a šíri sa primárne vzdušnou 
cestou pri kašľaní, kýchaní alebo rozprávaní. Prekrytie horných dýchacích ciest je jedným 
z dôležitých nástrojov na zamedzenie šírenia ochorenia COVID-19 na území Slovenskej 







republiky. Cieľom je zabrániť prenosu kvapôčok od nosičov tohto ochorenia a následne tak 
ďalšiemu šíreniu ochorenia v populácii.  


Podľa § 2 ods. 2 zákona č. 42/1994 Z. z. poslaním civilnej ochrany je v rozsahu 
ustanovenom týmto zákonom chrániť život, zdravie a majetok a utvárať podmienky na 
prežitie pri mimoriadnych udalostiach a počas vyhlásenej mimoriadnej situácie. 


Toto opatrenie naďalej zostáva jedným z dôležitých nástrojov na zamedzenie šírenia 
ochorení COVID-19 spôsobených koronavírusom (SARS-CoV-2) v Slovenskej republike. 


 
 
 
 
 
 
 
 


                Mgr. RNDr. MUDr. Ján Mikas, PhD. 
                                                                           hlavný hygienik Slovenskej republiky 






