Ac

t

For the management of service users with or suspected of
respiratory tract infections

In

fo

rm

at

io

n

HPFT Guideline

1.5

Executive Lead

Executive Director Quality & Safety

re

ed

om

of

Version

Consultant Nurse Infection Prevention
and Control

un

de

rF

Lead Author

ea

se
d

Approved Date

el

Approved By

R

HPFT

Respiratory Tract
Infections Guideline

24th January 2019
Infection Prevention and Control
Committee

Ratified Date

24th January 2019

Ratified By

Infection Prevention and Control
Committee

Issue Date

27th May 2020

Expiry Date

27th May 2023

Target Audience

All staff within a clinical setting

1

Document on a Page
Title of document

Respiratory Tract Infections

Document Type

Guideline

Review Date

Lead Author
Consultant Nurse
th
th
27 May 2020
27 May 2023
Infection Prevention
and Control
Preventing transmission of acute respiratory infections in
healthcare settings can prevent considerable mortality, morbidity
and healthcare costs. Service users in healthcare settings are
often vulnerable because of age or chronic disease, and may
suffer more severe disease or complications from acute
respiratory infections.

In

fo

3 key messages are:

ed

om

of

1. This guidance provides vital information regarding what
the routes of transmission are
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2. To prevent the risk of cross contamination from occurring
due to respiratory infections, staff will be required to
implement the necessary procedures identified in this
guidance.
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the whole policy
but I (the Author)
have chosen three
key messages from
the document to
share:
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3. This guidance provides important information regarding
the period of infectivity.

Avian flu information included
Information and infection prevention and control precautions
included regarding Coronavirus – SARS-CoV-2 and the
associated disease as COVID-19.
Updates following RESUS council guidance dated 20th March
2020 and new national guidance on AGPs
Appendix 9 Staff Guidance Regarding Coronavirus (COVID-19)
and Obstructive Sleep Apnoea (OSA)

2

Contents Page

Part:
Part 1

Page:
Preliminary Issues:
Document on a page
5
5
5
6
6
7
7
7
8

In

fo

rm

What needs to be done and who by:

el

ea

se
d

un

de

rF
re

ed

om

of

7. Influenza
7.1 Routes of Transmission
7.2 Infectious Period
7.3 Persistence in the environment
7.4 Respiratory Precautions
7.5 Droplet Precautions
7.6 Contact Precautions
7.7 Airborne Precautions
7.8 Duration for the requirement of transmission based
precautions
7.9 Care in the community
7.10 Period of increase in incidence/suspected or confirmed
outbreak of respiratory infection
7.10.1 Isolation/closure
7.10.2 Surveillance
7.10.3 Symptomatic staff
7.10.4 Visitors
7.11 Swabbing
7.12 Antiviral and vaccination
7.13 Treatment
7.14 Post exposure prophylaxis
7.15 Vaccination
7.16 Other measures to be implemented
8. Avian flu
8.1 Case definition
8.2 Infection Prevention and Control Precautions
8.3 Treatment
9. Covid 19

10
10
10
11
11
11
13
14
15
15
15

R

Part 2

at

io

n

Ac

t

1. Flowchart
2. Introduction
2.1 – Influenza
2.2 Avian Flu
2.3 Novel Coronavirus
3. Objectives
4. Scope
5. Definitions
6. Duties and Responsibilities

3

16
16
16
16
17
17
18
18
18
18
19
19
20
20
20

9.1 Case definitions
9.2 Service users who meet the follow criteria and are well
enough to remain in the community
9.3 Action to take if inpatient definition is met
9.3.1 Isolation
9.3.2 Guidance for staff when making home visits
9.3.3 Sampling and testing
9.3.4 Reporting to PHE
9.3.5 Discharge of service users
9.3.6 De-escalation of IPC measures in hospital
10. Training / Awareness
11. Process for Monitoring Compliance with this document
12. Embedding a culture of equality and respect
13. Promoting and Considering Individual Wellbeing

27
27
27
28
29

of

In

fo

rm

at

io

n

14. Version Control
15. Relevant Standards
16. Associated Documents
17. Supporting References
18. Consultation

t

Document Control & Standards Information

21
21
24
24
24
24
24
25
25
25
26

Ac

Part 3

20
20

ed

om

Appendices

el

ea

se
d

un

de

rF
re

Appendix 1 Putting on donning PPE for aerosol generating procedures
Appendix 2 Removal of doffing PPE for aerosol generating procedures
Appendix 3 Quick Guide - Removal of doffing PPE for aerosol
generating procedures
Appendix 4 Putting on PPE for non-aerosol generating procedures
Appendix 5 Taking off PPE for non-aerosol generating procedures
Appendix 6 When to use a surgical face mask or FFP3 respirator
Appendix 7 Description of uncomplicated influenza, complicated
influenza and risk factors for complicated influenza
Appendix 8 Staff caring for service users with suspected COVID19
Symptoms
Appendix 9 Staff Guidance Regarding Coronavirus (COVID-19) and
Obstructive Sleep Apnoea (OSA)

R

Part 4

4

31
32
33
34
35
36
37
38
40

PART 1 – Preliminary Issues:

1. Flowchart
None
2. Introduction
An acute respiratory tract infection (RTI) is an acute infectious process affecting the
upper and/or lower airways, causing disease ranging from mild to severe that can
spread from person to person. Symptoms can include any of the following: fever,
rhinorrhea (runny nose), sore throat and cough, limb or joint pain, headache, lethargy,
chest pain and breathing difficulties.
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The most common causes of acute upper RTI are viruses such as rhinoviruses,
coronavirus, influenza and respiratory syncytial virus (RSV). Lower respiratory tract
infections are commonly caused by bacteria such as Streptococcus (S) pneumoniae
and Haemophilus (H) influenzae. Infections with these organisms often occur
secondarily to a viral infection as S. pneumoniae and H. influenzae are components of
the normal upper respiratory tract flora.
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Although RTIs can happen at any time of year, they are most common from September
to March. Peak activity for RTI caused by influenza occurs during the autumn and
winter seasons in temperate regions. In some tropical countries, influenza viruses
circulate throughout the year with one or two peaks of activity during rainy seasons.
Most deaths associated with influenza in industrialized countries occur among people
aged 65 or older. (Public Health England – 2016)
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Respiratory infections may spread rapidly in care homes/units, resulting in high attack
rates due to prolonged close contacts between residents/ service users and their
carers who are providing care for them.
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2.1 Influenza - Seasonal influenza vaccination of service users and staff is central
to limit the risk of flu outbreaks and reduce the risk of severe infection.
However, as the vaccine effectiveness varies by year, and by subtype/strain,
and tends to be generally lower among care home residents (due to the
patients’ age profile and associated reduced immune responses to
vaccination and due to A (H3N2) in recent seasons, influenza outbreaks may
still occur despite good vaccine (Gallagher, 2018).
“Influenza immunisation is highly effective in preventing the disease in working-age
adults; Immunisation is also recommended for staff directly involved in social care.
Staff immunisation may reduce the transmission of influenza to vulnerable
residents, some of whom may have impaired immunity and thus reduced protection
from any influenza vaccine they have received themselves.” Department of Health
2013
HPFT fully supports the clinical evidence of the need for flu vaccination amongst
healthcare workers. To help protect service users, carers, staff and their families,
staff are encouraged to have the annual flu vaccination that is offered during the
national flu campaigns.
5

2.2 Avian Flu
Avian influenza is an infectious disease of birds caused by the influenza A virus.
Birds are the hosts for most avian influenza viruses and a variety of influenza
subtypes can be found in birds, particularly in water fowl and shore birds. Domestic
poultry are especially vulnerable and the virus can rapidly cause epidemics in
flocks.
Human infections with avian influenza are rare. However, some viruses, such as
H5N1 or H7N9, have been associated with human disease.
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The symptoms of avian influenza in humans vary considerably depending on the
strain or subtype of the virus involved. Most infections take the form of a flu-like
illness (fever, cough, body or muscle pain, sore throat, runny nose). Other
symptoms can include conjunctivitis (red, sore and discharging eyes).
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2.3 Novel Coronavirus (COVID 19)
Coronaviruses are mainly transmitted by large respiratory droplets and direct or
indirect contact with infected secretions. They have also been detected in blood,
faeces and urine and, under certain circumstances, airborne transmission is
thought to have occurred from aerosolised respiratory secretions and faecal
material.
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As coronaviruses have a lipid envelope, a wide range of disinfectants are effective.
Personal protective equipment (PPE) and good infection prevention and control
precautions are effective at minimising risk but can never eliminate it.
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The new novel Coronavirus that has been identified in China, in 2019 is referred to
as SARS-CoV-2, and the associated disease as COVID-19.
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This guidance provides advice on the prevention and control of acute respiratory
infections for all health and social care workers. Preventing infection in healthcare
settings requires the consistent application of infection control measures by health and
social care workers and the involvement of the infection prevention and control team. It
also requires efforts to: maximise coverage of seasonal influenza vaccine among
vulnerable groups and health and social care workers, and limit the spread of infection
by visitors or infected staff, as well as general education and awareness-raising.
In the event of a suspected outbreak of respiratory infections, this guidance should be
used in conjunction with the Trust Outbreak Policy. If the cause of the infection is due
to Influenza, avian influenza or COVID 19, the Trust Flu Pandemic Business
Contingency Plan should also be implemented.
3 Objectives
Staff to be informed of the appropriate infection prevention and control measures that
will need to be implemented to minimise the spread of infections.
4 Scope
6

This guideline will cover the appropriate guidance for health and social care workers to
follow on the prevention and management of individuals with respiratory tract
infections, including influenza, avian influenza and coronavirus (COVID 19).
5 Definitions
• An outbreak can be described as:
“A space/time cluster of cases within a single unit of care such as a ward, or bay of
beds, which should be assumed to be an outbreak and managed as such may
defined as;
•
•

Two (2) or more cases within 7 days of each other;
Or three (3) or more cases with onset within 28 days of each other, occurring
in a single ward, or bay of beds within wards
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“Where onset dates of symptoms are unclear, earliest specimen date may be
used instead of date of onset”
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Additional note:
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Influenza – like illness
The Public Health England (PHE) case definition for use in care homes is as
follows:-
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Oral or tympanic temperature which is more than or equal to 37.8 oC
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And ONE OF THE FOLLOWING:
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Acute onset of at least one of the following respiratory symptoms:
• Cough (with or without sputum)
• Hoarseness
• nasal discharge or congestion
• shortness of breath
• sore throat
• wheezing
• sneezing
• loss or change to your sense of smell or taste
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Following control actions, inferences on the relatedness of cases may be
reviewed in the light of laboratory typing, however control actions must not be
delayed pending the availability of organism typing which may take many days.

Please click on the link below to review symptoms for coronavirus
https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/

OR
An acute deterioration in physical or mental ability without other known
cause.
7

Alternatively, a laboratory detection of influenza virus would fulfil the
definition of a case of influenza.
o Uncomplicated influenza: Influenza presenting with fever, coryza,
generalised symptoms (headache, malaise, myalgia, arthralgia) and
sometimes gastrointestinal symptoms, but without any features of
complicated influenza.

o Complicated influenza: Influenza requiring hospital admission and/or with
symptoms and signs of lower respiratory tract infection (hypoxaemia,
dyspnoea, lung infiltrate), central nervous system involvement and/or a
significant exacerbation of an underlying medical condition.
6 Duties and Responsibilities
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6.1
Chief Executive
The Chief Executive has overall responsibility for ensuring that there are effective
arrangements for preventing and controlling the risk of transmission of infections due to
respiratory tract infections.
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6.2
Trust Board
The Trust Board is responsible for monitoring the respiratory tract infection guidance
within the Trust.
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6.3
Deputy Director of Nursing and Quality (DDN&Q) / Director of Infection
Prevention and Control (DIPC)
The DIPC is responsible for overseeing the implementation of Infection Prevention and
Control Policies and other guidance within the Trust including the respiratory tract infection
guidance and reports to the Board.

el

ea

se
d

The DDN&Q is responsible for ensuring that the Heads of Nursing are working with the
Modern Matron’s in their areas in matters pertaining to minimising the spread of infection
due to respiratory tract infections.
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6.4
Infection Prevention and Control Committee (IPCC)
The Infection Prevention and Control Committee (IPCC) is responsible for monitoring any
periods of increase in incidence or suspected/confirmed outbreaks of respiratory tract
infections.
6.5
Infection Prevention and Control Team (IPCT)
The Infection Prevention and Control Team is responsible for:
•
•
•
•

The development and implementation of Infection Prevention and Control
(IPC) Policies and Guidelines.
Giving expert advice and training related to all IPC practice.
Ensuring that the Policy is raised and reviewed at the IPCC to ensure
evidence-based guidelines are available for all staff.
Leading on the investigation of any period of increase in incidence or
suspected/confirmed outbreak of respiratory tract infections.
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Part 2 – What needs to be done and who by

6.6
Clinical Directors
Clinical Directors are responsible for ensuring that all at risk service users are assessed,
offered and administered the annual flu vaccination and that any service user with
symptoms are regularly monitored for signs of physical deterioration.
6.7
Heads of Nursing
The Heads of Nursing are responsible for overseeing the implementation of the respiratory
tract infection guidance within their sector.
6.8
Modern Matrons
Modern matrons are responsible for ensuring the compliance of their staff with the
respiratory tract infection guidance, and assisting the IPCT with any investigation and Root
cause analysis report following any suspected/confirmed outbreak of infection.
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6.9
Infection Prevention and Control Link Practitioners
Infection Prevention and Control Link practitioners are the unit lead for IPC and are
responsible for ensuring that the monitoring, standards and auditing of IPC is maintained
in accordance with Trust and National Guidelines.
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6.10 Team Leaders
Team Leaders are responsible for ensuring all staff undertakes induction training and
updates thereafter as identified in the Trust Training Needs Analysis, and attendance at
infection prevention and control link practitioner meetings.
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6.11 All Employees
All employees are required to promote the infection prevention and control guidance
identified within this guideline.

el

Read, understand and comply with the Trust’s respiratory tract infection
guidance
Assist in raising the awareness of other health and social care workers in the
importance of complying with this guidance
Attend infection prevention and control training as identified in the Trust’s
Training Needs Analysis.
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To prevent and control the spread of infection all health and social care workers are
expected to:

•
•

Full details of the roles and responsibilities of staff relating to IPC can be found in
the Infection Prevention and Control Policy.
7.0

Influenza
7.1
Routes of transmission
Respiratory Tract Infections (RTIs) are spread through one or more of three main
routes.
a. Droplet transmission

9

Droplets greater than five microns in size may be generated from the
respiratory tract during coughing, sneezing or talking. If droplets from an
infected person come into contact with the mucous membranes (mouth or
nose) or surface of the eye of a recipient, they can transmit infection. These
droplets remain in the air for a short period and travel one to two metres, so
physical proximity is required for transmission.
b. Airborne transmission
Aerosol generating procedures (AGP) are considered to have a greater
likelihood of producing aerosols compared to coughing for instance.
Aerosols are smaller than the droplets described above and can remain in
the air for longer and, therefore, potentially transmit infection by mucous
membrane contact or inhalation. There are no AGP that are carried out
within Hertfordshire Partnership University NHS Foundation Trust (HPFT).
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c. Contact transmission
Contact transmission may be direct or indirect. Infectious agents can be
inadvertently passed directly from an infected person (for example after
coughing into their hands) to a recipient who, in the absence of correct hand
hygiene, may then transfer the organism to the mucous membranes of their
mouth, nose or eyes.
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Infectious period
The infectious period (or period of communicability) is the time period over which an
infected person can spread the infection to someone else. This varies by pathogen
and by individual. For many acute respiratory viral infections the infectious period is
unknown; for practical purposes it is often assumed to equate to the duration of
symptoms. In general, infectiousness is greatest in the early stages of infection.
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Indirect contact transmission takes place when a recipient has contact with a
contaminated object, such as furniture or equipment that an infected person
may have coughed or sneezed on. In the absence of correct hand hygiene,
the recipient may transfer organisms from the contaminated object to the
mucous membranes of their mouth, nose or eyes.

For influenza it is generally assumed that the period of infectiousness starts with
the onset of influenza – like illness (ILI) symptoms and lasts for the duration of
symptoms. However, evidence shows that viral shedding following influenza
infection can be prolonged among some elderly persons, particularly among people
with chronic long term medical conditions and individuals on immunosuppressive
therapy. Hence, isolation of service users and infection prevention and control
precautions in a confirmed influenza outbreak may need to be applied for a longer
period of time for cases with the following risk factors:-

a. Neurological, hepatic, renal, pulmonary and chronic cardiac disease.
b. Diabetes mellitus.
c. Severe immunosuppression.
d. Age over 65 years.
e. Pregnancy (including up to 2 weeks post-partum).
10

f. Children under 6 months of age.
g. Morbid obesity (BMI ≥40).
7.3

Persistence in the environment
Experimental studies on the survival of respiratory pathogens suggest that,
depending on the organism, the type of surface and the organic material load, they
can survive for a limited time in the environment. Evidence indicates that influenza
viruses can be transferred from surfaces such as glass or plastic to hands up to 24
hours after contamination takes place. Hand hygiene and environmental cleaning
are therefore vital in helping to control the spread of infection.

7.4.

Respiratory precautions
All staff, including those who have previously been infected with or vaccinated
against a specific respiratory pathogen, should comply with all Trust infection
prevention and control policies.
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Standard infection prevention and control precautions are required from all health
and social care workers for the care of all service users and their environments, to
prevent cross-transmission from recognised and unrecognised sources of infection.
When standard infection control measures alone are insufficient to interrupt
transmission, additional transmission-based precautions are indicated.
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Interrupting transmission of a respiratory pathogen requires more than one
category of respiratory precautions, including:

Service user placement- Inpatient:
a. place service user in a single room
b. if a single room is not available then cohort service users with other service
users with a confirmed RTI caused by the same pathogen, after a
documented risk assessment considering the possibility of co-infection with
other pathogens
c. if single rooms are in short supply and laboratory confirmation is awaited,
after a documented risk assessment, it may be necessary to prioritise those
service users with a cough for single room placement
d. ensure service users are at least two metres apart from each other to
minimise opportunities for close contact
e. facilities such as negative pressure rooms are not necessary to prevent
droplet transmission
f. display signage to control entry into isolation/cohort areas
g. if possible, limit the movement of service users outside their room to those
necessary for service user management. If service user movement is
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Droplet precautions
Droplet precautions are designed to minimise transmission of respiratory pathogens
from infected service users via droplets to susceptible persons.
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a. the use of droplet and contact precautions at all times
b. the addition of airborne precautions while undertaking an aerosol-generating
procedure (AGP) – these procedures are not undertaken within HPFT.
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necessary then the service user should, if possible, wear a surgical face
mask to minimise the dispersal of respiratory secretions and reduce
environmental contamination
h. if the service user is wearing a face mask during transport, then no mask is
required by health and social care workers transporting or accompanying
service users for whom droplet precautions are indicated, but careful hand
hygiene should be carried out; if the service user is unable to wear a mask
for any reason, then the staff member transporting or accompanying the
service user who will be required to come within two metres of the service
user should wear face masks
- Respiratory hygiene and cough etiquette (Catch it, Bin it, Kill it):
Service users should be instructed to follow the recommendations for respiratory
hygiene and cough etiquette:
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a. use a disposable, single use tissue to cover mouth and nose when coughing,
sneezing, wiping or blowing nose
b. dispose of tissues promptly in a bin
c. practice hand hygiene by washing hands with soap and water, and drying
them thoroughly after coughing, sneezing or using tissues
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Alcohol gel may be used for hand hygiene if the hands are visibly clean. Some service
users, such as older people or children may require assistance to contain respiratory
secretions.
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- Use of personal protective equipment (PPE):
A risk assessment regarding the use of surgical face masks should be carried out
when caring for service users with a suspected (clinically diagnosed) or confirmed
RTI. Eye protection is advisable where there is assessed to be a risk of eye
exposure to infectious sprays. For example, when caring for service users with
persistent cough or sneezing.
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When service users with RTI are cohorted in one area and multiple service users
require care, it may be more practical to put on a surgical face mask (if required) on
entry to the area and keep it on for the duration of all care activities, or until the
mask requires replacement (when it becomes moist or damaged). (Please contact
the infection prevention and control team (IPCT) for further advice regarding the
use of surgical face masks)
Surgical face masks should be removed and disposed of inside the service user’s
room once the staff member is more than two metres from the service user(s).
Please refer to appendix 1 and 2 for further information regarding PPE
7.6.

Contact precautions
Contact precautions are designed to prevent transmission of infection by contact
with the service user or the service user’s environment.
Hand hygiene:
12

Hand hygiene is part of standard infection control precautions and is the most
effective way to prevent transmission by direct contact. As a minimum, hand
hygiene must be performed at the WHO Five Moments.
•
•
•
•
•

before touching a patient
before a clean/aseptic procedure
after exposure to body fluids
after touching a patient
after touching the patient’s surroundings

Hand hygiene should also be performed after removing PPE.
Alcohol hand rub/gel should be used to decontaminate hands which are visibly
clean. Liquid soap and water should be used if hands are visibly soiled.
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Use of PPE:
Plastic apron and gloves should be worn in accordance with standard infection
control precautions:
all staff should wear a plastic apron and gloves

•

change plastic apron and gloves and perform hand hygiene between
contacts with service users (even when they are in the same room)
gloves and aprons should be disposed as clinical waste
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Refer to appendix 2 regarding when to wear a surgical face mask
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Service user care equipment:
• equipment should as far as possible be allocated to each individual service
user or cohort of service user
• where reusable equipment cannot be dedicated to individual service users,
these must be cleaned immediately after service user use and between each
service user. Follow HPFT decontamination policy and equipment specific
manufacturers’ instructions
Environmental measures:
• ensure that the rooms of service users with an infection are cleaned daily,
and are prioritised for frequently-touched surface cleaning (e.g. lockers,
lavatory surfaces in service users bathrooms, door knobs and equipment in
the immediate vicinity of the patient)
• keep the service user environment clean and clutter free
• use disposable cleaning materials in accordance with local policy
• carry out terminal cleaning of all isolation/cohort rooms following the local
infection prevention and control policy on terminal decontamination
• Ensure signage is in view to control entry into specific areas
• Ensure hoist, lifting aids, baths and showers are thoroughly cleaned between
service users

13

Linen:
• bag linen following the HPFT linen and laundry guideline
7.7.

Airborne precautions
Airborne precautions are designed to prevent transmission of infectious agents via
particles which remain suspended in the air.
The following airborne generating procedures (AGP) are considered likely to
generate aerosols capable of transmitting respiratory pathogens when undertaken
on service users with an RTI:
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•
•
•
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•
•
•
•

intubation, extubation and related procedures; for example, manual
ventilation and open suctioning
cardiopulmonary resuscitation
bronchoscopy (unless carried out through a closed circuit ventilation system)
surgery and post-mortem procedures in which high-speed devices are used
dental procedures
non-invasive ventilation (NIV) e.g. bilevel positive airway pressure ventilation
(BiPAP)
continuous positive airway pressure ventilation (CPAP)
high frequency oscillatory ventilation (HFOV)
induction of sputum
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obtaining diagnostic nose and throat swabs
administration of pressurised humidified oxygen
administration of medication via nebulisation
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Certain other procedures/equipment may generate an aerosol from material other
than service users’ secretions but are NOT considered to represent a significant
infectious risk. Procedures in this category include:

During nebulisation, the aerosol derives from a non-patient source (the fluid in the
nebuliser chamber) and does not carry patient-derived viral particles. If a particle in
the aerosol coalesces with a contaminated mucous membrane, it will cease to be
airborne and therefore will not be part of an aerosol. Staff should use appropriate
hand hygiene when helping service users to remove nebulisers and/or oxygen
masks.

7.8.

Duration for the requirement of transmission-based precautions
Influenza cases sometimes shed virus for a lengthy period following infection.
Hospitalised cases of influenza may shed virus for longer than community cases.
Whilst it is generally true that children excrete influenza virus in higher titre and for
long than adults, there are circumstances under which virus shedding in the elderly
may be prolonged.
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The risk factors identified in section 7.2, have been associated with prolonged
shedding of influenza virus. Infection control measures against influenza, including
isolation/co-horting, should therefore be considered for a duration of longer than 5
days for a service user with a diagnosis of influenza who has 1 or more other the
risk factors, particularly if it is known that secondary transmission may have
occurred from the service user to others.
Service users with risk factors for prolonged shedding should be isolated/co-horting
with appropriate infection control measures at least until completely recovered from
illness, with no on-going respiratory or other influenza – like symptoms.
Where no risk factors for prolonged shedding are present, appropriate infection
control measure to prevent transmission of infection, including single room or
cohorting, should be continued until a minimum of 5 days after the onset of
symptoms.
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Cases with severely impaired immune systems may have very lengthy viral
shedding and specialist advice on infection control measures may be required from
the Respiratory Diseases Department at the Centre for Infectious Disease
Surveillance and Control.
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For service users with other respiratory viral infections, appropriate infection control
measure to prevent transmission of infection, including single room dwelling or
cohorting, should be continued until a minimum of 5 days after the onset of
symptoms.
Care in the community
Staff visiting symptomatic service users in the community should adhere to the
precautions identified within sections 7.4 -7.8. Standard infection control
procedures should be implemented at all times.
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7.9.
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Visits to symptomatic service user’s home should be scheduled to take place last
on the schedule of visits for the day.
For individual advice, please contact the IPCT.
7.10

Period of Increase in Incidence/suspected or confirmed outbreak of
respiratory infection
If there are a cluster of service users with respiratory symptoms, the outbreak policy
must be implemented immediately. The infection prevention and control team must
be informed as soon as the period of increase in incidence/suspected outbreak has
been suspected.

A medical review must be implemented and a risk assessment carried out regarding
the cause.

7.10.1

Isolation/closure – Suspected / Confirmed Outbreak of Infection or a
period of increase in incidence of infection

15

Isolation or closure is generally recommended for a period of 5 days after the
onset of the most recent case. However, individual cases at high risk of
prolonged shedding of influenza virus may need to be isolated/co-horted
until their symptoms end – this may be longer that the routine 5 day period
from the onset date of symptoms. A decision to re- open a unit to new
admissions after the 5 day period would therefore be based on a local
discussion with the IPCT and will consider how easily the unit could maintain
isolation for such individuals while re-opening to new admissions.
All transfers to other healthcare establishments should also be suspended
during the outbreak period. Any visits or other transfers to acute medical
facilities should be considered based on medical necessity and the
destination facility should be warned in advance about the infection risk.
Surveillance
Enhanced surveillance for further cases should be initiated by way of daily
monitoring of all service users, for elevated temperatures and other
respiratory symptoms. It is important to identify infected service users as
early as possible in order to implement infection prevention and control
procedures. The outbreak chart should be commenced and updated on a
daily basis.
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Symptomatic Staff
If possible, staff should work with either symptomatic patients only, or
asymptomatic patients, but not both, such as to limit the risk of cross
contamination of service users by staff members. Agency or bank staff who
are exposed during the outbreak should be advised not to work in any other
healthcare settings until 2 days after the last contact with the affected
ward/unit or if exposure is continuous, when the unit re-opens.
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All suspected/confirmed influenza/ or other respiratory outbreaks should be
reported to the Public Health England and the Head of Infection Prevention
and Control for the Clinical Commissioning Group.

Depending on the causative organism, there may be a case for staff at risk
of complications if they become infected (pregnant or immune-compromised
individuals) to avoid caring for symptomatic service users. A risk
assessment will need to be carried out on an individual basis.
Staff members who become unwell with ILI related symptoms should be
excluded from work until they have recovered.

7.10.4

Visitors
Symptomatic visitors should be excluded from visiting the affected unit/ward
until no longer symptomatic and visitors with underlying health conditions
and at risk of more severe infection should be discouraged from visiting
during an outbreak. For service user wellbeing, visitor access to
symptomatic service users should be kept to a minimum. Any visitors should
16

be provided with hygiene advice (catch it, kill it, bin it/ hand hygiene). Non
urgent visits should be rescheduled until after the outbreak is over.
7.11 Swabbing
Obtaining viral swabs from symptomatic service users and /or staff at an early
stage is important for the management of an outbreak as this will determine who
will require antivirals or the type of antivirals if strains at high risk of resistance are
identified. In particular, swabbing out of season, or early or late in the flu season,
is important to obtain influenza diagnosis when influenza may not be circulating.
This will also eliminate other potential respiratory viral infections.
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For units within Hertfordshire, to facilitate a quick result, the swabs should be taken
via transport directly to Addenbrooks Hospital, Cambridge. Swabs in Norfolk
should be taken to the laboratory services in Norfolk It is advisable to test up to 5
of the most recently symptomatic service users/staff members during a suspected
period of increase in incidence/suspected outbreak.
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(Viral swabs can be obtained from the Out of Office Room, at Kingfisher Court)
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Swabbing procedure
Insert swab into one nostril straight back (not upwards) and horizontally to the
nasopharynx up to the measured distance on the swab handle. Rotate the swab
up to 5 times and hold in place for 5-10 seconds to collect sample material.
Remove swab and insert into a vial containing 1-3ml of viral transport media.
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For treatment of uncomplicated influenza among specific at risk groups
Treatment of complicated influenza regardless of underlying individual risk
factors ( see appendix c)
For influenza post –exposure prophylaxis among service users in at risk
groups in specific outbreak situations.
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7.12 Antivirals and vaccination
PHE recommends the targeted prompt use of antivirals as follows:-

The recommendation for use of antivirals in an outbreak situation may be made by
a PHE Centre health protection team, following a local risk assessment. If a
recommendation for post – exposure prophylaxis is made, it is important that this is
targeted as far as possible to those who are most likely to have been exposed to
cases of influenza. This may be possible by identifying specific areas within the
unit where service users share specific common spaces. However, this may not be
possible to identify such a subgroup due to small sizes or uncertain social mixing
patterns. If a person with ILS has been in a communal area while symptomatic,
then a distance of 2 metres from that individual can be used as a guide to identify
exposed service users for a risk assessment for antiviral prophylaxis.
Antivirals can only be prescribed when the Chief Medical Officer has announced
that influenza is circulating in the community.
7.13 Treatment
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Antivirals may be considered for treatment and ideally should be provided within 48
hours (for adults) of onset of symptoms. Although there is very likely to be benefit
of antivirals provided up to 5 days after symptoms onset and is encouraged, the
use of antivirals in such context is unlicensed and should be based on an individual
clinical decision. Early identification of potential cases and urgent contact with
relevant health service in the initial stages of the outbreak is therefore important to
ensure that antivirals can be administered in a timely fashion. These
recommendations are also applicable to symptomatic staff members who are in at
risk groups.
Please refer to the following PHE guidance on the use of antiviral agents for the
treatment and prophylaxis of seasonal influenza

io

n

Ac

t

7.14 Post exposure prophylaxis
Antivirals can be considered for post exposure prophylaxis (PEP) among service
users in at –risk groups during influenza outbreaks in units, regardless of their
vaccination status.
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If there are concerns about high attach rates or high case fatality rates, prophylaxis
could be considered more than 48 hours after contact with a case or for long
durations following a risk assessment of the situation; however, it is important to
note that such use is currently unlicensed. Therefore, advice will need to be sought
from PHE prior to this being implemented.
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Antiviral prophylaxis and treatment should be considered for staff who have not had
the seasonal flu vaccination and in an at-risk group for influenza (including
pregnancy – please refer to above link for further guidance).
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7.15 Vaccination
Seasonal influenza vaccination may be offered to unvaccinated staff and residents
who are in at – risk groups while seasonal influenza vaccine is available. As 2
weeks are required for the immune response to vaccination to develop, this will not
prevent secondary cases but will provide an opportunity to protect against infection
from other influenza strains at later points in the season.
7.16

Other measures to be implemented
The following procedures should be implemented on service users with a
suspected respiratory tract infection:• Commence on a food and fluid chart
• Monitor physical vital observations e.g. temperature, pulse, blood pressure,
oxygen saturations
• Daily medical review

8.0 Avian Influenza
The disease spreads from bird to bird by direct contact or through contaminated
body fluids and faeces. It can also be spread by contaminated feed and water or by
dirty vehicles, clothing and footwear.
18

The avian influenza virus changes frequently, creating new strains, and there is a
constant risk that one of the new strains may spread easily among people. But
there is no evidence that any recent strain of avian influenza has been able to
spread directly between people.
Avian influenza isn’t an airborne disease.
8.1 – Case definition
Clinical criteria
a) Fever ≥ 38oC AND lower respiratory tract symptoms (cough or shortness
of breath) or chest X ray findings of consolidation of acute respiratory
distress syndrome (ARDS)
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b) Other server/life threatening illness suggestive of an infectious process
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Additionally, service users must fulfil a condition in either category 1 or 2 of the
exposure criteria below
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Exposure criteria
For H7N9, H5N1, H5N6 and any other avian influenza associated with server
human disease
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(1) Close contact (within 1 metre) 1 with live, dying or dead domestic poultry
or wild birds, including live bird markets, in an area of the world affected
by avian influenza 1 or with any confirmed infected animal, in the 10 days
before the onset of symptoms
OR
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(2) In the 10 days before the onset of symptoms:
Close contact 1 with
•
•
•

A confirmed human case of avian influenza
Human case(s) of unexplained illness resulting in death from affected
areas 2
Human cases of unexplained respiratory illness from affected areas 2

1 This includes handling laboratory specimens from cases without appropriate precautions, or was
within 1 metre distance/directly providing care/touching a case/within close vicinity of an aerosol
generating procedure, from 1 day prior to symptom onset and for duration of symptoms/positive
virological detection
2 For H7N9, H5N1 and H5N6 see high consequence infectious disease country list
www.gov.uk/guidance/high-consequence-infectious-disease-country-specific-risk . For H9N2,
affected areas include China and Oman. If unsure, discuss with PHE National Infection Service*

8.2

Infection Prevention and Control Precautions
19

The following precautions should be taken as soon as the possibility of avian
influenza has been identified:
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o staff PPE: correctly fitted FFP3 mask, gown, gloves and eye protection
o patient location: isolate in a single occupancy room, preferably a respiratory
isolation room and ideally under negative pressure; positive pressure rooms
must not be used, patient to minimise contact/exposure to staff and other
patients, and ask the patient to wear a surgical mask
o restrict visitors
o discuss case with the Duty Microbiologist/Virologist at nearest PHE Public
Health Laboratory
o if the Public Health Laboratory Duty Microbiologist agrees that testing is
indicated, follow the laboratory investigations algorithm and inform the local
Health Protection Team
o treat and investigate as clinically indicated
Treatment
Start oseltamivir treatment if not already done so (do not wait for results of avian
influenza diagnostic tests). For guidance on dosage refer to the PHE guidance on
use of antiviral agents for the treatment and prophylaxis of seasonal influenza.
The dosage information provided for treatment of seasonal influenza is appropriate
for initiating treatment of avian influenza cases

of

In

fo

rm

at

io

n

8.3

COVID 19
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Public Health England will advise regarding the management of contacts of
confirmed human cases of avian influenza.
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Case definitions: possible case, as of 19th May 2020

requiring admission to hospital (a hospital practitioner has decided that
admission to hospital is required with an expectation that the patient will need to
stay at least one night)
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Service users who meet the following criteria (inpatient definition)
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9.1

and
•

have either clinical or radiological evidence of pneumonia
or

•

acute respiratory distress syndrome
or

•

influenza like illness (fever ≥37.8°C and at least one of the following respiratory
symptoms, which must be of acute onset: persistent cough (with or without
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sputum), hoarseness, nasal discharge or congestion, shortness of breath, sore
throat, wheezing, sneezing, loss or change to your sense of smell or taste.
Note: Clinicians should consider testing inpatients with new respiratory symptoms or fever
without another cause or worsening of a pre-existing respiratory condition.
Please refer to appendix 4 – Staff caring for service users with suspected Covid 19
symptoms
9.2

Service users who meet the following criteria and are well enough to remain
in the community
•
•
•

new continuous cough and/or
high temperature
loss or change to your sense of smell or taste
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Please click on the link below to check symptoms for coronavirus
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https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/
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Individuals with cough or fever should now stay at home.
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Clinicians should be alert to the possibility of atypical presentations in patients who
are immunocompromised.
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Action to take if inpatient definition is met
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Staff should refer to the latest infection prevention and control guidance below for
full details
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attach
ment_data/file/872745/Infection_prevention_and_control_guidance_for_pandemic_
coronavirus.pdf
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Alternative clinical diagnoses and epidemiological risk factors should be
considered.

9.3.1 Isolation
Ensure service user is placed in respiratory isolation or within a specified cohort
bay and the PPE described in the infection prevention and control guidance is worn
by any person entering the room.
Ensure that the service user, potentially contaminated areas, and waste are
managed as per the infection control guidance.
9.3.2 Guidance for staff when making home visits
On the 13 March 2020, Public Health England published ‘COVID19: guidance
for home care provision’. Please use this guidance when making home visits
(follow the link to view).
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All staff members to explain to the service user/carer the reasons for temporary
change in protocol for carrying out telephone screening prior to home visits and that
when staff do visit, they may be wearing PPE.
All staff to ensure they understand local arrangements for the supply of staff PPE
equipment if required for particular community visits. See below for required PPE.
PRIOR TO MAKING HOME VISIT;

•
•
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Prior to all home visits the staff member to make a telephone contact to
the service user/carer to establish the physical health status of the service
user/carer(s);
The staff member to ask the service user/carer
Do you have a high temperature/fever?
Do you have a new continuous cough?
Do you have loss or change to your sense of smell or taste?
Does anyone at your home address have these symptoms?
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Please click on the link below to check symptoms for coronavirus
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https://www.nhs.uk/conditions/coronavirus-covid-19/check-if-you-have-coronavirus-symptoms/

Elicit when symptoms started/are they new symptoms? (Consider SU physical
health history/baseline/Public Health England advice re have they recently
returned from high risk countries, have they had any contact with someone with
suspected or confirmed Covid-19).
Have they sought any medical attention/111/GP?
If SU/carer advises they are symptomatic carry out risk assessment as to
whether the visit is essential for maintaining the SU mental and physical
wellbeing i.e those service users in crisis/requiring medication;
If the SU/carer is symptomatic, give advice (follow link for current stay at
home guidance).
If medical emergency – call 999. Inform them that the patient is
symptomatic for COVID19.
If visit is not essential – further to your risk assessment described above do not visit. Report to manager/RMO. Monitor with telephone contacts while
care plan is established under COVID 19 advice. Update care plan confirming
arrangements for maintaining contact and safe care.
If the SU/carer reports mild symptoms and a home visit is considered
absolutely essential for safe delivery of care, arrangements to be made for
staff to visit using PPE equipment. See below use of PPE equipment in the
community.
If unable to make successful telephone contact prior to visit, try
alternative methods of contact e.g. phone carer. If contact cannot be
established and visit is not essential, do not visit, but continue to try to
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If the answer is yes to any of above this will be regarded as “symptomatic” for the
purposes of this protocol.
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make contact. If home visit is absolutely essential, to carry out home visit
as planned and complete doorstep assessment.

DURING ANY DOORSTEP ASSESSMENT:
•

Carry out doorstep assessment and if concerned that service user/carer has
symptoms do not enter the home. Advice should be given to the service user.
Carry out supportive contact remotely. E.g. telephone from car.

DEPOT ADMINISTRATION IN THE COMMUNITY
If the service user describes symptoms, and is due to have their depot/LAI
administered, consult the prescriber and consider alternative short term
treatment plan. Consider oral medication for the short term? If decision to omit
depot/LAI, ensure clear plan/risk assessment is agreed and documented
regards follow up and continued monitoring of mental and physical health, and
decision of when to next administer depot/LAI.
If essential to administer depot/LAI, do so wearing PPE and follow IPC
procedures.
Ensure clear plan agreed and documented with service user/carer, care
coordinator and RMO regards follow up after depot administration and
monitoring of both physical and mental health symptoms.
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Ensure correct infection control procedures are carried out. PPE equipment to
include alcohol hand gel, disposable gloves, apron, surgical face mask and
goggles/visors, clinical waste bags and container for transporting clinical waste.
PPE that must be worn is gloves, apron, surgical face mask and goggles/visor.
After risk assessment, before entering the home ensure PPE equipment in situ.
follow PHE advice keeping 2 metres away from the service user/carer. Carry out
any necessary interventions/assessment and leave the house. Follow IPC
procedures for removal of PPE and safe disposal of clinical waste.
On removal of PPE all equipment to be placed in orange clinical waste bag, tied
securely, placed in approved clinical waste container and transported back to
community base for disposal in clinical waste bins. After immediate removal of
PPE, staff should follow hand hygiene procedures. If no access to soap and
water, to use Alco-gel until return to base and further hand hygiene procedures
to be carried out after disposal of clinical waste bag in the clinical waste bin.
Refer to the HPFT Standard Infection Control Precautions Policy V6 2017 for
further guidance on PPE equipment and it’s use AND
Refer to the HPFT Waste Policy for further guidance on correct disposal of
clinical waste AND
Access The Hive for up-to-date information on PPE .
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USE OF PPE EQUIPMENT IN THE COMMUNITY
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In conjunction with the above, all staff must
•

Read, understand and comply with the Trust’s Infection Prevention and
Control policies, including the Outbreak Control Plan, March 2020.

9.3.3 Sampling and testing
Arrange diagnostic sampling for individuals meeting the inpatient definiton. Do not
wait for results of local testing for other pathogens before sending samples for
SARS-CoV-2 testing.
9.3.4 Reporting to PHE
The local HPT should be informed of:
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any case from a long-term care facility
any case from a prison or prescribed place of detention
any hospital outbreak
other unusual scenarios
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9.3.5 Discharge of service users
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In addition, any case meeting the criteria for avian influenza or MERS-CoV testing
should be reported to the local PHE Health Protection Team.
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appropriate clinical assessment
risk assessment of their home environment and provision of advice about
staying at home
there are arrangements in place to get them home
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If the service user is clinically well and suitable for discharge from hospital, they can
be discharged after:
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People in hospital who are not confirmed to have COVID-19 can be discharged.
Decisions about any follow-up will be on a case by case basis.
9.3.6. De-escalation of IPC measures in hospital
Decisions about de-escalation of IPC measures on admitted service users who will
remain in hospital should be made on a case by case basis in discussion with the
infection prevention and control team.
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10. Training and Awareness
The Management of Infection Prevention & Control Policy sets out the training
requirements for infection prevention and control
Course

For

Infection Prevention
and Control Training

Level 1 training All admin staff,
contractors, nonclinical staff
Level 2 training –
All staff carrying
out clinical duties

Renewal
Period
Every 2 years

Delivery Mode
E-learning

Frequency
10 ICN audits
annually

72 hour report

Each time a period
of increase in
incidence/outbreak
is suspected or
confirmed

Report to:
Infection
Prevention and
Control
Committee
Infection
Prevention and
Control
Committee
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Method
Audits using
the ICN audit
tool
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Investigation
following a report
of a period of
increase in
incidence or
suspected or
confirmed
outbreak of
infection

Lead
Infection
prevention
and
control
nurses
Modern
Matron and
Infection
prevention
and control
nurses
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11. Process for monitoring compliance with this document
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12. Embedding a culture of equality and respect
The Trust promotes fairness and respect in relation to the treatment, care and support
of service users, carers and staff.
Respect means ensuring that the particular needs of ‘protected groups’ are upheld at
all times and individually assessed on entry to the service. This includes the needs of
people based on their age, disability, ethnicity, gender, gender reassignment status,
relationship status, religion or belief, sexual orientation and in some instances,
pregnancy and maternity.
Working in this way builds a culture where service users can flourish and be fully
involved in their care and where staff and carers receive appropriate support. Where
discrimination, inappropriate behaviour or some other barrier occurs, the Trust expects
the full cooperation of staff in addressing and recording these issues through
appropriate Trust processes.
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Access to and provision of services must therefore take full account of needs relating
to all protected groups listed above and care and support for service users, carers and
staff should be planned that takes into account individual needs. Where staff need
further information regarding these groups, they should speak to their manager or a
member of the Trust Inclusion & Engagement team.
Where service users and carers experience barriers to accessing services, the Trust is
required to take appropriate remedial action.
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The implementation of this guidance will not discriminate
against any involvement of service users, carer and/or
staff.
The implementation of this guidance will not discriminate
against any relationships to sexual orientation
The implementation of this guidance will not discriminate
against any culture and ethnicity.
The implementation of this guidance will not discriminate
against any spirituality
The implementation of this guidance will not discriminate
against any age
The implementation of this guidance will not discriminate
against any gender or gender reassignment
The implementation of this guidance will ensure that all
service users, carer and staff are treated equally and will
be given equal opportunities.
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Relationships &
Sexual Orientation
Culture & Ethnicity

The implementation of this guidance will not discriminate
against any service users, carer and/or staff access
needs
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Service user, carer
and/or staff access
needs
(including disability)
Involvement
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Spirituality
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Gender & Gender
Reassignment
Advancing
equality of
opportunity
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13. Promoting and Considering Individual Wellbeing
Under the Care Act 2014, Section 1, the Trust has a duty to promote wellbeing when
carrying out any of their care and support functions in respect of a person. Wellbeing
is described as relating to the following areas in particular:
•
•
•
•
•
•
•
•
•

Personal dignity (including treatment of the individual with respect);
Physical and mental health and emotional wellbeing;
Protection from abuse and neglect;
Control by the individual over day to day life including over the care and support
provided and the way in which it is provided;
Participation in work, training, education, or recreation;
Social and economic wellbeing;
Domestic, family and personal;
Suitability of living accommodation;
The individual’s contribution to society.

There is no hierarchy and all should be considered of equal importance when
considering an individual’s wellbeing. How an individual’s wellbeing is considered will
26

depend on their individual circumstances including their needs, goals, wishes and
personal choices and how these impact on their wellbeing.
In addition to the general principle of promoting wellbeing there are a number of other
key principles and standards which the Trust must have regard to when carrying out
activities or functions:
•
•
•
•
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•
•

The importance of beginning with the assumption that the individual is best
placed to judge their wellbeing;
The individual’s views, wishes, feelings and beliefs;
The importance of preventing or delaying the development of needs for care
and support and the importance of reducing needs that already exist;
The need to ensure that decisions are made having regard to all the individual’s
circumstances;
The importance of the individual participating as fully as possible;
The importance of achieving a balance between the individuals wellbeing and
that of any carers or relatives who are involved with the individual;
The need to protect people from abuse or neglect;
The need to ensure that any restriction on the individuals rights or freedom of
action that is involved in the exercise of the function is kept to the minimum
necessary
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15. Relevant Standards
The Health and Social Care Act 2008, revised 2015, Code of Practice on the prevention and
control of infections and related guidance
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16. Associated Documents
o A to Z of Infections
o Standard Infection Control Precautions
o Decontamination Policy
o Hand Hygiene
o Infection Control Transfer and Discharge Guidelines
o Clostridium difficile Policy
o Linen and laundry guidance
o Specimen collection for microbiological analysis guidelines
o Management of Infection Prevention & Control
o Transfer and Discharge Guidance
o Outbreak Control Policy
o Pandemic Flu Business Contingency Planning
17. Supporting References
a) Public Health England, (2016) Infection control precautions to minimise transmission of
acute respiratory tract infections in healthcare settings
b) Public Health England (2016) PHE guidelines on the management of outbreaks of
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influenza-like illness (ILI) in care homes
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March 2020
r) PHE Guidance - Guidance for social or community care and residential settings on
COVID-19 - Published 25 February 2020
s) PHE Guidance - COVID-19: laboratory investigations and sample requirements for
diagnosis - Updated 9 March 2020
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being worked on.
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Job Title of person consulted
Clinical Directors
Clinical Professional Advisory Committee

30

R

el

ea

se
d

un

de

rF
re

ed

om

of

In

fo

rm

at

io

n

Ac

t

Appendix 1 Putting on donning PPE for aerosol generating procedures
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Appendix 2 Removal of doffing PPE for aerosol generating procedures
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Appendix 3 Quick Guide - Removal of doffing PPE for aerosol generating
procedures
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Appendix 4 Putting on PPE for non-aerosol generating procedures
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Appendix 5 Taking off PPE for non-aerosol generating procedures
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Appendix 6 When to use a surgical face mask or FFP3 respirator
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Appendix 7 Description of uncomplicated influenza, complicated influenza and risk
factors for complicated influenza
Uncomplicated influenza: Influenza presenting with fever, coryza, generalised
symptoms (headache, malaise, myalgia, arthralgia) and sometimes gastrointestinal
symptoms, but without any features of complicated influenza
Complicated influenza: Influenza requiring hospital admission and/or with
symptoms and signs of lower respiratory tract infection (hypoxaemia, dyspnoea,
lung infiltrate), central nervous system involvement and/or a significant
exacerbation of an underlying medical condition

of

In

fo

rm

at

io

n

Ac

t

Risk groups for complicated influenza:
• Neurological, hepatic, renal, pulmonary and chronic cardiac disease
• Diabetes mellitus
• Severe immunosuppression
• Age over 65 years
• Pregnancy (including up to 2 weeks post-partum)
• Children under 6 months of age
• Morbid obesity (BMI ≥40)
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For full details refer to ‘Immunisation against infectious disease’, known as the Green
Book.
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Appendix 8 Staff caring for service users with suspected COVID19 Symptoms

Staff Caring for Service Users with suspected COVID19 symptoms
Guideline
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25 March 2020 v3
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Tactical
Command

CPAC

STAFF CARING FOR SERVICE USERS WITH SUSPECTED COVID-19 SYMPTOMS
Guidance supporting flow chart
https://www.gov.uk/government/publications/covid-19-guidance-for-healthcare-providers-who-have-diagnosed-a-case-within-their-facility/covid-19-actions-required-when-acase-was-not-diagnosed-on-admission
Follow National Early Warning System (NEWS) Record Vital signs twice a day for the first 3 days of admission then if NEWS = 0 a minimum of once a day until this
guidance is reviewed by the tactical command
If NEWS = 1 or more follow early warning frequency of monitoring and clinical response as NEWS chart.
Clean equipment after each use with chlorine wipes and allow to dry.
PPE = Personal Protective Equipment

FFP3 – Fit Tested Face Mask

WITHIN HOURS

OUT OF HOURS

Has symptom of COVID – 19
• Continuous cough and/or
• Temperature > 37.8

Has symptom of COVID – 19
• Continuous cough and/or
• Temperature > 37.8

Isolate in own room (service user must not leave room; if not en-suite, commode
to be designated single patient use)

•
•
•
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Staff to wear PPE
Hands to be cleaned before and after contact using soap and hot water for 20
seconds.
Gloves and aprons to be worn for all contact ** ligature risk all PPE to be
disposed safely.
Fluid resistant surgical face mask
Consider eye protection if risk of splashing – Full face visor for spitting
https://www.gov.uk/government/publications/wuhan-novel-coronavirusinfection-prevention-and-control
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Staff to wear PPE
Hands to be cleaned before and after contact using soap and hot water for 20
seconds.
Gloves and aprons to be worn for all contact ** ligature risk all PPE to be
disposed safely.
Fluid resistant surgical face mask
Consider eye protection if risk of splashing – Full face visor for spitting
https://www.gov.uk/government/publications/wuhan-novel-coronavirusinfection-prevention-and-control
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Isolate in own room (service user must not leave room; if not en-suite, commode to
be designated single patient use)

“All staff will be trained in hand hygiene. Much of the care delivered in care homes will
require close personal contact. Where a resident is showing symptoms of COVID-19, steps
should be taken to minimise the risk of transmission through safe working procedures. Staff
should use personal protective equipment (PPE) for activities that bring them into close
personal contact, such as washing and bathing, personal hygiene and contact with bodily
fluids. Aprons, gloves and fluid repellent surgical masks should be used in these situations.
If there is a risk of splashing, then eye protection will minimise risk.”
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“All staff will be trained in hand hygiene. Much of the care delivered in care homes will
require close personal contact. Where a resident is showing symptoms of COVID-19, steps
should be taken to minimise the risk of transmission through safe working procedures. Staff
should use personal protective equipment (PPE) for activities that bring them into close
personal contact, such as washing and bathing, personal hygiene and contact with bodily
fluids. Aprons, gloves and fluid repellent surgical masks should be used in these situations.
If there is a risk of splashing, then eye protection will minimise risk.”

Minimise contact.
Reduce number of staff entering room to safe minimum
Avoid AEROSOL generating procedures (AGP) such as suctioning and
spitting.
Service Users with high risk of unavoidable AGP for example use of CPAP
machine or spitting refer to individual care and risk plan.
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•
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Alert on PARIS (COVID Case)

R

Add Alert on PARIS (COVID Case)

Minimise contact.
Reduce number of staff entering room to safe minimum
Avoid AEROSOL generating procedures (AGP) such as suctioning and
spitting.
Service Users with high risk of unavoidable AGP for example use of
CPAP machine or spitting refer to individual care and risk plan.

•
•
•

Vital signs to be recorded as per NEWS chart
Frequency and escalation to be determined by NEWS score
Monitor fluid balance

•
•
•

Vital signs to be recorded as per NEWS chart
Frequency and escalation to be determined by NEWS score
Monitor fluid balance

•
•
•

Discuss with medical team
Doctor to risk Assess need for physical examination
If care needs escalating to acute trust Consultant to consultant referral
required

•
•
•

OOH staff to speak to on-call doctor
Doctor to risk Assess need for physical examination
If care needs escalating to acute trust On-call Consultant to consultant
referral required.

•

On call doctor to speak to Operational Command

Inform Service Line Lead and Operational Command

Respiratory / cardiac arrest management - link to Resus Council
•
•
•
•
•
•
•
•
•

Consider safety first.
Do not enter room without PPE or if not required in room.
Do not look, listen and feel for breathing with ear close to patients face.
Ring 999 as usual – inform operator that PPE is required
Have a PPE buddy and runner outside room
Buddy to limit access to room
BLS / ILS as usual only if PPE in place to protect from aerosol ie FFP3 mask
No stethoscopes- do not auscultate
No PPE-No CPR

Recovery from COVID 19
When service user is symptom free for 14 days clinical team to
remove the COVID Alert from PARIS.

39

Appendix 9 Staff Guidance Regarding Coronavirus (COVID-19) and Obstructive Sleep Apnoea (OSA)

Dr Ahmad Khouja

Executive Suite
West Park Hospital
Edward Pease Way
Darlington
County Durham
DL2 2TS

Medical Director
Responsible Officer
Consultant Psychiatrist
(Not to be disclosed without permission of the sender)

Direct line (01325) 552304
Fax No. (01325) 552205
E-mail: ahmad.khouja@nhs.net
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CHANGE TO GUIDANCE
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Staff Guidance Regarding Coronavirus (COVID-19) and Obstructive Sleep Apnoea (OSA):
for people who routinely use continuous positive airway pressure (CPAP) devices
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Version control: v1.2 dated 07.04.20 16:00hrs
Review date: 26.06.20 or earlier if guidance changes
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We are providing this guidance for staff to be implemented during COVID-19 Pandemic. It has been produced following information
outlined by the British Thoracic Society; British Sleep Society; Association for Respiratory Technology and Physiology, and, Sleep Apnoea Trust
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Association, March 2020).
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General advice:
There is no information yet available regarding the risk of OSA alone in terms of COVID-19 susceptibility.
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Contact the CPAP treatment prescriber (i.e. sleep clinic, respiratory team) to clarify whether the use of CPAP is essential.
If non-essential, consider discontinuing CPAP (medical team to review patient plus physical observations including oxygen
saturations).
If CPAP essential or, the patient requires CPAP to maintain ventilation for Obesity Hypoventilation Syndrome (OSA, obesity plus
respiratory failure), this should be continued but the patient must be isolated with bedroom door closed whilst the machine is on.
CPAP is considered an aerosol generating procedure (AGP). As such, all staff in contact with the patient whilst the CPAP machine
is on (or entering the patient’s room during CPAP) must wear AGP PPE (long sleeved fluid repellent gown, eye protection, gloves
and an FFP3 mask that has been fit tested prior to wearing).
Where possible, change the patient’s usual mask (with breathe out vent) to an appropriate CPAP mask with no vent but which has
a bacterial/viral filter and an exhalation port in the tubing.
Humidifiers should not be used with CPAP device due to increased droplet spread.
Routine IPC measures should continue: changing of filters, the cleaning of surrounding surfaces, the cleaning of mask and tubing
with hand-hot soapy water and washing hands regularly.
Masks and machines should never be shared between patients.
Masks and tubing should be treated with care as there may be a temporary shortage due to the current pandemic.
Regarding the ordering of equipment, staff should contact the patient’s sleep clinic, respiratory clinic (treatment prescriber) for
advice.
Regarding urgent issues relating to sleep/OSA related symptoms, staff should contact the patient’s sleep clinic, respiratory clinic
(treatment prescriber) for advice.
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The following guidance applies to all patients with OSA who routinely use CPAP and who are suspected/confirmed COVID-19:

•
•
•
•
•
•
•

Dr Ahmad Khouja
Medical Director
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